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Strategies for Corticosteroid Use in 
Common Ocular Surface Disorders

Antiinfl ammatory agents have become central to the 
management of common ocular surface disorders, including 
allergic conjunctivitis, blepharitis, and dry eye syndrome. 
Topical corticosteroids act by interrupting multiple steps of 
the infl ammatory cascade and are typically highly eff ective 
in controlling ocular surface infl ammation. With short-term 
use, they are generally safe.1

However, with long-term use corticosteroids represent 
the classic double-edged sword of medical therapies: their 
potency and breadth of action can give rise to a range of un-
wanted side eff ects. Cataracts, for example, are a predictable 
dose-dependent side eff ect of long-term corticosteroid use. 
In contrast, ocular hypertension and infection are potential 
complications: corticosteroids increase the risk of these eff ects, 
but not everyone will develop them.2

Th e challenge in treating chronic infl ammatory ocular 
surface conditions lies in achieving adequate inf lamma-
tion control without creating additional problems for the 
patient. Multiple factors contribute to the development of 
corticosteroid-induced side eff ects, and only some of them 
are controllable. Patient phenotype (steroid-responder vs. 
non-responder), a key variable in ocular hypertension risk, 

is out of the doctor’s control; but clinicians can control drug-
related factors, including frequency, dose, duration, and type 
of corticosteroid used.

As our appreciation of the role of infl ammation in various 
ocular surface conditions (most notably dry eye) has increased, 
there has come a corresponding imperative to suppress infl am-
mation to secure the long-term health of the cornea. With the 
availability of newer, safer corticosteroid options, the targeted 
use of topical corticosteroids has come into favor for the treat-
ment of chronic ocular surface infl ammation.2,3

A key strategy for minimizing corticosteroid exposure is to 
manage baseline or mild infl ammation with alternative agents, 
reserving corticosteroids for times of intense infl ammation or 
acute exacerbation. When initiating more intensive antiin-
fl ammatory treatment, using corticosteroids adjunctively with 
other agents may help limit corticosteroid dose or duration.

Dry eye Disease
Patients with dry eye due to aqueous defi ciency can oft en 

be maintained with an aggressive regimen of ocular surface 
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stateMent oF neeD
the indications for topical ophthalmic antiinfl ammatory 
drugs (both steroidal and nonsteroidal) are evolving 
rapidly, as new agents and new applications emerge. 
many of these are novel—eg, the perioperative use of 
nonsteroidal antiinfl ammatory drugs (nsaids) to prevent 
cystoid macular edema—and/or fl y in the face of older 
thinking—eg, the use of steroids to calm infl ammation 
and reduce the risk of melting or scarring from infection. 
neither of these important applications is on-label.

in addition, new steroidal and nonsteroidal agents 
continue to come to market, expanding the utility of 
both classes. antiinfl ammatory drugs are now used 
for: the treatment of ocular surface disease and allergic 
conjunctivitis; prevention of perioperative pain and 
infl ammation in ocular surgery; infection management; 
cystoid macular edema prophylaxis following cataract 
surgery; haze prevention in PrK; and much more. 

What has regrettably not followed this expansion of 
indications, formulations, and new molecular entities 
are protocols for drug selection and use.1 these are vital 
because signifi cant diff erences in safety, tolerability, and 
effi  cacy exist between and within both antiinfl ammatory 
drug classes. c-20 ester steroids, for example, have a 
demonstrated lower risk of intraocular pressure (iOP) 
elevation than ketone steroids.2,3 since a range of steroid 
formulations and concentrations is available, clinicians 
need up-to-date information about the indications and 
optimum uses for each.3

although topical nsaid formulations have been 
associated with signifi cant adverse events (keratopathy 
ranging from superfi cial punctate keratitis to corneal 
melt), recent work shows these to be uncommon and less 
severe with newer formulations.4 indeed, novel nsaids 
make use of lower concentrations and less frequent 
dosing, potentially impacting safety profi les and reducing 
risk from long-term use.5

