
 

 

 

 

 

HYPHAEMA 

 

Introduction 

 

 

Hyphaema of the anterior chamber of the eye. 

 

Hyphaema is the presence of macroscopically or microscopically visible blood in the 

anterior chamber of the eye.  

 

This can range from microscopic amounts of blood seen only on slit lamp 

examination to the so-called “eight ball” hyphaema where the entire anterior chamber 

is full of blood. 

 

Pathophysiology 

 

Causes 

 

1. Traumatic: 

 

Blunt injury (eg squash balls) 

 

● Always suspect the possibility of an associated orbital blow out 

 fracture in these cases (see separate guidelines). 

 

Penetrating injury (eg, air gun pellets or other metal projectiles) 

 

2. Spontaneous: 

 

Rarely, spontaneous hyphaema may occur and be confused with traumatic 

 hyphaema.  

 

Spontaneous hyphaemas may be due to: 

 

● Secondary bleeding from neovascularization (eg, diabetes mellitus, 

ischemia, cicatrix formation) 

 



● Ocular neoplasms (eg, melanoma or retinoblastoma) 

 

● Vascular anomalies 

 

Complications 

 

Complications of traumatic hyphaema may be directly attributed to the retention of 

blood in the anterior chamber.  

 

1. Secondary haemorrhages following the primary trauma result in a markedly 

worse prognosis. 

 

● Children are more prone to have secondary haemorrhages. 

 

● Patients with sickle cell trait are more likely to have secondary 

haemorrhages. 

 

● Secondary haemorrhage usually occurs during the first week after 

trauma. 

 

● Secondary haemorrhage is probably due to lysis and retraction of the 

 clot and fibrin aggregates that have occluded the initially traumatised 

 vessel. 

 

2. Elevated intra-ocular pressures: 

 

● Increased intraocular pressures may accompany hyphaemas of any 

size, but is  more likely the higher the grade of hyphaema. 

 

● Secondary onset of glaucoma may occur  

 

● Optic atrophy may result from either acute, transiently elevated 

intraocular pressure or chronically elevated intraocular pressure. 

 

3. Corneal staining:  

 

● A persisting hyphaema, particularly in the presence of elevated 

pressure, can cause significant corneal blood staining, which may 

result in permanently reduced vision. 

 

4. Synechiae: 

 

● These are adhesions of the iris. 

 

● Posterior synechiae may adhere the iris to the lens, anterior synechiae 

may adhere the iris to the cornea 

 

Clinical Assessment 

 

Clinical grading system for traumatic hyphaemas:  

 

Grade 1: Layered blood occupying less than one third of the anterior chamber  



 

Grade 2: Blood filling one third to one half of the anterior chamber  

 

Grade 3: Layered blood filling one half to less than total of the anterior chamber  

 

Grade 4: Total clotted blood, often referred to as blackball or blackpool 

hyphaema 

 

Secondary bleeding into the anterior chamber is indicated by an obvious increase in 

the amount of blood in the anterior chamber. 

 

Important points of History: 

 

Important points include: 

 

1. What was the pre-injury eye sight like 

 

2. Was the injury penetrating or blunt, or is there a possibility of a penetrating 

injury.  

 

3.  Is the patient on any anticoagulant or NSAID treatment, or do they have some 

other bleeding disorder.  

 

Important points of Examination: 

 

It is important to consider the possibility of additional injuries, in particular an occult 

rupture of the globe. 

 

This may be hard to prove clinically as visibility into the fundus will be poor in such 

cases. 

 

If there is any doubt a CT scan as well as ophthalmological review will be required. 

 

Important points include: 

 

1. Record the visual acuity of both eyes. 

 

2. Record the level of the hyphaema on a diagram in the notes. 

 

3. Stain the cornea with fluorescein to rule out corneal injury.  

 

4. Check the fundus, if possible to look for associated ocular injury.  

 

5. Rule out any associated injuries, especially blow out fractures of the orbit. 

 

6. Check the intraocular pressure: 

 

● A low very asymmetric pressure raises the suspicion of a globe rupture 

or penetration. 

