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Abstract
Vernal keratoconjunctivitis (VKC) is a chronic, recurrent, inflammatory disease that affects both eyes, often with asymmetric 
severity, potentially causing major visual complications. The seasonal management of VKC can be challenging, especially 
when specialists with different diagnostic and therapeutic approaches need to be consulted. The aim of this expert panel was 
to reach a national consensus among pediatric allergologists and ophthalmologists on the diagnosis and treatment of VKC. 
This consensus was developed by an expert panel of 17 Italian pediatric allergologists and ophthalmologists with over a dec-
ade of experience. Ten statements on VKC diagnosis and treatment formulated after a thorough review of current literature 
were evaluated by the panelists. The level of agreement was quantitatively assessed using a 5-point Likert scale. Consensus 
was reached if ≥ 75.0% of panelists agreed to any given statement. The consensus emphasizes the importance of evaluation 
by multispecialty reference centers or experienced specialists for accurate diagnosis. Prompt diagnosis, especially during 
active phases, is crucial and should occur before corticosteroid therapy. The Bonini score from 2007 is the preferred tool for 
VKC assessment, although future revisions may be considered. Short cycles of topical corticosteroids should be preferred 
over prolonged use, even during immunomodulatory therapy. When cyclosporine fails, tacrolimus should be considered. 
Conclusion: This is the first consensus on the management of VKC that has gathered the expert opinions of both pediatri-
cians and ophthalmologists. The outcome of this multidisciplinary effort provides a uniform approach to VKC diagnosis 
and treatment, thereby facilitating patient management across the country. 

What is Known:
• Vernal keratoconjunctivitis (VKC) is a chronic recurrent ocular disease particularly prevalent in the pediatric population.
• Despite its relevance, there is a lack of standardized approaches shared between pediatricians and ophthalmologists, leading to notable vari-

ations in clinical practice.
What is New:
• This expert panel, comprising 17 pediatric allergologists and ophthalmologists, has reached a national consensus to provide standardized 

guidance for VKC management.
• The consensus emphasizes the importance of a multidisciplinary approach to managing VKC, ensuring consistent and effective patient care.
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Introduction

Vernal keratoconjunctivitis (VKC) is a rare chronic inflam-
matory ocular disease with seasonal exacerbations that 
can potentially impact vision (Table 1). Its prevalence 
is estimated to range from 0.7 to 3.3 cases per 10,000 
individuals, with 0.3 to 1.4 cases per 10,000 classified as 
severe [1–4]. VKC typically manifests between the ages 
of 3 and 10 and is more common in pre-pubertal males. 
The pathogenesis of VKC is still incompletely understood: 
allergological, immunological, endocrinological, genetic, 
and environmental factors appear to be involved, although 
the precise contribution of each remains unclear [5–7]. 
Nevertheless, VKC is currently classified as an allergic 
disease [8–11].

The classic symptoms of VKC are itching, photopho-
bia, tearing, slimy-stringy mucus secretions, burning, and 
pain with blurred vision [5]. Notable clinical signs include 
conjunctival hyperemia, giant cobblestone-like papil-
lae on the superior tarsal conjunctiva, limbal infiltrate, 
Horner-Trantas dots, palpebral ptosis, or pseudoptosis [5]. 
According to the site affected by the inflammation, VKC 
can be classified into three forms: limbal, tarsal, and mixed 
[5, 12]. Chronic inflammation and the associated tissue 
remodeling may lead to long-term conjunctival complica-
tions and severe visual impairments, especially in cases 
of corneal involvement [5, 12, 13]. The diagnosis of VKC 
can take several months, and during this period, treatment 
may be suboptimal [14].

Globally, VKC is primarily managed by eye specialists, 
as evidenced by the fact that most international recom-
mendations and guidelines have been authored by oph-
thalmologists [12, 15–18]. However, VKC’s classification 
as an allergic disease and its predominant occurrence in 
pediatric patients highlight the essential role of pediatric 
allergologists in its management.

In Italy, limited national collaboration between pediat-
ric allergologists and ophthalmologists has so far resulted 
in a variety of therapeutic approaches nationwide, favored 
by the diverse clinical manifestations in different local 
contexts [1, 3, 7, 12, 15–17, 19, 20]. Diagnostic delays, 
suboptimal treatment, and lack of standardized guidelines 

contribute to patient and family disorientation and 
increased risk of long-term sequelae [14, 21].