although both are “antiinfl ammatory,” steroids and 
nsaids act at diff erent points in the infl ammatory 
cascade, and thus off er opportunities for physicians 
to fi ne-tune their drug selection. and although they 
are frequently used together, whether or not the two 
drug classes can act synergistically is controversial. in 
the context of recent clinical data, a clear mechanistic 
understanding of each drug class generally—and of 
newer formulations specifi cally—will equip clinicians 
to make eff ective, evidence-based prescribing 
decisions across the many situations that call for ocular 
infl ammation control. 
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TOPICS IN OCULAR ANTIINFLAMMATORIES, ISSUE 5lubrication that includes artifi cial tears 
during the day and possibly a lubricat-
ing ointment or gel at night. Dry eye 
patients with marked discomfort, photo-
phobia, conjunctival hyperemia, and/or 
punctate keratopathy may require more 
aggressive antiinfl ammatory treatment, 
such as a topical corticosteroid and, 
where appropriate, an additional agent 
such as topical cyclosporine.4

Combination antiinf lammatory 
treatment for exacerbations (eg, a cor-
ticosteroid and a calcineurin inhibitor 
such as cyclosporine) is advantageous. 
The corticosteroid should alleviate 
inf lammation and bring fairly rapid 
relief from symptoms (typically within 
the fi rst 2 to 4 weeks). Th is allows cy-
closporine the time it needs to exert 
its antiinfl ammatory action. Th e corti-
costeroid can then be tapered, and the 
cyclosporine continued for long-term 
control. Using both agents from the out-
set (rather than staggering them) also 
helps with compliance, as patients are 
motivated to continue medicines that 
they associate with symptomatic relief.

allerGic conJunctivitis
As with dry eye, corticosteroids 

should be reserved for particularly 
severe fl are ups of seasonal or peren-
nial allergic conjunctivitis that are not 
controlled by fi rst-line agents.1 Patients 
with intense itching or other severe ocu-
lar symptoms at a time of high antigen 
exposure (spring and fall in most of the 
US; winter in tropical climates) may be 
undergoing an acute fl are-up of their 
disease.

A short course of corticosteroids 
given in conjunction with other anti-
infl ammatory agents such as a topical 
antihistamine/mast-cell stabilizer and/
or a systemic antihistamine may be 
warranted. Working with an allergist is 
important for this group of patients in 
order to identify off ending allergens and 
to start desensitization treatment. When 
appropriate, environmental/behavioral 
modifi cation may also help.

BlePHaritis
Blepharitis may be somewhat more 

challenging to manage than other 
chronic infl ammatory conditions of the 
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tailorinG treatMent
Management of an acute fl are-up of ocular surface infl am-

mation begins with knowing what has worked well in the past 
for a particular patient. In my practice, I typically start with a 
potent corticosteroid to quickly quiet the ocular surface. If I 
anticipate continuing intensive antiinfl ammatory treatment 
for an extended period, such as 4 to 6 weeks, I initially pre-
scribe a potent corticosteroid, such as prednisolone acetate or 
difl uprednate, then switch to a corticosteroid with a lower risk 
of raising IOP, such as loteprednol etabonate or fl uorometho-
lone.7,8 However, if the patient is a known steroid responder, I 
will use a lower risk agent from the start.

Patients with sensitivity to preservatives or who are on 
multiple preserved topical medications (a situation common 
among glaucoma patients) may require treatment with a pre-
servative-free corticosteroid.9 Preservative-free corticosteroids 
may be available from hospitals or compounding pharmacies.

ForMulation oPtions
Th e formulation of a corticosteroid can aff ect both the pa-

tient experience and overall eff ectiveness. Patients may prefer 
drop formulations (emulsion or suspension) to ointments dur-
ing the day since they do not interfere with vision. Gels are in-
termediate in viscosity between drops and ointments. Among 
patients with aqueous tear fi lm defi ciency, an emulsion or gel 
may be preferred to a suspension since suspensions can leave 
a gritty sensation in the eye once the vehicle has evaporated.

