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Abstract 
A 12 years old boy presented in our OPD complaints of itching and redness in right eye since 2 months. There was associated history of 

copious mucous discharge in both eyes. On slit-lamp bio microscopic examination, right eye revealed two giant cobblestone papillae along 

with multiple small papillae while in the left eye small papillae were present. Right eye also showed Punctuate epithelial keratitis with no 

signs of corneal involvement in left eye. There was no history of use of contact lenses of suturing to the eye, hence, deviating from the 

diagnosis of giant papillary conjunctivitis. He was treated with oral and topical anti allergic medications. Cobblestone papillae persisted even 

after maximal tolerated dose. Two doses of Supratarsal injection of 20 mg Triamcenolone Acetonide (Corticosteroid) were given in right eye 

one month apart. We observed complete recovery from allergic symptoms. Cobblestone papillae and punctuate epithelial erosions regressed 

completely. Patient was asymptomatic after two months, i.e. no recurrence. In this case, we indicate the use of Supratarsal corticosteroid 

injection in recalcitrant vernal kerato-conjunctivitis. Promising results were seen without adjuvant topical or oral medications. 
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Introduction 
Vernal kerato-conjunctivitis (VKC) is a chronic 

inflammatory conjunctival condition with high 

predisposition to atopy. Usually, involvement is bilateral and 

symmetrical.1 However, unilateral asymmetrical 

involvement have been reported rarely.1-3 

The most common finding observed in cases of VKC are 

giant papillae also known as ‘cobblestone’ papillae at the 

upper tarsal conjunctiva. They are generally, of the same size 

and uniformly spread over palpebral conjunctiva. As a first 

line of treatment, topical medications (i.e. antihistamines, 

mast cell stabilisers, corticosteroids, cyclosporine A and 

tacrolimus) and / or oral medications (i.e. antihistamines and 

corticosteroids) are used to reduce papillae. Many cases have 

been reported with successful treatment with the use of 

immunotherapy for recalcitrant cases.1 Failure to respond to 

the above mentioned medications, the need for newer and 

more effective treatment was felt. Supratarsal corticosteroid 

injection has been used with partial improvement but possible 

recurrence. We, hereby, report a case of paediatric patient 

with asymmetrical VKC. After failure of topical and oral 

medication, he was successfully treated with two doses of 

Supratarsal corticosteroid injection. 

 

Case Report 
A 12 years old boy presented to Santosh Hospital in 

Ophthalmology OPD with history of itching, redness and 

foreign body sensation in right eye since two months. There 

was associated history of copious mucoid discharge in right 

eye. His best corrected visual acuity was 6/9 and 6/6 in the 

right eye and the left eye, respectively. Slit-lamp bio 

microscopy of the right eye revealed redness on bulbar 

conjunctival, mucous discharge and two giant (cobblestone) 

papillae at the upper tarsal conjunctiva with multiple small 

papillae. There was superficial punctuate keratitis (Fig. 1). 

Left eye showed a mild papillary reaction without corneal 

involvement. He had no history of wearing contact lenses, 

any previous ocular surgery or having an ocular prosthesis. 

 

 
Fig. 1: Photograph of eyelids with eversion showing 

cobblestone papillae in the right eye. 

 

Investigation 

Since the papillae were relatively large only two in number 

and recalcitrant to all medications, incisional biopsy of the 

tarsal conjunctiva was undertaken to rule out a conjunctival 

tumour. The pathological examination revealed fibro-

vascular tissue with infiltration of eosinophils and other 

chronic inflammatory cells. 

 

Treatment 

Both eyes were treated with eye drops four times a day 

(topical mast cell stabiliser - Sodium Cromoglycate) for two 

months with additional instillation of a potent topical 

corticosteroid (Prednisolone Acetate 1%) four times a day. 

The signs and symptoms improved markedly in left eye; 

however, the cobblestone papillae and punctate corneal 

erosion (including ocular itching in the right eye) persisted. 
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The frequency of topical prednisolone acetate was increased 

to six times a day. The symptoms, however, worsened. 

An injection of Supratarsal Triamcinolone Acetonide 20 

mg was given in the right eye. Supratarsal injections in small 

children are difficult to administer without sedation and thus 

the procedure was done under sedation and local anaesthesia 

in this patient. A significant reduction in the size of 

cobblestone papillae were seen after the injection was given. 

 

Outcome and Follow-Up 

The patient was called for follow-up after two months. There 

was complete alleviation of cobblestone papillae and 

punctate epithelial erosion (including allergic symptoms). 

There was no further recurrence during two months of 

follow-up. The intraocular pressures—measured by 

Goldmann tonometry—was within normal range; and no 

other ocular side effects were noted. After the Supratarsal 

Corticosteroid injection, only antibiotics without any anti-

allergic eye-drops were prescribed for next one week. 

 

Discussion 
VKC is known to have bilateral and symmetrical 

involvement. Since, very few cases have been reported with 

asymmetrical involvement, giant papillary conjunctivitis 

(GPC) should be excluded as first differential.4 GPC is not an 

allergic condition; it is more commonly a consequence of 

repetitive micro-trauma or irritative event(s) (i.e. from 

sutures, contact lenses or ocular prostheses).4,5 VKC was the 

most common cause in our patient owing to the extremely 

large, giant (cobblestone-like) papillae and significant 

corneal involvement with no history of irritative stimuli. 

Conjunctival tumours can present as allergic 

conjunctivitis. Giant papillae can be mis-diagnosed as 

conjunctival lymphoma.6,7 Conjunctival tumour should be 

ruled out if the condition is unresponsive to anti-allergic 

drugs and papillae are relatively large.  As the result of 

incisional biopsy was negative, allergic conjunctivitis was 

approved as the diagnosis. 

Pharmacological therapy is the first line treatment of all 

types of allergic conjunctivitis. Recurrence has been 

commonly noticed when the medications are 

withdrawn.1,4 Surgical management (Excision of the papilla 

or Cryotherapy) is considered in severe recalcitrant cases but, 

this often gives only a transient response,8-10 When combined 

with amniotic membrane transplantation, better results have 

been reported.11 

Supratarsal corticosteroid injection has been found to be 

an effective and relatively safe treatment for refractory 

VKC.12-15 Low risk of increased IOP and equal effectiveness 

is observed with either short-acting dexamethasone or 

intermediate-acting Triamcinolone Acetonide.12,13 Many 

studies supporting this approach have reported a ≥ 50% 

decrease in papillae size along with complete regression of a 

shield ulcer.12,15 Repeated injections might be required when 

there is recurrence of disease.15 In this patient, after two doses 

of injection, there was complete alleviation of papillae and 

the corneal erosion was totally healed. Most anti-allergic 

drugs were stopped after the two doses of injection in our 

case. Furthermore, most studies proposed partial response 

and recurrence after injection.13-15 Complete recovery was 

observed in present case. 

To conclude, Supratarsal Corticosteroid injection has 

shown to be effective for refractory VKC. Significant 

improvement is observed without any long-term medications. 
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