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Abstract

Objective: To determine the nationwide incidence of non-traumatic subconjunctival hemorrhage (NTSCH) in Taiwan from 2000-2011 and to analyze the risk factors for NTSCH using a case-control analysis.
Methods: This is a population-based cohort administrative database study. Randomly selected 1,000,000 residents from the Taiwan National Health Insurance Research Database in 2000 and followed for 12 years to determine the population incidence of NTSCH. Individuals with the first diagnosis of subconjunctival hemorrhage were identified by the corresponding International Classification of Diseases code (ICD) 372.72. Traumatic subconjunctival hemorrhages (ICD-9 codes 921, 871, 850-854 and 959.01) were excluded. The association of NTSCH with various demographic factors, comorbidities and use of medications was studied by a population based case-control analysis using data of 2008-2011.

Results: A total of 67,720 patients with a first-time diagnosis of NTSCH were identified during the 12 years period. The mean annual incidence was 65 per 10,000 individuals (crude incidence) and 60 per 10,000 individuals (age- and sex-standardized incidence). The incidence rate of NTSCH was higher in women than in men, [men-women ratio: 0.80 (95% confidence interval: 0.78-0.81)]. The age-specific incidence decreased from childhood to the group of teenagers, after which it increased to a maximal value of 136.2 per 10,000 people in the age group of 60-69 years. Case-control analysis showed that comorbidities of hypertension, purpura and thrombocytopenia, and the use of aspirin were significantly associated with the risk of NTSCH.
Conclusions: This study indicates that NTSCH is a common eye disease that occurs once in 167 individuals in a general East Asian population per year. It occurs more often in women than in men and the age-specific incidence peaked in the age group of 60-69 years. Hypertension, purpura and thrombocytopenia, and the use of aspirin are the major risk factors for NTSCH.

Introduction
Subconjunctival hemorrhage is a common eye disease that is caused by the rupture of a conjunctival vessel, resulting in a local extravasation of blood into the subconjunctival tissue and subconjunctival episcleral space.[1-5] The condition usually becomes apparent in the externally exposed part of the bulbar conjunctiva, where the blood readily finds space in the loose subconjunctival tissue.[1-5] A subconjunctival hemorrhage is usually flat with sharply defined edges. The initially red hemorrhage turns orange and yellow when blood degradation and absorption take place, with absorption usually being complete at four to seven days after the hemorrhage.[5] Due to the benign natural course of the disorder, therapy is normally not necessary; however, a subconjunctival hemorrhage frequently causes considerable alarm to the patient, therefore, most affected patients may have sought medical help.[1-5]

Causes of subconjunctival hemorrhage are numerous, with local trauma being one of the most common etiologies. Most subconjunctival hemorrhage cases result from spontaneous rupture of a conjunctival vessel and is called non-traumatic subconjunctival hemorrhage (NTSCH) or spontaneous subconjunctival hemorrhage and could be caused by various factors or without obvious causes.[1-22] A small proportion of NTSCH are associated with systemic hemorrhagic diseases, including platelet and coagulation disorders;[1,2,5,7-9,16] anticoagulant or antiplatelet therapy; [2,4,5,10-16] systemic vascular disease such as arterial hypertension or diabetes mellitus [1-6,16] or other relevant disorders.[1,5,16-22] 

Although the NTSCH events are relatively common, the prevalence and incidence in a general population have not been examined yet. We therefore explored the Taiwanese National Health Insurance (NHI) service database and searched for data on the incidence of NTSCH. The Taiwanese NHI was launched in 1995 and has been offering comprehensive medical care coverage to all residents of Taiwan. It includes health prevention, clinical care, hospitalization, resident care and social rehabilitation. The NHI covered 96.1% of the Taiwanese population in the year 2000, and the coverage rate has steadily increased to the end of 2010. The database of the NHI, the NHI Research Database, which has been collecting all registration files and claim data from all ambulatory patients and in-hospital patients, has been used by previous studies to analyze the incidence of various diseases such as central retinal artery occlusion.[23] Using the NHI Research Database, the purpose of our present study was to determine the incidence of NTSCH in the Taiwan population in the study period from January 2000 to December 2011, and to determine various factors that may have association with the occurrence of NTSCH. 

