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ABSTRACT

Dry eye disease (DED) is a complex, progressive
and multifactorial condition that is commonly
seen in clinical practice and can be challenging
to accurately diagnose. Untreated or subopti-
mally managed dry eye can progress to severe,
chronic disease which may become resistant to
treatment. Symptoms include ocular irritation
and visual impairment. Patients frequently
report negative consequences regarding quality
of life (QoL), productivity and psychological
wellbeing. Certain lifestyle factors (e.g. use of
screen-based devices, air conditioning) can
induce or exacerbate symptoms of DED, leading
to progressive and debilitating complications.
Exposures to such triggers are likely to have
increased significantly during the ongoing
COVID-19 pandemic with people across the

globe living with heightened levels of stress/
anxiety while being forced to adapt most
aspects of their daily lives (from work and edu-
cation through to social activities) to accom-
modate social distancing, primarily through the
use digital technologies. This review aims to
provide a concise and practical overview of
current understanding regarding DED, high-
lighting proposals for refined diagnostic cate-
gories and therapeutic terminologies that are
designed to improve identification and man-
agement of dry eye as well as reduce or slow
disease progression. Finally, the findings of a
European survey are shared to illustrate the
impact of the COVID-19 pandemic on the lives
of people with DED. The survey was conducted
during the first lockdown period
(March–September 2020) and explored issues
relating to psychological wellbeing, QoL and
engagement with healthcare services. The
results demonstrate the ways in which the
pandemic amplified the impact of dry eye on
daily life and may be valuable in enhancing
understanding among clinicians of the chal-
lenges faced by people with DED, which extend
beyond the signs and symptoms of disease.
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Key Summary Points

Dry eye disease (DED) is a common and
multifactorial condition, characterised by
a vicious circle of tear film instability and
hyperosmolarity, that may be challenging
to effectively diagnose and manage in
clinical practice.

New proposals for refined diagnostic
categories and therapeutic terminologies
aim to improve identification and grading
of DED severity and simplify approaches
to treatment so that progressive
complications may be reduced or avoided.

Symptoms of dry eye (e.g. ocular irritation,
blurred vision) frequently impact quality
of life (QoL) and psychological wellbeing,
and exacerbations are often linked to
lifestyle factors, with exposure to such
triggers (e.g. use of screen-based devices)
increasing for many during the ongoing
global COVID-19 pandemic.

An online survey, conducted among 502
adults living with DED, provided context
regarding the impact of the disease during
the first COVID lockdown period—
revealing that dry eye had negatively
impacted QoL for 72% of individuals,
with increasing screen time (59%), stress
levels (50%) and sleep disturbance (43%)
cited as reasons for worsening symptoms.

Productivity was affected because of DED
symptoms (15% had reduced ability to
work and 10% were unable to work) and
most (62%) did not consult a clinician,
despite feeling that they should, while the
number choosing not to collect
medications was significantly increased
(p\ 0.05).

INTRODUCTION

Dry eye disease (DED), also known as kerato-
conjunctivitis sicca or keratitis sicca, is a com-
monly encountered condition in clinical
practice that is usually associated with symp-
toms such as ocular irritation and impaired
vision as well as stinging, burning or scratching
sensations [1]. Ocular pain can occur when
neuropathic mechanisms are associated with
DED [1]. Prevalence of DED is believed to range
between 5% and 50% and susceptibility tends to
increase with age [2, 3]. Onset and exacerbation
of symptoms may be associated with multiple
factors including hormonal changes (e.g.
menopause), autoimmune disease (e.g. Sjög-
ren’s syndrome), gender, use of topical and
systemic medications, advancing age, environ-
mental or lifestyle factors (e.g. air conditioning,
use of screen-based technologies), allergies and
the wearing of contact lens [4–8].

DED can significantly affect an individual’s
ability to undertake daily tasks and may nega-
tively influence their quality of life (QoL) via
multifaceted channels relating to reduced
quality of vision and/or the development of
psychological issues such as anxiety and
depression [9, 10]. In addition, the economic
burden of dry eye-related productivity loss is
becoming increasingly apparent with absen-
teeism (absence from work) and presenteeism
(attendance at work when unable to function
effectively) due to symptoms of DED estimated
to cost $11,302 per person in the USA alone
[5, 6, 9, 10]. Healthcare costs associated with
DED vary considerably across countries,
although estimates regarding therapeutic
expenditure are complicated by the widespread
use of over-the-counter (OTC) therapies, which
are frequently purchased by people seeking
symptom relief [6].

