University of Benghazi gL drala
Faculty of Education Al marj & I Ll Luds
Global Libyan Journal Leallelf Lonll) ALaalf

2017 y gulantd] / 02 — g suiidlg o lif aad
Pediatric traumatic hyphema: a review of 123
consecutive cases

Dear Dr. Mariam M.B.Gebril.
University of Benghazi, Faculty of Medicine, Ophthalmology department, Benghazi, Libya.




University of Benghazi gy drala
Faculty of Education Al marj & I Ll Luds
Global Libyan Journal Luallel) Lonlll ALaal)

Q2017 y k| / 02 — g miandly o] 2l
Abstract

Aim: To report the demographics and outcomes in children (<18 years of age) who developed
hyphema from ocular trauma. Introduction: Traumatic hyphema is regarded as a sign of ocular
trauma requiring, in most centers, admission to hospital. It is almost invariably associated with
damage to the anterior segment and frequently to the posterior segment. Method: A
retrospective review of the ophthalmic records of 123 consecutive patients with traumatic
hyphema secondary to ocular trauma presenting to Benghazi Eye hospital between1/1/2011
and31/12/2011. Result: total number 123 cases 97 male and 26 female. Most injury occurred
in outdoor locations as school in 77 patient (62.6%).The main causative agent is stone in 39
patient (31.7%) followed by gun soft toys 23 (18.6%). A total of 37 (30%) eyes had at least
one surgical intervention. While54 (43.9%) patients had visual acuity (VA) less than 6/60 at
presentation, 21 (17.0%) of eyes had visual acuity (VA) < 6/60 after injury. Conclusion: most
of the injuries occurred outdoor indicating lack of adult supervision, and community awareness
is needed for prevention.
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Introduction.

Traumatic hyphaema is regarded as a sign of ocular trauma requiring, in most canters,
admission to hospital. It is almost invariably associated with damage to the anterior segment
and frequently to the posterior segment.

Furthermore, paediatric patients have the highest rate of unilateral non-congenital
blindness due to ocular trauma.[ Rocha et al ,2004 ; Agapitos et al, 1987].

A common complication of ocular trauma is hyphaema where erythrocytes begin to fill
the anterior chamber due to the pressure applied to the anterior surface of the eye from the
trauma. This leads to distension of the tissues, increased intra ocular pressures, damage to the
ciliary body and the major arterial circle.[ Rocha et al, 2004].

When discussing the risks of hyphaema there are multiple considerations that must be
accounted for. Complications include increased intraocular pressure due to blockage of the
trabecular meshwork by erythrocytes or inflammatory cells [Ashaye et al, 2008].Secondary
hemorrhages are of particular concern as they have been associated with permanent vision loss
due to secondary glaucoma from angle recession leading to elevated IOP [ Edwards WCand
Layden WE,1973], corneal blood staining and optic atrophy.8 Re-bleed rates in the literature
range largely from 3.5% to 38%.

Method.
The Martyr Sohail Al-Atrash Eye Hospital is the second tertiary eye hospital in Libya and

covers the eastern part of it; and population of more than one million in Benghazi area
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A retrospective study of 123 consecutive cases received in Martyr Sohail Al-atrash eye
hospital during one year duration from January to December of 2011; of age group less than
18 years of age who were victim of traumatic hyphaema either due to closed or opened eye
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injury. This study was performed according to Declaration of Helsinki and the subsequent
amendments.

Our policy is to admit all patients with traumatic hyphema regardless the quantity of
hyphaema and further management is assigned according to the type of trauma.

Regarding hyphaema due to blunt injury without complications, mostly bed rest with
elevated head side.

Instructed work sheet were filed from the medical records ,regarding age ,sex ,eye
involved, causative agent, where the injury happened, tissue involved ,any associated
complications, surgical managements visual acuity at admission and discharge when is
possible.

Statistical analysis was performed using SPSS software version 17.0(spss
Inc.,Chicago,IL,USA).

Results.

A total 0f123 case of traumatic hyphaema was included from which al25 eye involved; two
patients had bilateral hyphaema.

With 97 boys (78.8%) and 26 girls (21.2%) with ratio of 3.7:1

Number of girls and boys

Table 1 reveals the age range in years and number of patients included.

Age range No. %
1-4 14 11.3
5-9 44 35.7
10-14 52 42.2
15-17 13 10.5

Table 1

With mean age of 8.6 year (SD=2.8).
The main duration of hospitalization was 6+3.65 days (range from0-17 days).
Most of the injuries occurred outdoors 62.6 %( streets and school).
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Offenders.
In Figure 1 revealed that unreported (or unknown) ocular trauma had 28.5% of the total

offenders, followed by others as self-induced injuries) of 25.2% and street fight of 23.6% ,the
remaining percentages play ,fall, war ,RTA.