Methods

We obtained the NHI Research Database for research purposes after the identifications of patients and care providers had been converted into surrogate numbers. Institutional review board approval was waived for this study.[23] This study was conducted in adherence to the tenets of the Declaration of Helsinki. Out of the NHI beneficiaries from the year 2000, we randomly selected the data of 1,000,000 individuals. The participants in the studied group did not differ significantly in age or sex from the total group of NHI participants.  

The population-based data for our study were obtained by using the annual outpatient claims and hospitalization discharge claims for the years 2000-2011. Cases with subconjunctival hemorrhage were identified according to the corresponding code 372.72 of the International Classification of Diseases (Ninth Revision, Clinical Modification, ICD-9-CM). Individuals with both subconjunctival hemorrhage and any reported trauma to the eye or brain which occurred within seven days of the subconjunctival hemorrhage (ICD-9 code 921, 871, 850-854 and 959.01) were excluded. 

Incidence rates were calculated by dividing the number of new cases by the population covered.[24] Repeat episodes were not counted in this study. Averaged age-specific and sex-specific incidence rates were determined by dividing the new number of cases in each age and sex group by the age-specific and sex-specific population, followed by averaging these data from 2000 to 2011. The annual men-to-women crude incidence rates ratio and the 95% confidence interval (CI) were assessed using Poisson regression analysis.[25] Age-standardized and sex-standardized incidence was also counted annually using the world population in 2010 as the reference population (http://www.census.gov/population/international/data/worldpop/tool_population.php). The data analysis further calculated the overall age-specific incidence by age for the entire study period. Poisson regression analysis was used to calculate the incidence rate ratio and 95% CI for each age group relative to those aged less than 10 years.[25] We further performed a case-control study by selecting NTSCH patients newly diagnosed from 2008-2011, compared to 4-fold randomly selected individuals without the diagnosis of NTSCH. Univariate and multivariate logistic regression analyses were performed to measure the odds ratio (OR) of NTSCH associated with demographic status (age and sex), comorbidities (hypertension, diabetes mellitus, coagulation factor deficiency, purpura and thrombocytopenia) and use of medications (aspirin, clopidogrel and warfarin). ICD-9-CM codes for these comorbidities and drug code for medicine identification were presented in the Supplement Table. A two-side P-value <0.05 was considered to be statistically significant. All statistical analysis were carried out using SAS version 9.1 (SAS Institute Inc., Cary, NC) and Microsoft Excel 2007 edition (Microsoft Office).

Results
Out of the 1,000,000 eligible individuals, 951,202 (95.1%) participants were enrolled in our study after excluding 46,424 persons with incorrect demographic status, or termination from the insurance, or deceased in 2000; patients with NTSCH diagnosis before 2000 were also excluded (2,374 cases). During the 12-year study period from January 2000 to December 2011, a total of 70,578 new cases of NTSCH were identified. After excluding of 2,858 traumatic cases (2,054 cases of ocular injury and 804 cases of brain injury), there were 67,720 cases of NTSCH, including 37,241 women and 30,479 men (Fig. 1 and Table 1).  

The crude average incidence rate of NTSCH was 65.0 per 10,000 people per year. The age- and sex-standardized incidence rate of this disorder was 60.3 per 10,000 people per year (Table 2). The incidence rates did not differ significantly among 12 years included into the study period (P = 0.85, chi-square trend test). 


The incidence rate of NTSCH was significantly (P<0.001) higher in women than in men.  The men-to-women ratios varied from 0.74 (95% CI: 0.71-0.78) in 2007 to 0.88 (95% CI: 0.83-0.93) in 2003, with an average of 0.80 (95% CI: 0.78-0.81). The difference in incidence rates between women and men was statistically significant (P<0.001) for each year during the 12-year study period (Table 1).

The mean age-specific incidence rate of NTSCH was 35.6 per 10,000 people in the age group of <10 years of life, and decreased to 25.5 per 10,000 people in the age group of 10-19 years, which age group showed the lowest incidence as compared to any other age group. The incidence then increased and reached its peak in the 60-69 age group (136.2 per 10,000 populations). The difference in incidence rate of NTSCH among the different age-groups was statistically significant (P<0.001) (Table 3). Incidence rates were higher in females than in males for most of age groups, except children.


