STANDARD OPERATING PROCEDURE FOR TRAUMATIC EYE INJURIES

As and when a p_afient_ comes to the casualty, a local and systemic evaluation is done by our
resident to rule out life threatening conditions and once the patient is cleared for the same
he/she is shifted to the Department of Ophthalmology for further evaluation. in all the traumatic

eye injuries we will consider the following principles:
Where an open globe injury is suspected we will try to minimise distress — as it can raise the.
ocular pressure leading to extrusion of intraocular contents.

The key features to be noted are:
— ruptured globe or penetrating laceration
weal or intra-ocular
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Pupils- We will check !'e!ative afferent pupillary defect which may suggest direct or
indirect Optic nerve injury.

Eye movements- In trauma, an orbital floor fracture can lead to reduced upward gaze
(entrapment of inferior rectus)

Lids, conjunctiva and sclera- We will look for swelling, chemosis, ptosis, ecchymosis and
lacerations

We will evert the uppe} lid to look for foreign bodies on the underside.

We will look for a subconjunctival haemorrhage — a localised haemorrhage may suggest

penetrating injury. An inability to visualise the posterior extent of a subconjunctival
haemorrhage will suggest an orbital or base of skull fracture.

On slit lamp examination-

Examination of lids and conjunctiva will be carried out under diffuse illumination to look
for lacerations or a foreign body missed on torch light examination

Comea, Anterior Chamber and Iris- we will look for a hyphaema and grade it as follows:




Pupils- size, symmetry, shape and reactivity will be noted.

e We will check if there is iridodialysis

We will look for corneal abrasions and foreign bodies.

Application of fluorescein dye will help identify any abrasions and a Seidel's test will be
done to look for the leakage of aqueous humour

Vertical scratches on the cornea indicates the likely presence of a foreign body under

the upper eyelids
Fundus- We will look for red reflex, assess the optic disc, the macula and the periphery

A red reflex may be diminished due to vitreous haemorrhage or lens opacity

Retinal detachment will be seen as a grey reflex.
a potential open

* Lastly we will assess intraocu
globe injury e

e

Management
1) Open globe injury

e We will keep the patient nil pe
under general anaesthe
e We will ask the patient to
No drops or ointments wi
X ray and CT scan .ﬂf}ﬂ@
when required.
e IV antibiotics will be adn
e Open globe injury
and their attendant r



Type:
A. Rupture =

g: ;eneu'ating
traocular fore

D. Pel_romﬁng msn bﬂ'd}'

E. Mixed

Grade:

Visual activity

1. $20/40

2. 20/50 to 20/100

3. 19/100 1o 5/200

4. 4/200 1o light perception

5. No iight perception

Pupil
1. Positive: relative afferent pupillary defect present in affected

eye
2. Negative: relative afferent pupillary defect absent in

affected eye
Zone

L. Isolated to cornea (including the corneo-scleral limbus)
11. Corneo-scleral limbus to a point 5 mm posterior into the

sclera
HL Posterior to the anterior 5 mm of sclera o

In case of penetrating injury, after the
patient will be taken for surgery as $00
primary repair depending upon the s
Before the surgery visual prognos
and an informed consent will be ob
sympathetic ophthalmitis to the other
surgery.
Intravitreal antibiotics will be admini
following trauma.
In cases of retinal detachment an ' _
the patient will be referred immediately
been done. . -
In case of a badly mutilating eye injury, r
the patient and planned accor

In case of maxillo-facial fracture e

Repair under general anaesthesia is ¢




2) Orbital blow out fractyr
a

CT scan wity

W
bony orbit. - "l Cuts wjj

be th . -
© Investigation of chojce to assess the integrity of

Chemical burns

We will Instil local
W il i'r":ism ticca.l anaesthetic drops to the affected eye(s)
gate with normal saline - minimum one litre and aim to include under eyelids

and conjunctj i
The -.a:"J_U.n{_:twm. forr-ums.‘ All particulate matter will be removed _
Patient's pain will be reviewed regularly; local anaesthetic drops will be instilled 10

"?i."uteiv as required.

After one litre of irrigation, the eye will be reviewed.

Severe burns will usually require a minimum of 30 minutes of irrigation. e
Subsequent management will be done depending upon the nature and extent of injuries.

| Corneal abrasions and superficial foreign bodies

We will instil topical anaesthetic drop (e.g proparacaine hydrochloride 0.5%) and warn
the patient that the drop will sting bri

We will attempt to remove the f < L
If unsuccessful and the patie et \p, we will use a

Patching of the eye w
be reviewed again