Higher viscosity formulations (gels and ointments) stay 
in contact with the lid and ocular surface longer and can 
be dosed less frequently, making them more appropriate for 

ocular surface, as the infl ammation may persist even as symp-
toms abate. In blepharitis, the underlying pathophysiology 
may have allergic, bacteriologic, and seborrheic components. 
In staphylococcal marginal blepharitis, bouts of infl ammation 
can manifest as increasing conjunctival hyperemia, photopho-
bia, and corneal immune infi ltrates. In cases of highly infl amed 
posterior blepharitis, meibomian glands become inspissated, 
telangiectatic vessels are seen at the lid margin, and the tear 
fi lm lipids are aff ected (Figure 1). 

A rigorous regimen of eyelid hygiene is central to control-
ling the condition, and antibiotics are sometimes indicated.3,5 
Corticosteroids should be limited to times of acute fl are-up or 
complications; they can be quite useful in quieting the surface 
of the eye while other therapies are instituted concomitantly.5

 
counselinG Patients

Taking time to educate patients about the potential side 
eff ects of corticosteroid use is critical to preventing misuse and 
avoiding side eff ects. Patients should be cautioned about the 
potential for ocular hypertension and infection specifi cally. 
Follow-up at 2 to 3 weeks to monitor IOP is typical; patients 
should continue to be monitored at longer intervals while the 
corticosteroids are continued.5

Patients should also be advised to avoid wearing contact 
lenses while using corticosteroid drops to reduce the risk of 
developing an infectious corneal ulcer. Patients in hot, humid 
regions may be at increased risk for pernicious pathogens, 
including fungi, when they combine topical corticosteroid 
use with contact lens wear.6

Patient compliance in the form of missing doses or pre-
maturely discontinuing therapy with topical corticosteroids 
is generally not a problem. If anything, there is a tendency for 
patients to overuse those drops since they are so eff ective at 
relieving infl ammation and making the eyes feel better. It is 
essential to counsel patients regarding the serious side eff ects 
possible with corticosteroids and limit refi lls so that patients 
cannot get the drug without appropriate IOP monitoring.

core concePts 
✦ topical corticosteroids are useful for breaking the cycle 

of severe infl ammation in conditions such as dry eye, 
allergic conjunctivitis, and blepharitis.

✦ corticosteroids should generally be reserved for times 
when ocular surface infl ammation fl ares up.

✦ limit courses of corticosteroids to 2 weeks when possible, 
then taper to discontinue over the following 2 weeks.

✦ Weaker (“soft”) steroids and the ester steroid loteprednol 
etabonate create less risk of ocular hypertension 
compared with other ophthalmic corticosteroids. 

✦ no matter the drug taken, all patients on ocular steroids 
should be monitored for corticosteroid-induced side 
eff ects.

✦ concomitant use of other antiinfl ammatory agents in 
conjunction with a corticosteroid can be an eff ective 
strategy for minimizing corticosteroid exposure.

✦ Patient counseling regarding potential side eff ects while 
on corticosteroids is critical for optimal compliance and 
safety.

✦ Product formulation aff ects drug delivery and patient 
comfort.

FiGure 1 telangiectasia of the lid margin with inspissated meibomian 
glands. (Photo courtesy of the author.)
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nighttime use.8 Because they blur vision, ointments are not 
commonly prescribed for daytime use except in cases where 
high degree of lubrication and ocular surface protection may 
be benefi cial.5 Gels resist evaporation, making them especially 
comfortable for patients, and, in my view, useful for patients 
suff ering from dry eye.8

conclusion
Patients with chronic ocular surface infl ammation are 

at risk for secondary eff ects from their disease and may, at 
times, warrant treatment with corticosteroids. Key tactics 

for minimizing corticosteroid exposure and preventing side 
effects include initiating therapy with potent corticoste-
roids—potentially alongside other agents—to break the cycle 
of infl ammation, and then tapering the corticosteroid; using 
corticosteroids with lower risk of raising IOP when able; and 
counseling patients regarding compliance and follow-up.  

Sonia H. Yoo, MD, is a professor of ophthalmology at Bascom Palmer Eye 
Institute of University of Miami Miller School of Medicine. Dr. Yoo is a con-
sultant for Alcon and Allergan. Medical writer Noelle Lake, MD, assisted in 
the preparation of this article.
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Current Thinking in the 
Antiinfl ammatory Treatment of Uveitis
tHoMas alBini, MD New diagnostic insights 
and drug delivery mechanisms are changing the 
antiinfl ammatory management of uveitis. 

