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INTRODUCTION
In 1950, Phillip Thygeson gave the first report of a

unique punctate keratitis that now bears his name.1

He characterized the disease as having five key fea-
tures, including (1) a chronic, bilateral punctate in-
flammation, (2) a long duration with sporadic remis-

sions and exacerbations, (3) healing without significant
scarring, (4) the absence of a clinical response to anti-
biotics, and (5) a striking symptomatic reaction to
topical corticosteroids.

The most common symptoms of Thygeson’s superficial
punctate keratitis include photophobia, blurred vision,
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and irritation.2 Slit-lamp examination demonstrates in-
traepithelial, elevated, round, star- or oval-shaped, grey-
white lesions, located mainly centrally, that stain fluores-
cein. The conjunctiva is usually not injected. There is no
corneal edema or stromal infiltrates, but corneal sensation
may be slightly decreased. The vast majority of cases (96%)
are bilateral. The pathology typically runs a chronic, recur-
rent course, with attacks lasting 1 to 2 months followed by
4- to 6-week periods of remission. The median duration of
active keratitis is 3.5 years with a range of 2 to 30 (or more)
years. Most patients retain excellent visual acuity.

PATHOGENE SIS
The etiology of Thygeson’s superficial punctate keratitis is

unknown. Many different theories have been proposed
with the most popular suggesting either an infectious or
autoimmune pathophysiology. The contention of an un-
derlying viral pathogenesis has been largely disproven by re-
cent studies using sensitive tools for viral detection. In one
such study, epithelial cells from punctate epithelial lesions
in nine patients with Thygeson’s superficial punctate kerati-
tis all tested negative for varicella zoster virus.3 More recent-
ly, Connell et al4 analyzed epithelial samples in eight pa-
tients with active Thygeson’s superficial punctate keratitis.
They tested for herpes simplex virus 1 and 2, varicella zoster
virus, and adenovirus. No evidence of viral infection was
documented in any case. The lack of a demonstrable infec-
tious agent in Thygeson’s superficial punctate keratitis pro-
vides further support for the competing autoimmune the-
ory of the condition. The autoimmune theory was original-
ly proposed based on documented associations with cer-
tain human leukocyte antigens (especially human leuko-
cyte antigen DR3) as well as the consistently observed clini-
cal response to topical steroids.1

TRE ATMENT
The initial treatment for Thygeson’s superficial punctate

keratitis consists of the use of artificial tears for lubrication.
If patients do not experience relief, low-potency topical
steroids such as fluoromethalone usually provide an ade-
quate clinical response. Clinicians have placed therapeutic
bandage contact lenses in certain cases, normally in an
effort to avoid the long-term complications from topical
steroids in patients with chronic disease. More recent
steroid-sparing treatment modalities include the use of
topical cyclosporin A 2% as well as PRK. Unfortunately, the
evidence supporting these treatments is wanting.

Currently, there is one randomized controlled study
that evaluated the efficacy of cyclosporin A in Thygeson’s
superficial punctate keratitis. Reinhard and Sundmacher5

investigated 2% topical cyclosporin A in 52 eyes of 
28 patients (40 adults and 12 children) at a dose of

three drops daily for 1 month, followed by a 5-month
tapering such that each patient was off all drops at 
6 months. The investigators found that 72% of the
adults responded with complete suppression of epithe-
lial opacities during treatment, with 40% remaining in
remission while off the cyclosporin A drops, at a medi-
an follow-up of 17 months. The children apparently
demonstrated a lower response rate, with 40%
responding completely during the administration of
cyclosporin A. The difference between subject groups
may be related to compliance, because cyclosporin A
drops are known to be quite irritating.

The evidence for the use of PRK as a therapeutic modali-
ty for Thygeson’s superficial punctate keratitis is scant. In
2001, Fite and Chodosh6 reported the first case of PRK to
treat active the condition. They found that, at 17 months
post-PRK, lesions were only present peripheral to the ablat-
ed zone. The investigators proposed that PRK may decrease
the risk of recurrent Thygeson’s superficial punctate kerati-
tis by reducing the inflammatory signals present in the an-
terior stroma. Goldstein et al7 reported a similar case. They
described an 8-month remission after treating active
Thygeson’s superficial punctate keratitis with PRK. Con-
versely, there is one reported case of recurrent Thygeson’s
superficial punctate keratitis after PRK.8

In contrast, LASIK may increase the risk of recurrent
Thygeson’s superficial punctate keratitis. In two case re-
ports, the condition returned within treated zones after
LASIK9,10 just as it did after LASEK.8 All of the aforemen-
tioned case reports’ evidence suggests that anterior stro-
mal ablation may be effective in treating Thygeson’s su-
perficial punctate keratitis, but there is insufficient evi-
dence to recommend therapy routinely.

THE BOTTOM LINE

Thygeson’s superficial punctate keratitis is a rare and po-
tentially chronic epithelial keratitis, and its pathogenesis is
poorly understood. Although topical steroids remain the
mainstay of treatment, cyclosporin A can be considered as an
alternative treatment, particularly in patients with a chronic
keratitis and those for whom the use of corticosteroids is
undesirable. Further studies are needed to clarify the role PRK
may have in the management of this condition. ■
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