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ABSTRACT
Background: This study aims of determining the complications, outcome of hyphema treatment and
recommend ways of enhancing good visual outcome.

M ethod: Therecordsof all casesof hyphemaseen from 1 January 2001 to 31% December 2005 werereviewed
retrospectively. The variables analyzed were the biodata of all the patients, the agents causing hyphema,
associatedinjuriesand complications. Visual acuity at presentation, dischargeand last visit wasanalyzed.

Results: Seventy four patients that had hyphemawere reviewed. The male: femaleratiowas 3.5:1. Trauma
was predominantly main cause of hyphema. The common agents of injury include whip (23.2%) and fist
(18.8%). The common complications were secondary glaucoma (52.5%), corneal siderosis (30.0%) and
rebleeding (10%). Visual outcomeisrelated to time of presentation, complicationsand treatment. Significant
improvement was achievedfollowing treatment.

Conclusion: Hyphemais a common complication of eyeinjuries. It iscommonly associated with other eye
injurieslikevitreoushaemorrhageand cataract. Common complicationsinclude secondary glaucoma, corneal
siderosis and rebleeding. Visua outcome is dependent on time of presentation, severity and nature of
complications. Visual outcome can be improved by early presentation and detection of complications and

appropriatetreatment.
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INTRODUCTION

Hyphema simply means blood in the anterior
chamber of the eye’.  Hyphema is a common
complication of a variety of ocular diseases
especially ocular injuries, diabetes mellitus and
sickle cell disease. Visua outcome and rate of
resulting complications are objective means of
assessing the success of management of ocular
ailments’.

A variety of factors have diverse prognostic
implicationin hyphaemamanagement. Suchfactors
include cause, time of presentation, complications,
associated injuries and method of treatment for
which awide range of therapeutic regime has been
advocated.  Previous studies show that early
presentation and treatment give a better visua
outcome in hyphema treatment®*®.  The
management regimes include medical and surgical
treatment, patching and nursing method. The
clinical course of hyphaema may range from
uneventful to a series of events that are difficult to
managein ophthalmology.

Complications directly attributable to the presence
of blood intheanterior chamber include secondary
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glaucoma, uveitis, corneal, blood staining and
vitreous hemorrhage. Any of these complications
canleadtoirreversiblevisua loss. Cataract hasbeen
found to be acommon cause of long-standing visual
lossin patients with hypaema'®. The purpose of this
article is to determine the causes, complication, and
visual outcome after treatment and to recommend
ways of enhancing good visual outcome following
treatment.

MATERIALSAND METHODS

The cases of hyphema seen in the outpatient clinicin
Guinness Eye Hospital, Onitsha from January 1°
2001 to 31% December 2005 were reviewed.
Information on all the patients with hyphema seen
within the stipulated period were obtained and
anayzed. Thefollowing variableswere considered:
age, sex, and occupation, causes of hyphema,
complications (associated and resulting from), visual
acuity and intraocular pressure. Visual acuity was
recorded on presentation, discharge and at follow-up
visits. The last visit by all the patients that kept
follow-up appointments was not less than 1 month
fromthedate of presentation.
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RESULTS

Seventy four patients, 58(7.8:1%) males and
16(2.1:6%) females that had hyphema were seen
during the period of study. This constituted 1% of
the patients seeninthehospital withinthe period.
Tablel showsageand sex distribution of the patients
Table 2 shows distribution of the patients according
to occupation. School pupils (28.4%) and students
(22.9%) were the groups most commonly affected.
There were 3(4.1%) patients with spontaneous
hyphema.  Two(2.7%) of the patients with
spontaneous hyphema had rubeosis iridis from
diabetes mellitus. One (1.4%) patient with
spontaneous hyphemahad sicklecell disease.

Sixty Nine (93.2% of tota) patients had hyphema
from traumatic causes, 3(4.1%) were spontaneous
andin 2 patientsthe causeswerenot recorded.

Table 3 shows agents of injury. Whip and stick
(18.8%) were the most commonly used agents of
injury.

Table 4 shows associated injuries.  Vitreous
hemorrhage 38.9% was the commonest associated
injury followed by cataract 25.0%.

Table 5 shows complications resulting from
hayphema. Secondary glaucoma (52.5% followed
by corneal siderosis topped the list of the
complications. All of the 4(10.0%) patients that
rebled had secondary glaucoma. 18(85.7%) of the
cases of secondary glaucoma were diagnosed at
presentation. 3(4.3%) of 2° glaucoma cases were
detected onfollow-up.