For the case-control study, we identified 23,287 cases with NTSCH newly diagnosed in 2008-2011, including 13,064 women and 10,223 men. Controls were 93,148 persons randomly selected from general population without subconjunctival hemorrhage, frequency matched by diagnosis year and month of the cases. 

The results of case-control analysis in Table 4 shows an adjusted OR of 1.38 (95% CI 1.33-1.41) for females, as compared with males with NTSCH. Compared with population aged <20 years, the risk of NTSCH peaked for the population with an age of 50-64 years with OR of 4.09 (95% CI 3.84-4.36). Hypertension, and purpura and thrombocytopenia were significantly associated with NTSCH, with adjusted ORs of 1.36 (95% CI 1.30-1.42) and 1.34 (95% CI 1.19-1.50), respectively. Coagulation factor deficiency was mildly associated with NTSCH, with crude and adjusted ODs at 1.53 (95% CI 1.26-1.85) and 1.20 (95% CI 0.98-1.46), respectively. Incidence of diabetes mellitus was significantly higher in the NTSCH group than in the controls, with a crude OR of 1.55 (95% CI 1.48-1.63); however, after adjusting for age, sex, other comorbidities and use of medications, the association was no longer statistically significant [adjusted OR was 0.98 (95% CI 0.94-1.04)]. Among various medications, NTSCH was significantly associated with the use of aspirin, with an adjusted OR at 1.09 (95% CI 1.05-1.13). Both the use of clopidogrel and warfarin were significantly associated with NTSCH, but the association was only marginal significant after the adjustment (Table 4). 

Discussion
Case ascertainment in the present study was based on ICD-9-CM coding. Code 372.72 is conjunctival hemorrhage. Most conjunctival hemorrhage cases are subconjunctival hemorrhage; bleeding from the conjunctiva is very rare and often associated with trauma.[1,5,16] Therefore, after the exclusion of traumatic cases, the patients identified in this study were virtually those with subconjunctival hemorrhage. In this large population-based study, the mean incidence of reported NTSCH was 65.0 per 10,000 people per year, with an increase from 25.5 per 10,000 people in the age group of 10-19 years to 136.2 per 10,000 people in the age group of 60-69 years. The incidence of reported hemorrhages was stable during the 12-year study period. 

Since incidence rates of NTSCH have not been reported from other countries yet, our data cannot directly be compared with the findings obtained in other similar investigations. Our study found that the incidence of NTSCH was significantly higher in women than in men with a men-to-women ratio of 0.80 (95% CI: 0.78-81). The higher incidence rate of this disorder in women may be related to several causes of subconjunctival hemorrhage that are only present in women, such as postpartum conditions; or which are more prevalent in women, such as idiopathic thrombocytopenic purpura.[1,5,6,7,16] In our case-control study, the incidence of thrombocytopenic purpura in the female was higher than that in the male; however, this difference was not statistically significant (data not shown). Therefore, the causes of difference of incidence of NTSCH between the male and female requires further investigation. The difference of health care use patterns of people between the female and male (if exist) may also play a role in this difference.


The incidence of NTSCH was lowest in the age group of 10-19 years (25.2 per 10,000 individuals). The relatively high incidence of NTSCH in the age group of 0-9 years (35.5 per 10,000) may have been due to the relatively high occurrence of NTSCH of 10%-30% in newborns.[20-22] At an age of 20+ years, the incidence of NTSCH gradually increased, parallel to an increase in the occurrence of various disorders which can cause NTSCH, such as thrombocytopenia, hypertension and administration of various anticoagulants and anti-platelet drugs [1-15,16]. The incidence reached a peak of 1.36 new cases in 100 subjects in the age group of 60-69 years.