The aim of this expert panel was to reach a national con-
sensus to provide both general practitioners and specialists 
with clear guidance on the diagnosis and treatment of VKC. 
Including both pediatric allergologists and ophthalmolo-
gists in this multidisciplinary panel aimed to leverage their 
respective expertise to develop comprehensive management 
strategies. Furthermore, fostering consistency among the 
two medical specialties primarily involved in VKC manage-
ment aimed to reduce confusion among patients and parents, 
potentially originating from varying information and recom-
mendations provided by different healthcare professionals.

Materials and methods

We adhered to the ACCORD (ACcurate COnsensus Report-
ing Document) guidelines for reporting the methodology and 
results of the present consensus [22].

A modified Delphi method was employed to establish 
consensus among a panel of expert clinicians and research-
ers on the optimal diagnosis and treatment of VKC. The 
modified Delphi method was chosen to ensure anonymity, 
accommodate the geographical dispersal of experts, and 
provide a structured approach to systematically gather and 
integrate collective input.

The expert panel was assembled based on the recognized 
expertise of the panelists in the fields of pediatric allergol-
ogy and ophthalmology. The expert panel comprised 17 
experts affiliated with Italian ophthalmological and pedi-
atric university departments and hospitals. The panelists 
were selected by SIAIP (Italian Society of Pediatric Allergy 
and Immunology) and SIOPS (Italian Society of Pediatric 
Ophthalmology and Strabismus), including authors of high-
quality literature relevant to the subject area, to incorporate 
a broad spectrum of expertise. The expert panel included 
10 pediatric ophthalmologists specialized in anterior cham-
ber diseases and 7 pediatric allergologists, all with at least 
10 years of experience in the management of VKC within 
their specific fields. The choice to include 17 panelists was 
made to ensure an odd number for conclusive decision-mak-
ing, while balancing the diverse expertise needed from both 

Table 1  Main clinical characteristics of VKC

Chronic relapsing course with flare-ups in the spring–summer period and improvement or disappearance of symptoms in the winter period, 
except in the most severe and persistent forms

Extreme clinical variability based on environmental, genetic, hormonal, immunological, and allergological factors (the pathogenetic role of each 
factor has yet to be defined)

Unpredictable evolution of the disease, which tends to persist for an extended period of time, frequently into adolescence
Current absence of biochemical markers that correlate with the evolution of the disease and can be easily used in daily practice
Resolution during or after puberty, although there are a few cases of persistence or reactivation into adulthood
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pediatric ophthalmologists and allergologists and maintain-
ing a manageable size for efficient discussion. Recruitment 
was through email invitations by the coordinator (D.G.G.). 
All invited panelists accepted to participate to the expert 
panel. Before starting the consensus exercise, all panelists 
were asked to disclose any conflicts of interest. The coordi-
nator (D.G.G.), reworker (G.B.), and research methodology 
consultant (E.C.) determined that the lack of conflicts of 
interest among the majority of panelists adequately miti-
gated the potential risk of bias.

The consensus development process involved a series of 
structured iterative rounds of communication. A preliminary 
face-to-face meeting was held to define the scope of the con-
sensus and the issues that needed to be addressed.

A literature search was conducted by the coordinator 
(D.G.G.) and the reworker (G.B.), who searched PubMed 
database for articles published up to September 2022. No 
specific year was chosen for the oldest literature. The search 
was not restricted to English-only papers. Search terms used 
included vernal, vernal keratoconjunctivitis, and VKC. The 
level of evidence was evaluated and agreed upon by the 
coordinator (D.G.G.) and the reworker (G.B.), with only 
high-quality evidence (i.e., controlled studies, large uncon-
trolled studies, comprehensive narrative reviews, systematic 
reviews and metanalyses) being taken into consideration.

Key statements were then formulated based on the pre-
liminary literature search and expert knowledge through col-
laboration between the coordinator (D.G.G.), the reworker 
(G.B.), and the research methodology consultant proposed 
by SIAIP and approved by SIOPS (E.C.). These statements 
covered essential aspects of diagnosis (5 statements) and 
treatment (5 statements) of VKC. The existing scientific 
evidence gathered from the preliminary systematic review 
and supporting each key statement was summarized and pre-
sented to the panelists as part of the voting process (Suppl. 
Table 1).

