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Abstract

Background: Evisceration is one of destructive surgery of eye after which a patient loses his hope of restoration of sight
forever.

Aim and objectives: To identify the major causes of evisceration at a tertiary eye centre of Nepal.

Materials and methods: This is hospital based retrospective study of patients presented at Tilganga eye centre,
Kathmandu, Nepal over a period of two years (10 Nov 2004 to 10 Nov 2006). Out of 2,31,976 total OPD patients, 71
patients who had evisceration with or without implant were selected and finally, only 67 patients record were enrolled
for study as data were insufficient in the remaining records to fill up the study format. Data processing and analysis done
using computer SPSS 11.5.

Results: A total of 67 cases, with age ranging from 1.5 years to 85 years, out of which 33 male and 34 were female.
Evisceration was performed most commonly due to trauma and it’s subsequent sequele in 37 cases (55.2% of total
cases), who were within the age group of 30 — 59 years (p = 0.033) and predominantly male 25 cases(p = 0.001). Most
of the patients presented from outside Kathmandu valley, with visual acuity of no perception of light.

Conclusion: Evisceration without implant was most common surgical procedure, with trauma being the leading cause
for it and most of the trauma was seen in active, potential and young male patients. So prevention of ocular injuries
together with early treatment protocol is best way to decrease the rate of evisceration due to ocular trauma. To prevent
ocular injuries news paper, television and health education may play an important role.
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visceration (evisceration bulbi) is a one of the scleral cavity after removal of content of globe and
destructive surgical procedure where by intraocular cornea’ >3,
structure along with the cornea is excised leaving behind
the sclera and surrounding structure intact. The World Health Organization (WHO) program for
prevention of blindness estimates that 55 million eye
Finally to cover the corneal area defect, sclera and the injuries occur globally each year. Of these, 750000
conjunctiva is closed in two different layers. Among the require hospitalization and approximately 200000 are
destructive surgery, evisceration is the most commonly open globe injuries. The prevalence of blindness (< 3/60)
performed surgery with or without the ocular implant as a result of injury is about 1.6 million and there are
throughout the world especially in developing countries 19 million with visual impairment*. The economic cost
where eye care infrastructure are inaccessible to the for treating the patients with trauma is tremendenous
general population. accounting for US$ 5 million and a loss of 60 work
— years according to a study conducted in emergency
The first recorded evisceration was performed by James department(USA) for a period of six month®.
Bear in 1817, which was accidentally performed as
there was expulsive haemorrhage when he was doing Ocular trauma is a global health problem leading to one
iridectomy for a patient of acute Glaucoma and that of the major cause of mortality, morbidity and disability
made him to remove the content of the globe. The first of human life. Although ocular trauma is preventable

routine evisceration was performed by Noyes in 1874
and published a review of the evisceration procedure

that he used in cases of severe ocular infection. Later Cﬂrrespofldte)nce ”
in 1884, Mules developed a unique technique for Dr. Ben Limbu, MD Resident

. . . Tilganga Eye Centre
evisceration where he used a hollow glass ball into the E-mail: ben_limbu007@yahoo.com
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unfortunately greater effort and resources are being
invested in the clinical and surgical management of
trauma than its prevention®.

A population based national blindness survey of Nepal
(1981) found a blindness prevalence rate of 0.84%, with
trauma responsible for 7.9% of monocular blindness.
In Nepal, “corneal trauma and ulceration” is the second
most common cause of monocular blindness after
cataract. Ocular trauma had significant impact for
blinding eyes diseases if not treated in time. Superficial
corneal trauma sustained specifically in agricultural
countries such as Nepal often leads to rapid progression
of corneal ulceration and visual loss® 7.

Materials and methods

This is hospital based retrospective study of patients
presented at Tilganga eye centre, Kathmandu, Nepal
over a period of two years (10 Nov 2004 to 10 Nov
2006). Out of 2,31,976 total OPD patients, 71 patients
who had evisceration with or without implant were
selected but among them only 67 patients record were
enrolled for study as data were insufficient in the
remaining records to fill up the study format. Out of 67
cases, with age ranging from 1.5 years to 85 years, there
were 33 male whereas 34 were female. Demographic
data, site of trauma, cause for operation, operated
eye, and types of anesthesia used were entered into a
computer programme SPSS 11.6.

Trauma and its sequel is considered in those eviscerated
patients who had loss of vision due to trauma either recent
or in the past but presented now either seeking cosmetic
or therapeutic reason like painful blind eye where vision
loss is clearly due to trauma. In patients who underwent
evisceration as a consequence of initial ocular surgeries
were considered as post operative complications.
However the patients who had evisceration without
prior history of trauma or surgeries were recorded as
endogenous endophthalmitis. Painful blind eye because

of glaucoma and its treatment were categorized under
glaucoma and its sequel. Non traumatic corneal ulcer
that underwent evisceration either due to perforation
or extension of the disease into the eye, were classified
as corneal ulcer related. Similarly those patients who
don’t fit to above criteria were classified as others.
Surgeries were further classified as either evisceration or
evisceration with implant; Operated eyes were recorded
as either right, left or both. Similarly anesthesia was
noted as either under local anesthesia that include
either peribulbar or retrobulbar and the other as general
anesthesia. Ethnic group was classified as Indoraryan,
Tibetoburman and Others. Finally, data were analyzed
using computer based program.