 

● High pressure will require treatment to prevent complications. 

 



 

Investigations 

 

None are specifically indicated unless there is suspicion of other associated pathology, 

such as coagulopathy, bony injury or other injury to the globe.  

 

Consider: 

 

Blood tests: 

 

1. FBE 

 

2. Coagulation profile 

 

Ultrasound: 

 

B-scan ultrasound (brightness scan) of the eye is useful when direct funduscopic 

visualization of intraocular structures is difficult or impossible, (from hyphaemas, 

corneal changes or cataracts for example). 

 

It can detect the presence of vitreous haemorrhages or retinal detachments.  

 

CT Scan/ MRI scan: 

 

These are also very good at detecting vitreous haemorrhages or retinal detachments. 

 

In cases of trauma these can also more fully define the extent and nature of injury to 

the globe, as well as associated orbital structures.  

 

Management 

 

1. Rest: 

 

● The traditional treatment of patients with traumatic hyphaema has 

included hospitalisation, bed rest, bilateral patching, and sedation.  

 

 This will not usually be necessary however in milder uncomplicated 

(grade I) cases, which may be managed on an outpatient basis in 

selected patients. 

 

 Patients who are discharged need to be told that although strict “bed 

rest” is not required, they must maintain at least relative rest without 

vigorous physical activity.  

 

2. Elevation of the head of the bed: 

 

● This allows settling of the blood toward the inferior anterior chamber. 

 

● It also allows for more accurate assessment of the grading of the 

hyphaemas. 

 

2. Analgesics:  



 

● Give as required, however, aspirin and other NSAIDS should be 

avoided due to their anti-platelet effects. 

 

3. Eye pad: 

 

● An eye patch should be applied to the affected eye. 

 

4. Antibiotic drops: 

 

● Give these if there is a corneal abrasion present.  

 

5. Ophthalmology referral: 

 

● All cases should then be discussed with the Ophthalmologist on 

call to determine whether admission is required and for follow-up 

arrangements if admission is not required. 

 

After discussion with the ophthalmologist, the following two agents may also be 

recommended: 

 

6. Steroid drops:   

 

● These are given as Prednefrin Forte (phenylephrine hydrochloride 

0.12 % and prednisolone acetate 1 %) drops 

 

● They have been shown to greatly reduce the incidence of re-

bleeding.  

 

● Steroids will reduce the post traumatic inflammatory response in the 

eye. 

 

6. Homatropine 2% drops: 

 

● These are given tds. 

 

● By inducing cycloplegia (paralysis of accommodation) and mydriasis, 

(dilation) pain from iris spasm will be reduced. 

 

7. Surgery: 

 

● The vast majority of uncomplicated hyphaemas will settle with 

medical treatment. Only very occasionally in severe cases will any 

surgical intervention be necessary. 

 

Disposition 

 

Most patients with hyphaema will not require hospital admission. 

 

Hospital admission has not been proven to change the outcome or reduce the risk of 

rebleeding in low risk patients. 

 



Hyphaemas at low risk of re-bleeding may therefore be managed as an outpatient.  

 

Admission is usually only be necessary if the patient cannot be reliably trusted to stay 

at rest, in particular this may be an issue with children.   

 

Low risk factors include the following: 

 

● No significant co-morbidities.  

 

● Have less than one-third (grade I) hyphaema on examination.  

 

● They are not on aspirin or anticoagulants and have no bleeding disorder in the 

 family.  

 

● There are no other significant ocular injuries or other non-ocular injuries  

 

● The patient is reliable and can be entrusted to rest at home, take prescribed 

medications and attend follow-up appointments.  

 

Anyone not fitting into the low risk category should be discussed with the 

Ophthalmologist about the need for hospital admission 

 

Long Term Follow-up 

 

Patients who have had hyphaema are at increased risk of angle damage and need to be 

monitored for glaucoma development in that eye in the future. 
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