Uveitis comprises a group of intraocular infl ammatory 
conditions with wide-ranging etiologies and clinical courses. 
Antiinfl ammatory therapy, typically in the form of topical, 
locally injectable, or systemic steroids, is central to the acute 
and even long-term management of these conditions. Here we 
will review current thinking about the role of antiinfl amma-
tory drugs in treating uveitis.  

anterior uveitis 
In the most common of the uveitides, anterior uveitis, 

patients may experience pain, photophobia, and occasional 
blurred vision; signs include redness (especially in the perilim-
bal area) and anterior chamber cell and fl are. In severe cases, 
there may be moderate to severe vision loss caused by cystoid 
macular edema (CME), cataracts, or glaucoma. 

Noninfectious etiologies predominate in anterior uveitis. 
Systemic autoimmune conditions—including seronegative 
spondyloarthropathies (ankylosing spondylitis, psoriatic 
arthritis, Reiter’s syndrome, and infl ammatory bowel disease 
with extraintestinal manifestations)—are oft en associated 
with acute, recurrent anterior uveitis.1 Other autoimmune 
conditions associated with anterior uveitis include Behçet’s 
disease, sarcoidosis, and juvenile idiopathic arthritis.

Infectious anterior uveitis is oft en associated with herpes 
viruses, including herpes simplex virus (HSV), varicella zoster 
virus (VZV), cytomegalovirus (CMV), or Epstein-Barr virus 
(EBV). Th e diagnosis of these conditions is chiefl y clinical; 
dendritic keratitis or skin lesions are signifi cant diagnostic 
signs but are not always present. Other signs include stromal 
edema or scarring, keratic precipitates, and acute intraocular 
pressure (IOP) increase (Figure 1).2

Anterior uveitis is sometimes associated with posterior 
segment infections such as toxoplasmosis or herpetic retinitis, 
so careful attention to the posterior segment is essential in 
these cases.

PolyMerase cHain reaction
Diff erentiating among viral causes of anterior uveitis 

based only on signs and symptoms can be challenging, and 
polymerase chain reaction (PCR) of anterior chamber fl uid has 
been suggested as a potentially useful diagnostic tool. Recent 
reports from Singapore and Th ailand of CMV anterior uveitis 
identifi ed by PCR prompted some of my colleagues at Bascom 
Palmer and I to undertake a retrospective case review to bet-

ter understand the incidence of CMV anterior uveitis and to 
examine the impact of PCR results on management plans.3

Our review revealed a low frequency of CMV (1 of 53 cases) 
and found that PCR added little diagnostic utility. HSV was the 
most frequently recovered viral pathogen in this case series; 
and most presumed viral anterior uveitis responded well to 
empiric therapy with oral acyclovir.3 Because anterior chamber 
paracentesis is invasive and unlikely to alter the management 
plan, it should be reserved for cases in which a viral etiology is 
likely but which fail to respond to empirical therapy. 

Anterior chamber PCR has been important in fi nding 
infectious etiologies for some rare subtypes of anterior uveitis, 
including Fuch’s heterochromic iridocyclitis, which has been 
associated with CMV and with rubella. But those associations 
have not yet led to new therapeutic approaches.

First-line treatMent 
Because we know that chronic infl ammation, even low-

grade infl ammation, can ultimately lead to glaucoma, cataract 
formation, and/or CME, the goal of treatment in anterior 
uveitis is to eliminate active infl ammation. Topical cortico-
steroids, favored for their effi  cacy, ease of administration, and 
aff ordability, are the fi rst-line antiinfl ammatory treatment for 
anterior uveitis.