Validation of key statements occurred through a formal 
anonymous survey conducted on an online platform organ-
ized by the coordinator (D.G.G.), the reworker (G.B.), and 
the research methodology consultant (E.C.). Panel members 
were asked to anonymously rate their agreement with the 
10 key statements on a 5-point Likert scale. In each case, 
members could only select one option: “Strongly agree,” 
“Agree,” “Neutral,” “Disagree,” and “Strongly disagree.” 
The reworker (G.B.) and the research methodology con-
sultant (E.C.) did not take part in the voting process. The 
responses were collected by the research methodology 
consultant (E.C.) and kept blinded from the coordinator 
(D.G.G.) and the reworker (G.B.) to ensure anonymity and 
impartial evaluation.

Consensus was predefined by the coordinator (D.G.G.), 
reworker (G.B.), and research methodology consult-
ant (E.C.) as reaching at least 75.0% agreement (agree or 

strongly agree) among panel members for each statement, 
as is common practice [23]. In cases of disagreement, revi-
sions to the key statements were made based on collective 
feedback, followed by up to three rounds of anonymous 
revoting. This iterative process ensured thorough reevalu-
ation and refinement of the statements based on collective 
input. Anonymity was maintained throughout all stages to 
prevent biases.

The final statements were derived from aggregated expert 
panel responses, integrating quantitative ratings and qualita-
tive insight. All authors approved the final statements.

Results

The present consensus exercise was conducted from Septem-
ber 2022 to June 2023. Each round of voting took 1 month, 
followed by a 2-month period dedicated to evaluating 
responses and refining the statements accordingly.

The panelists expressed their degree of agreement to a 
set of 10 statements on the diagnosis and treatment of VKC 
(Suppl. Table 1). The 10 final statements are reported in 
Table 2.

Fifteen (15) out of 17 experts (88%) agreed on the impor-
tance of reference centers for the diagnosis and management 
of severe forms of VKC. The panelists agreed that, in addi-
tion to pediatric allergologists and ophthalmologists, other 
specialists, such as immunologists and dermatologists, may 
play a supportive role and offer valuable insights for a more 
comprehensive management of patients with VKC within 
multispecialty reference centers.

Fifteen (15) out of 17 experts (88%) were in favor of the 
development of written instructions and information for the 
patient, the family, and the general physician/pediatrician by 
multispecialty reference centers. The panelists agreed that a 
shared diagnostic-therapeutic protocol discussed by experts 
provides clear indications and promotes knowledge among 
general healthcare professionals (i.e., those without specific 
expertise in VKC).

Eighty-two percent (82%) of the panelists agreed that the 
first diagnosis and the diagnosis of subsequent VKC exac-
erbations must be promptly made in patients with active dis-
ease not currently on corticosteroid therapy and who have 
not received it for at least the previous week.

Ninety-four percent (94%) of the panel agreed on the 
importance of a diagnostic score shared among reference 
centers. This score could assist reference centers in develop-
ing protocols applicable by general healthcare professionals.

Most panelists (94%) agreed that the conjunctival cyto-
logical examination should be reserved for research pur-
poses and, in clinical practice, limited to cases of VKC with 
unclear clinical findings.
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Regarding therapy, 88% of the panel members agreed that 
supportive measures should be recommended in all forms 
of VKC.

Eighty-two percent (82%) of the panelists agreed that the 
general physician/pediatrician should be familiar with topic 
corticosteroid therapy, albeit prescribed and monitored by 
expert ophthalmologists and/or multispecialty reference 
centers.

The majority of the panelists (88%) agreed on the use 
of steroids for different severity levels of VKC. The pan-
elists emphasized the limited use of steroids in mild forms 
with short recrudescence periods and highlighted the lack 
of scientific evidence to support the practice of employing 
steroids in decreasing cycles of 15–20 days for mild forms, 
as observed in certain local contexts.

Eighty-two percent (82%) of the experts agreed that, in 
cases of severe VKC, higher potency steroids with lower 
penetration and fewer irritating preservatives/excipients 
and cationic surfactants (benzalkonium chlorides, cetalko-
nium chloride, sodium hydroxide, hydrochloric acid, 
alcoholic solutions) are preferable. In severe forms, such 

corticosteroids are most effective when used as rescue ther-
apy during treatment with immunomodulators.

Finally, 82% of the experts concurred that, when cyclo-
sporine fails to control VKC, as reported in 8–15% of cases 
in the literature [19], 0.1% tacrolimus galenic eye drops 
should be employed.