This article aims to provide a concise and
practical overview of current understanding in
the field of DED, including aspects that may be
helpful to clinicians when diagnosing and
treating this common condition. New sugges-
tions for the categorisation of disease severity
are shared as well as consensus recommenda-
tions from an expert panel regarding the
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terminology used for different types of tear
substitute. Finally, the growing significance of
this condition as a consequence of modern
lifestyle is discussed and illustrated through
insights gleaned from an online European sur-
vey that examined the impact of dry eye on
daily life during the initial wave of the SARS-
CoV-2 (COVID-19) pandemic. This article is
based on previously conducted clinical studies
and does not contain any new studies with
human participants or animals performed by
the author.

DEFINING FEATURES OF DRY EYE

DED has been defined according to the Tear
Film Ocular Surface Society (TFOS) Dry Eye
Workshop (DEWS) II as a multifactorial disease
of the ocular surface characterised by a vicious
circle of tear film instability and hyperosmo-
larity [2, 5]. Disruption of ocular surface
homeostasis causes inflammation, damage and
neurosensory abnormalities [2, 3, 11–13]. Per-
manent ocular surface damage can occur if DED
is allowed to progress without treatment [13].

The TFOS DEWS II criteria categorise DED as
either aqueous deficient or evaporative dry eye
[2]. Underproduction of tears results in the
development of aqueous deficient dry eye,
while meibomian gland dysfunction (MGD) is a
key underlying cause of evaporative DED [2]. In
practice, the majority of people will display
signs and symptoms that relate to both types of
disease [14]. DED is a progressive condition and
patients benefit from timely diagnosis and
treatment as more severe disease can become
chronic and difficult to treat [13, 15]. Although
the DEWS II criteria are helpful in highlighting
the multifactorial nature of DED, diagnosis
remains complex and challenging in daily
practice. Unfortunately, DED often remains
unrecognised until symptoms are significantly
advanced [13, 15].

A recent consensus publication, reporting
the recommendations of an expert panel of
clinicians based in Italy, proposed a refined set
of diagnostic categories for DED that defined
three types of disease according to ascending
pathological severity, reversibility and impact

on visual disturbance [16]. Nominal group
technique (NGT) and the Delphi method were
used to reach a consensus on the features that
were relevant to each DED type and Table 1
provides a summary of the new definitions
proposed by the panel [16]. Type I refers to
transient/mild DED, type II is a recurrent/mod-
erate form of disease and type III defines
chronic/severe dry eye [16]. The level of
inflammation at the ocular surface is an
important factor when classifying disease
severity, with type III DED having progressed to
the point at which chronic inflammation is
sustained by irreversible mechanisms [16].

APPROACHES TO DIAGNOSIS
AND MONITORING OF DRY EYE
DISEASE

DED is a heterogenous condition; symptoms
may be variable and inconsistent with the
changes observed at the ocular surface
[5, 7, 13, 17]. Signs and symptoms can appear
similar to those reported in cases of ocular
infection or allergy [7, 13, 17]. The published
TFOS DEWS II report includes criteria for diag-
nosis and appropriate testing recommenda-
tions, and the ODISSEY European Consensus
Group has proposed a diagnostic algorithm to
assist in the grading of severity as well as mon-
itoring of ongoing disease progression [13, 18].

Clinical assessments should examine the
production and quality of tears and identify
damage at the ocular surface. Standard tests
include tear film break-up time (TBUT), Schir-
mer’s test (with/without anaesthesia) and ocu-
lar surface staining/corneal fluorescein staining
(CFS; Oxford scale grade) [5, 7, 18, 19]. Slit lamp
examination of the eyelashes, eyelid margins
and meibomian gland orifices (with expression
of meibomian secretion) is also helpful in
identifying MGD [5, 7, 18, 19].

Identification of ocular surface inflammation
is critical in making an accurate diagnosis and
grading the severity of disease [17]. Many peo-
ple with DED will present with conjunctival or
eyelid hyperaemia and this typically indicates
the presence of inflammation at the ocular
surface, although inflammation may also be
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present in those without obvious signs of
hyperaemia [17]. Osmolarity testing and iden-
tification of pro-inflammatory biomarkers such
as metalloproteinase-9 (MMP-9) may be helpful
in identifying evidence of ocular surface
inflammation [5, 17, 20]. However, mild/mod-
erate disease (type I or type II DED) can be
overlooked during assessments with these
technologies as compensatory mechanisms
within the eye (e.g. increased blink rate, aque-
ous tear production) mask less severe disease
and commercial rapid testing tools/platforms
(e.g. InflammaDry) will only detect target pro-
tein at levels above a defined threshold (typi-
cally 40 ng/ml for MMP-9) [5, 17].