In selecting an appropriate agent, I fi rst consider the sever-
ity of the attack: for very severe anterior segment infl amma-
tion—if, for example, hypopyon is involved—I may opt to treat 
immediately with oral corticosteroids or with difl uprednate, 
a strong topical steroid. A randomized, double-masked trial 
has found QID dosing with difl uprednate ophthalmic emul-
sion 0.05% to be as eff ective as eight times per day dosing with 
prednisolone acetate suspension 1.0% in endogenous anterior 
uveitis.4 In severe cases prednisolone acetate 1% may be dosed 

FiGure 1 diff use pigmented granulomatous keratic precipitates in 
chronic anterior uveitis in a patient with P. acnes infection following 
cataract surgery. (Image courtesy of the author.)
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ticularly in the diagnosis of viral or toxoplasmosis retinitis.7,8,9 
As it has become safer, vitrectomy has grown in utility as 

a tool for the diagnosis of posterior uveitis, atypical retinitis, 
and endogenous endophthalmitis. Th is trend toward more 
aggressive diagnostic procedures has also allowed us to make 
more effi  cient diagnoses of malignancies such as vitreoretinal 
lymphoma.10 

treatMent
Th e goals of treatment in posterior uveitis are to quell in-

fl ammation and, if the etiology is infectious, to treat with an 
appropriate antiinfective. Viral retinitis, for example, should 
be treated with an antiviral agent known to have good bio-
availability in the eye, such as acyclovir or valacyclovir, given 
intravenously. 

Systemic steroids have the most rapid eff ect on intermedi-
ate, posterior, and pan uveitis, but their side eff ects—including 
psychoses, mood changes, insomnia, systemic hypertension, 
and elevated systemic glucose levels—are troubling. Systemic 
steroid use can also lead to long-term problems, such as osteo-
porosis and aseptic necrosis of the bone.

Like anterior uveitis, posterior uveitis is considered chronic 
at the 3-month mark. If corticosteroids are required at high 
doses for long periods of time, steroid-sparing agents may be 
indicated. At 60 to 90 days aft er initiating therapy, the goal is 
to have infl ammation under control on no more than 10 mg/
day of prednisone, which can oft en by achieved with adjunc-
tive steroid-sparing agents.

The most commonly used steroid-sparing agents are 
antimetabolites, such as mycophenolate mofetil or metho-
trexate, or the TNF-α inhibitors infl iximab or adalimumab.11 
Cyclosporine and tacrolimus, both T-cell inhibitors, are also 
options. Interferon alpha is an emerging biologic increasingly 
used for refractory uveitis associated with Behçet’s disease and 
other conditions.12

as oft en as hourly.
A major consideration when administering topical cor-

ticosteroid therapy is the presence of glaucoma or a history 
of corticosteroid response. In such cases oral corticosteroids 
may have a lower likelihood of increasing IOP. Among topical 
steroids, loteprednol etabonate 0.5% (available as a suspension, 
ointment, or gel) may off er suffi  cient potency with reduced risk 
of IOP elevation.5 In chronic cases, eyes with glaucoma may 
do better on steroid sparing agents. 

Topical therapy is preferable in most cases of anterior uve-
itis. Patients who are particularly sensitive to preservatives in 
commercially available topical steroid formulations may ben-
efi t from treatment with preservative-free methylprednisolone 
0.5%, which can be obtained from a compounding pharmacy. 

alternatives
If there is more than trace infl ammation aft er 1 week of 

treatment with either QID difl uprednate or hourly predniso-
lone acetate, I discuss either a sub-Tenon’s injection with 40 
mg of triamcinolone acetonide or oral prednisone (1mg/kg 
of body weight) tapered aft er the infl ammation is completely 
controlled (typically at about 1 month). A sub-Tenon’s injec-
tion has the advantage of being locally administered; but in 
addition to the standard risks of topical steroids, it has the 
potential to cause ptosis. 

Uveitis that continues to be active for more than 3 months 
is considered chronic, and in these cases it may be necessary 
to reevaluate the treatment plan. If infl ammation can be safely 
controlled with a relatively low frequency of topical cortico-
steroid administration (BID or TID prednisolone acetate, for 
example) continued topical therapy may be suitable. 

