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SUMMARY

Introduction Urrets-Zavalia syndrome (UZS) has been defined as a fixed and dilated pupil accompanied
by iris atrophy and occasionally secondary glaucoma. The precise cause of the syndrome is uncertain.
Most often it has been described following anterior segment surgery.

The objective of this article is to present how to successfully handle patients with UZS after posterior seg-
ment surgery. We present all the dilemmas and difficulties we encountered during the diagnostic process.
Case outline This is a case presentation of a patient with UZS following scleral buckle procedure. To our
knowledge, this is the first case of UZS following this type of posterior segment surgery. The delay in
treatment was mostly due to the lack of knowledge about the linkage of this syndrome with posterior
segment surgery. Once the diagnosis was confirmed, parasympathomimetic drops were administered.
The patient responded well to the therapy and partial reduction of mydriasis and restoration of pupillary
kinetics was observed.

Conclusion Two months after surgery, the treatment of UZS resulted in slight residual anisocoria with
signs of iris atrophy. This could indicate reversible mechanism of UZS after posterior segment surgery
with iris atrophy as the only permanent consequence.
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INTRODUCTION

Urrets-Zavalia syndrome (UZS) has been iden-
tified as a fixed and dilated pupil accompanied
by iris atrophy and, occasionally, secondary
glaucoma. It has been often described follow-
ing penetrating keratoplasty for keratoconus
in patients who have mydriatics in therapy [1].
The precise cause of the syndrome is uncertain.
There have been several reported cases of UZS
after deep anterior lamellar keratoplasty for
keratoconus, Descemet’s stripping endothelial
keratoplasty for Fuch’s endothelial dystrophy,
argon laser peripheral iridoplasty, surgical tra-
beculectomy and phacic anterior chamber in-
traocular lens implantation [2-5]. The precise
cause of the syndrome is uncertain.

We report a case of UZS following scleral
buckling surgery, which is, to the best of our
knowledge, the first such reported case in the
available literature.

This case report was approved by the insti-
tutional ethics committee, and written consent
was obtained from the patient for the publica-
tion of this case report and any accompanying
images.

CASE REPORT

A 56-year-old male patient was referred to our
clinic because he noticed a “black shadow” in

the lower nasal part of the left eye visual field
three days prior to the examination. Best cor-
rected visual acuity on the Snellen chart was 0.3
on the left eye and 0.9 on the right one. From
teenage years our patient has been myopic: -3.5
Dsph on the right, and -6.5 Dsph on the left
eye. Other than high blood pressure, the patient
had no health issues.

The examination of the left eye showed
retinal tear on the one oclock with retinal de-
tachment in the upper temporal quadrant. The
macula was attached.

The patient was operated on the following
day. We performed scleral buckling with equa-
torial encircling band. On the first postopera-
tive day, the retina was reattached, there was
some corneal edema and visual acuity was 3/60.
The patient was discharged with standard corti-
costeroid and antibiotic therapy, but on the next
day he returned to our emergency center with
extreme pain in the operated eye. His eye lids
were swollen, he had corneal edema, slightly
wider left eye pupil and inflammatory reaction
in the anterior chamber. Intraocular pressure
was 30 mmHg and responded well to the ad-
ministrated local anti-glaucomatous drugs.

On the check-up two days later, intraocular
pressure on the patient’s left eye was 8 mmHg,
there was no corneal edema or inflammatory
reaction. We reduced the anti-glaucomatous
therapy and 10 days later cancelled it com-
pletely because his intraocular pressure was
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Figure 1. Dilatated irregular pupil and iris subatrophy in the lover part
two weeks after the operation

10 mmHg. The left eye pupil was dilated but we believed it
was the effect of the mydriatic eye drops. We were unable
to immediately identify the cause of this reaction.

According to the data provided by our patient, his visual
acuity improved during the following period. However, in
two months he noticed a black shadow in the nasal half of
the visual field and he had retinal re-detachment tempo-
rally with proliferative vitreoretinopathy. Upon the admis-
sion we noticed that the patient’s left pupil was dilated, he
had posterior synechiae, iris atrophy particularly in the
inferior part and incipient anterior subcapsular cataract.
The left eye visual acuity was 0.1 on the Snellen chart with
a shallow retinal detachment in the macular region. We
operated on the patient the next day. Phacoemulsification
and pars plana vitrectomy with internal silicon oil tam-
ponade were performed. The patient was discharged on
the following day with a normal intraocular pressure and
best corrected visual acuity of 0.4 on the Snellen chart. On
the check-up two weeks after the surgery, we noticed an
even more dilated pupil with wide posterior synechiae and
significant iris atrophy (Figure 1).

It was only then that we suspected Urrets-Zavalia syn-
drome so parasympathomimetic eye drops were intro-
duced three times daily. Three weeks later, the patient had
noticed that the left eye pupil was narrower so he reported
to the clinic. We registered a significant narrowing of the
left eye pupil (Figure 2). The best corrected visual acuity
was 0.5 on the Snellen chart and the intraocular pressure
was 12 mmHg.