Discussion

VKC is a chronic keratoconjunctivitis characterized by a 
seasonal relapsing clinical course [5, 12]. Although it is usu-
ally classified as an allergic conjunctivitis, its pathogenesis 
is still unclear. In Italy, VKC has historically been managed 
through ad hoc and seasonal interventions by various pro-
fessionals, not all of whom have a specific background and 
expertise in VKC. This has resulted in a lack of a unified 
diagnostic and therapeutic strategy. Consequently, estab-
lishing a national consensus on diagnostic pathways and 
therapeutic protocols was crucial to ensure consistent VKC 
management across the country.

Table 2  The 10 final statements on diagnosis (5 statements) and treatment (5 statements) of VKC, as discussed and agreed upon by the expert 
panel members

Diagnosis
Statement #1 For the diagnosis and follow-up of VKC, it is recommended to conduct ophthalmological and allergological examinations. In 

severe forms, seeking advice from other expert medical specialists, possibly in multispecialty reference centers, is advisable
Statement #2 Multispecialty reference centers should develop written instructions and information for patients, their families, and primary 

care physicians/pediatricians regarding the in-home management of mild forms of VKC
Statement #3 The initial clinical diagnosis and assessment of VKC exacerbations should be promptly conducted in patients exhibiting active 

disease who have not received topical or systemic corticosteroid therapy for a minimum of 7 days
Statement #4 The severity of the disease should be assessed through a score shared by reference centers including signs, symptoms, and the 

presence of aggravating factors
Statement #5 Conjunctival cytology currently plays a limited diagnostic role in everyday clinical practice and is often reserved to clinical tri-

als. Its use is further constrained by the necessity for skilled personnel, aiming to minimize both the time and costs of imple-
mentation, as well as potential stress for the patient. In rare instances where the clinical differential diagnosis poses particular 
challenges, conjunctival cytology may offer supplementary insights contributing to the overall diagnostic process

Treatment
Statement #6 Supportive measures (particularly sunglasses, visor cap, artificial tears) and antihistamines and topical mast cell stabilizers in 

case of hitching and/or known allergy should be recommended in the in-home management of all forms of VKC. In milder 
forms, the proper use of these aids can effectively control the disease, while in moderate forms it can delay the need for corti-
costeroids and immunomodulators

Statement #7 In individuals with VKC, topical steroid therapy should be prescribed and monitored by the expert ophthalmologist and/or the 
multispecialty reference center. The general physician/pediatrician should be informed of the therapy to facilitate its correct 
administration and schedule ophthalmological visits based on clinical evolution and according to the indications of the multi-
specialty reference center

Statement #8 In mild forms with periods of recrudescence of less than 3 months, steroids should not be used or should be used in short cycles 
of 3–5 days 1–2 times a month. In moderate forms and with periods of recrudescence of 3 or more months, steroids should 
be used in short cycles of 3–5 days. If 3 or more steroid cycles are needed in a month to control the disease, they should be 
replaced with immunomodulators. In severe forms requiring treatment with immunomodulators, steroids should be promptly 
used as supportive anti-inflammatory therapy for a brief duration at first, followed by short and repeatable 3–5 day cycles as 
rescue therapy, if needed

Statement #9 In severe cases of VKC, higher potency steroids are preferable to lower potency steroids. Steroid eye drops with lower ocular 
penetration and fewer eye-irritating preservatives/excipients should also be preferred

Statement #10 Tacrolimus 0.1% galenic eye drops are an alternative in case of ineffective therapy with cyclosporine eye drops
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The acknowledgment of the current situation in VKC 
management, in both hospital and community settings, has 
prompted discussion among panel experts about the need for 
multispecialty reference centers. These centers are health-
care facilities that bring together experts from various medi-
cal specialties to provide coordinated care for patients with 
complex or specific health conditions, such as VKC. Indeed, 
reference centers should include not only pediatric ophthal-
mologists but also pediatric allergologists, given VKC’s 
classification as an ocular allergic disease, its associated 
comorbidities, and its predominant occurrence in pediatric 
patients [8–11]. Other specialists, such as immunologists and 
dermatologists, can also play important roles in the compre-
hensive management of patients with VKC [16]. However, 
the collaboration between ophthalmologists and pediatric 
allergologists has been deemed essential by the vast majority 
of experts. A collaborative approach within multispecialty 
reference centers may optimize resources, reduce costs, and 
enhance nationwide patient monitoring, minimizing the need 
for long-distance travel (i.e., medical tourism) during acute 
phases. In line with the current literature, the panelists also 
agree that nationally coordinated multispecialty reference 
centers should disseminate VKC knowledge locally, aiding 
primary care physicians/pediatrician to manage milder cases 
[16]. An enhanced understanding of the disease among gen-
eral clinicians could streamline the referral process, thereby 
reserving specialized centers for patients with moderate to 
severe forms (Fig. 1).