Table 6 shows visual acuity at presentation,
discharge and last visit. Visua Acuity(VA) was
recorded in 86.5% of patientson discharge. Visua
Acuity improvement occurred in 24.6% of patients.
There was a significant improvement of vision on
discharge (P<0.05). 89.2% of the patients kept
follow-up appointments. Improvement in VA as at
last visit was not significantly related to Visua
Acuity on discharge (P>0.05). Uniocular blindness
was seen in 57(80.2%) patients at presentation, at
discharge(56.8%) and at last visit 40(54.1%).

Table 7 shows time of presentation. Thirty five
(47.3%) of the patients presented within 24 hours of
injury. Thelongest presentationtimewas 18 days.

Table 1: Ageand Sex Distribution of 74 Patients

withHyphema

Ageln Sex Total Percentage
Years Male Female

0-5 1 3 4 5.41
0-10 12 3 15 20.3
11 -15 10 3 13 17.6
16 — 20 7 2 9 12.2
21 -25 9 2 11 14.9
26 - 30 4 - 4 5.4
31-35 4 4 5.4
36 — 40 - 2 3 4.1
41 - 45 - 2 2.7
46 — 50 2 2 2.7
Above50 7 6 8.2

Total 58(78.4%) 16(21.6%) 74 100

Male: Femaleratiowas3.6: 1
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Table 2: Distribution of the Patients According
To Occupation

Pupils 21 284
Students 17 229

Traders 15 20.3
Artisans 11 14.9
Farmers 5 6.8
Civil Servants 3 41
Pensioners 2 2.7
Total 74 100

Table 3:  Agents of Injury Causing Traumatic
Hyphema

Agents Number of Patients (%)
Whip 16 (Z32%)
Fist 13 (18.8%)
Sticks 10 (14.5%)
Missiles 7 (10.2%)
Tennis& Football 4 (5.8%)
Rubber & metallicobjects 3 (4.4%)
Bottlecork 3 (4.4%)
Belt 3 (4.4%)
Road Traffic Accident 3 (4.4%)
Couching 2 (2.9%)
Slippers 2 (2.9%)
Sand particles 1 (1.5%)
Unidentified 2 (2.9%)
Total 69 100%

Table4: Associated Eyelnjuries

Eyelnjuries Number of Patients Percentage(%)

Vitreoushemorrhage 14 38.9
Cataract 9 25.0
Corneal abrasion & Ulcer 8 22.2
Corneal & Scleral Laceration 3 8.3
Lensdidocation 2 5.6
Total 36 100

Table5: Complicationsof Hyphema

Complications Number of Patients Percentage(%)

Secondary Glaucoma 21 525
Cornedl Siderosis 12 30.0
Rebleeding 4 10.0
Uveitis 2 50
Posterior Synechiae 1 25
Total 40 100.0

Table7: Timeof Presentation

<24 hours 35(47.3%)
25 48hours 24(32.4%)
49 72hours 5(6.8%)
73hours 7 days 4(5.4%)
>7days 6(8.1%)

Z4 hours(100.0%)
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Table6: Visual Acuity (VA) At Presentation Dischargeand Last Visit

WHO Categories VA at Presentation

VAatdischarge VAatlast visit

Injured Normal Injured Normal Injured Normal
Eye Eye Eye Eye Eye Eye
Normal Vision 6(8.5%) 70(98.6%) 11(17.7%) 61(98.4%) 10(16.2%) 65(98.5%)

(VA>6/18)
ImpairedVision
(<6/18-=3/60)

8(11.3%) 1(1.4%)

9(14.5%) 1(1.6%)

12(19.41%) 1(1.5%)

Blind 57(80.2%) - 42(67.8%) - 40(64.4%) -
(VA< 3/60)

Total 71(100%) 71(100%) 62(100%) 62(100%) 66(100%) 66(100%)
DISCUSSION

The highest incidence of hyphemaseenin this study
occurred amongst children and adolescents 6 20
yearsand traumawas asignificant cause accounting
for 93.2% of cases. This agrees with studies by
Edwards et d and Pilger® respectively in which
traumawas al so found to be the commonest cause of
hyphema in children and adolescents. The
male:female ratio of 3.5:1 is likely due to males
being more vulnerable to eye injuries in this
environment as shown in previous studies”’. This
vulnerability of males to eye injuries may be
attributed to some trauma prone activities common
inor peculiar to males. Such activitiesmay include
masqguerading, dangerous outdoor games, jobs like
welding andfighting.

