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CASE REPORT

RARE NON-SURGICAL RELATED MASSIVE 
SPONTANEOUS SUPRACHOROIDAL 
HEMORRHAGE. A CASE REPORT

SUMMARY
Aims: We present two rare cases of non-surgical-related massive spontaneous suprachoroidal hemorrhage.
Case report: The first case was a 73-year-old male with uncontrolled hypertension, who presented with left vision loss, only able to perceive light, with 
very high intraocular pressure (IOP) and blood pressure (BP), 68 mmHg and 196/106 mmHg, respectively. Ocular examination showed a limited fundus 
view, and the B-scan revealed near kissing suprachoroidal hemorrhage. 
The second case was a 59-year-old male, post valve replacement surgery on life-long warfarin, who presented with hand movement vision and 
IOP of 47 mmHg. The B-scan showed massive submacular and suprachoroidal hemorrhage with therapeutic range International Normalized 
Ratio (INR).
Conclusion: Suprachoroidal hemorrhage is one of the rare complications that can be seen in any ocular surgery. However, spontaneous suprachoroidal 
hemorrhage is a rarer disease. Most of the reported cases are associated with underlying medical conditions. Thus prevention is crucial. This involves 
ophthalmologists, physicians and general practitioners in managing this group of patients with associated risk factors, for better recognition of this 
devastating ocular complication in which early detection may reduce ocular morbidity.
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INTRODUCTION

Suprachoroidal hemorrhage (SCH) is rare and 
most commonly associated with intraocular sur-
gery, which has an extremely poor visual prognosis. 
It is even rare to occur spontaneously. Most cases 
of spontaneous suprachoroidal hemorrhage were 
related to underlying medical illness and drug-re-
lated [1–3]. Systemic risk factors, including old age, 
hypertension, and atherosclerosis, are identifiable 
[2]. Age-related macular degeneration (AMD) [3], 
glaucoma [4], and high myopia [5] are associated 
ocular risk factors in this condition. Here we present 
two patients who developed non-surgical-related 
spontaneous suprachoroidal hemorrhage, without 
ocular risk factors or trauma.

CASE REPORT

We report two rare cases of non-surgical-related 
massive spontaneous suprachoroidal hemorrhage. 
Both patients presented with sudden profound pain-
ful vision loss.

The first case is a 73-year-old male with no ocular co-
morbid, ocular trauma or surgery, who presented with 
sudden onset painful blurring of vision of the left eye. 
His medical history included diabetes mellitus and un-
controlled hypertension. On examination, his vision 
was a perception of light in the left eye and 6/9 over 
the right eye, with positive relative afferent pupillary 
defect (RAPD) over the left eye. He had markedly in-
jected left eye with cornea edema, shallow anterior 
chamber and closed angle. The anterior chamber over 
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the right eye was deep with an open angle. His intraocu-
lar pressure (IOP) was 68 mmHg over the left eye and 19 
mmHg over the right eye. Fundus examination revealed 
suprachoroidal hemorrhage and was confirmed with an 
ultrasound scan (B scan) of the left eye, which demon-
strated a near-kissing suprachoroidal hemorrhage (Figu- 
re 1). His blood pressure (BP) was 196/106 mmHg. His 
complete blood count and coagulation test were normal. 
He was admitted; thus, oral Acetazolamide 250 mg four 
times daily and syrup glycerol (1 g/kg body weight) thrice 
daily was commenced. Locally Gutt Timolol twice daily, 
Gutt Latanoprost at night, Gutt Dorzolamide thrice dai-
ly, and Gutt Brimonidine thrice daily were given to con-
trol his eye pressure. Two antihypertension medications 
were also started to control his blood pressure. Despite 
maximum medical therapy, his intraocular pressure was 
persistently high. He underwent left eye suprachoroidal 
drainage surgery, which subsequently managed to main-
tain his intraocular pressure. Unfortunately, his vision re-
mained poor postoperatively, despite surgery, good IOP 
and BP control.

