TOBRADEX® ST (TOBRAMYCIN / DEXAMETHASONE OPHTHALMIC SUSPENSION) 0.3%/0.05%

A Reliable Treatment for Blepharitis/
Meibomian Gland Dysfunction,
with Increased Ocular Bioavailability
A REVIEW OF PATIENT CASE STUDIES
PRESENTED BY JODI LUCHS, MD, FACS, AND ERIC BROOKER, OD, FAAO

Introduction
Blepharitis is a condition distinguished by
inflammation of the eyelid margins that
has been reported in approximately 37% of
patients in clinical ophthalmology practice.1
Patients with blepharitis may experience
eyelash loss, eyelid scarring, changes in the
function and openings of the meibomian
glands, permanent changes in the blood
vessels along the eyelid margin, as well as
infection.1,2
There are 2 types of blepharitis: anterior and
posterior. Anterior blepharitis affects the
eyelid skin and follicles and is associated with
Staphylococcus aureus.1 Signs and symptoms
of anterior blepharitis include folliculitis,
redness and swelling of the eyelid margin,
telangiectasia, scaling, crusting, formation of
collarettes, depigmentation, or misdirection
of lashes.1 Posterior blepharitis is related
to meibomian gland dysfunction (MGD),
which compromises the ocular surface and
may result in bacterial growth in the lid
margin.1 Signs and symptoms of posterior
blepharitis/MGD include redness and
swelling of the eyelid margin, meibomian
glands dilated, obstructed, or capped with oil,
thick secretions from meibomian glands, and
scarring of the eyelid.1
Several factors contribute to the
inflammation associated with blepharitis,
including changes to the lipids, bacterial
overpopulation, release of lipases and
estearases, and the bacterial release of
inflammatory toxins.3 This coupled with the
risk of infection as well as potential antibiotic
resistance of multiple strains of bacteria
renders treatment particularly challenging.1
The goals of treatment are to reduce
symptoms, decrease bacterial load and
inflammation, minimize structural damage,
and prevent loss of visual function.2,4
Treatments often utilized include
topical combination products, topical

antibiotics, oral antibiotics (often used
for anti-inflammatory effects in posterior
blepharitis), and lid hygiene maintenance
including warm, wet compresses and eyelid
massaging and cleansing.1
One of these combination products,
TOBRADEX® ST (tobramycin/dexamethasone
ophthalmic suspension) 0.3%/0.05%, is
intended to treat conditions for which a
corticosteroid is indicated and when the
risk of superficial bacterial ocular infection
is high or there is an expectation that
potentially dangerous numbers of bacteria
will be present in the eye.5 TOBRADEX ST is
designed to treat ocular inflammation with
risk of bacterial infection by delivering the
same ocular concentration of dexamethasone
with half the steroid concentration of
TOBRADEX® (tobramycin/dexamethasone
ophthalmic suspension) 0.3%/0.1%.6
TOBRADEX ST is formulated with XanGen™
suspension technology, which creates a
unique interaction with tears that increases
the retention time of each drop on the
eye.6 The technology elevates the classic
combination of tobramycin/dexamethasone
with increased ocular availability.6
In preclinical testing, TOBRADEX ST
demonstrated better bactericidal activity
than did TOBRADEX. Investigators noted that
TOBRADEX ST demonstrated a higher oculartissue concentration of tobramycin, killing
99.9% of tobramycin- and methicillinresistant Staphylococcus aureus and
Streptococcus pneumoniae.6
The following case studies, presented by
Jodi Luchs, MD, FACS, and Eric Brooker,
OD, FAAO, demonstrate the utility of
TOBRADEX ST in various presentations of
blepharitis/MGD. To see the accompanying
videos, visit OphthalmologyTimes.com.
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CASE PRESENTATION #1:
PRESENTED BY JODI LUCHS, MD, FACS
A 41-year-old female patient was referred
for a chief complaint of redness in her right
eye (Figure 1). The patient was diagnosed
previously with pingueculitis; she initially was
treated with topical steroids. Her symptoms
resolved, and she stopped treatment after
5 days. The redness recurred after the patient
discontinued use of topical steroids.
The following was noted upon examination:
•	Visual acuity: 20/20 (right); 20/25,
with mild amblyopia (left)
•	Lids: lid erythema and MGD in both
eyes; collarettes in both eyes
•	Conjunctiva: pinguecula nasally and
temporally in both eyes, sectoral
episcleritis nasally (right)
•	Cornea: clear in both eyes
•	Anterior chamber: quiet in both eyes
The patient received a diagnosis of anterior
and posterior blepharitis/MGD with presumed
bacterial overgrowth. The patient also was
given a diagnosis of episcleritis in the right
eye, with recurrent sectoral episcleritis/
pingueculitis. She was treated with
TOBRADEX ST instilled into the right eye twice
daily for 2 weeks, with a follow up of 1 month