Patient-centred tools and questionnaires
including the Ocular Surface Disease Index
(OSDI) and Dry Eye Questionnaire (DEQ-5)
support the clinician in understanding symp-
tom severity and the impact that DED may have
on the individual’s daily life [18].

TREATMENT OF DRY EYE

Treatment of DED focuses on the improvement
of ocular discomfort and reduction of

complications [5, 13, 14]. Topical treatments,
such as artificial tears/tear substitutes, are the
usual first-line therapy for all types of DED
alongside lid hygiene and advice on the avoid-
ance or management of triggers [5, 13, 14].
Expert consensus group recommendations have
proposed the use of new terminology to allow
tear substitutes to be defined/grouped according
to their effect on the ocular surface as wetting
agents, multiple-action tear substitutes or ocu-
lar surface modulators [21]. Table 2 provides an
overview of the properties associated with each
type of agent. Conventional tear substitutes (or
wetting agents) are intended to lubricate the
ocular surface and replace or supplement the
aqueous component of lacrimal film [21]. They
do not generally target inflammation or
improve ocular homeostasis [21]. Poor retention
of tear substitutes at the ocular surface can limit
the effectiveness of these treatments, particu-
larly in the case of low viscosity formulations
[21]. Multiple-action tear substitutes aim to
improve the quality and quantity/thickness of
the tear film [21]. These might include oil-in-
water-based nanoemulsion formulations that
lengthen residence time at the ocular surface as
well as increasing the thickness and stability of

Table 1 Consensus criteria for classification of dry eye disease developed using the nominal group technique and Delphi
method [16]

Type I Type II Type III

Sporadic/intermittent

disease

Recurrent/persistent disease Chronic disease

Ability to re-equilibrate

the ocular surface

Reduced ability to re-equilibrate the

ocular surface

Chronic inability to re-equilibrate the ocular

surface

Acute/transient

symptoms

Frequent symptoms Chronic symptoms

Subclinical inflammation Clinically evident inflammation

(sustained by reversible mechanisms)

Clinically evident and chronic inflammation

(sustained by irreversible mechanisms)

Possible epithelial

alterations

Evident epithelial alterations Persistent/chronic epithelial alterations

Occasional alterations in

quality of vision

Frequent alterations in quality of vision Frequent alterations in quality of vision

From Barabino et al. [16]
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the tear film lipid layer (TFLL) [22]. Treatments
categorised as ocular surface modulators may
contain agents that support ocular surface
homeostasis and the health of epithelial cells
[21]. Recent data suggest that tear substitutes
containing high molecular weight hyaluronan
fluid, which increases viscosity and water
retention, aid epithelial cell migration and
healing to help in relieving more severe symp-
toms [21, 23].

Treatments that target inflammation (e.g.
topical steroids) are required to address acute
flare-up in response to triggers [5, 12, 13]. For
recurrent or chronic dry eye (type II or type III),
immunomodulatory drugs (such as
ciclosporin A) have been shown to improve the
signs and symptoms of long-term or chronic
inflammation [5, 12, 13, 24–27]. Other treat-
ments can include the use of therapeutic con-
tact lenses and systemic immunosuppressive
drugs [12, 21]. Surgical interventions (e.g.
punctal plugs) may occasionally be used to
reduce tear outflow, although such approaches
are usually temporary [5, 12, 21].

Where underlying causes of dry eye (e.g.
hormone levels, contact lens use) have been
identified, steps should be taken to manage and
reduce exposure to triggers or appropriate spe-
cialist referral is recommended. Given the sig-
nificant connection between environmental/
lifestyle factors and DED severity, discussions
concerning aspects of the patient’s daily routine
or regular activities will support positive beha-
vioural change (e.g. reduced smartphone usage)

and the introduction of practical interventions
(e.g. humidifiers) to increase the chances of
treatment success [15]. Lifestyle interventions,
such as advice on diet or nutritional supple-
ments, may be appropriate. For example, fatty
acids contained in fish or flaxseed are believed
to enhance tear production and quality [7, 15].
Adequate sleep, hydration and the use of pro-
tective eye wear are also important considera-
tions for people experiencing DED symptoms
[5]. Healthcare professional (HCPs) should work
with individuals to understand and address the
psychological impact of their condition on
daily life and to discuss strategies or support
services that may be available to them [15, 21].