The second case is a 59-year-old male with a history of 
left eye resolved extrafoveal idiopathic polypoidal cho-
roidal vasculopathy (IPCV), who presented with a  right 
eye sudden onset profound painful loss of vision. He is 
a known case of post valve replacement surgery on life-
long warfarin. On examination, his right vision was hand 
movement (HM), while 6/12 was over his left eye. The 
right eye's IOP was 47 mmHg, and the left was 12 mmHg. 
On slit lamp examination, epithelial cornea edema was 
noted with a shallow anterior chamber over the right eye. 
Fundus could not be evaluated due to media haze. An ul-
trasound scan (B-scan) showed massive submacular and 
suprachoroidal hemorrhage (Figure 2). The patient was 
admitted and started on oral medications; syrup glycer-
ol thrice daily and tablet acetazolamide 250 mg thrice 

daily. Locally Gutt Timolol twice daily, Gutt Latanoprost 
at night, Gutt Dorzolamide thrice daily, and Gutt Brimo-
nidine thrice daily were given to control his eye pres-
sure. The complete blood count, liver function test and 
coagulation test revealed no abnormalities with INR 2.2 
(within therapeutic range). His intraocular pressure was 
controlled, and systemic medication and topical anti-
glaucoma were withdrawn stepwise in the next two days. 
Given a poor visual prognosis, he opted for conservative 
medical treatment and discharge home. 

DISCUSSION

Intraocular surgery may be associated with supracho-
roidal hemorrhage with a poor visual prognosis. Non-sur-
gical-related spontaneous suprachoroidal hemorrhage is 
even rare. Few patients are at risk of developing sponta-
neous suprachoroidal hemorrhage. Ophthalmic risk fac-
tors include glaucoma, aphakia, elevated IOP, axial myo-
pia [5], ocular inflammation and AMD [4,  5]. Systemic risk 
factors include old age, hypertension and atherosclerosis 
[2, 6, 7].

Fragile choroidal and posterior ciliary vasculature may 
have an etiological role in patients with high myopia [5], 
aphakia, intraocular hypertension, inflammation, system-
ic hypertension and arteriosclerosis [2]. Some suggested 
that choroidal vascular abnormalities secondary to AMD 
and axial myopia may also predispose to spontaneous 
hemorrhage [4]. Although not assessed, we hypothesize 
that one of our patients may have underlying choroidal 
abnormalities secondary to AMD, as the fellow eye had 
resolved IPCV before. Impaired hemostasis can precipi-
tate bleeding, which erupts through all layers of the ret-
ina and flows into the vitreous cavity in those groups of 
patients who use anticoagulants with deranged INR [9].

Figure 1. B-scan demonstrated a near-kissing suprachoroidal 
hemorrhage

Figure 2. B-scan revealed massive suprachoroidal hemorrhage
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There will be forward displacement of the lens-iris dia-
phragm, resulting in angle closure [4] seen in this group 
of patients. The initial treatment is directed toward angle 
closure in which IOP-lowering drugs are used to control 
IOP. Treatment is then directed towards suprachoroidal 
hemorrhage once IOP is medically controlled. A few fac-
tors include lens cornea touch, progressive IOP elevation, 
progressive angle-closure glaucoma, appositional cho-
roidal detachment [4], and intolerable pain in which sur-
gical treatment is indicated. Still, it is best deferred for 1–2 
weeks [2,8] until the clot lysis is completed, although the 
timing is still controversial [9]. One of our patients need-
ed surgical intervention due to progressive IOP elevation 
with intolerable pain. In contrast, IOP was controlled with 
medication for the other patient, and no surgical interven-
tion was performed.

CONCLUSION

Cardiovascular disease, including hypertension, may in-
crease the risk of complications. Those patients are usual-
ly older and more likely at risk of developing AMD. Even 
though rare, suprachoroidal hemorrhage should be con-
sidered if suspicious signs are present in these people.

