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Management of Kissing Choroidal 

Abstract 

 

Introduction :  Suprahoroidal hemorrhage is a serious ocular condition, which may 

be associated with permanent loss of visual function. Suprachoroidal hemorrhage 

may occur in a limited form or as a massive event called “kissing choroidals”. 

Purpose : To report kissing choroidal case and its management. 

Case report : 54 years old woman with chief complain blur, pain, and red eye on 

her left eye since 3 days ago after hit wood when she slipped. On ophthalmology 

examination, best corrected visual acuity on her right eye was 1,0 and hand 

movement on left eye.  Anterior segment on her left eye was hematome palpebra; 

subconjunctival bleeding; cornea : abrasion; anterior chamber : Van Herrick grade 

3, flare/cell + 1 / + 1, hyphema 0,5 mm; Lens hazy; funduscopy hazy. 

Ultrasonography on the left eye showed kissing choroidal appearance. Patient 

diagnose as kissing choroidal left eye + Hyphema et coagulum left eye + Hematome 

Palpbra superior et inferior left eye + Traumatic iritis left eye + Senilis imatur 

cataract both eyes. The patient has undergone external drainage and given 

cycloplegic and corticosteroid oral and topical. On follow up, patient was planned 

to undergo vitrectomy pars plana + external drainage +  lens extraction + gas/ 

Silicon oil on the left eye. 

Conclusion : Kissing choroidal is a serious ocular condition can caused by trauma. 

The management of kissing choroidal is external drainage with or without 

vitrectomy, corticosteroid, and cycloplegics. Although the management has given 

aggresively, the prognosis is poor.  

 

I. Introduction  

 

     Anatomically the suprachoroidal space is a potential space, normally containing 

less than 10 microliters of fluid and is limited anteriorly by the scleral spur and 

posteriorly by the vortex veins. Suprachoroidal effusion is an abnormal 

accumulation of fluid in the suprachoroidal space. Terms are used interchangeably 

in the literature to describe an abnormal collection of fluid in the suprachoroidal 

space, including ciliochoroidal effusion, ciliochoroidal detachment, and choroidal 

detachment. The effusion may arise from other intraocular surgeries and a number 

of conditions, including inflammatory and infectious diseases, trauma, neoplasms, 

drug reactions, and venous congestion.1,2 
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     Suprachoroidal hemorrhage is a serious ocular condition, which may be 

associated with permanent loss of visual function. Suprachoroidal hemorrhage may 

occur in a limited form or as a massive event called “kissing choroidals”. 2,3,4 

     Both limited and massive suprachoroidal hemorrhages may occur as 

complications of most forms of ocular surgery or  trauma. Despite modern vitreo-

retinal techniques, choroidal hemorrhage is associated with visual loss in most 

cases.3,5 

  

II. Case Report 

 

     Fifty four years old woman came to emergency unit Cicendo Eye Hospital with 

chief complain blur, pain, and red eye on her left eye since 3 days ago after hit wood 

when she slipped. There was no blurred vision before trauma. There was no 

bleeding, syncope, naussea, vomiting. She doesn’t have hypertension, diabetes 

mellitus, allergy, nor asthma. She has been given Levofloxacin tablet, Levofloxacin 

eye drop,  Lutein-Zeaxanthin-Astaxanthin tablet, and Metampiron-Diazepam tablet 

from previous ophthalmologist at Banjar.  

     On general physical examination, Heart Pulse was 90 x/ minute, Blood pressure 

was 144/91 mmHg, Respiratory rate was 16 x/minute, and Temperature was 36oC. 

On ophthalmology examination, visual acuity on her right eye using Snellen chart 

was 0,15 ph 0,32  with best corrected visual acuity S -1,75 C -1,00 x 100 = 1,0. 

Visual acuity on her left eye was hand movement.  Intra ocular pressure was 13 on 

her right eye and 10 on left eye. Globe position was othotropia and eye movements  

were good at all direction.  

     Anterior segment on her right eye was within normal limit with hazy lens. 

Anterior segment on her left eye was hematome palpebra; subconjunctival 

bleeding; cornea : fluorescent test (+), abrasion; anterior chamber : Van Herrick 

grade 3, flare/cell + 1 / + 1, hyphema 0,5 mm; pupil middilatation ; Iris : synechia 

(-); Lens hazy; funduscopy hazy. Ultrasonography on the left eye showed vitreous 

cavity was echogenic with obscured, convex, low to medium mobility, and medium 

to high reflectivity, and kissing choroidal appearance. Patient diagnose as kissing 
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choroidal left eye + Hyphema et coagulum left eye + Hematome Palpbra superior 

et inferior left eye + Traumatic iritis left eye + Senilis imatur cataract both eyes. 