EVOLUTION OF DRY EYE DISEASE
DURING THE COVID-19 PANDEMIC

Research exploring patient experiences in dry
eye via social media listening research prior to
the start of the 2020 COVID-19 pandemic
highlighted significant unmet need regarding
general understanding of DED and the impact
of the disease on QoL, including workplace
difficulties, electronic device usage, stress and
social stigma [28]. The COVID-19 pandemic has
driven dramatic changes in the way that most
people conduct their lives, causing many to rely
on screen-based technologies to enable remote
approaches to working, socialising and learn-
ing, with restricted access to face-to-face health
and support services (particularly during the

Table 2 Consensus group proposal for tear substitute terminology and properties of each category of agent [21]

Wetting agents Multiple-action tear substitutes Ocular surface modulators

Lubricate the ocular

surface

Improve quality and quantity of tear film

components

Polymers

Limited residence

time

Limited capacity to interact with ocular

surface epithelia

Capacity to interact with and influence ocular

surface components

Promote ocular surface homeostasis

Promote healthy cellular functioning

Eventually modulate the inflammatory process

From Barabino et al. [21]
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first lockdown period). Large proportions of the
global population have endured multiple lock-
downs, being mandated to leave home only for
essential activities (e.g. food shopping, work in
front-line services) and causing many to spend
the majority of their time in low humidity
households with limited airflow. These condi-
tions are known to encourage exacerbations of
dry eye and it would be reasonable to expect
that such modifications to daily life might be
accompanied by worsening or progression of
DED, greater likelihood of disease onset and,
subsequently, a negative associated impact on
QoL [29–31].

The literature includes a vast number of
studies and articles indicating that DED is likely
to have been worsened during the COVID-19
pandemic period [32–36]. In addition to the
ocular signs and symptoms reported among
people contracting the COVID-19 virus, the
lifestyle changes associated with social distanc-
ing measures and the wearing of masks have
implications for ocular health [32–39]. The term
‘‘quarantine dry eye’’ has been proposed by
Napoli et al. in their recent hypothesis paper
discussing the aspects of lockdown lifestyle
likely to affect ocular surface health, from
environmental and behavioural factors through
to diet, hydration, sleep deprivation and the
psychological challenges associated with the
pandemic restrictions [32]. Their article also
provides some practical approaches to the
management of dry eye and modifications that
can be made to aspects of daily living to reduce
the impact on disease severity [32]. These issues
are illustrated through the results of a recent dry
eye patient survey that was commissioned to
gain an understanding of the potential conse-
quences associated with the first COVID-19
lockdown period in Europe among people with
DED. The results of this survey have not previ-
ously been shared but highlight some of the key
issues affecting people living with DED during
the pandemic and may be of value for clinicians
to keep in mind when conducting patient
reviews. The survey included 502 adults (aged
18–75 years) with DED and examined common
behavioural and lifestyle changes that occurred
during the first wave of the pandemic (March
2020–September 2020), and assessed their

impact on the severity dry eye symptoms
experienced. The 15-min online survey, com-
prising 10 screening questions followed by 21
multiple choice questions, was completed dur-
ing July 2020 by 100 participants living in
Germany, Spain and the UK, and 101 in both
France and Italy. The questionnaire was divided
into three sections: the impact of COVID-19 on
daily life, the ways in which dry eye had affec-
ted life in recent weeks, interactions with
healthcare services and satisfaction with treat-
ments. The survey outputs provide an overview
of the challenges faced by people living with dry
eye during the pandemic and the key aspects of
the disease that respondents found most both-
ersome. As a result of the design and brief nat-
ure of the survey, further in-depth analysis is
not possible, but this information supports the
case for future studies to understand the evolv-
ing concerns and perspectives of patients with
dry eye so that clinicians may have a more
holistic understanding of their patients’ needs.

Overall, 60% of respondents were female and
the majority (69%) were above 40 years of age.
Seventy per cent had been diagnosed for more
than 1 year at the time of the survey and oph-
thalmologists were the most frequent type of
HCP responsible for diagnosing dry eye (69%).
DED had been identified by a general practi-
tioner (GP), pharmacist or optician in 19% of
survey participants and the remainder had self-
diagnosed. Ideally, patients with persistent dry
eye symptoms should be referred to specialist
ophthalmology services to ensure accurate
diagnosis and optimal treatment of this long-
term condition [7]. Nine per cent had developed
DED since the start of the lockdown period. All
participants used regular dry eye treatments to
relieve their symptoms, with 68% using pre-
scription therapies and OTC medicines being
purchased by 58% of respondents.