The results of case-control analysis in Table 4 shows an adjusted OR of 1.38 (95% CI 1.33-1.42) for females, compared with males for the disease. [1-6,16] Compared with population < 20 years, the risk of NTSCH peaked for population of 50-64 years old with an adjusted OR of 4.09 (95% CI 3.84-4.36). It has been reported that hypertension was common in NTSCH. Fukuyama et al. reported that in 225 subconjunctival hemorrhage patients, 36 cases had hypertension.[1] They listed hypertension as one of the most common causes of subconjunctival hemorrhage.[1] However, they did not compare the prevalence of hypertension in subconjunctival hemorrhage group with a control group, therefore, it is difficult to evaluate the role of hypertension in the occurrence of subconjunctival hemorrhage. In the present study, hypertension was significantly associated with NTSCH. The fragibility of conjunctival vessels in hypertension may cause rupture of vessels and bleeding into the subconjunctival space. Diabetes is also a common associated condition of NTSCH, [1,4,5,16] however, it is not a significant risk factor of NTSCH based on the present study. Purpura (including thrombocytopenia and non-thrombocytopenia) and coagulation factor defects (including hemophilia and other coagulation factors deficiency) have been reported as the causes of NTSCH.[1,2,5,7-9,16] However, no population based case-control study has been performed to verify this association. In the present study, purpura and thrombocytopenia were significantly associated with NTSCH, with an adjusted OD at 1.34 (95% CI 1.19-1.50). Part of NTSCH cases (0.62%) were associated with coagulation factor defects, which was significantly higher than that in the controls (0.41%). However, after adjusted for various factors, this association was only marginal, with an adjusted OR at 1.20 (95% CI 0.98-1.46).




Use of aspirin, clopidogrel or warfarin has been mentioned as the risk factors for the occurrence of NTSCH. [4,5,10-15] However, no population based case-control study has been reported to verify this association. Use of aspirin was significantly associated with NTSCH in the present case-control study, with an adjusted OR at 1.09 (95% CI 1.05-1.13); whereas the use of clopidogrel or warfarin was only marginal associated with NTSCH (Table 4).
The present study found that the occurrence of NTSCH was associated with several systemic diseases and the use of relevant medications. It was reported that NTSCH could be the first clinical feature of a severe systemic disease.[5,7] Therefore, in individuals with NTSCH, especially the patients with persisting or recurrent NTSCH, a careful medical evaluation for the presence of unnoticed arterial hypertension and hemorrhagic diseases is warranted.[1,5,7] The appearance of a NTSCH in patients taking aspirin or anticoagulant medications require a consultation with their physicians to consider if this medication should be discontinued or the dosage should be adjusted.[5,12,13]
Potential limitations of our study should be mentioned. First, the database included only the occurrence of reported hemorrhages while those bleedings that were not diagnosed or not reported still remained unnoticed. However, a NTSCH frequently causes considerable alarm to the patients, most patients may have sought medical help. In addition, the NHI in Taiwan provides an opportunity for all patients to see an ophthalmologist immediately without a waiting period. Second, the case ascertainment was based on the coding in the International Classification of Diseases and any hemorrhage coded in another manner, was not taken into account in our study. Third, as in any study, the results of the statistical analysis depend on the robustness of the primary data, i.e., in our study on the accuracy with which the primary medical doctors coded diseases such as NTSCH. Since the clinical appearance of a NTSCH is clear and characteristic, the diagnosis might have been straight forward for most doctors. Fourth, the present study was conducted in a specific population, further studies in other countries or districts are required to see if this incidence rate could be referenced for other different populations with different ancestries. 
Strengths of this study include the use of a nationwide database with a large sample size and almost complete coverage of the population, and the assessment of a well-defined disease.  


In conclusion, a NTSCH occurs in one out of 167 individuals in a general East Asian population per year. It occurs more often in women than in men. Its incidence decreases from childhood to the group of teenagers, after which it increases to a maximal value of 136 per 10,000 people in the age group of 60-69 years. Hypertension, purpura, thrombocytopenia and the use of aspirin are significantly associated with the risk of NTSCH. 

Author Contributions

Conceived and designed the work: DNH FCS. Literature searching: DNH, JBJ. Data collection: CHM SCC CYL CWN PTK. Analysis and interpretation of data: CHM, DNH, JBJ. Drafting the article: CHM, DNH. Critical revision of the article: FCS, JBJ, DNH. Obtaining funding: FCS, JBJ. Final approval of the article: DNH, CHM, SCC, CYL, CWN, PTK, JBJ, FCS.