 

 
Figure 1 Hematome palpebra on the left eye 

 

 
Figure 2 Left eye anterior segment 

 

 

  

 

Figure 3 Left eye Ultrasonography Imaging pre operative (A) Axial vertical, (B) 

transversal temporal, (C) transversal superior (D) transversal inferior 

A 
B 

D C 
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    Patient underwent external drainage at inferonasal and treated with prednisolon 

acetate eye drop 6x/day, cyclopentolate 1 % 3x/day, levofloxacin eye drop 6x/day 

on the left eye, tranexamid acid 3 x 500 mg, ciprofloxacin 2x 500mg tab, 

methylprednisolon 1x 56 mg tab. 

 

 
Figure 4 Left eye post operative day one 

 

 
Figure 5 Left eye ultrasonography imaging post operative day one 

 

     Ophthalmologic examination one day after external drainage on the left eye, 

visual acuity was  1/300, Anterior segment was hematome palpebra; 

subconjunctival bleeding; cornea : oedem, descemet fold; anterior chamber : Van 

Herrick grade 3, flare/cell + 1 / + 1: pupil pharmacological dilatation ; Iris : synechia 
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(-); Lens hazy; funduscopy hazy. Ultrasonography on the left eye showed that 

hemorrhage a little bit decreased at superior but no difference at inferior.  

 

  
Figure 6 Left eye ultrasonography imaging one week after external drainage  

 

     Ophthalmologic examination one week after external drainage on the left eye, 

visual acuity was  1/300, Anterior segment was hematome palpebra; 

subconjunctival bleeding, chemosis; cornea : oedem, descemet fold; anterior 

chamber : Van Herrick grade 3, flare/cell + 1 / + 1: pupil pharmacological dilatation 

; Iris : synechia (-); Lens hazy; funduscopy hazy. Ultrasonography on the left eye 

showed suprachoroidal hemorrhage. Patient treated with prednisolon acetate eye 

drop 6x/day, cyclopentolate 1 % 3x/day, levofloxacin eye drop 6x/day on the left 

eye, methylprednisolon 1x 56 mg tab and follow up one week later.  

     Two weeks post external drainage , visual acuity on the left eye was  1/300, 

Anterior segment was subconjunctival bleeding, hecting +, chemosis; cornea : 

oedem, descemet fold; anterior chamber : Van Herrick grade 3, flare/cell + 1 / + 1: 

pupil pharmacological dilatation ; Iris : synechia (-); Lens hazy; funduscopy hazy. 

Ultrasonography on the left eye showed suprachoroidal hemorrhage at 

inferotemporal with vitreous hemorrhage. Patient planned to undergo vitrectomy 

pars plana + external drainage  + gas/ Silicon oil on the left eye. 

Prognosis ad vitam is ad bonam. Prognosis ad functionam on the left eye is dubia 

ad malam. 
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Figure 7 Left eye ultrasonography imaging two weeks after external drainage       

(A) axial vertical,  (B) axial horizontal, (C) tranversal inferior,  

(D) transversal temporal 

 

 

III. Discussion 

 

     In a normal eye, the suprachoroidal space is essentially nonexistent because of 

close apposition of the choroid to the sclera. In pathologic conditions that disrupt 

the normal ocular fluid dynamics and hydrostatic and oncotic pressure gradients, 

fluid accumulates in this potential space. Fluid accumulation, either serumlike or 

blood, also can occur within the choroid, which is a spongy tissue.1,6 

      Suprachoroidal hemorrhage is a hemorrhage in the suprachoroidal space or 

within the choroid caused by the rupture of choroidal vessels. This can occur as a 

consequence of ocular trauma, eye surgery, or rarely spontaneously. Hemorrhage 

may be limited or massive and involve 1-4 quadrants. When retinal touch one 

another, dictated by scleral spur and the entries of the short posterior vessels and 

nerves, the choroidal hemorrhage is termed appositional or kissing. The outcome is 

A B
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 A 
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generally worse for intraoperative hemorrhages, which often are accompanied by 

extrusion or loss of eye contents. Suprachoroidal hemorrhage are characterized by 

sudden excruciating throbbing pain with an immediate loss of vision; both 

symptoms are almost pathognomonic. Visual acuity usually is reduced, possibly as 

low as to light perception only, depending on the degree of interference with the 

visual axis. Inflammation in the anterior and posterior segment varies.The anterior 

chamber (AC) can be of normal depth, or it can be shallow or flat. In this patient, 

she complain immediate loss of vision with pain after trauma. The visual acuity on 

the left eye was hand movement. The anterior chamber in this patient was normal 

depth.2,6,7,8 

     Suprachoroidal hemorrhage generally have an abrupt onset with severe pain and 

marked reduction in visual acuity. When hemorrhagic choroidals are associated 

with high IOP, hyperosmotic agents and aqueous suppressants are recommended. 