In the United States (US), VKC is recognized by the 
National Organization for Rare Disorders (NORD). Obtain-
ing VKC’s recognition as a rare disease in Europe and 
Italy as well would facilitate the creation of multispecialty 

reference centers, enhance medical professional training, 
alleviate patient and family burden, and ultimately optimize 
resource allocation [19].

For the initial diagnosis of VKC and for the diagnosis 
of subsequent flare-ups, it is advisable that the patient is 
not on corticosteroid therapy and has not received it for at 
least 7 days. However, sudden flare-ups may necessitate 
urgent outpatient evaluation, which is seldom available in 
reference centers. This situation poses a risk that inexperi-
enced doctors might prescribe corticosteroid therapy before 
a definitive VKC diagnosis is made. Even when the patient 
is undergoing corticosteroid therapy, diagnosis is still pos-
sible, particularly in severe cases. Ophthalmological pictures 
taken during the acute phase may aid in diagnosing patients 
receiving corticosteroids.

The use of ocular cytology for VKC diagnosis is sub-
ject to ongoing debate. Children with active VKC who have 
not yet started therapy show a higher ocular expression of 
epithelial and inflammatory cells (neutrophils, mast cells, 
eosinophils, and lymphocytes) compared to those undergo-
ing treatment. The cytological modifications of the ocular 
surface, as identified through conjunctival cytology, dem-
onstrate a direct correlation with age of onset, duration, and 
severity of the disease [9, 24, 25]. However, some panelists 
highlighted challenges in routine outpatient settings, citing 
patient discomfort, time, costs, and the need for specialized 
personnel training as potential issues to consider. Others 
argued that a thorough patient history and clinical examina-
tion often suffice for a correct diagnosis, also pointing out 
that conjunctival cytological alterations are not specific to 
VKC [25, 26]. Therefore, the panel agreed on the use of 
ocular cytology only in research settings for the time being. 

Fig. 1  Relative roles of the primary care physician/pediatrician, ophthalmologist, and multispecialty reference center in the management of VKC
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Furter studies are needed to better explore ocular cytology’s 
role in clinical practice [27].

Once a diagnosis is made, severity should be defined. 
The most commonly used grading system for determining 
VKC severity is Italian, developed by a panel member (S.B.) 
and currently used internationally [24] (Table 3). The panel 
endorsed the use of this grading system, advocating for its 
national adoption after collegial reevaluation in light of the 
latest scientific evidence. The use of a common grading sys-
tem will help standardize the diagnosis and, subsequently, 
treatment of VKC across the country. Indeed, a correct grad-
ing guides therapeutic approaches.

Mild VKC typically responds to supportive measures 
(sunglasses, visor cap, artificial tears) and antihistamines 
and mast cell stabilizers, while moderate to severe cases 
may require corticosteroids or immunomodulators [5, 12, 

19, 20] (Fig. 2). Such therapies should be prescribed by a 
specialist, particularly in newly diagnosed cases of VKC 
or in cases of uncertain diagnosis. In patients already 
diagnosed with VKC, antihistamine therapy is a first-line 
therapy that can be prescribed by general clinicians as 
per the 2023 European ophthalmological consensus [15]. 
For mild VKC cases resistant to first-line therapies, short 
corticosteroid courses have been proposed (3–5 days [11] 
up to twice a month and for a maximum of 2 consecutive 
months per year). In such scenarios, once the diagnosis 
has been established, general ophthalmologists can tem-
porarily manage patients using topical corticosteroids, 
following the guidance of expert ophthalmologists. This 
strategy may help alleviate the burden on reference cent-
ers, particularly during peak periods of symptoms [28–33].