References

1. Fukuyama J, Hayasaka S, Yamada K, Setogawa T. Causes of subconjunctival hemorrhage. Ophthalmologica 1990; 200: 63-67.

2. Incorvaia C, Costagliola C, Parmeggiani F, Gemmati D, Scapoli GL, et al. Recurrent episodes of spontaneous subconjunctival hemorrhage in patients with factor XIII Val34Leu mutation. Am J Ophthalmol. 2002; 134: 927-929.

3. Mimura T, Yamagami S, Usui T, Funatsu H, Noma H, et al. Location and extent of subconjunctival hemorrhage. Ophthalmologica 2010; 224: 90-95.

4. Mimura T, Usui T, Yamagami S, Funatsu H, Noma H, et al. Recent causes of subconjunctival hemorrhage. Ophthalmologica 2010; 2224:133-137.

5. Tarlan B1, Kiratli H. Subconjunctival hemorrhage: risk factors and potential indicators. Clin Ophthalmol. 2013; 7:1163-1170. 
6. Wang TJ, Keller JJ, Sheu JJ, Lin HC. A 3-year follow up study on the risk of stroke among patients with conjunctival hemorrhage. Acta Ophthalmol. 2013; 91: 226-230.

7. Sodhi PK, Jose R. Subconjunctival hemorrhage: the first presenting clinical feature of idiopathic thrombocytopenic purpura. Jpn J Ophthalmol. 2003; 47: 316-318.

8. Murthy R, Vemuganti GK, Honavar SG, Naik M, Reddy V. Extramedullary leukemia in children presenting with proptosis. J Hematol Oncol. 2009; 2: 4.

9. Parmeggiani F, Costagliola C, Incorvaia C, Gemmati D, D’Angelo S, et al. Prevalence of factor XIII Val34Leu polymorphism in patients affected by spontaneous subconjunctival hemorrhage. Am J Ophthalmol. 2004; 138: 481-484.

10. Kumar N, Jivan S, Thomas P, McLure H. Sub-Tenon’s anesthesia with aspirin, warfarin, and clopidogrel. J Cataract Refract Surg. 2006; 32: 1022-1025.

11. Leiker LL, Mehta BH, Pruchnicki MC, Rodis JL. Risk factors and complications of subconjunctival hemorrhages in patients taking warfarin. Optometry 2009; 80: 227-231.

12. Bodack MI. A warfarin-induced subconjunctival hemorrhage. Optometry 2007; 78: 113-118.

13. Kobayashi H. Evaluation of the need to discontinue antiplatelet and anticoagulant medications before cataract surgery. J Cataract Refract Surg. 2010; 36: 1115-1119.

14. Stuart MJ, Gross SJ, Elrad H, Graeber JE. Effects of acetylsalicylic-acid ingestion on maternal and neonatal hemostasis. N Engl J Med. 1982; 307: 909-912.

15. Black RA, Bensinger RE. Bilateral subconjunctival hemorrhage after acetylsalicylic acid overdose. Ann Ophthalmol. 1982; 14: 1024-1025.

16. Duke-Elder S. System of Ophthalmology: Vol. 8. Part 1. Diseases of the Outer Eye. London: Henry Kimpton; 1977. pp. 27-39.
17. Engin A, Erdogan H, Ozec AV, Eladi N, Toker MI, et al. Ocular findings in patients with Crimean-Congo hemorrhagic fever. Am J Ophthalmol. 2009; 147: 634-638.

18. Kiratli H, Uzun S, Tarlan B, Tanas O. Recurrent subconjunctival hemorrhage due to cavernous hemangioma of the conjunctiva. Can J Ophthalmol. 2012; 47: 318-320.

19. Chang CH, Sheu MM, Lin KH, Chen CW. Hemorrhagic viral keratoconjunctivitis in Taiwan caused by adenovirus types 19 and 37: applicability of polymerase chain reaction-restriction fragment length polymorphism in detecting adenovirus genotypes. Cornea 2001; 20: 295-300.

20. Herr S, Pierce MC, Berger RP, Ford H, Pitetti RD. Does valsalva retinopathy occur in infants? An initial investigation in infants with vomiting caused by pyloric stenosis. Pediatrics 2004; 113: 1658-1661.