Alternatively, treatment with the oral antimetabolite 
methotrexate can be very eff ective and safe, so long as liver 
function values and blood counts are carefully monitored.6 Th e 
side eff ect profi le of oral cyclosporine makes it a less attractive 
option. For patients whose uveitis cannot be controlled on 
methotrexate, I would consider adding a tumor necrosis fac-
tor alpha (TNF-α) inhibitor such adalimumab or infl iximab 
(administered via subcutaneous injection and intravenous 
infusion, respectively), especially in cases where these medi-
cines can be used to treat an associated systemic syndrome. 

interMeDiate, Posterior, anD Pan-uveitis
In general, intermediate, posterior, and pan-uveitis are 

more sight-threatening than anterior uveitis, and, conse-
quently, they require more aggressive treatment. Diagnosis is 
also more critical, as there is a greater danger in these cases 
of failing to spot either a neoplasm or an infectious condition 
that requires some treatment other than immunosuppression. 

Infectious posterior uveitis is most frequently associated 
with Toxoplasma gondii. In immunocompetent patients, HSV 
or VZV may also cause posterior uveitis, whereas in immuno-
compromised patients the causative virus is more likely to be 
CMV.7,8 In cases of presumed infectious posterior uveitis, PCR 
of vitreous or even aqueous humor can be quite useful, par-

core concePts 
✦ topical steroid therapy is generally preferable in anterior 

uveitis; choice of agent and route of delivery are typically 
based on severity.

✦ anterior chamber Pcr can be useful to confi rm the 
etiology of infectious uveitis when empirical therapy fails; 
Pcr may be more useful in posterior than anterior uveitis.

✦ systemic steroids remain the fi rst-line therapy for most 
cases of noninfectious posterior uveitis.

✦ steroid-sparing agents may be necessary if uveitis cannot 
be controlled on 10 mg or less per day of oral prednisone.

✦ unilateral noninfectious uveitis aff ecting the posterior 
segment may be best addressed with intravitreal steroid 
delivery.

✦ Greater steroid potency is generally associated with 
greater risk of side eff ects.  
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Periocular anD intravitreal steroiDs
As a rule of thumb I favor systemic treatment in bilateral 

disease and local treatment in unilateral disease; but there are 
important diff erences in the routes by which steroid can be 
delivered locally to the eye. Th ese routes include: sub-Tenon’s 
injection; intravitreal depot injection (such as with triamcino-
lone [10 mg or 40 mg/mL suspension]); an injectable, bioerod-
able intravitreal implant, such as the 0.7 mg dexamethasone 
implant; and the pars-plana anchored fl uocinolone acetonide 
0.59 mg implant. 

Th e steroid-releasing implant most widely used for severe 
infl ammation is the fl uocinolone acetonide 0.59 mg intra-
vitreal implant. Th e prospective Multicenter Uveitis Steroid 
Treatment (MUST) trial randomized patients with noninfec-
tious intermediate, posterior, or pan-uveitis to either standard 
systemic corticosteroid treatment (with or without an adjunc-
tive steroid-sparing agent) or an intravitreal fl uocinolone 
acetonide implant.13

At the 2-year mark, mean visual acuity (the main outcome 
measure) improved in both study groups, with no statistically 
signifi cant diff erence between them.13 Some of the secondary 
analyses favored the implant, which at all time points achieved 
statistically signifi cantly better infl ammatory control than 
systemic therapy; but the risk of ocular complications (IOP 
elevation, glaucoma development, and cataract) was greater 
in the implant group. 

Another option, the shorter-acting sustained-release 
steroid implant (dexamethasone 0.7 mg) can be very useful 
for treating noninfectious intermediate or posterior uveitis.14 
I favor its use in eyes with pars planitis, vascular leakage, and/
or CME, although its superiority in these situations has not 
been rigorously demonstrated. Th is implant provides peak 
doses of dexamethasone for 1 to 3 months, followed by lower 
doses for up to 6 months. It lasts longer than an intravitreal 
depot steroid injection, and it has the advantage of releasing 
drug at the same rate in a vitrectomized eye as in a non-
vitrectomized eye.15 

 
consiDerations

Recurrence is likely in posterior uveitic conditions. In some 
of these conditions—birdshot chorioretinopathy, sympathetic 
ophthalmia, multifocal choroiditis, serpiginous choroiditis, 
Behçet’s disease, and Vogt-Koyanagi-Harada disease—recur-
rence or low-grade persistence is probable; and in these cases 
steroid sparing agents can be initiated simultaneously with, 
or shortly aft er, the steroid, since the likelihood of needing a 
steroid sparing agent is high.