Most participants (72%) said that dry eye had
negatively impacted their life during the pan-
demic and the emotional consequences were
evident among this group, with around one-
third reporting that DED had caused stress
(36%), irritability (36%), exhaustion (34%) and
frustration (32%) (Fig. 1). Increased screen time
(59%), higher stress levels (50%) and lack of
sleep or disrupted sleep (43%) were the most
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frequently cited reasons for problematic or
worsening symptoms of DED (Fig. 2).

The majority of participants (65%) indicated
that time spent using screen-based technologies
was increased by at least 29% during the lock-
down period. Those who reported increased
screen time were significantly more likely to
experience worsening of symptoms compared
with those who did not (p\ 0.05 [comparison
conducted using a standard t test]). The symp-
toms most frequently reported to be exacer-
bated during the pandemic were tired eyes
(84%), increased dryness or grittiness (67%) and
worsening of vision/blurred vision (55%). The
use of digital and screen-based technologies is
known to be associated symptoms of digital eye
strain (DES), which include dry eye and ocular
discomfort, and blink rate is estimated to be
reduced from around 18 blinks per minute to
three or four [33, 40–42]. A recent survey of
teleworkers also suggested that the number of
hours spent using a visual display terminal was
a relevant factor in increasing eye strain a DED
prevalence during the pandemic period [33].
The intensity or force of blinking is lowered
during screen use and incomplete blinking has

been reported, in which the eyelid does not
fully cover the corneal surface [41]. Blinking is a
critical element in replenishing and maintain-
ing the integrity of the tear film, particularly in
dry environments when evaporation of tears at
the ocular surface will be greater [41].

Dry eye affected productivity during the
lockdown, when many people were dependent
on screen-based devices to continue their work;
15% said that DED had reduced their ability to
work or slowed them down and 10% indicated
that they were unable to work because of their
symptoms. In addition, 8% believed that DED
had negatively affected them financially. This
may have been as a consequence of reduced
ability to function effectively at work or because
of the costs of purchasing OTC therapies for
symptom relief. Around half of respondents
sought treatment for DED from a pharmacy,
both prior to (47%) and during (53%) the
pandemic.

Despite feeling that they needed to see a
physician concerning their symptoms, 62% did
not consult a clinician for treatment and there
was a significant increase in the number who
did not collect their medication during the

Fig. 1 Survey responses regarding the emotional impact of
dry eye during the COVID-19 pandemic. Response to the
question: Please tell us if you have felt any of the below
emotions as a direct result of your dry eyes in the past

4 months, since the start of the COVID-19 crisis.
Participants were able to provide multiple responses to
this question. Base: Total (n = 502)
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lockdown compared with the period prior to
pandemic (p\0.05). Reasons for not seeing a
clinician were fear of catching COVID-19 (35%)
and a desire to lessen the burden on health
services (27%). In addition, 21% were unable to
obtain an appointment because of reduced
provision of face-to-face services. However,
around half of all respondents (47%) said that
they would like an HCP to recommend or

prescribe a more effective treatment and 32%
felt that advice on lifestyle changes to minimise
worsening of their symptoms would be of value.
A practical solution to healthcare access issues
might be the application of virtual clinics,
delivered online or via the telephone (if appro-
priate), which have shown promise in glaucoma
management and could remove existing and/or
perceived barriers to services while allowing

Fig. 2 Reasons for problematic symptoms or worsening of
dry eye symptoms during the COVID-19 pandemic.
Response to the question: Why do you think your dry
eyes have remained a problem/become worse in the last
4 months, since the start of the COVID-19 crisis?