21. Yancey MK, Herpolsheimer A, Jordan GD, Benson WL, Brady K. Maternal and neonatal effects of outlet forceps delivery compared with spontaneous vaginal delivery in term pregnancies. Obstet Gynecol. 1991; 78: 646-650.

22. Katzman GH. Pathophysiology of neonatal subconjunctival hemorrhage. Clin Pediatr (Phila). 1992; 31: 149-152.
23.
Chang YS, Jan RL, Weng SF, Wang JJ, Chio CC. Retinal artery occlusion and the 3-year risk of stroke in Taiwan: a nationwide population-based study. Am J Ophthalmol. 2012; 154: 645-652.
24. Hebel JR, McCarter RJ. Epidemiology and Biostatistics. 7th ed. Burlington: Jones & Bartlett Learning; 2012. pp. 23-24.
25. Cameron AC, Trivedi PK. Regression Analysis of Count Data. Cambridge: Cambridge University Press; 1998.
Figure Legend

Figure 1 Flow Chart of Sample Selection for Case-control Study.

SCH, Subconjunctival hemorrhage; NTSCH, Non-traumatic subconjunctival hemorrhage.
Table 1. Annual Incident Cases and Crude Incidence Rates by Sex and Men-to-Women Rate Ratio for Non-Traumatic Subconjunctival Hemorrhage in Taiwan from 2000 to 2011.
	Year
	Total Population, x 104
	New Cases
	Incidence Rate, per 104
	Men-to-Women Rate Ratio

	
	Women
	Men
	Total
	Women
	Men
	Total
	Women
	Men
	Total
	(95% CI)

	2000
	46.59
	48.53
	95.12
	2782
	2391
	5173
	59.71
	49.27
	54.38
	0.83 (0.78-0.87)

	2001
	45.82
	47.51
	93.34
	2760
	2446
	5206
	60.23
	51.48
	55.78
	0.85 (0.81-0.90)

	2002
	45.00
	46.55
	91.55
	3008
	2579
	5587
	66.84
	55.40
	61.02
	0.83 (0.79-0.87)

	2003
	44.22
	45.67
	89.88
	2830
	2574
	54.04
	64.00
	56.37
	60.12
	0.88 (0.83-0.93)

	2004
	43.50
	44.87
	88.37
	3255
	2654
	5909
	74.83
	59.15
	66.87
	0.79 (0.75-0.83)

	2005
	42.92
	44.20
	87.12
	3156
	2674
	58.30
	73.54
	60.50
	66.92
	0.82 (0.78-0.87)

	2006
	42.36
	43.54
	85.90
	313.5
	2464
	5599
	74.02
	56.59
	65.18
	0.76 (0.73-0.81)

	2007
	41.80
	42.89
	84.69
	3248
	2477
	5725
	77.70
	57.76
	67.60
	0.74 (0.71-0.78)

	2008
	41.24
	42.23
	83.47
	3172
	2517
	5689
	76.92
	59.60
	68.16
	0.77 (0.74-0.82)

	2009
	40.60
	41.48
	82.08
	3090
	2460
	5550
	76.12
	59.30
	67.62
	0.78 (0.74-0.82)

	2010
	40.01
	40.81
	80.83
	3444
	2674
	6118
	86.07
	65.52
	75.69
	0.76 (0.72-0.80)

	2011
	39.35
	40.04
	79.39
	3361
	2569
	5930
	85.41
	64.16
	74.69
	0.75 (0.72-0.79)

	Total
	513.41
	528.33
	1041.73
	37241
	30479
	67720
	72.54
	57.69
	65.01
	0.80 (0.78-0.81)


CI: confidence interval

Table 2. Age-Standardized Annual Incidence of Non-traumatic 
Subconjunctival Hemorrhage by Sex in Taiwan from 2000 to 2011. 
	
