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DRY EYE SYNDROME
Dry eye syndrome is a multifactorial disease of the tears and ocular surface that results in a range of
symptoms, including discomfort, visual disturbance, tear film instability and potential damage to the
ocular surface. It is accompanied by increased osmolarity of the tear film and inflammation of the
ocular surface.
The key features of dry eye syndrome are:
 Decreased tear production
 Increased tear evaporation
 Incorrect composition of tears
These result in inadequate lubrication of the eyes.

Symptoms
Patients typically present with:




feelings of dryness, grittiness, foreign body sensation, red eyes, staining of cornea, or
soreness in both eyes, which get worse throughout the day
eyes water, particularly when exposed to wind, and reflex tearing or blurring whilst reading
or driving
eyelids stuck together on waking

Causes
Dry eye syndrome prevalence increases with age (15 -33% in people 65+ years); 50% more common
in women than in men; a frequent complaint in post-menopausal women and rheumatoid patients.
It is an extremely common eye condition and has a wide range of causes, including:
 Decreased tear production: blepharitis (most common cause) tear film instability; adverse
effect of systemic drugs (e.g.: antihistamines, tricyclic antidepressants, SSRIs;
preservatives in topical eye medications); allergic conjunctivitis; dehydration (e.g.
secondary to diabetes)
 Increased evaporation of tears - environmental factors at home / work (less commonly,
caused by Lagophthalmos)/ most commonly with meibomian gland dysfunction

Abnormal ocular surface / disruption of the afferent sensory nerves
 Decreased lipid production by Meibomian glands
Underlying conditions associated with dry eye syndrome include:
 allergic conjunctivitis
 Sjögren's syndrome (ask about dry mouth)
 Rheumathoid arthritis





Rosacea (or ocular rosacea with inflammation and meibomian secretion abnormality)
facial or trigeminal neuropathy
herpes zoster affecting the eye
chronic dermatoses of eyelids








previous ocular or eyelid surgery, trauma, radiation therapy, burns
Less commonly, people present with a complication of dry eye syndrome, e.g.:
Conjunctivitis
Ulceration of the cornea, suggested by severe pain, photophobia, marked redness, and loss of
visual acuity

General management




Treatment should initially focus on identifying and addressing lifestyle/environmental factors
that may cause or exacerbate dry eye syndrome.
The patient's medication history should also be reviewed, as topical and systemic
antihistamines have been associated with dry eye syndrome. Similarly, HRT, TCAs and SSRIs
can aggravate ocular symptoms.
Reassure - when there is no underlying medical condition, most people with dry eyes have
only discomfort and no lasting loss of vision though visual symptoms are common as severity
increases. Rarely, the cornea develops ulcers. Mucus filaments adhere and may be painful in
more severe forms.

Treatment
Artificial tears alone are usually sufficient to provide relief for mild dry eye and can be bought by the
patient without a prescription.
 Hypromellose is a widely used product,. Products containing carbomers or polyvinyl alcohol
are longer-acting. Sodium Hyaluronate is becoming more widely used because of its waterretaining properties and low resistance to blinking (viscoelastic property).
 If the patient has known allergy to preservative consider switching to one that is
preservative-free. Products that do not contain preservatives are packed as single doses and
are more expensive than multi-dose preparations in most cases but are more suitable
where frequent use is needed or ocular surface disturbance is significant.
 Preservative drops are not compatible with contact lenses – contact lens wearers should get
advice from their optometrist .
 Eye ointments - such as paraffins - physically lubricate and protect the eye surface from
epithelial erosion and are particularly useful when the eye is closed during sleep .
 Eye ointments containing paraffin may be uncomfortable and blur vision, they should only be
used at night and never with contact lenses some alternatives are available.
 Where ointments are too greasy carbomers or combination carbomer with lipid are available
(artelac nightime gel)
 Significant ocular surface disturbance may require specialist advice and treatment in the
corneal service.

Severity

Symptoms & Signs

Treatment Options

Mild

Discomfort: mild
Frequency of discomfort: episodic
Visual symptoms: nil/mild
Corneal staining with fluorescein: nil/min
Conjunctival staining: nil/min
FBUT variable
Schirmer test variable

Hypromellose 0.3%/0.5%
Carbomer eye drops (Cetrimide
preservative)
Hydroxypropyl gum (Systane Ultra)
Optive Fusion*

Moderate

Discomfort: moderate
Frequency of discomfort: episodic or
chronic

Optive Fusion *
Sod. Hyaluronate 0.15% (Hyabak) RP*
Carmellose 1% *
VitaPOS/ Liquid paraffin eye ointment
for use at night
Artelac Night-time gel
(carbomer/triglyceride)+

Severe

Visual symptoms: episodic, limiting activity
Corneal staining with fluorescein: variable
Conjunctival staining: variable
FBUT < 10 seconds
Schirmer testsevere
< 10mm at 5 mins
Discomfort:
Frequency of discomfort:
constant/disabling
Visual symptoms: constant, activity limiting
and disabling
Corneal staining with fluorescein: marked
severe puntate erosions
Conjunctival staining: moderate to marked
Corneal signs: mucus filaments or
clumping, increased tear debris, corneal
ulceration
FBUT < 5 seconds
Schirmer test < 5mm at 5mins

Sod.hyaluronate 0.2% (Hyloforte)RP*
Sod.hyaluronate 0.4%(Clinitas)*#
Hydroxypropyl gum (Systane Ultra unit
dose)
Specialist Initiation/recommendation
only
Theoloz Duo ( Trehalose, Sodium
hyaluronidate)

* Products suitable for patients who cannot tolerate preservatives.
# Clinitas dose units can be reclosed for up to 12 hours with multiple applications.
R
Hyabak and Hyloforte are supplied in a soft bottle that some patients may find easier to squeeze
such as those rheumatoid arthritis.
P
phosphate free buffered solutions
Where severe ocular surface disease is encountered and/or calcium deposition has occurred a nonphosphate buffered preparation should be considered (Hyabak or Hyloforte) though response to
treatment will need reviewed and phosphate buffered solutions should still be considered in these
circumstances. Specialist preparations may be necessary but are monitored in the hospital based
service
+ When ointments are too greasy/poorly tolerated.

Meibomian gland dysfunction predominates
Optive plus or Systane balance

Other special agents (monitored in corneal and external diseases clinic) Specialist
Initiation/recommendation only
Acetylcysteine
Preservative free steroids
Ciclosporin 1mg/ml (Ikervis) unit dose (approved by NICE for treating severe keratitis in adult
patients with dry eye disease that has not improved despite treatment with tear substitutes)

Manual dexterity
If patient has difficulty administering drops due to reduced manual dexterity consider carbomer gel.
Hyabak and Hyloforte are supplied in a soft bottle that some patients may find easier to squeeze
such as those with rheumatoid arthritis.

Eye hygiene



If meibomian gland dysfunction is present, hot compresses (e.g. clean flannel rinsed in hot
water) may benefit. Microwaveable mask.
Eyelid hygiene will also help to control the blepharitis that most people with dry eye
syndrome have.

Environment and other measures
Advise patients to minimise environmental and other factors that aggravate dry eye syndrome:

if smokers, try to stop as it exacerbates symptoms

avoid air conditioning
 take regular breaks if use computer for long periods / avoid staring at the screen for long
periods
 wear wrap-around glasses outside.
 Omega 3 fatty acid supplements may be of help in blepharits (self purchase supplements)
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