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Dear Editor,

We report a case of unilateral conjunctival ulceration in a 24-year-old 
male patient. He presented to us with pain and redness of his left eye 
since two weeks and noticed a small swelling over the white area of 
his eye which was painful. He consulted a nearby ophthalmologist 
who started him on Topical antibiotics and was referred to us after 
a week, when his symptoms increased. He gives a history of a 
similar episode six months earlier. There was no history of joint pain, 
fever, and cough, genital or oral ulceration. On examination, he was 
afebrile, vitals were stable and systemic examination was normal. 
Unaided visual acuity was 6/6 in both eyes. Lids and adnexa were 
normal. The temporal conjunctiva in the left eye was congested with 
presence of a mildly elevated, irregular, nodular yellow lesion 2 mm 
away from the limbus with a raw surface which was demonstrated 
by staining with fluorescein dye and measured 3.4 x 2 mm. It was 
surrounded by dilated and tortuous conjunctival and episcleral 
vessels [Table/Fig-1]. The lesion was tender. The cornea revealed 
superficial punctate erosions inferiorly. Rest of the anterior segment 
was normal. There was no preauricular lymphadenopathy. Corneal 
sensations were intact. A provisional diagnosis of conjunctival ulcer 
was made. Edges of the ulcer were scraped and sent for culture and 
sensitivity, blood was sent for routine investigations, Rheumatoid 
factor (RA factor), Anti-nuclear Antibody (ANA) and Mantoux test 
was done to rule out systemic associations. Gram stain showed 
polymorphonuclear leukocytes and culture revealed no growth, RA 
factor and ANA were negative, blood investigations were within 
normal limits and Mantoux reading after 48 hours was 8mm. He 
was started on ofloxacin 0.3% eyedrops and ointment, tear film 
substitutes (carboxymethyl cellulose 0.5%) and anti-inflammatory 
eyedrops (nepafenac 0.3%). He reviewed with us after three days 
and was symptomatically better; ulcer size had decreased to 2.9 x 
1.5 mm. Treatment was continued for two more weeks, ulcer size 
progressively decreased and healed [Table/Fig-2]. The symptoms 
had completely resolved.

Nodular lesions at the limbus and bulbar conjunctiva have a variety 
of differential diagnoses. The exhaustive list includes pinguecula, 
early pterygium, limbal dermoid, granuloma, nodular episcleritis and 
scleritis, phlyctenulosis, ocular surface squamous neoplasia and 
conjunctival ulcer [1,2]. This case very closely resembles phlyctenular 
ulcer. Phlyctenulosis is more commonly seen in a younger age 
group and associated with hypersensitivity to tubercular protein. 
The nodule is almost always located at the limbus with marked 
elevation and a localised leash of vessels feeding the nodule [3]. The 
points in favour of ulcer in this case were the presence of pain and 
corneal erosions, tenderness, location away from the limbus, diffuse 
temporal congestion and a raw surface evident from fluorescein 
staining. Mahendradas P et al., reported a similar case of conjunctival 
ulceration which responded to quinolones and co-trimoxazole [2]. 
Other known infective associations with conjunctival ulcer include 
tuberculosis and herpetic conjunctival ulcer [1,4]. Documented non-
infective causes include Behcet’s disease [5] and Crohn’s disease 
[6]. Hence, systemic evaluation is also warranted in such cases. 
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[Table/Fig-1]:	 Above: Left eye showing congested temporal conjunctiva with ele-
vated, irregular, nodular yellow lesion 2 mm away from limbus, surrounded by dilated 
and tortuous conjunctival and episcleral vessels.
Below: Raw surface of lesion as demonstrated by staining with fluorescein dye mea-
suring 3.4 x 2 mm. Cornea shows superficial punctate erosions inferiorly.
[Table/Fig-2]:	 Above: After two weeks of treatment, conjunctival congestion de-
creased, lesion size significantly reduced.
Below: Fluorescein staining demonstrates decrease in size of raw surface of lesion 
and healed corneal erosions.
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Rare occurrence of conjunctival ulcers have also been reported post 
cataract extraction, which responded to corticosteroids [7]. The fact 
that scraping from the ulcer did not yield any growth supports a non-
infective cause for ulceration in this case; however it must be borne 
in mind that the patient was already on topical antibiotics which 
might have led to the result. The rare presentation of a conjunctival 
ulcer may therefore often elude diagnosis and successful treatment, 
without assessment of the probable causes.  
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