Statistical analysis

A two sample t test was used to examine differences
in mean values between cases and controls. A P value
of 0.05 or less was considered as being statistically
significant.

Results

Out of 67 cases trauma and its subsequent sequel
accounting for 55.2% (37 cases) was a leading cause
for evisceration with or without implant. Among all
majorities of the patients 81.1% (30 cases) had trauma
at the home or at the field while doing agricultural work.
Most vulnerable age group in patients who underwent
evisceration because of trauma and its sequel was 30
— 59 years (P=0.033) and significantly high number of
male (25 cases) population (P=0.001).

Overall, out of 67 patients, 63 (94%) patients had
evisceration under local anesthesia, 43 (64.2%) patients
had evisceration without implant and frequently
operated eye was right eye 38 cases (56.7%).

There was high number of patients who had undergone
evisceration from outside Kathmandu valley in
comparison to patients from valley (55 Vs 12).
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Fig 1: Relation of age with the number of eviscerated eyes in term of trauma vs. non trauma cases
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Table 1: Clinical Characteristics of study population

S. No. | Characteristic Number(n) Percent
Ethnicity
I. IndoAryan 38 56.7
Tibetoburman 23 343
Other 6 9
Age
<10 3 4.47
2. 10-29 13 19.40
30-59 29 43.28
60 — 89 22 32.83
Sex
3. Male 33 49.3
Female 34 50.7
Types of Surgery
4. Evisceration 43 64.2
Evisceration with Implant 24 35.8
Anaesthesia
5. Local anesthesia 63 94
General anesthesia 4 6
Operated Eye
6. Right 38 56.7
Left 29 433
Table 2: Sites of ocular injury
S.No. Site of Trauma Number(n) Percent
1. Home/Agriculture field 30 81.1
2. Industrial /Construction area 54
3. Others 5 13.5
Table 3: Clinical diagnosis of patients who underwent evisceration
S. No. | Clinical Diagnosis Number (n) Percent
1. Trauma and its’ sequele 37 55.2
2. Corneal Ulcer related 12 17.9
3. Others 10 14.9
4. Post Operative Complications 3 4.5
5. Endogenous Ophthalmitis 4.5
6. Glaucoma and sequele 3
Discussion

When medical and surgical treatment fails to save
the eyes from ocular disease that discomfort or alarm
human lifestyle or which disfigure the eyes then the role
of destructive surgery is clearly indicated. In our study
we have analyzed only the cases that have under gone
evisceration with or without implant. Ocular trauma
and its sequel (37 cases; 55.2%) is the major cause for
evisceration that we have found. Though ocular trauma
is preventable, it remained a global challenge to combat
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and decrease the blindness that is due to trauma even
in 21* century especially in developing countries like
Nepal. Ocular trauma and its subsequent monocular
blinding effect have been largely mentioned in different
countries around the world**. But unfortunately none
of the study focused upon the irreversible blindness that
occurs with trauma, at the same time previous studies
have compared the traumatic blindness with that of
cataract blindness which is totally arguable. At this



moment global concern on blinding ocular injuries is
demanded. Our study result revealed most common site
of the trauma being home® ! ! and agricultural filed.
Prevalence of ocular trauma that needs evisceration
increases with increasing age most common being
young adults and majority are male' this explains
that trauma mainly affects a large number of active
and energetic peoples of nation which can be easily
prevented by public awareness. In contrast to our result,
one study showed equal risk factor for both sex" in
trauma patients who needed evisceration and the other
study showed children at greater risk and decreasing
risk for the young adult'? for trauma.

Indication for evisceration have been reported from
10.7% — 28% in previous literatures'® !> % 13, But in
our study, there was high percentage (55.2%) of ocular
trauma & its sequel that have resulted into evisceration,
this might be because, other study didn’t include the
late trauma sequel in their study. On the other hand
possibilities may include poverty, poor literacy, lack of
knowledge, remote areas in the country without eye care
facility, cultural and traditional beliefs together with
unsafe working environment in our community might
have resulted a positive influence for high percentage
of cases.

The cause for evisceration remains one of the crucial
questions as we know that once the surgery like
evisceration is done, the hope for the vision to recover
is obviously absent. So out of these curiosities we did
this project and we found that ocular trauma is one of
the leading causes for evisceration in our 67 cases of
evisceration.

Early treatment seeking behavior of the patients should
be motivated and traditional belief and treatment should
be discouraged. At the same time it is important that
surgeon should realize that the evisceration leads to not
only visual loss to the patients but it can also significantly
add economical burden. Moreover surgeon should also
consider about the social and psychological factors and
subsequently counsel patients and their family members
before surgery.

Conclusion

Prevention is better than cure, if we can make population
aware about the trauma and its impact this will help to
decrease the blindness related to trauma. Prevention of
injury may begin with finding the risk factors to define
the problem. Moreover, changing behavior and adopting
preventive measures often requires expanded community
and government involvement. The media, newspapers,
radio and television are extremely important in creating
awareness of the problem in community.
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