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Management of Suprachoroidal Hemorrhage under
the Guidance of Ultrasonography
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— Abstract

Purpose : Intraoperative suprachoroidal hemorrhage is one of the most serious complications. We report a case of
suprachoroidal hemorrhage during phacoemulsification surgery, was managed properly.

Methods : Suprachoroidal hemorrhage occurred during phacoemulsificaiton in other hospital. The patient was referred
to our department immediately after closing the surgical wound. On initial examination, iris and vitreous were prolapsed
through surgical wound. Ciliary body was closely place to anterior chamber, and retina was not visible.

Results : Prolapased ocular tissue were reduced by emergency operation. We controlled the patient’ s intraocular
pressure and inflammation. Ultrasonography was repeatedly performed to check the degree of liquefaction of
suprachoroidal hemorrhage. After 9 days of suprachoroidal hemorrhage onset, vitrectomy and drainage through sclera
was performed. Postoperative state was stable with successful removal of suprachoroidal hemorrhage. After 2 weeks
of secondary operation, retinal detachment has occurred on nasal retinal area, so we performed scleral buckling and
endolaser photocoagulation. After 6 months, retina was attached well and intraocular pressure was in normal range.
Conclusion : In suprachoroidal hemorrhage, drainage of suprachoroidal hemorrhage after liquefaction of thrombi is
effective. After successful drainage, postoperative complications may accompany such as retinal detachment or elevation

of intraocular pressure.
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Introduction

Suprachoroidal hemorrhage(SCH) can occur
spontaneously or after trauma, under operation and is
characterized by acute severe pain, shallow anterior
dark-brown  choroidal

1-2 .
pressure. Various

chamber, effusion, elevated

intraocular intraocular  operation
involves such as cataract operation, vitrectomy, scleral
buckling, keratoplasty and so on, and incidence are variable
from 0.05% to 4%."

Although it’ s incidence is very low, SCH remains one of
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the most feared complication of cataract surgery, with
potentially devastating consequences to vision. However it
may be difficult to determine when to intervene surgically
and how likely the drainage will be successful.

We authors experienced SCH during phacoemulsification
and managed properly with the guidance of
ultrasonography. In SCH, ultrasonography is useful to
evaluate the liquefaction of thrombi and decide the time to

operate.

Report of a case

62-year-old male patient was referred to our department

immediately after closing surgical wound because SCH has
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developed during phacoemulsification.

At initial examination, uncorrected visual acuity was light
perception and intraocular pressure(IOP) was 30 mmHg on
left eye. He has a ocular trauma history and takes medicine
of systemic hypertension before 1 year. On slit lamp
examination, iris and vitreous was prolapsed through
surgical wound and ciliary body was close to anterior
chamber with aphakic state, but invisible retina.(Fig. 1)
The prolapsed ocular tissues was reduced immediately by
emergency operation and patient's IOP and inflammation
was controlled by hyperosmolar agent and carbornic
anhydrase, topical steorid. Ultrasonography was repeatedly
performed to detect degree of liquefaction of SCH. At 7
days postoperatively, there was a dense non-mobile
hyperechoic shadow consisted with SCH and at 9 days
postoperatively, we detected liquefied SCH.(Fig. 2)

Fig. 1 Slit lamp image reveals iris and orbital contents
prolapsed through surgical wound.
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Fig. 2. At 7 and 9 days after secondary operation,
ultrasonograph reveals suprachoroidal hemorrhage.

On dlit lamp examination, dark brown convex elevation
representing SCH appeared to be moved posteriorly due to
liquefaction, so we performed vitrectomy and drainage
through sclerotomy at 9 days postoperatively.

10 days after of second operation, we could detect SCH
disappeared. But nasal retinal detachment was detected. At

Fig. 3 Slit lamp image reveals repaired prolapsed orbital
contents and deep anterior chamber and fundal image reveals
well attached retina.