	Incidence per 104 Individuals* 

	Year
	Women
	Men
	Total

	2000
	60.08
	49.85
	54.91

	2001
	59.31
	51.49
	55.42

	2002
	64.86
	55.15
	60.00

	2003
	60.53
	55.00
	57.80

	2004
	70.77
	56.62
	63.65

	2005
	69.68
	57.98
	53.77

	2006
	62.62
	49.56
	56.07

	2007
	64.37
	50.18
	57.27

	2008
	62.44
	50.51
	56.47

	2009
	60.51
	49.17
	54.87

	2010
	67.01
	55.13
	61.12

	2011
	63.34
	48.74
	56.04

	Total
	65.79
	54.76
	60.28


*Standardized against the World Population in 2010 (http://www.census.gov/population/international/data/worldpop/tool_population.php).


Table 3. Overall Sex- and Age-Specific Incidence of Non-Traumatic Subconjunctival Hemorrhages and Poisson Regression-Measured Rate Ratios in Taiwan.
	Age Groups (Years)
	New Cases
	Incidence Rate per 104
	Ratio (95% Confidence Interval)

	Overall 
	
	
	

	< 10
	2711
	35.45
	Reference

	10-19
	4048
	25.45
	0.72 (0.68-0.75)

	20-29
	5315
	28.72
	0.81 (0.77-0.85)

	30-39
	8257
	45.30
	1.28 (1.22-1.33)

	40-49
	14698
	84.27
	2.38 (2.28-2.48)

	50-59
	14899
	121.84
	3.44 (3.30-3.58)

	60-69
	9727
	136.23
	3.84 (3.68-4.01)

	70-79
	6282
	126.84
	3.58 (3.42-3.74)

	≥ 80
	1783
	83.96
	2.37 (2.23-2.51)

	Female  
	
	
	

	< 10
	1194
	32.56
	Reference

	10-19
	1914
	25.02
	0.77 (0.71-0.83)

	20-29
	3036
	33.47
	1.03 (0.96-1.10)

	30-39
	4611
	51.13
	1.57 (1.47-1.67)

	40-49
	8293
	95.42
	2.93 (2.76-3.11)

	50-59
	8560
	139.78
	4.29 (4.04-4.56)

	60-69
	5429
	148.54
	4.56 (4.29-4.86)

	70-79
	3302
	138.00
	4.24 (3.97-4.53)

	≥ 80
	902
	84.11
	2.58 (2.37-2.82)

	Male  
	
	
	

	< 10
	1517
	38.12
	Reference

	10-19
	2134
	25.84
	0.68 (0.63-0.72)

	20-29
	2279
	24.16
	0.63 (0.59-0.68)

	30-39
	3646
	39.59
	1.04 (0.98-1.10)

	40-49
	6405
	73.20
	1.92 (1.82-2.03)

	50-59
	6339
	103.84
	2.72 (2.58-2.88)

	60-69
	4298
	123.31
	3.23 (3.05-2.43)

	70-79
	2980
	116.40
	3.05 (2.87-3.25)

	≥ 80
	881
	83.80
	2.20 (2.02-2.39)


P-values were <0.001 by Poisson analysis.
Table 4. Case-control Analysis for Non-Traumatic Subconjunctival Hemorrhages Associated with Comorbidity and Medication History.
	
	NTSCH
	

	
	No (N=93148)
	Yes (N=23287)
	Odds Ratio (95% CI)

	
	%
	%
	Crude
	Adjusted*

	Sex 
	
	
	
	

	Female 
	48.0
	56.1
	1.38 (1.34-1.42)
	1.38 (1.34-1.42)

	Male 
	52.0
	43.9
	Ref. 
	Ref.

	Age, year
	
	
	
	

	< 20
	14.9
	6.08
	Ref. 
	Ref.

	20-49
	51.8
	40.8
	1.93 (1.82-2.05)
	1.91 (1.80-2.03)

	50-64
	18.0
	33.6
	4.57 (4.30-4.86)
	4.09 (3.84-4.36)

	>=65
	15.3
	19.6
	3.13 (2.94-3.34)
	2.46 (2.29-2.64)

	Mean (SD)
	42.7 (20.6)
	50.3 (16.9)
	
	

	Comorbidity 
	
	
	
	

	Hypertension 
	18.6
	30.5
	1.92 (1.86-1.98)
	1.36 (1.30-1.42)

	DM
	7.96
	11.8
	1.55 (1.48-1.63)
	0.98 (0.94-1.04)