Agents

Theagentsof injuries causing hyphemain thisstudy
reflect the socio-cultural organization and way of
life of the Nigerian Community. Use of whip and
fist in corporal punishment isacommon practicein
Nigeria. Alternativemethodsof punishment such as
kneeling down, “frog jump” or “picking pin” have
been suggested in other studies”™. It is worrisome
that hyphemaoccurred in school pupilsand students
(28.4%) who are in their formative period of life, in
this study. The worry is due to the fact that about
25% of patients with hyphema do not regain visual
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lossor function™ .

PresentingTime

In this study 47.3% of patients presented within
24hours of injury. Thisisin contrast to previous
studies™" in other parts of Nigeria. In these other
studies less than 30% of the respective study
populations presented within 24 hours of injury.
The contrasting presenting time in this study is still
far from what obtainsin other parts of theworld like
AmericaWhere Oliver et a found 84% of patients
presenting in the first 24 hours of injury. The
improved time of presentation in this study may be
due to the fact that the symptoms associated with
hyphemasuch asvisual 10ss, eyerednessand pain
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are usualy scaring and uncomfortable thereby
making the patients or guardians seek medical
attention early. Inthisstudy only the patients 47.3%
that presented in the first 24 hours had no medical
treatment prior to presentation. Self medicationisa
common practice in this environment and includes
harmful traditiona medication which adversely
affects the outcome of the eye injuries. Late
presentations in ocular injuries do result in
complications that are related to poor visual

8,13

outcome™.

Default Rate

As a last visit only 10.8% of the patients had
defaulted. This default rate was low compared to
previous studies’**. Thislow rate of default may be
due to the fact that majority of the patients were
children and adolescentsin which case thedecision to
keep foll ow-up appoi ntmentsrestswith the parents or
guardians. The 10.8% of the patients that defaulted
might have had healing or visual recovery in which
casethey did not see any need to continue the foll ow-
up. Itmay equally bedueto other reasonssuch aslack
of fundsor lack of appreciablevisual improvement.

Blindness

At presentation uniocular blindnessWHO (VA < 3/60
in the worse eye) was diagnosed in 80.2% of the
patients. At discharge uniocular blindness was
reduced to 56.8% and 54.1% as at last visit.
Uniocular blindness renders an affected person
unsuitablefor somecareerslikedriving, piloting of an
aeroplane and employment in the armed forces™.
This is a result of lack of binocular single vision®.
There was a statistical significance different between
Visual Acuity at presentation and Visual Acuity on
discharge (P<0.05) while there was o significance
difference between Visual Acuity on discharge and
last visit (P>0.05).This shows that recovery was
almost completeat discharge.

Cataract
Cataract accounted for 25.0% of associated
complications. Long-standing visual |ossin patients
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with hyphema is more commonly due to cataract
than to complications directly related to the
hyphema.

Vitreous haemorrhage topped the list of
complications in this study. This may be an
associated injury or complication due to the
hyphema. It hasapoor prognosis especialy in our
hospital where there is non-availability of
vitrectomy facilities.

Secondary Glaucoma

Thismay be early or late complication of hyphema.
In this study secondary glaucoma was the
commonest complication from hyphema. Eighteen
(85.7%) of the cases of secondary glaucoma were
diagnosed a presentation and 4.3% detected at
follow-up in this study. Rebreeding is frequently
complicated by significant intraocular pressure
elevation and constitutes the most common setting
for surgical intervention”.  Patients requiring
surgical intervention in hyphema treatment have
poorer overall results’. All cases of rebleed in this
study had poor visual outcome.  Secondary
glaucomais one complication that must be detected
early and treated appropriately because of its
prognosticimportancein hyphemamanagement.
Corneal sideroisisasignificant cause of visual loss.
It is associated with rebreeding, raised intraocular
pressure and prolonged duration of hyphema. All
these factors come into play in this study and must
have contributed tothevisua outcomeinthestudy.
Traumatic hyphemais preventable. Complications
should be prevented and if present early detection
and appropriatetreatment must beinstituted quickly.
Resultant visual loss is avoidable by early
presentation and appropriate treatment. It is
necessary to institute effective health education in
eye care and eye injuries using schools, churches,
mosques, marketsand organizations.

Spontaneous hyphemaoccurredin 3(4.1%) patients.
The implicated systematic diseases: diabetes
mellitus and sickle cell disease are endemic in this
environment. There is need to watch out for
hyphema while managing these patients for early
detection and treatment.
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