14 day after secondary operation, scleral buckling,
vitrectomy, endolaser phatocoagulation, fluid gas exchange,
intraocular tamponade was performed. After 1 month, nasal
retinal detachment was well attached, after 3 months, the
best corrected visual acuity was 0.125 and IOP was
between 25 and 30 mmHg(Fig. 3) On slit lamp
examination, retina was well attached. Later, Ahmed valve
was inserted because IOP gradually increased. At 6 months
after follow-up, retina was well attached and IOP was in

normal range.

Discussion

SCH is bleeding in the potential anatomic space between
the choroid and sclera. It occurs acutely and is accompanied
with severe ocular pain and elevation of IOP. It s
mechanism is not clear but may involve traction on a
posterior cilliary artery associated displacement of the
lens-iris diaphragm, and retina, choroid."”

Incidence are variable from 0.05% to 4% and known risk
factors are high myopia, aphakia, pseudophakia, prior
vitrectomy, bleeding disorder, systemic hypertension and so
on.” In this case, systemic hypertension, and history of
ocular trauma that was revealed as retinal and choroidal
scar is risk factors of SCH. And old age was also risk factor
of this case. So careful preoperative fundal examination
and preparation may required.

Known intraocular surgery associated SCH are cataract
surgery, vitrectomy, scleral buckling, keratoplasy, filtration
surgery and so on. SCH associated with cataract surgery
was first reported by de Wenzel in 1786 and Taylor
reported that SCH occurs in 2 of every 1000 cataract
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extractions.” There are some difference in incidence
according to the surgical technique, for example
phacoemulsification is lower than conventional
extracataract surgery.5 In this case, SCH occurred during
phacoemulsification.

Following sign occurs with SCH during cataract surgery.
Tensing of the soft open globe, shallow anterior chamber,
gaping of the cataract incision with prolapse of the iris,
spontaneous dislocation of the lens into the anterior
chamber or rupture of the posterior capsule, bulging of the
choroid, loss of red reflex.’

Visual prognosis depends on rapidity of hemorrhage,
presence of prolapsed of ocular tissues, rapid and proper
management. But management of SCH is difficult, so
long-term outcome is very poor.’

Initial management includes to lower the IOP with medical
therapy and to control pain with cycloplegics, topical
corticosteroids. Further management is decided according to
the visual potential and other factors. Although the ideal
time to intervene and drain SCH is controversial, drainage
surgery is recommended 1-2 weeks after onset of

8-10
hemorrhage.

Scleral buckling may required if associated
with rhegmatogenous retinal detachment or troublesome
peripheral vitreoretinal traction. When attempted to
intervene surgically right after onset of SCH, intraocular
inflammation could disturb the view during surgery and the
tamponade effect of raised IOP could be unsettled due to
ooze through the sclerotomies and could cause rebleed. Also
blood in the suprachoroidal space clot rapidly, so it may not
drain through the emergency sclerotomies. Lakhanpal et al.
reported that sclerotomies made during the acute event are
detrimental to eyes in his study.6 And Ling et al. reported
that with introperative drainage sclerostomy, 87.5% had full
blown SCH by the next postoperative day and subsequently
poor outcome.' In this case, repeat ultrasonography was
helpful to detect the ligeufaction of SCH, and drainage
operation was performed successfully.

Ultrasound examination is a useful tool to diagnose and
differentiate SCH from other etiologies and to check up the
liquefaction of thrombus. Also we can determine the extent
and location of SCH by B-scan ultrasonography. And it

may useful to determine the time to drain SCH after

liquefaction of thrombi. " Liquefaction of blood in the

suprachoroidal ~ space can be seen by B-scan
ultrasonography and it usually occurs between 7 and 14
day. Thus the ideal time for vitreoretinal intervention can
be assessed by ultrasonography, and it is 7 to 14 days after
onset of SCH."” If operator can't exclude the chance of
retinal detachment, tamponade with vitrectomy and
drainage may be appropriate.

But after successful drainage, retinal detachment and IOP
elevation may occur. Spaeth et al. repoted that secondary
glaucoma develops in almost SCH patient in his SCH
long-term follow study and some patients experience
postoperative retinal detachment and macular degeneration
that are contributors of poor visual outcome. So long-term
follow is essential and proper management for secondary

complication is demanded."”
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