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ABSTRACT
VKC is a bilateral recurrent allergic interstitial conjunctival inflammation with a periodic seasonal incidence and
of self limiting nature, mainly affecting the younger population. Patients of VKC on steroid therapy are at higher
risk of developing steroid induced glaucoma. Raised intraocular pressure due to steroids typically occurs within
few weeks of starting steroid therapy and comes back to normal on immediate stoppage of steroids. A case of
steroid induced glaucoma in a 30 years old female with vernal keratoconjunctivitis. She was on topical steroids
for 3-4 years. She was incompliant with the instructions to stop steroids. She eventually developed steroid
induced glaucoma and glaucomatous optic neuropathy with tunnel vision.
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INTRODUCTION
Vernal keratoconjunctivitis (VKC) is a bilateral
recurrent
allergic
interstitial conjunctival
inflammation having a periodic seasonal incidence
and of self limiting nature, mainly seen in young
population. It is type 1 IgE mediated hypersensitivity
reaction.
It is characterized by redness of eyes, itching
sensation ropy discharge and presence of conjunctival
papillae. Incidence of glaucoma in VKC patients
receiving corticosteroid therapy is 2-7%1. Sometimes
these patients develop complications in the form of
keratitis, keratoconus, refractive errors, steroid
induced glaucoma, rarely chronic anterior uveitis2, 3,4.
Topical steroids and antihistamines are the mainstay
of treatment of vernal keratoconjunctivitis5.These
medications are required to be given for long duration
considering the chronic nature of the disease.
Patients of VKC on steroid therapy are at higher risk
of developing steroid induced glaucoma. Raised
intraocular pressure due to steroids typically occurs

within few weeks of starting steroid therapy, which
comes back to normal on immediate stoppage of
steroids6.
CASE REPORT
A 30 years old female presented with recent onset
headache. She gave a history of itching, redness,
photophobia in both eyes since 6 years. Symptoms
used to get aggravated in early summer and to
continue throughout the season. Self medication in
the form of steroid eye drops was tried by the patient
since last 3-4 years.
On presentation, Snellen visual acuity was 6/9 in both
eyes. Anterior segment examination showed mild lid
oedema, ropy discharge and conjunctival congestion
with papillary hypertrophy (cobblestone appearance).
Bulbar conjunctiva and cornea were normal. IOP
recorded by Goldmannaplanation tonometer was
raised up to 34 mm of Hg and 31 mm of Hg in right
and left eye respectively.
Ophthalmoscopic examination of both eyes showed
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pale optic disc with well defined margins, thin
neuroretinal rim, nasal shifting of blood vessels with
bayoneting sign. The cup disc ratio in the right eye
was 0.8 and in the left eye was 0.6. Her visual field
examination on standard automated Humphrey
perimeter showed an extensive visual field loss,
impinging on central vision.

Fig 1: Cobblestone appearance of papillary
hypertrophy

Fig 2: Glaucomatous disc in Left eye

timolol eye drop bd. Patient followed up after 20
days. Her IOP recorded in both eyes were 24 mm of
Hg and 21 mm of Hg.
Although she maintained low IOP and good visual
acuity of 6/9 in both eyes, she had developed severe
visual field defects.
DISCUSSION
Vernal Keratoconjunctivitis is a bilateral chronic
allergic inflammation of the conjunctiva, which
mostly affects young adults in tropical climate. It is
characterized by marked burning and itching
sensation which is usually not tolerable and
aggravated during the summer. Type I and IV
hypersensitivity contribute to symptomatology and
pathogenesis of VKC. Stimulation of T cellsreleases
cytokines which activates eosinophils and mast cells,
responsible for its pathogenesis6. These patients may
be at high risk of permanent visual impairment due to
complications like refractive errors, keratoconus,
corneal scarring, corticosteroid induced glaucoma and
cataract formation. Up to 85% of patients with VKC
require corticosteroid therapy at sometime during
their course of illness6. As a result of this regular
monitoring of IOP should be done of these patients.
Corticosteroid induced IOP elevation is an iatrogenic
condition caused by decreased trabecular outflow6.
Changes in trabecular mesh-work cells have been
identified, including increased deposition of several
components of the extracellular matrix and
rearrangement of the trabecular mesh-work
cytoskeleton with cross linking of actin of
microfilaments7.Generally the corticosteroid induced
ocular hypertension is reversible on discontinuation
of steroid therapy but if unrecognized, this may lead
to secondary open angle glaucoma and ultimately
glaucomatous optic neuropathy which is irreversible.
In our case the patient was from a rural area, where
health facilities are not easily accessible. Lack of
health awareness, illiteracy about the disease
condition, side effects of drugs and regular and
frequent follow up leads to irreversible glaucomatous
damaged to optic disc leading to visual field defects
in the patient.

Fig 3:Visual field defects on perimetry

CONCLUSION

To suppress the symptoms of VKC and to control the
IOP, patient was started on topical cyclosporine eye
drop tds, loteprednol eye drop qid, olopatadin and

Bilateral steroid induced glaucoma is an important
complication seen in patients of VKC due to prolong
use of topical steroids. It can be prevented by proper
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counseling for regular follow up and monitoring the
IOP along with visual field testing.
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