VIDEO INSIGHTS

To view the interview, visit
OphthalmologyTimes.com

FIGURE 1

or sooner, as needed. The patient’s episcleritis
resolved after 2 weeks of TOBRADEX ST
therapy. Upon examination at follow-up, the
patient had markedly improved blepharitis/
MGD and no recurrent episcleritis in the right
eye after discontinuing TOBRADEX ST for 2
weeks. She also had no folliculitis.
Given these findings, the patient was told to
consider lid wipes for bacterial overgrowth and
to start TOBRADEX ST again for episcleritis or
pingueculitis if flares reoccurred. The patient
was also prescribed erythromycin in both eyes
during the first week of every month to control
staphylococcal growth. Blood work was also
ordered if episcleritis recurred.
Luchs observed that TOBRADEX ST can be
used to treat inflammation along with the
possible bacterial component contributing to
inflammation, with high drug concentrations
being retained at desired targeted sites.6

“TOBRADEX ST is an excellent choice here
because it treats both the inflammation as
well as the possible bacterial component
on the lid margins that is contributing to
the inflammation, both on the lids and the
surface of the eye…The XanGen suspension
technology allows this drug to adhere to the lid
margins, so the drug [is] adherent to the site
we’re interested in.”
JODI LUCHS, MD, FACS
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CASE PRESENTATION #2:
PRESENTED BY JODI LUCHS, MD, FACS
A 59-year-old male patient presented with
red eye, pain, and photophobia in the left eye
(Figure 2). He had a history of infections of
the eyelids with crusting in the arm but no
other past ocular history.
The following was noted on examination:
•	Visual acuity: 20/20 (right); 20/30 (left),
with correction
•	Lids: 2+ lid erythema; 2+ MGD in
both eyes; collarettes, folliculitis, and
“toothpaste-like” secretions in both
eyes; chalazion on the left upper lid

FIGURE 2

•	Conjunctiva: Trace injection (right);
1-2+ injection (left); no discharge,
no conjunctival scarring in either eye
•	Cornea: clear (right); 1-2 mm marginal
ulcer with no epithelial defect (left);
trace staining inferiorly in both eyes
•	Anterior chamber: quiet (right);
rare cell (left)
The patient was diagnosed with a presumed
staphylococcal marginal ulcer in both
eyes (Figure 3) and anterior and posterior
blepharitis/MGD. He was treated with
TOBRADEX ST instilled into both eyes 4
times a day. The patient also used warm
compresses twice a day on both eyes and
hot compresses to the chalazion on the left
upper lid several times a day.
At 1-week follow up, the patient had marked
improvement in symptoms and redness.
The chalazion was better but not resolved,
and the staphylococcal marginal infiltrate
was less dense, with no cells in the anterior
chamber. His MGD was improved but not
resolved, and reduction in collarettes and
folliculitis were also noted.

FIGURE 3

Given these results, the patient’s dosage of
TOBRADEX ST was decreased to twice daily
in both eyes, and warm compresses were
continued twice daily for both eyes. Two
weeks later, the patient had no injection
and no symptoms. Examination revealed
that the chalazion on the left eye had almost
resolved, the staphylococcal marginal
infiltrate was markedly less dense, and
the MGD was markedly improved, with no
collarettes or folliculitis.
Luchs noted that use of TOBRADEX ST
should be considered for both staphylococcal
marginal ulcers and chalazions, because
this medication may be used to treat both
inflammatory and bacterial components of
the conditions.
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“A [staphylococcal] marginal ulcer is an
inflammatory response in the cornea
to the [staphylococcal] bacterial toxins
that are released into the tear film. These
[staphylococcal] toxins trigger a type 3
hypersensitivity response with immune
complex deposition in the peripheral
cornea.”
JODI LUCHS, MD, FACS

To view the interview, visit
OphthalmologyTimes.com

CASE PRESENTATION #3:
PRESENTED BY ERIC BROOKER, OD, FAAO
A 39-year-old Caucasian female patient
presented complaining of frequent headaches
and red eyes. She had unremarkable past
medical and ocular history. Her only
medications used were oral contraceptives;
she did not use any eye drops.
The following was noted upon examination:
•	Visual acuity: 20/40 in both eyes,
without prescription
•	Anterior segment evaluation: moderate
blepharitis (2+) in both eyes
•	Conjunctiva: injection in the bulbar
conjunctiva in both eyes; palpebral
conjunctiva, early phlyctenular
formation, and swelling into the
conjunctiva inferior chemosis
in both eyes
•	Intraocular pressure: 12 mmHG
in both eyes
•	Posterior segment evaluation: normal
cup to dish ratios in both eyes; normal
retinal appearance in both eyes