Participants were able to provide multiple responses to
this question. Base: All respondents who indicated that dry
eye had become worse, or still caused problems (n = 261)
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patients to be effectively triaged so that the
most severe cases are prioritised to attend
appointments within the ophthalmology clinic
[43]. Access issues may be complicated further
in the future by emerging reports of ocular
manifestations of COVID-19, predominantly
conjunctivitis, and debate continues among
clinicians regarding the potential for transmis-
sion of the virus via the ocular surface
[36, 44–47]. As discussed by Napoli et al. trans-
mission of COVID-19 occurs through the bind-
ing of the viral spike protein to angiotensin-
converting enzyme 2 (ACE2) receptors and
priming of the viral spike via transmembrane
serine protease 2 (TMPRSS2) [39]. ACE2 recep-
tors and TMPRSS2 are both prevalent in the eye
(as they are throughout the body) [39]. It is
possible that the viral load may be more readily
retained at the ocular surface in people with dry
eye (leading to conjunctivitis) as dispersion via
normal tearing mechanisms to the respiratory/
digestive tract is less effective [39]. Dry eye is
among the most commonly reported COVID-
associated ocular symptoms alongside tearing,
itching, eye pain and discharge [39, 47]. A
number of topical ophthalmic therapies,
including some commonly used for the treat-
ment of dry eye, contain agents that have
shown some antiviral activity but further stud-
ies would be needed to understand how such
compounds could protect the ocular surface
from COVID-19 infection [48, 49]. Although
evidence suggests that a low risk of COVID
transmission via the tears exists, ophthalmolo-
gists, technicians and other HCPs conducting
close contact work with patients must take care
to wear personal protective equipment, includ-
ing protective goggles or face shield and breath
shields for slit lamp procedures, to reduce
exposure to droplet infection [39, 45–47]. HCPs
working in ophthalmology settings would ben-
efit from additional guidance and international
consensus regarding best practice in ocular
procedures and protection against cross-infec-
tion risk, for both the patient and the clinician
[50–59]. These factors have major implications
for ophthalmologists in terms of the practicali-
ties of patient interactions and procedures, as
well as increased training burden and issues that

may arise from a regulatory/legal perspective
[50–59].

CONCLUSIONS
AND IMPLICATIONS FOR CLINICAL
PRACTICE

DED remains a complex and multifactorial
condition that can be challenging to accurately
diagnose and represents a growing health, QoL
and financial burden. However, our evolving
understanding of the pathogenesis of disease
and newer definitions of the types of DED that
are typically seen in clinical practice may pro-
vide opportunities for more individualised
approaches to treatment [16, 21]. While people
presenting with type I DED may benefit from
aqueous or multiple-action artificial tears alone,
recurrent or chronic dry eye cases (type II and
type III) are likely to require more aggressive
therapeutic approaches that aim to reduce
inflammation, restore ocular surface homeosta-
sis and promote effective epithelial healing
[16, 21].

The use of screen-based technologies has
become an integral part of modern life, with
mobile devices and computers being critical for
many work/business, educational and social
activities [40–42]. DES is increasingly recognised
as an underlying cause of DED and, while many
cases of DED are connected with aging and
chronic diseases, evidence suggests that DES
and dry eye are present among increasingly
younger populations and could be connected
with the use of smartphones or other digital
technologies that causes changes in blink rate
and force [16, 40–42, 60–62]. The results of our
online survey emphasise the impact of
increased screen time on symptom severity and
the potential influence of factors such as sleep
and stress. Further studies would be of interest
to understand how these aspects affect the type
of dry eye seen in clinical practice and whether
these individuals would be defined as having
type I, type II or type II disease [16]. The emo-
tional impact of DED must not be underesti-
mated; our survey revealed that 4 out of 5
people with dry eye felt that their condition
increased the severity of mental health and QoL
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factors such as stress, anxiety, depression,
unhappiness and fear. The psychological impact
of dry eye has been recognised in the literature
and in clinical practice over many years and
there is a need for greater awareness of these
issues, with mechanisms in place to provide
additional support for those who require it
[7, 9, 10, 15].

Survey respondents said that they would like
to be prescribed more effective treatments,
although the majority did not consult an HCP
and more than half were relying on OTC ther-
apies for symptom relief, because of concerns
around the risk of catching COVID-19, limited
access to healthcare appointments and a desire
to reduce the strain on services. These individ-
uals may have benefitted from access to an HCP
via an online or telephone consultation. The
survey results also illustrate the value that peo-
ple with DED place upon HCP advice regarding
strategies and lifestyle adjustments to minimise
symptoms.

The future of dry eye management may
benefit from a more holistic approach, in which
ophthalmologists and other HCPs are able to
help patients take practical steps to reduce
exposure to triggers (e.g. taking regular screen
breaks) associated with worsening inflamma-
tion or symptoms, manage the psychological
aspects of their disease and match therapeutic
interventions to the appropriate type of DED to
increase the chances of long-term treatment
success term.
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