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ABSTRACT

The enigma of Terson’s syndrome (TS) is that it is an association of intra-ocular haemorrhage and subarachnoid
haemorrhage (SAH). Paediatricians see many children after varying degrees of injury to the brain. SAH is seen often
in the paediatric age group after trauma due to many reasons. A combination of retinal haemorrages and SAH is not
very uncommon in these children. Interestingly many treating doctors are not aware of this syndrome and can be
missed easily or diagnosed late. Blindness can result if the retinal haemorrages are not diagnosed without delay and
if appropriate measures not taken. The chance of associated TS should be searched in every patient with SAH to
achieve better outcome and prevent complications. In this case study, we report a case of TS in a ten month old male
child after a trauma at home.
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INTRODUCTION

Albert Terson, French ophthalmologist in 1900 first
described syndrome of intraocular bleeding (retinal,
subhyaloid and in vitreous) in association with
subarachnoid hemorrhage (SAH) .The various causes
of the intraocular bleeding in children are trauma to
the brain by accidents , fall, rupture of aneurysms,
increased intra-ocular pressure (IOP), shaken baby
syndrome and child abuse. Terson’s syndrome (TS)
occurs in 4-27% of cases of aneurysmal SAH [1-3].
The treatment methods are based on clinical
manifestations and surgical procedure of choice is the
pars plana vitrectomy (PPV). The importance of being
aware of the syndrome is very crucial, both in order to
provide the adequate nursing care and to perform
early vitrectomy, to restore the visual function [4]. In
this case study, we present this rare syndrome in a
ten month old baby.

CASE REPORT

A 10- month- old baby was admitted with a history of
fall from staircase with a height of about 1.5 meters at
home with vomiting. He was the second sibling of a
non-consanguineous couple, had mild delay in gross
and fine motor milestones of development and was

immunized to date. Previously, he had many
episodes of fall at home and the parents did not seek
any medical attention. There was no suspicion of child
abuse. On examination, there was abrasion of the
scalp on left fronto-parietal region with a soft tissue
swelling. He was conscious and central nervous
examination was normal with Glasgow coma scale
10/15. He was pale, with no lymphadenopathy,
clubbing or jaundice or any signs of bleeding
manifestations, neurocutaneous markers or
hepatosplenomegaly. Systemic examination was
normal. Computer tomography (CT) brain showed
subdural hypodense collection of maximum thickness
8.2mm in the left fronto-tempero-parietal region with
blood density in the parietal region extending to the
right of the interhemispheric fissure and 7.1 mm in the
right fronto-temporal region with small area of blood
density in the frontal region. Bilateral subarachnoid
CSF space in the frontal region appears prominent
(maximum thickness 6.7 mm) (Fig. 1A). The
impression was acute on chronic SDH-left fronto-
parietal region and right fronto-temporal region. The
child did not have seizures and anticonvulsant
fosphenytoin was started to prevent seizures with
mannitol infusion. The child had swelling over his both
eyes after the trauma which decreased in the next few
days. After 5 days, his parents were feeling that child
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Figure 1: CT brain A) Subarachnoid and subdural
haemorrhage; B) CT Brain repeated after 5 days

is not looking at them. Fundus examination showed
retinal haemorrhage with bilateral disc pallor.
Ophthalmological examination revealed extensive
bilateral retinal haemorrhage starting from disc
margins and involving the macular and
inferotemporally (Fig. 2). A repeat CT brain was done
after five days (Fig. 1B) and was similar to first CT
and there was no fresh haemorrhage into the bilateral
chronic SDH, midline shift or any hydrocephalus. It
was decided to manage him conservatively with the
routine eye care like cold compresses, back rest and
propped position, and antibiotic eye drops. His vision
in right eye was found to be reduced to perception of
light and left eye vision was normal gradually in the
hospital days. Hb (9.1g/dl), PCV (29.3%), total count
(213000/ul), neutrophils (47%), lymphocytes (45%),
eosinophils (3.3%), monocytes (2.5%), basophils
(0.2%), ESR (13mm/hr), and platelets count
(210000/pul) were normal.  Urine routine, serum
electrolytes, SGPT, bleeding parameters such as BT,
CT, PT and APTT, Peripheralblood smear, blood and
urine culture sensitivity were normal. Diagnosis of TS
was made on the positive finding of extensive bilateral
retinal haemorrhages along with the SAH and SDH

which this baby had after the trauma. He was
discharged with an advice to follow-up for
ophthalmology evaluation, catch-up vaccination and
development milestones. The child had one review
and vision has improved in both eyes.