The visual outcomes and overall prognosis are worse with hemorrhagic choroidals. 

Suprachoroidal hemorrhage is a rare occurrence.  Suprachoroidal hemorrhages can 

be accompanied by vitreous hemorrhage, retinal detachment, and retinal breaks.  In 

this patient, suprachoroidal hemorrhage only accompanied by vitreous 

hemorrhage.1,6 

     Suprachoroidal hemorrhage may occur when a fragile vessel is exposed to 

sudden compression and decompression events. Decompression hypotony, created 

when the eye is entered, and repeated fluctuations in intraocular fluid dynamics may 

add further insult to these fragile vessels. The resultant suprachoroidal effusion 

progresses to stretch the suprachoroidal space and cause further tension on the 

ciliary vessels. Either pathway may result in vessel wall rupture and suprachoroidal 

hemorrhage. In this patient, suprachoroidal hemorrhage caused by trauma. 1,3,4,7,9 

     There is no mortality has been reported. Morbidity in serous choroidal 

detachment is significant. In phakic eyes, lens opacities can progress rapidly. 

Cyclitic pupillary membranes may develop. When a flat chamber is present, corneal 

endothelial damage and peripheral anterior synechiae can occur. Chronic choroidal 

detachment can lead to maculopathy and globe phthisis. In hemorrhagic 
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detachment, morbidity is the same as for serous detachment, but the prognosis is 

worse. Loss of useful vision is reported in up to 40% of cases.6 

     The extent of detachment can be limited to one or more sectors, with the lobe 

limited by the fibrous attachments corresponding to the vortex veins. Annular 

detachments involve the circumference for 360°. A large degree of fluid 

accumulation can cause contact between lobes on the visual axis, with retina-to-

retina contact centrally (kissing choroidals), while little fluid accumulation can 

cause a flat and anterior detachment. If this is extended centrally, the clinical picture 

is described as kissing choroidals. The extension of the lobes of detachment/edema 

is important for the decision-making process regarding the clinical management. 6  

     The most common risk factor for suprachoroidal effusions is glaucoma surgery 

in the setting of overfiltration or a bleb leak. This risk can be increased in subjects 

under oral anticlotting treatment. Patients should be warned to avoid any effort 

likely to elicit a Valsalva effect, like lifting heavy objects, straining at stools, severe 

coughing. Patient in this case didn’t take oral anticlotting agent.1,6 

     Systemic conditions that are risk factors for massive choroidal hemorrhage 

include advanced age, arteriosclerosis, hypertension, diabetes mellitus, blood 

dyscrasias, and obesity. Ocular risk factors include previous surgery, aphakia, 

glaucoma, uveitis, high myopia, trauma, vitreous removal, laser photocoagulation, 

and choroidal sclerosis. A scleral buckle placed during vitrectomy is a risk factor 

for both intraoperative and postoperative choroidal hemorrhage. Glaucoma 

procedures, previous pars plana vitrectomy, and older age serve as risk factors for 

appositional choroidal hemorrhage. In this patient, advanced age is the risk factor. 

Patients with Sturge-Weber syndrome, the risk is even higher in the presence of 

choroidal hemangiomas. Patients with nanophthalmos or Sturge-Weber syndrome 

should be informed about their risk of choroidal effusions, and preventive measures 

should be taken during any intraocular surgery to minimize potential complications. 

The risk factor in this patient is advanced age. There is no other systemic risk factor. 

1,2,8,10      

    Posterior segment ultrasonography can be useful for differentiating retinal and 

choroidal detachments, measuring the extent of choroidal detachments, and 
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distinguishing hemorrhagic from exudative choroidal detachments. Choroidal 

hemorrhage characterized by a convex border on a cross-section image that denotes 

the location of the choroidal detachment. This convex shape is formed between the 

pars plana and location of the vortex veins, both of which have strong choroidal 

attachments. The choroid is firmly attached to the optic nerve. The choroid inserts 

at the optic nerve at a blunt angle, as compared to the retina, which has a steeper 

insertion. This feature can be used to help differentiate choroidal and retinal 

detachments of the posterior pole on ultrasound images. Choroidal detachment 

would begin at the ciliary body and not the ora serrate, as in a retinal detachment. 