	CFD
	0.41
	0.62
	1.53 (1.26-1.85)
	1.20 (0.98-1.46)

	PT 
	1.14
	1.83
	1.62 (1.45-1.82)
	1.34 (1.19-1.50)

	Medication history 
	
	
	
	

	Aspirin 
	25.9
	31.0
	1.28 (1.24-1.32)
	1.09 (1.05-1.13)

	Clopidorgrel
	1.83
	2.90
	1.61 (1.47-1.76)
	1.05 (0.95-1.16)

	Warfarin  
	0.94
	1.53
	1.65 (1.46-1.87)
	1.10 (0.97-1.26)


* Adjusted for age, sex, comorbidity and medication history

DM, diabetes mellitus; CFD, coagulation factor deficiency; PT, purpura and thrombocytopenia; Aspirin included aspirin and acetylsalicylic acid

Supplement Material

Table. ICD-9-CM Code for Disease and Drug Code for Medicine Identification
	Disease 
	ICD-9-CM code

	Hypertension 
	401-405

	DM
	250

	CFD
	286

	PT 
	287

	Medicine 
	Drug code

	Aspirin 
	A002107500, A042461100, AC43309100, A030784100, A0485421G0, A003092100, A0424611G0, AC433091G0, A032045100, A0495361G0, A004813100, A042774100, AC43663100, A033292100, A054863100, A006485500, A042915100, AC436631G0, A034028500, A0548631G0, A013465500, A0429151G0, AC43664100, A034975100, A0551041G0, A015219500, A042934100, AC436641G0, A036599100, AC37344100, A019702500, A0429341G0, AC44176100, A037344100, AC373441G0, A021870100, A043139100, AC441761G0, A0373441G0, AC37702100, A023330100, A043142100, AC48310100, A037702100, AC41220100, A023534100, A043212100, AC48542100, A040658100, AC41511100, A024465100, A043254100, AC495361G0, A040665100, AC415111G0, A025160100, A043309100, AC548631G0, A0406651G0, AC41814100, A025848100, A0433091G0, AC54985100, A040826100, AC418141G0, A025855500, A043663100, AC549851G0, A041018100, AC42461100, A026164100, A0436631G0, B008262100, A041073100, AC424611G0, A026523500, A043664100, B017332100, A041220100, AC42774100, A026523563, A0436641G0, B018755100, A041511100, AC43139100, A027304500, A044016100, B020365100, A0415111G0, AC43142100, A028108100, A0440161G0, B023619100, A041814100, AC43212100, A028591100, A044069100, B023919100, A0418141G0, AC43254100, A028936100, A044176100, B024025100, A029219500, A0441761G0, B0240251G0, A029536100, A044578100, B025326100, A029740100, A045015100, BC24025100, A029754100, A045072100, BC240251G0, A029788100, A048310100, BC25326100, A029888100, A048339100, C001621100, A030696100, A0483391G0, N004155100, A030775100, A048542100, N011693100

	Clopidorgrel
	A047589100, A048062100, A048649100, A048730100, A049224100, A049344100, A049719100, A049967100, A050126100, A050241100, A052522100, A055026100, A055044100, A055428100, A057123100, A057140100, AA48730100, AA57140100, AB48649100, AB48730100, AB49344100, AB49719100, AB50126100, AB57819100, AC48062100, AC48649100, AC49224100, AC49344100, AC49719100, AC49967100, AC50126100, AC50241100, AC52522100, AC55026100, AC55428100, AC57140100, AC57819100, AC58093100, B022932100, B024863100, B025034100, B025114100, B025222100, B025326100, B026190100, B026335100, BC22932100, BC24863100, BC25034100, BC25114100, BC25222100, BC25326100, BC25873100, BC26190100, BC26252100, BC26335100

	Warfarin  
	A043862100, A050095100, A050423100, A052559100, AC43862100, AC50095100, AC50423100, AC52559100, AC55271100, B020346100, B020354100, B020515100, B020516100, B023426100, B023572100, B023573100, BC23572100, BC23573100


DM, diabetes mellitus; CFD, coagulation factor deficiency; PT, purpura and thrombocytopenia 

