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Introduction:-

Introduction: Vernal keratoconjunctivitis (VKC) is an allergic eye
disease. It is a bilateral, seasonal, external ocular inflammatory disease
of unknown cause. The clinical picture of VKC is characterized by
ocular symptoms such as pruritus, tearing, burning, foreign body
sensation and photophobia. There are three clinical forms: Palpebral,
bulbar and mixed. Risk factors include allergic tendencies, family
history of atopy, tropical climate. There is male preponderance to this
condition.

Aims/objectives: To study the known risk factors predisposing to and
clinical presentation of Vernal keratoconjunctivitis in patients at our
rural tertiary care hospital.

Materials and Methods: We included 40 patients of both genders who
came to the outpatient department of our rural tertiary health centre
with signs and symptoms of VKC and excluded patients with other
ocular surface disorders.

Results: Out of 40 study participants, 26 (65%) were male and 14 were
female. Majority of patients (55%) visited the OPD in the summer
season.There was a significant history of other atopic manifestations,
such as eczema or asthma, in 55% of patients. A family history of atopy
was found in 19 (47.5%) patients.It was bilateral in 95% (38)
patients.The predominant form seen in our RHTC was palpebral in 25
patients (62.5%), followed by mixed (25%) and bulbar (12.5%).
Commonest symptom was itching, seen in 70% of patients,Diminution
of vision was seen in 5% of patients due to corneal scarring and Shield
ulcer. Signs included papillae, limbal thickening, Horner Trantas spots,
punctate epithelial erosions or keratitis, Shield ulcers.

Conclusion: VKC is a bilateral, allergic, seasonal, external ocular
inflammatory disease of unknowncause. It involves the conjunctiva and
can involve the cornea and eventually lead to vision threatening
complications.
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The clinical picture of VKC is characterized by ocular symptoms such as ocular pruritus, tearing, burning, foreign
body sensation and photophobia [1].

Signs of VKC can be described in three clinical forms (Cameron Classification):[2]

Palpebral form- The upper tarsal conjunctiva is involved bilaterally. Typical lesion is characterized by the presence
of hard, flat-topped papillae arranged in cobblestone fashion. In severe cases papillae undergo hypertrophy to
produce 'giant papillae'. These are cauliflower like outgrowths.

Bulbar form- Here, we see dusky red triangular congestion of bulbar conjunctiva in the palpebral area. We can also
see gelatinous thickened accumulation of tissue around the limbus and presence of discrete whitish raised dots along
the limbus (Tranta's spots).

Mixed form- Includes the features of both palpebral and bulbar types.

VKC is an allergic condition in which IgE mediated mechanisms play a role. Patients who suffer from VKC often
give a family history of other atopic diseases such as hay fever, asthma or eczema.

Risk factors include-

Age- 4-20 years.

Sex- It is more common in boys.

Season — More common in summer. The name Spring catarrh is a misnomer.

Climate — Seen commonly in tropical areas. VKC is seen mostly in the summer months, when the temperature is
high, therefore, a more suitable term for it is "summer catarrh” Ref.[3]

Aims And Objectives:-
To study the known risk factors predisposing to and clinical presentation of Vernal keratoconjunctivitis in patients at
a rural Tertiary care hospital

Materials And Methods:-
Study setting:
Ophthalmology OPD , Rural Tertiary care hospital

Source of data :
Patients with symptoms of Vernal Keratoconjunctivitis visiting the Ophthalmology OPD at a Rural Tertiary care
hospital.

Sample size:
40

Study Duration:
December 2020 to September 2022

We included patients of Vernal Keratoconjunctivitis of both genders coming to a rural tertiary care centre and
excluded patients with other ocular surface disorders (Dry eye, Vit A deficiency etc)

Data was recorded in a structured proforma which included age, sex, month of visit, chief complaints, family and
allergic history, occupational exposure of family members, use of sunglasses.

Results:-

Out of 40 study participants, 26 (65%) were male and 14 were female, suggesting that vernal keratoconjunctivitis is
more commonly seen in males. Most of the patients (55% or 22 patients) visited the outpatient department in the
summer.There was a significant history of other atopic manifestations, such as eczema or asthma, in 55% of patients
or 22 patients.A family history of atopy was found in 19 (47.5%) patients.It was bilateral in 95% (38) patients.