DISCUSSION

The syndrome of intra-vitreous bleeding in association
with SAH was first described by Albert Terson and is
known as TS. But Moritz Litten the German
Ophthalmologist in 1881 is credited with first reporting
about this association [1]. This important association
and has not yet been reported in large numbers [2-4].
Wiethdlter et al [4] reported an incidence of TS in
14.6% of all patients with SAH. The compression of
central retinal vein and retinochoroidal anastomosis
by elevated CSF pressure causing venous
hypertension and disruption of retinal veins is
postulated as the prime pathophysiological
mechanism in the occurrence of TS [5,6].
Haemorrhage can also occur following subdural or
increased IOP from other causes [6]. Shaken baby
syndrome and child abuse are important causes [7,8].
In our case report, the child had a fall from a height of
1.5 m and has TS. CT scan showed acute on chronic
SDH and SAH and it was probably due to the frequent
falls in the past. He also had a mild delay in
development and it may be secondary to the chronic
haemorrhages in the brain. TS occurs in 4-27% of
cases of aneurysmal SAH [2,3]. The bilateral
haemorrhage is frequently seen as in our case which
is often missed in initial examination, however it may
develop as late as 12 days post SAH and associated
rebleeding is common [9]. The complications like
raised |OP, retinal membrane formation, retinal
detachment and retinal folds are the dangers [8,10].
Fundoscopy is the gold-standard in diagnosis of the
ocular haemorrhage and others are B scan /CT of the
eye [12]. In our study, the fundoscopy was the main
tool in our hands to pick up TS in this child.

The first marker is often a diminished visual acuity.
The vitreous hemorrhage can cause a considerable
visual handicap. Even the SAH patients with vitreous
haemorrhage has a higher mortality [11,12]. Vitreous
haemorrhage usually resolves spontaneously in 6-12
months and long term visual prognosis is good. The
case presented had a fast recovery and is doing well.
The surgical procedure of choice is the PPV [13,15].
Vitrectomy is a safe and effective procedure and there
is a rapid and prolonged improvement in vision. If
vitreous haemorrhage not clearing by 3 months in
unilateral cases, surgical options can be adopted for
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fast recovery. The sub-retinal haemorrhage or the
trauma can cause damage to the optic nerve, retinal
pigment epithelium or the retinal tissue and visual
acuity loss which may persist indefinitely [14]. The
most common long-term sequelae in all eyes studied
was the formation of an epiretinal membrane [7]. TS
should be recognized as an important reversible
cause of blindness in patients surviving SAH after a
trauma [3,15]. This case study concludes that
awareness of TS among the Paediatricians is very
important in preventing this reversible cause of
blindness.

REFERENCES

1. Litten M. Ueber einige vom allegmein-klinischen
Standpunkt aus interessante
Augenveranderungen. Berl Klin
Wochnschr,1881;18:23-7.

2. Vanderlinden RG, Chrisholm LD. Vitreous
haemorrhages and sudden increased intracranial
pressure. J Neurosurg 1974;41:167-76.

3. Garfinkle AM, Danys IR, Nicolle DA, Brem S.
Tersons syndrome a reversible cause of blindness
following subarachnoid haemorrhage. J Neurosurg
1992;76:766-71.

4. Wietholter S, Steube D, Stotz HP. Terson
syndrome: a frequently missed ophthalmologic
complication in  subarachnoid hemorrhage.
Zentralbl Neurochir. 1998;59:166-70.

5. Gutierrez Diaz A, Jimenez Carmena J, Ruano
Martin F, Diaz Lopez P, Mufioz Casado MJ.
Intraocular hemorrhage in sudden increased
intracranial  pressure  (Terson  syndrome).
Ophthalmologica. 1979;179:173-6.

6. Ogawa T, Kitaoka T, Dake Y, Amemiya T.. Terson
syndrome: a case report suggesting the
mechanism of vitreous hemorrhage.
Ophthalmology 2001;108:1654-6.

7. Mena OJ, Paul I, Reichard RR Ocular findings in
raised intracranial pressure: a case of Terson
syndrome in a 7-month-old infant.Am J Forensic
Med Pathol. 2011;32:55-7.

