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Abstract

Clinical Case: A 46-year-old male, who suffered a fall from his own height, 
causing blunt trauma to the left ocular globe. Upon evaluation, it is evident that 
the left eye is without light perception, hypotonic upon palpation, presenting a 
lesion at the level of the superior nasal sclera measuring 3x3 mm in diameter, 
displaying 360° limbal ischemia with extrusion of the transscleral uvea, anterior 
chamber formed with grade III hyphema. B-mode ultrasound reveals temporal 
suprachoroidal hemorrhage, air in the vitreous chamber and detachment of the 
retina in the left eye, thus leading to the decision to perform evisceration. 

Discussion: We have a patient suffering ocular trauma that leads to no light 
perception of the injured eye, with an extensive coroidal hemorrhage and retinal 
detachment; these findings eliminates a visual prognosis to the eye; reasons 
that suggest performing complement image studies to identify the severeness of 
the case that can avoid complications such as endophtalmitis and sympathetic 
ophthalmia.
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Introduction
Ocular trauma is a major cause of visual deterioration, resulting 

in as many as 40% of cases of monocular blindness worldwide [1]. 
Blunt trauma of the ocular globe is caused by an anterior-posterior 
compression, which results in a simultaneous expansion of the 
equatorial plane associated with a short-lived but severe increase 
in intraocular pressure (IOP) [2]. Although the impact is primarily 
absorbed by the crystalline-iris diaphragm and the vitreous base, the 
lesion may be produced at a distant location, such as the posterior 
pole [2]. Scleral ruptures caused by blunt trauma may be classified as: 
direct, those produced in the same place as the trauma, and indirect, 
which are produced at a distance from the trauma. The ruptures also 
affect the surrounding choroidal tissue, which is typically associated 
with significant hemorrhaging, both intraocular and subconjunctival 
[3]. Rao and collaborators suggest that a penetrating injury 
participates in the development of sympathetic ophthalmia, exposing 
the uveal-retinal antigens to the lymph of the conjunctiva, favoring 
the presentation of ocular antigens in the systemic immune system, 
thus creating a diffuse granulomatous uveitis that occurs within a few 
days up to several decades after a penetrating ocular trauma [4]. 

Clinical Case
Male patient, age 46 years with no known history of medical 

problems. States that 24 hours prior to his arrival in the emergency 
room, he suffered a fall from his own height, causing blunt trauma in 
the left ocular globe. He presented visual acuity, uncorrected distance 
vision: right eye (OD): 20/20 and left eye (OS): no light perception 
(NLP). Intraocular pressure: OD 14 mmHg and OS: hypotonic 
upon palpation. Upon physical examination: Right eye without 
alterations. In the left eye (Figure 1), edema +++ is observed in the 
bulbar conjunctiva, presenting a lesion at the level of the superior 
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nasal sclera measuring 3 x 3 mm in diameter, displaying 360° limbal 
ischemia (Figure 2) with extrusion of the transscleral uvea; cornea 
with superior sectorial edema and Descemet’s membrane folds, 
anterior chamber formed with grade III hyphema, which does not 
permit evaluation of the other structures of the anterior segment 
and posterior. B-mode ultrasound is requested (Figures 3a and 3b), 
revealing temporal suprachoroidal hemorrhage, air in the vitreous 
chamber and detachment of the retina in the left eye.

The skull X-ray does not reveal extraocular alterations in the left 
orbit. Computed axialtomography (CAT) displays an image of loss of 
continuity in the left orbital floor, with extrusion of orbital material 
to the maxillary sinus. For this reason, conservative management is 
prescribed with antibiotics and non-steroidal analgesics. After two 
weeks, he is evaluated by oculoplastic services, who recommend 

Figure 1: Hyphema occupying 50% of the anterior chamber volume, 
presence of supracoroid hemorrhage that prevents visualization of anterior 
segment structures.



Austin J Clin Ophthalmol 4(1): id1075 (2017)  - Page - 02

Parada Vásquez RH Austin Publishing Group

Submit your Manuscript | www.austinpublishinggroup.com

evisceration due to the risk of phthisis bulbi, as well as to decrease the 
risk of sympathetic ophthalmia. Two months after evisceration of the 
left eye, the patient is in stable condition.

Discussion
The present case investigates a patient who has received blunt 

trauma to the superior nasal region of the left eye. It is important to 
mention that in the case of trauma, the anterior segment is injured in 
isolation in more than half of cases, with injuries that affect only the 
posterior pole being rare. This case is a clear example of the dynamic 
forces of acceleration and deceleration at the intraocular level [5].  

Previous studies in Mexico have shown that the most frequent 
retinal lesions causing visual deficiency in trauma are: commotio 
retinae, vitreous hemorrhage, retinal detachment and choroidal 
detachment. In the present case, these deficits are present, which have 
led to no light perception in the patient [6].

It is worth emphasizing that in the study by Hongsheng Bi 
performed at Shierming Eye Hospital, the mean age of ocular trauma 

Figure 2: Uveal effusion, in the traumatized area of the upper nasal region. 

Figure 3a and 3b: B-mode ultrasound reveals temporal suprachoroidal 
hemorrhage, air in the vitreous chamber and detachment of the retina in the 
left eye.

was 37.2 years, primarily in men (85.3% of cases), as reflected in our 
case.

On the other hand, when damage to the choroid is found, there is 
no way to perform a suture, such that only the sclera may be sutured 
while keeping the choroidal rupture alignment; of course, this will be 
associated with a poor visual prognosis [7].  

Other studies mention that the initial presentation of NLP after 
ocular trauma is presented in 30.7% of cases, making treatment very 
limited, as in our case [7].

The blood in the anterior chamber has been described in several 
reports as a result of iridodialysis or trauma to the vasculature of the 
iris [8-9].

Chandler and Maumenee, examined 50 hypotonic eyes from 
diverse surgical procedures, traumas and intraocular inflammation, 
finding detachment of the ciliary body in each patient [10].

Conclusion
As a conclusion, the visual prognosis would practically be 

eliminated in a patient who has suffered ocular trauma and is left 
with no light perception, extensive choroidal hemorrhage and retinal 
detachment; for this reason, it is important to perform image studies 
which are complementary in identifying severity in the clinical setting, 
in order to thus be able to prevent complications of endophthalmitis 
and sympathetic ophthalmia. 
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