Occasionally, the detached ciliary body can compress the lens. In severe cases, 

choroidal detachments may meet in the center of the globe. This feature has been 

termed “kissing choroidals” and needs to be surgically corrected. In typical cases 

of serous choroidal detachments the subchoroidal space is acoustically silent. In 

contrast, an expulsive choroidal hemorrhage can be identified by the hyperechoic 

signal on ultrasound that the blood clots create within the detachment. In chronic 

hypotony with long-standing choroidal detachments, the outer layer of the globe 

can appear concentrically widened on ultrasound. In advanced stages, the 

appearance on ultrasound changes, the outer walls appear thickened, and the 

vitreous cavity becomes substantially reduced. In these eyes, metaplasia of the 

pigment epithelium can result in calcification and ossification of ocular tissue that 

is easily identified on ultrasound because of the total reflection of all sound waves 

noted on the acoustic image. In this patient, ultrasound imaging showed convex 

shape that meet each other (kissing choroidal) with hyperechoic signal caused by 

hemorrhage. 1,4,5,8 

     Shallow to moderate choroidal detachments can be observed and followed with 

serial examination and ultrasonography as needed, with prompt attention to the 

repair of the globe and any associated ocular injuries. Extensive, appositional (or 

“kissing”) choroidal detachments, often require surgical drainage either 

immediately, or after 1 week (optimally between 1 and 3 weeks) of development of 

the hemorrhage. This is because the blood in the suprachoroidal cavity clots with 

maximal clot lysis seen between 7 and 14 days.  Surgery should not be delayed if 
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possible, since the presence of apposition for more than 30 days has been associated 

with a poorer outcome. Serial ultrasonography can be used to aid in the timing of 

surgery in these cases because clot liquefaction sometimes may become apparent 

on dynamic ultrasonography. The hemorrhage is drained using posterior drainage 

sclerotomies under constantly maintained limbal fluid infusion line pressure. This 

may or may not be followed by pars plana anterior and posterior vitrectomy.  

1,2,5,8,9,10,11 

     The location of maximal fluid accumulation should be noted preoperatively to 

determine the optimal drainage site. After conjunctival peritomy, a 2- to 3-mm 

radial incision is made in the sclera about 3 to 4 mm posterior to the limbus. The 

incision is deepened until the suprachoroidal space is entered and fluid is released. 

The fluid is clear and yellowish in serous choroidals or dark red with blood clots in 

hemorrhagic choroidals. The incision’s edges may be pulled apart by forceps or 

cautery to facilitate fluid egress. The sclerotomy site is left open with closure of 

overlying conjunctiva. A second sclerotomy may be needed to drain fluid from 

another quadrant. Throughout the procedure, the eye should be kept pressurized 

with injection of balanced salt solution, a viscoelastic substance in the anterior 

chamber, or an anterior chamber maintainer. 1,6 

     If the retina is detached, a combination of several procedures, including external 

drainage, vitrectomy surgery, scleral buckling, and injection of a vitreous substitute 

such as perfluorocarbon, gas, or silicone oil, may help to reattach the retina.  Laube 

et al performed pars plana vitrectomy, posterior drainage sclerotomies, and 

tamponade with silicone oil instillation in their study. A silicone oil tamponade has 

been shown to be advantageous over balanced salt solution or gas filling as it 

protects against choroidal re-bleeding and prevents the development of chronic 

hypotony. The eye is treated with topical or oral steroids, mydriatics, and 

cycloplegic agents. The patient in this case has undergone external drainage and 

treated with steroid and cycloplegic agent and planned to undergo vitrectomy pars 

plana + external drainage  + gas/ Silicon oil on the left eye.1,9,10,12,13 

     Suprachoroidal hemorrhage can result in phthisis, retinal detachment, cataract 

formation, or intractable secondary glaucoma. Despite aggressive therapy, 
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appositional suprachoroidal hemorrhages carry a grave prognosis. In most series, 

approximately one-quarter of eyes end up with no light perception. The prognosis 

is particularly poor if the hemorrhage has caused incarceration of vitreous or retina 

in the wound.6,10  

 

IV. Conclusion 

 

     Kissing choroidal is a serious ocular condition can caused by trauma. The 

management of kissing choroidal is immediate external drainage with or without 

vitrectomy, corticosteroid, amd cycloplegics. Although the management has given 

aggresively, the prognosis is poor.  
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