8. Lambert SR, Johnson TE, Hoyt CS. Optic nerve
sheath and retinal hemorrhages associated with
the shaken baby syndrome. Arch
Ophthalmol. 1986;104:1509-12.

9. Pfausler B, Belsy R, Metzler R, Schmutzhard E.
Tersons syndrome in spontaneous subarachnoid
haemorrhage a prospective study on 60
consequetive patients. J Neurosurg 1996;85:392-
4,

10. Roux FX, Panthier JN, Tanghe YM, Gallina
P, Oswald AM, Mérienne L, Cioloca C. Terson's
syndrome and intraocular complications in
meningeal hemorrhages (26 cases).
Neurochirurgie. 1991;37:106-10.

11. McCarron MO, Alberts MJ, McCarron P — A
systematic review of Terson's syndrome:
frequency and prognosis after subarachnoid
haemorrhage. J Neurol Neurosurg Psychiatry
2004,75:491-3.

12. Hassan A, Lanzino G, Wijdicks EF, Rabinstein AA,
Flemming KD. Terson's syndrome. Neurocrit Care.
2011;15:554-8. .

13. Gnanaraj L, Tyagi AK, Cottrell DG, Richardson
J, Stannard KP, Inglesby DV. Referral delay and
ocular surgical outcome in Terson syndrome.
Retina 2000;20:374-7.

14. Schultz PN, Sobol WM, Weingeist T A. Long term
visual outcome in  Tersons  syndrome.
Ophthalmology 1991;98:1814-9.

15. Nowosielska A, Czarnecki W. Terson syndrome.
Klin Oczna. 2003;105:79-81.

Corresponding Author :

Dr. M N Sunil Kumar, MD,DNB

Associate Professor,

Department of Pediatrics,

Amala Institute of Medical Sciences,

Amala Nagar, Thrissur-680 555, Kerala, India
E-mail: sunilsree99@gmail.com

Date of Submission : 02/08/2014
Date of Acceptance : 20/08/2014

How to cite this article : Sunilkumar MN and Parvathy VK.
Retinal haemorrhage in a 10 month old infant with Terson
syndrome. J Res Med Den Sci. 2014;2(3):77-9.

Source of Support: None
Conflict of Interest: None declared

Journal of Research in Medical and Dental Science | Vol. 2 | Issue 3 | July — September 2014


http://www.ncbi.nlm.nih.gov/pubmed/9816667
http://www.ncbi.nlm.nih.gov/pubmed?term=Mena%20OJ%5BAuthor%5D&cauthor=true&cauthor_uid=20661124
http://www.ncbi.nlm.nih.gov/pubmed?term=Paul%20I%5BAuthor%5D&cauthor=true&cauthor_uid=20661124
http://www.ncbi.nlm.nih.gov/pubmed?term=Reichard%20RR%5BAuthor%5D&cauthor=true&cauthor_uid=20661124
http://www.ncbi.nlm.nih.gov/pubmed?term=Roux%20FX%5BAuthor%5D&cauthor=true&cauthor_uid=1852236
http://www.ncbi.nlm.nih.gov/pubmed?term=Panthier%20JN%5BAuthor%5D&cauthor=true&cauthor_uid=1852236
http://www.ncbi.nlm.nih.gov/pubmed?term=Tanghe%20YM%5BAuthor%5D&cauthor=true&cauthor_uid=1852236
http://www.ncbi.nlm.nih.gov/pubmed?term=Gallina%20P%5BAuthor%5D&cauthor=true&cauthor_uid=1852236
http://www.ncbi.nlm.nih.gov/pubmed?term=Gallina%20P%5BAuthor%5D&cauthor=true&cauthor_uid=1852236
http://www.ncbi.nlm.nih.gov/pubmed?term=Gallina%20P%5BAuthor%5D&cauthor=true&cauthor_uid=1852236
http://www.ncbi.nlm.nih.gov/pubmed?term=Oswald%20AM%5BAuthor%5D&cauthor=true&cauthor_uid=1852236
http://www.ncbi.nlm.nih.gov/pubmed?term=M%C3%A9rienne%20L%5BAuthor%5D&cauthor=true&cauthor_uid=1852236
http://www.ncbi.nlm.nih.gov/pubmed?term=Cioloca%20C%5BAuthor%5D&cauthor=true&cauthor_uid=1852236
http://www.ncbi.nlm.nih.gov/pubmed/1852236