Thus, prevention is crucial, and it involves ophthalmolo-
gists, physicians and general practitioners in managing this 
group of patients with associated risk factors, for better rec-
ognition of this devastating ocular complication in which 
early detection may reduce ocular morbidity.
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Pro DOSUD NELÉČENÉ pacienty s VPMD…

ZAČNĚTE
SILNÍ, ZŮSTAŇTE SILNÍ

Bez ohledu na to, jaký proaktivní režim dávkování zvolíte, 
přípravek EYLEA® Vám pomůže maximalizovat zlepšení zraku 
a minimalizovat náročnost léčby.2

†  Na začátku léčby přípravkem EYLEA® se podává jedna injekce měsíčně ve třech po sobě 
jdoucích dávkách. Léčebný interval se pak prodlouží na 2 měsíce. Intervaly léčby mezi 
injekcemi delší než 4 měsíce nebo kratší než 4 týdny nebyly studovány. Kompletní 
informace o dávkování naleznete v SPC přípravku EYLEA®.

*  Prodlužování intervalu dávkování po 4 týdnech.
a.  Ve studii ALTAIR (N = 246) dostali dosud neléčení pacienti s nVPMD 3 úvodní měsíční 

injekce (v 0., 4. a 8. týdnu) a poté jednu injekci v 16. týdnu. Pacienti byli v 16. týdnu 
randomizováni v poměru 1 : 1 do dvou ramen studie za účelem vyhodnocení režimu 
s úpravou intervalu dávkování. Intervaly injekcí se v obou ramenech prodlužovaly (z 8 týd-
nů) v intervalech po 2 nebo 4 týdnech s cílem udržet stabilní výsledky vyšetření zraku 
a/nebo anatomických poměrů. Pokud se výsledky vyšetření zraku a/nebo anatomických 
poměrů zhoršily, bylo možné dávkování podle potřeby zkrátit až na minimální interval 
jednou za 8 týdnů.2 Pokud nějaký pacient ve skupině s úpravou o 4 týdny splnil kritéria 
pro prodloužení intervalu léčby, interval se prodloužil o 4 týdny. Pokud nějaký pacient 
ve skupině s úpravou o 4 týdny splnil kritéria pro zkrácení intervalu léčby, interval léčby 
se zkrátil o 2 týdny. Pokud byl však poslední interval léčby prodloužen o 4 týdny oproti 
předposlednímu intervalu, interval léčby se zkrátil o 4 týdny. Pokud byl interval léčby 
v průběhu studie zkrácen o 4 týdny a pacient splnil kritéria pro prodloužení intervalu 
léčby, interval léčby se prodloužil o 2 týdny (jakékoliv další prodlužování nebo zkracování 
intervalu léčby probíhalo po dvoutýdenních intervalech).3 U pacientů ve skupině s úpravou 
po 2 týdnech byl interval dávkování o 2 týdny prodloužen nebo zkrácen. Primární ukazatel 
hodnotil průměrnou změnu BCVA od vstupní hodnoty do týdne 52 ve dvou různých 
režimech úpravy intervalu dávkování u pacientů s nVPMD.2

b.  „Interval pro další plánovanou injekci“ byl definován jako doba mezi poslední injekcí 
a příští plánovanou injekcí při poslední návštěvě v 52. týdnu studie.2 
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Na začátku léčby se podává jedna injekce měsíčně ve třech po sobě jdoucích dávkách. Léčebný 
interval se pak prodlouží na 2 měsíce.1,†

INDIVIDUÁLNÍ INTERVAL DÁVKOVÁNÍ S MOŽNOSTÍ JEDNOU ZA 4 A NÁSLEDNĚ AŽ 
DO 16 TÝDNŮ.1,† EYLEA® – MÉNĚ NÁROČNÁ LÉČBA PRO LÉKAŘE I PRO PACIENTY2

Až 40,5 % pacientů při poslední návštěvě v 1. roce léčby přípravkem EYLEA® mělo 
interval pro další plánovanou injekci 16 týdnů.2,a,b,*

Před týdnem 96 studie ALTAIR bylo dosaženo s přípravkem EYLEA® následujících výsledků:

• Až 46,3 % pacientů mělo poslední léčebný interval 16 týdnů.2,*
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PO 4 TÝDNECH

PRODLUŽOVÁNÍ 
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