
CASE REPORT
A 46 year old male presented to OPD with a history of sudden 
painless loss of vision in both eyes since 15 days, associated with 
�oaters. No history of head or ocular trauma, no history of 
associated headache, no history of any toxic exposure, no history of 
hypertension or diabetes. On examination: visual acuity - counting 
�ngers at 3 meters in both eyes. Anterior segment: pupillary 
reaction and intraocular pressure - Within normal limits. Other 
anterior segment �ndings were unremarkable in either eyes (Fig. 1).  
Dilated fundus examination revealed bilateral massive retinal 
hemorrhage at the posterior pole which were more pronounced in 
right eye (Fig. 3&4). There were no diabetic retinopathy changes 
noted. On systemic examination there were no petechiae, bruises or 
mucosal bleeding (Fig. 2). An initial impression of anemic 
retinopathy was made. The patient was sent for laboratory testing to 
evaluate for hematological dyscrasias. Complete blood count 
showed a hemoglobin level of 9.5 gm% (normal value: 12 to 14 
gm%) , Red blood cell count as 2.52 millions and TLC count of 4,500. 
Platelets were markedly reduced as 0.65 lacs/cumm (normal: 1.50 to 
4.50lacs/cumm) (Fig. 7&8). Rest blood pro�le was normal (bleeding 
time, clotting time, prothrombin time and partial thromboplastin 
time). A bone marrow biopsy supported the diagnosis of ITP, 
showing increased megakaryopoiesis (de�ned as the production of 
megakaryocytes in bone marrow that produce platelets) and 
erythropoiesis (de�ned as the formation or production of red blood 
cells) without other signi�cant abnormalities.
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MANAGEMENT
The patient was started with oral steroids (prednisolone), starting 
dose of 50 mg/daily (1 mg/kg/day) along with platelet transfusion. 
Blood counts attained normal levels within three weeks following 
therapy. In addition, the patient underwent regular ophthalmic 
evaluation. Oral steroids treatment was then slowly tapered down 
over next 3 weeks. Follow-ups at 1, 3 and 6 weeks showed partial to 
complete resolution of hemorrhages with corresponding 
improvement of vision to 6/36 and 6/12 in right and left eyes, 
respectively.

DISCUSSION
The adult form of  ITP affects females more commonly than males4. 
Ophthalmic involvement in ITP is rare and initially manifesting with 
ocular features has been scarcely reported, with no large case series 
describing the spectrum of ocular �ndings in ITP. Frequent ocular 
manifestations associated with ITP include subconjunctival 
hemorrhage, vitreous hemorrhage and retinal hemorrhages that 
maybe subhyaloid or  intra-retinal3.  O ther ophthalmic 
manifestations associated with ITP  are intracranial bleeding in 
Terson type phenomenon5, hemorrhage within the optic tract, non-
arteritic anterior ischemic optic neuropathy. This case was unique as 
the patient  presented with only decreased visual acuity with no 
systemic features of ITP. Very few cases have been reported where 
intraocular hemorrhages were the presenting feature of ITP. Age 
related macular degeneration, polypoidal choroidal vasculopathy, 
trauma, choroidal tumors and retinal artery macroaneurysm are 
other etiologies of massive retinal hemorrhages6. High index of 
suspicion is mandatory for detecting this disorder. Clinical 
examination along with hematological tests con�rmed the 
diagnosis of ITP. Oral steroids prove effective in partial to complete 
resolution of the condition with remarkable improvement in visual 
acuity.

Thrombocytopenia alone, even if severe, is rarely sufficient to cause 
signi�cant retinal hemorrhages. However, combined with anemia it 
is a known risk factor and retinal hemorrhages in association with 
ITP have mostly been reported to occur with concurrent severe 
anemia. Retinal hemorrhages are often an indication of an 
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underlying blood dyscrasia, and their presence in the absence of a 
known etiology warrants evaluation. Ophthalmic examination 
along with thorough medical history, general and systemic 
examination especially of the skin and mucosal surfaces may raise 
the urgency of hematological evaluation. Further the visual 
prognosis depends on the severity of the disease and tolerance to 
corticosteroids.

CONCLUSION
Unexplained and suspicious posterior segment hemorrhages 
should be evaluated for ITP causation. The ophthalmic 
manifestations alone respond adequately to correction of 
hematological parameters and no additional therapy is warranted

REFRENCES
1. Karpatkin S. Autoimmune thrombocytopenic purpura. Blood. 1980 Sep 1;56(3):329-

43.
2. Shah PA, Yang SS, Fung WE. Idiopathic thrombocytopenic purpura with massive 

subretinal hemorrhage. Archives of ophthalmology. 2005 Nov 1;123(11):1612-3.
3. Majji AB, Bhatia K, Mathai A. Spontaneous bilateral peripapillary, subhyaloid and 

v i t reous  hemor r hage with  severe  anemia  secondar y  to  id iopathic 
thrombocytopenic purpura. Indian journal of ophthalmology. 2010 May;58(3):234.

4. Abrahamson PE, Hall SA, Feudjo‐Tepie M, Mitrani‐Gold FS, Logie J. The incidence of 
idiopathic thrombocytopenic purpura among adults: a population‐based study and 
literature review. European journal of haematology. 2009 Aug;83(2):83-9.

5. Goel N, Arora S, Jain P, Ghosh B. Massive subretinal and vitreous haemorrhages at 
presentation in idiopathic thrombocytopenic purpura: report of a case and review of 
literature. Clinical and Experimental Optometry. 2014 May;97(3):270-3.

6. Bowling B. Kanski's Clinical Ophthalmology E-Book: A Systematic Approach. Elsevier 
Health Sciences; 2015 Mar 24.

  X 61GJRA - GLOBAL JOURNAL FOR RESEARCH ANALYSIS

VOLUME-8, ISSUE-2, FEBRUARY-2019 • PRINT ISSN No 2277 - 8160