28.5%

35 1
25.2%

30 | 23.6%

25 ~

Number of Patients

10.6%

10 7.3%

4.1%

0.8%
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RTA Play Fall Other accidental Street fight war unreported

RTA=road traffic accident. Figure 1
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Causative agents.
Figure 2 shows the main causative agents; as stones take 31.7%, plastic objects of 19.5%.
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Table 1 shows Visual acuity in closed eye trauma at admission and discharge:

V\A At admission At discharge
NPL 2 0

PL 6 2

HM 11 2

CF3M 17 7

6\60-6\12 | 30 25

6\6-6\9 10 25

un 10 15

recorded
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V\A=visual acuity. NPL=no perception of light.PL=perception of light. HM=hand
movement.CF=counting fingers.

Table 1

Table 2 shows Visual acuity in closed eye trauma at admission and discharge:

V\A At admission At discharge
NPL 6 6

PL 10 9

HM 5 2

CF3M 4 5

6\60-6\12 |3 5

6\6-6\9 0 0
Unrecorded | 11 12

V\A=visual acuity. NPL=no perception of light.PL=perception of light. HM=hand
movement.CF=counting fingers

Table 2

86 eye with closed eye injury and 39 opened injury, all associated with deferent grades of
hyphaema;

Grade I 69(55%). Grade 11 28 (22.4%).Grade III 22(17.6%).Grade IV 6(4.8%).

There was no significant relationship between visual acuity, IOP and recurrence of hyphema
(p>0.05).

The most frequent accompanying symptoms to hyphema were corneal epithelial defect
(71eyes 56.8%) and rise in IOP higher than 24 mmHg (30 eyes 24%) at admission to the
hospital.

Also common complications were traumatic mydriasis (20%), followed by cataract
(12%).

Clot wash done in 2 cases of closed injury due to uncontrolled high IOP (1.6%).

Iridodialysis in 4 cases (3.2%).retinal edema in 21eyes (16.8).choroidal tear in 2 eyes
(1.6%).

Rebleeding in only 5caese (4%), no one with sickle cell haemoglobinopathy, but were
on topical corticosteroids. All of rebleeding with grade I and occur within 5 days of trauma
.105 patients presented within 24 hours of sustaining ocular injury (85.3%).
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Discussion.

Hyphema resulting from blunt eye trauma may be seen in all age groups, but it has been
reported more commonly in children at 10-19 years of age. [Ng CS,1992;Fong LP,1994] ,In
our study 10-14years of age (42.2%).

Majority of the patients were males (77.4%) with Male:Female ratio of 3.7:1, which is

consistent with findings in most studies [MacEwen et al., 1999; Tomazzoli et al., 2003; Ariturk
et al., 1999; Hill et al., 2006; Moreira et al., 1988; Vasnaik et al., 2002].

We found a higher incidence of eye injuries in the age above 5(88.7%) this result has
been reported by others. [MacEwen et al., 1999; Serrano et al., 2003; Tomazzoli et al., 2003;
Avriturk et al., 1999; Bratton et al., 1997] as this age tend to be more active and to have some
freedom to play without supervision.

Of the patients, 61% had trauma to their left eyes, and this was explained as being due
to right hand preference, which may lead to reflex protection of the other eye.[ Ashaye
A0,2008].

Read and Goldberg reported that IOP was higher than 25 mmHg in 25% of the traumatic
hyphema patients at admission which is similar to ours(24%), this is due to obstruction in the
trabecular meshwork and increased incidence of pupillary block.

There were no significant correlations between the visual acuity, IOP,
accompanying findings, complications, or surgery rates. Serious complications were
seenin 32% of all patients.

This may be due to hospitalization of all patients, immobilization by bed rest, topical
steroid use, and lack of sickle cell anemia.

In our study closed globe injuries were more frequent (69.9%) similar finding were
reported in others [MacEwen et al., 1999; Serrano et al., 2003; Strahlman et al., 1990].

Conclusion.

More clear and proper regimes regarding management and reporting of ocular trauma are
needed.

Modifying and close monitoring of ocular trauma, community education for causes and
singes of complications of pediatric ocular trauma .

Most of the injuries occurred outdoor indicating lack of adult supervision, and community
awareness is needed for prevention.
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