Table 3  VKC grading (modified from Bonini et al. [24])

Grade Symptoms Conjunctival hyper-
emia

Conjunctival secre-
tion

Papillary reaction Trantas dots Corneal involvement

0 (quiescent) Absent Absent/mild Absent Mild to moderate Absent Absent
1 (mild intermit-

tent)
Mild, occasional Mild Absent/mild Mild to moderate Absent Absent

2A (moderate 
intermittent)

Mild to moderate, 
intermittent

Mild Mild Mild to severe Absent Absent

2B (moderate 
persistent)

Mild to moderate, 
persistent

Mild to moderate Mild to moderate Mild to severe Absent Superficial punctate 
keratitis

3 (severe) Moderate to severe, 
persistent

Moderate to severe Moderate to severe Moderate to severe 
with injection and 
swelling

Few Superficial punctate 
keratitis

4 (very severe) Severe and persis-
tent

Moderate to severe Severe Moderate to severe 
with injection and 
swelling

Numerous Corneal erosions or 
ulcerations

5 (evolution) Absent/mild, occa-
sional

Absent/mild Absent Mild to severe 
fibrosis

Absent Absent

Fig. 2  Therapeutic manage-
ment of VKC as discussed and 
agreed upon by the expert panel 
members
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The use of topical corticosteroids requires an adequate 
understanding of the characteristics of the different mol-
ecules, which should be used according to the severity of 
VKC. Frequent ophthalmologic monitoring is essential 
to minimize the risks of iatrogenic ocular complications 
[28–33].

The prescription of low-penetration corticosteroids 
(hydrocortisone, clobetasone, budesonide, fluorometholone, 
loteprednol, difluprednate, and rimexolone) for short cycles 
is the preferred option in the mildest forms, with referrals 
to reference centers recommended if the disease persists or 
intensifies (> 2 months and/or > 2 courses of corticosteroids 
per month). The use of high-potency corticosteroids (e.g., 
dexamethasone) for short cycles without de-escalation is 
recommended in moderate cases, consistent with the Euro-
pean consensus [15], as they are considered more effective 
and have a lower risk of increasing intraocular pressure and 
inducing steroid dependence than low-potency corticoster-
oids (hydrocortisone, loteprednol).

In cases of prolonged corticosteroid therapies, immu-
nomodulators (i.e., cyclosporine and tacrolimus) are needed 
as corticosteroid-sparing agents [5, 12, 19, 20, 34–36]. To 
date, cyclosporine for VKC is produced as eye drops at 
a concentration of 0.1% [35], while tacrolimus and other 
concentrations of cyclosporine are available only as galenic 
preparations. Exclusively in Japan, tacrolimus eye drops 
are produced at a 0.1% concentration (Talymus 0.1% Senju) 
[37]. In severe forms, at the beginning of immunomodulator 
therapy, the expert consensus favors the use of high-potency 
and high-penetration corticosteroids, given their ability to 
surpass the epithelial barrier, enabling a more rapid anti-
inflammatory response and minimizing the risk of side 
effects associated with the prolonged use of corticosteroids, 
often required with milder formulations. Once the disease 
has been controlled with immunomodulators, there is no 
agreement among experts on rescue therapy cycles with 
corticosteroids, as some prefer to use high-potency high-
penetration corticosteroids for short 3-day courses [35], 
while others prefer to use low-penetration corticosteroids, 
arguing that this reduces the risk of side effects. The efficacy 
of new biological drugs in VKC has not yet been evaluated, 
although their broad indications in chronic diseases suggest 
potential effectiveness in VKC patients.

Strengths and limitations

To the best of our knowledge, this is the first consensus on 
VKC diagnosis and treatment to include both pediatricians and 
ophthalmologists [12, 15–18]. The present consensus relies on 
expert opinions, drawing on the most recent reviews and meta-
nalyses [5, 7, 9, 11, 12, 15–17, 38]. By uniting experts from 
different fields (i.e., pediatric allergology and ophthalmology), 

our collaborative effort resulted in a unified and comprehen-
sive guide for general clinicians caring for VKC patients. How-
ever, the fact that all panelists are Italian introduces a specific-
ity to the Italian context, thereby limiting applicability on a 
global scale. Nonetheless, the localized nature proves valuable 
in standardizing approaches within the country. Future efforts 
may be directed toward the establishment of an international 
multidisciplinary consensus.

Conclusions

By integrating insights from national ophthalmology and 
pediatric allergology experts, the present multidisciplinary 
consensus proposes a standardized approach to the diagnosis 
and treatment of VKC. Although the severity of VKC varies 
widely depending on many factors, general pediatricians and 
ophthalmologists can be trained to ensure prompt care and 
appropriate referrals. Disseminating knowledge based on the 
indications of reference centers may ease the management of 
mild VKC cases in local settings.
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