DISCUSSION

To date it has been difficult to explain the UZS etiology
following keratoplasty. Past studies examined a number
of possible causal factors including strong mydriasis fur-
ther causing peripheral anterior synechiae and glaucoma,
direct iris trauma during surgery, iris ischemia following
iris compression between the lens and the cornea during
surgery, an abnormal immunological, neurological and iris
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Figure 2. Significantly narrower, still irregular pupil without posterior
synechiae and significant opacification of the posterior capsule four
weeks after the operation

in keratoconic eyes, intraocular pressure (IOP) rise, preex-
isting anterior synechiae [2, 6-11]. Furthermore, different
studies reported UZS development following complicated
diffuse lamellar keratitis with intraoperative microperfo-
ration of the Descemet membrane and air bubble in the
anterior chamber. It was proposed that the air bubble could
cause a pupil block, raised IOP, and secondary iris ischemia
with a dilated, fixed pupil [12].

Raised IOP and low ocular rigidity of the eye with kera-
toconus may cause occlusion of the vessels at the root of
the iris within the sclera resulting in iris ischemia, while
preserving ciliary body function [10]. This may also be the
reason for UZS development in the presented case since
scleral buckle may cause transient rise of the IOP, as well
as compromise scleral rigidity.

Pathophysiological mechanism of sympathetic spasm
with parasympathetic inhibition was suggested since early
resolution of UZS with an association of sympatholytic
and parasympathomimetic drops has been described in
the literature [12].

Since the presented case was the first of its kind, it was
diagnosed late so the use of parasympathomimetic drops
started two months after primary surgery. We do not know
what the permanent consequences of UZS following poste-
rior segment surgery are nor do we know what the deadline
for the introduction of topical therapy for avoiding more
serious complications is. We started with parasympathomi-
metic drops two months after primary surgery. The resolu-
tion of UZS ensued after three weeks of parasympathomi-
metic therapy. This could indicate a reversible mechanism
of UZS after posterior segment surgery with iris atrophy as
the only permanent consequence. The therapeutic effects
were determined according to the significant narrowing of
the eye pupil and the stabilization of IOP.

What is the best time to start the therapy and how long
should it be administered? These questions need answers.
Hence, further investigation of this rare disease is war-
ranted.
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CuHapom Ypetc-3aBanuje nocae XMpypruje 3agHer CerMmeHTa oKa — NPUKas caydaja

W nperneg nutepartype
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CAMETAK

YBoa Cungpom Ypetc-3aBanuje (CY3) gedurHuine ce Kao
dvKcpaHa n gunatrpaHa nynuna npaheHa atpodujom npuca
1 MOBPEMEHO Ca CEKYHAAPHVM rnayKomMoM. TauaH y3pok oBor
CUHIApPOMa je jow yBeK Hemo3Har. Hajuelwhe je onucaH y Be3n
Ca onepauujama Ha npefjem CerMeHTy OKa.

Linrb oBor papa je fa NpeAcTaBy Kako je moryhe ycnewHo pe-
wiuTn cnyyaj CY3 nocne xmpypruje Ha 3agHem CerMeHTY OKa.
Mpukas cnyuaja OBo je npuka3s ciyyaja 6onecHuka ca CY3
KOju je HacTao nocsie onepaumje abnayuje peTvHe METOAOM
cknepanHe konye. MpukasaHu cnyyaj je npem CY3 nocne osor
TVNa onepawmje Ha 3afjHbem cermeHTy oka. [prnkasanu cmo cee
noteLKohe 1 guneme Koje CMO MManu y NOCTaBsbakby OBe Aujar-
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Ho3e. KacHuju noyeTak neyetba je 610 360r HeJOBO/bHOT 3Hakba
0 OBOM CMHAPOMY BE3aHOT 3a OnepaLyje Ha 3aHeM CErMeHTY
oka. [locne noctaBmama gnjarHose CY3 ananympany cmo na-
pacMMNaTVKOMUMETCKE Kanwu 1 JOOUAN JeTMMNYHO CMatberbe
MyApUja3e 1 oropaBak NynuiapHe KNHeTrKe.

3aksbyuak [lBa mecelia nocne onepauuje neverbe CY3 ce 3a-
BPLUMIO 651aromM pe3unayanHoM aH130KOPUjoM ca 3HaLMMa aT-
podwuije npuca. OBo yKkasyje Ha peBep3nbunHN mexanusam CY3
rocne ornepatmja abnayuje peTuHe ca atpodrjom npmca Kao
TPajHOM MOCNEANLIOM.

KmyuHe peun: cuHgpom Ypetc-3aBanuja; abnauuja petuHe,
KflacuyHa onepalmja abnaumje peTuHe; BUTPeKTOMYja
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