The patient was diagnosed with allergic
conjunctivitis, bacterial conjunctivitis,
episcleritis, marginal keratitis, and MGD.
The untreated staphylococcal blepharitis
was likely causing the redness and irritation
in her eyes. Brooker noted that most of the
asthenopic-type symptoms and tiredness
were likely the result of uncorrected
astigmatism. The patient was started on
TOBRADEX ST instilled 4 times per day in
both eyes and was also instructed to use a lid
scrub at night. Following use of that regimen,
the patient applied erythromycin ointment
for the first 7 days; she then was switched to
hypochlorous gel.
Ten days later, the patient reported no
reactions or side effects from use of
the medications. Upon evaluation, the
blepharitis had improved significantly. The
patient’s conjunctival swelling was almost
completely eradicated, and the conjunctiva
was quiet and white. The phlyctenule
that resulted from the inflammation had
resolved, and the chemosis also diminished.
Additionally, the headaches and asthenopia
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had almost completely abated, and the
patient had normal visual fields and
threshold color testing.

started to get red again, she should return
to the office and potentially resume use of
TOBRADEX ST.

Given these results, the patient stopped
using TOBRADEX ST, but she continued using
the lid scrubs and hypochlorous-acid gel to
ensure that the bacterial infection did not
recur. The patient was informed that flareups were still possible and that if her eyes

Brooker noted that TOBRADEX ST is unique
from the generic formulation because its
pharmacologic effectiveness is enhanced
through the XanGen suspension technology
delivery system.

VIDEO INSIGHTS

“TOBRADEX ST has a very good retention time
and good comfort on the eye. That’s going to
bring down inflammation in all parts of the
anterior segment. It’s [also] very effective at
killing bacteria, much more effective than the
generic [formulation].”
ERIC BROOKER, OD, FAAO

To view the interview, visit
OphthalmologyTimes.com
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Important Safety Information
TOBRADEX® ST (TOBRAMYCIN/DEXAMETHASONE
OPHTHALMIC SUSPENSION) 0.3%/0.05%
INDICATION AND USAGE

For steroid responsive inflammatory ocular conditions of the palpebral and bulbar conjunctiva,
cornea, and anterior segment of the globe and chronic anterior uveitis, corneal injury from chemical,
radiation or thermal burns, or penetration of foreign bodies for which a corticosteroid is indicated
and where the risk of superficial bacterial ocular infection is high or where there is an expectation
that potentially dangerous numbers of bacteria will be present in the eye.
IMPORTANT SAFETY INFORMATION
CONTRAINDICATIONS

Most viral disease of the cornea and conjunctiva including epithelial herpes simplex keratitis
(dendritic keratitis), vaccinia, and varicella, and also in mycobacterial infection of the eye and fungal
disease of ocular structures. Hypersensitivity to any components of the medication.
WARNINGS & PRECAUTIONS

IOP increase — Prolonged use may result in glaucoma with damage to the optic nerve, defects in
visual acuity and fields of vision. IOP should be monitored.
Aminoglycoside sensitivity — Sensitivity to topically applied aminoglycosides may occur.
Cataracts — Posterior subcapsular cataract formation may occur.

Delayed healing — May delay healing and increase the incidence of bleb formation. Perforations
of the cornea or sclera have occurred. Slit lamp biomicroscopy, and fluorescein staining should be
conducted.

Bacterial infections — May suppress host response and increase secondary ocular infections. In
acute purulent conditions, steroids may mask infection or enhance existing infection. If signs and
symptoms fail to improve after 2 days, the patient should be re-evaluated.

Viral infections — Use with history of herpes simplex requires great caution. The course and severity
of many viral infections of the eye (including herpes simplex) may be exacerbated.
Fungal infections — Fungal infections of the cornea may occur and should be considered in any
persistent corneal ulceration.
Use with systemic aminoglycosides — Total serum concentration of tobramycin should be
monitored.
ADVERSE REACTIONS

The most frequent adverse reactions (<4%) to topical ocular tobramycin are hypersensitivity
and localized ocular toxicity, including eye pain, eyelid pruritus, eyelid edema, and conjunctival
hyperemia.
The reactions due to the steroid component are increased intraocular pressure with possible
development of glaucoma, and infrequent optic nerve disorder; subcapsular cataract; and impaired
healing.
The development of secondary infection has occurred. Fungal infections of the cornea may occur.
Secondary bacterial ocular infection following suppression of host responses also occurs.
Non-ocular adverse events (0.5% to 1%) included headache and increased blood pressure.
PLEASE SEE ENCLOSED FULL PRESCRIBING INFORMATION
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