Severe retinal vasculitis can be immediately sight-
threatening—or even life-threatening. Retinal vasculitis can 
be associated with systemic vasculitis, which can occur in 
diseases such as Churg-Strauss syndrome, hypereosinophilic 
syndrome, or Behçet’s disease, and may require immediate 
and very aggressive attention. In those cases, I tend to work 
in conjunction with a rheumatologist to provide intravenous 
alkylating agents.

Future Directions
Intravitreal steroid options that combine long duration 

with a minimally invasive injection procedure and reduced 
risk of side eff ects are eagerly awaited. One intravitreal de-
vice under investigation for treating intermediate, posterior, 
and pan-uveitis is a sustained-release fl uocinolone acetonide 
implant (0.019 mg), which delivers low (sub microgram) drug 
levels for about 36 months. Injected via a 25-gauge needle, 
it is currently approved in some European countries for the 
treatment of diabetic macular edema.  

In the future, we can hope for more intravitreal antiin-
fl ammatory drugs (and even some intravitreal biologics) to 
safely, eff ectively, and directly address infl ammation in the 
posterior segment. 

� omas Albini, MD, is an associate professor of clinical ophthalmology at Bas-
com Palmer Eye Institute in Miami, FL. He states that in the past 12 months 
he has been a consultant for � rombogenics, Alcon, Allergan, and Bausch + 
Lomb, and has received grant support from Genentech. Managing editor Jennifer 
Zweibel assisted in the preparation of this article.
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 1.  Which of the following is true 
about the dexamethasone 0.7 mg 
intravitreal implant? 
 A.  It is ineffective in vitrectomized 

eyes
 B.  It can control inflammation for 

up to 6 months
 C.  It is anchored to the pars plana
 D.  All of the above are true

 2. For a patient with allergic 
conjunctivitis, which one of the 
following strategies may be useful for 
minimizing corticosteroid exposure?
 A.  Use a systemic corticosteroid 

rather than a topical
 B.  Initiate corticosteroid therapy 

in combination with a non-
corticosteroid antiinflammatory 
agent

 C.  Empower patient participation 
by making follow-up visits 
optional

 D.  Maintain patient on nightly 
corticosteroids year-round

 3. The diagnostic utility of PCR is 
greatest in:
 A.  Anterior uveitis
 B.  Ocular histoplasmosis
 C.  Posterior uveitis
 D.  Corneal edema
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 4. Which of the following is a 
predictable consequence of long-term 
corticosteroid use?
 A.  Cataract
 B.  Iritis 
 C.  Ocular hypertension
 D.  Both A and C

 5.  To treat acute anterior uveitis, 
topical difluprednate is typically 
dosed:
 A.  Hourly
 B.  Once per day
 C.  Eight times per day
 D.  Four times per day

 6. Which of the following corticosteroid 
formulations is most likely to blur 
vision?
 A.  Ointment
 B.  Suspension
C.  Solution
 D.  Gel

 7. Patients with posterior blepharitis 
may experience which of the 
following?
 A.  Meibomian gland dysfunction
 B.  Eyelid telangiectasia
 C.  Altered or diminished tear lipids
 D.  All of the above

 8.  The Multicenter Uveitis Steroid 
Treatment trial found:
 A.  Visual acuity was significantly 

better in the oral steroid group
 B.  The intravitreal implant had 

fewer ocular side effects
 C.  Mean visual acuity results were 

similar in both groups
 D.  Both A and B are correct

 9. Which of the following is least likely 
to occur at the same time as a severe 
episode of allergic conjunctivitis?
 A.  Itching 
 B.  High allergen count
 C.  Conjunctival pallor
 D.  Lack of response to baseline 

medications

 10. Steroid-sparing agents can be 
considered:
 A.  When a daily dose of greater 

than 10 mg oral prednisone is 
required

 B.  After 3 months of oral 
prednisone therapy

 C.  As part of first-line therapy for 
patients with certain autoimmune 
conditions

 D.  Both A and C
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