The predominant form seen in RHTC was palpebral in 25 patients (62.5%), followed by mixed (25%) and bulbar
(12.5%). The commonest symptom was itching, seen in 70% of patients. Diminution of vision was seen in 5% of
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patients due to corneal scarring and shield ulcer. Signs observed in the study are papillae, seen in 25 patients. Out of
these 25 patients, 7 had giant papillae. Limbal thickening was seen in 15 patients. Horner Tranta’s spots were seen
in 3 patients. Shield ulcer was seen in 1 patient. Corneal scarring involving the visual axis was seen in 1 patient.
Discussion:-

Out of 40 study participants, 26 (65%) were male and 14 were female, suggesting male preponderance. Similar
results were seen in Neumann et al. 1959 [4]; Beigelman 1965 [5]; Bonini et al. 2000 [6]

Male to female ratio in VKC

= Males

= Females

Majority of patients (55%) visited the OPD in the summer season. This was consistent with Minhas S et al. 2019
which found that majority of patients visited OPD in summer months [7]

There was a significant history of other atopic manifestations, such as eczema or asthma, in 55% of patients or 22
patients. This is in agreement with Hayilu D et al 2016 which found that children with non-ocular allergic diseases
were associated with increased risk of vernal keratoconjunctivitis. [8]

A family history of atopy was found in 19 (47.5%) patients. Similar results were seen in Bonini et al. 2000 where
49% patients had a family history of allergic disorders like asthma, allergic rhinitis, eczema, urticaria and multiple
atopic diseases.

It was bilateral in 95% (38) patients. Similar results were seen in Kumar S et al 2009 [9]

The predominant form seen in RHTC was palpebral in 25 patients (62.5%), followed by mixed (25%) and bulbar

(12.5%) which is consistent with Nagpal et al 2017 [10]. This is in contradiction to other studies which mention
Limbal form to be more common in tropical regions of the world.
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Figure 1:- Limbal VKC Figure 2:- Palpebral VKC.
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The commonest symptom was itching, seen in 70% of patients, similar to Kumar S et. al 2009.

Diminution of vision was seen in 5% of patients due to corneal scarring and Shield ulcer, similar results were noted
in Neumann et al. 1959; Cameron 1995a [11]; Tabbara 1999 [12]

Symptoms Number of patients Percentage

Itching 28 70%
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Foreign body sensation 20 50%
Photophobia 16 40%
Burning sensation 13 32.5%
Watering 25 62.5%
Diminution of vision 2 5%

Conjunctival signs observed in our study were-diffuse conjunctival injection and upper tarsal papillae. Papillae were
seen in 25 patients. Giant papillae are discrete >1mm in diameter that characteristically have flattened tops. Out of
these 25 patients with papillae, 7 had giant papillae.

Limbal signs observed in our study were-limbal thickening, seen in 15 patients. Horner Tranta’s spots were seen in 3
patients.

Limbal VKC is characterized by limbal thickening and opacification of the limbal conjunctiva as well as gelatinous
appearing and sometimes confluent limbal papillae. We also observed Peri-limbal Horner-Trantas dots in 3 patients.
Horner- Tranta’s spots are focal white limbal dots consisting of degenerated epithelial cells and
eosinophils.™ Limbal disease can result in a limbal stem cell deficiency which can lead to pannus formation with
corneal neovascularization.™

Corneal signs observed in our study included: Punctate epithelial erosions or keratitis and Shield ulcers. Corneal
neovascularization, pseudogerontoxon are other corneal signs seen in VKC, although we did not observe any patient
with cornea neovascularization or pseudogerontoxon. Keratoconus has been shown to be more prominent in VKC
patients as well; possibly due to increased eye rubbing of chronically irritated patients.*®

Shield Ulcer was seen in 1 patient consistent with Mushtaq, Igra, et al.’s study [16]. Keratoconus, which was not
seen in any patient, similar to Caputo R et al’s study [17] where they found a low prevalence of Keratoconus in a
sizeable sample of 651. Corneal scarring partially involving the visual axis was seen in 1 patient, which lead to
diminution of vision. Therefore, a total of 2 patients had visual disturbances and vision threatening complications,
amounting to 5% of total patients in the study.

Conclusion:-

VKC is a bilateral, allergic, seasonal, external ocular inflammatory disease of unknown cause. It is an important
cause of hospital referral among children in India and one of the leading causes of discomfort and absenteeism from
school. It is commonly seen in summers and in dry climate. It is seen commonly in male children. It mainly affects
the conjunctiva, which occasionally becomes severe and leads to corneal involvement and other vision threatening
complications. Therefore, we must try to detect Vernal Keratoconjunctivitis early, improve the patients comfort and
minimise further damage to the eye.
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