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Introducción: El síndrome de uveítis-glaucoma-hifema (UGH) es una complicación infrecuente de las cirugías 
de catarata, debido a un roce mecánico ejercido por una lente intraocular (LIO) sobre el iris. Caso clínico: Un 
varón de 64 años, con antecedente de cirugía de catarata, presenta disminución de la agudeza visual y dolor en 
el ojo derecho. En el examen oftalmológico, se evidenciaron signos de uveítis anterior, presión intraocular (PIO) 
elevada, microhifema y una LIO de una pieza plegable en sulcus que provocaba un roce mecánico con la cara 
posterior del iris. El tratamiento médico fue insu�ciente, por lo que se realizó una cirugía de explante de LIO de 
una pieza plegable y se reemplazó por una LIO de tres piezas plegables. La evolución posoperatoria fue 
favorable. Conclusión: Se debe sospechar de esta complicación, en pacientes con antecedente de cirugía de 
catarata, especialmente en casos en los cuales la LIO es de una pieza y ha sido implantada fuera del saco 
capsular.

Palabras clave: Síndrome de uveítis-glaucoma-hifema, Lente intraocular, Sulcus, Saco capsular. (Fuente: DeCS- 
BIREME)

RESUMEN

ABSTRACT

Keywords: Uveitis-glaucoma-hyphema syndrome, Intraocular lens, Sulcus, Capsular bag.  (Source: MESH-NLM) 

Introduction: Uveitis-glaucoma-hyphema syndrome (UGH) is a rare complication of cataract surgery, due to 
mechanical cha�ng exerted by an intraocular lens (IOL) on the iris. Clinical case: A 64-year-old man with a 
history of cataract surgery, who presented decreased visual acuity and pain in the right eye. The 
ophthalmological examination revealed signs of anterior uveitis, elevated intraocular pressure (IOP), 
microhyphema, and a single-piece foldable IOL in the sulcus that caused a mechanical cha�ng with the 
posterior face of the iris. The medical treatment was insufficient; for this reason, a folding simple-piece IOL 
explant surgery was performed and replaced by a three-piece IOL. Postoperative evolution was favorable. 
Conclusion: Should be suspected this complication in patients with a history of cataract surgery, especially in 
cases in which the IOL is in single-piece and has been implanted outside the capsular bag.
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INTRODUCTION
Uveitis-glaucoma-hyphema syndrome (UGH or 
Ellingson syndrome) is a rare complication of cataract 
surgery, which occurs due to mechanical friction 
exerted by the intraocular lens (IOL) on the uveal tissue 
(iris or ciliary body) or structures of the iridocorneal 
angle and can occur in patients with IOL in the anterior 
chamber, sulcus or capsular bag. This gives rise to a 
broad spectrum of clinical pictures ranging from simple 
iris defects to transillumination, to pigment dispersion, 
uveitis,  microhyphema or hyphema, vitreous 
hemorrhage, and cystoid macular edema. Intraocular 
pressure (IOP) may rise after disease onset or after some 
recurrences. Recurrent attacks of elevated IOP may 

   (1-3)result in glaucomatous damage to the optic nerve .

Topical treatment with corticosteroids and hypotensive 
drugs can help control in�ammation and IOP in the 
s h o r t - m e d i u m  t e r m .  A v o i d a n c e  o f 
parasympathomimetics is recommended due to their 
possible miotic effects  and  increased  iris  rubbing with 

In recent decades, IOL design and manufacturing 
improvements have been achieved, and new IOL 
placement techniques have emerged. Currently, the 
vast majority of IOLs are implanted in the capsular bag, 
which minimizes the possibility of IOLs coming into 
contact with uveal tissue and reduces the incidence of 

(4,5)UGH Syndrome . Complete history taking and slit-
lamp biomicroscopic examination are the key to the 
diagnosis  of  th is  syndrome;  however,  other 
complementary tests such as anterior segment optical 
coherence tomography (AS-OCT) and ultrasonic 
biomicroscopy (UBM) are helpful to con�rm the 

  (6,7)position of the IOL .

CLINICAL CASE
A 64-year-old man reported decreased visual acuity and 
pain in the right eye (RE) for approximately �ve weeks. 
As an important ophthalmological history, he 
underwent phacoemulsi�cation surgery with IOL 
implantation in the RE two years ago.

the IOL. If hyphema is present, limiting physical activity, 
keeping the head elevated and using cycloplegic eye 
drops to reduce ciliary spasm will be advisable. The 
indication for de�nitive surgical treatment should be 
considered if vision is reduced, elevated intraocular 
pressure and in�ammation cannot be controlled, or if 
progressive glaucomatous atrophy is demonstrated. If 
surgical treatment is required, its approach will depend 

(1,5,8)mainly on the type of IOL and its location .

The case of this study is that of a patient with UGH 
syndrome, in which the probable pathogenic 
m e c h a n i s m  t h a t  p r o d u c e d  i t ,  t h e  c l i n i c a l 
manifestations, complementary tests and the 
treatment carried out for its resolution are described.

In the ophthalmological examination, a visual acuity of 
20/200 is shown in the RE and 20/30 in the LE. The IOP 
was 36 mmHg and 15 mmHg, respectively. Slit-lamp 
examination showed mild corneal edema, with the 
presence of medium keratic precipitates in the lower 
1/3 of the corneal endothelium, Tyndall (1+) and Flare 
(1+), defect in the iris on transillumination at hours 9 and 
11, mild conjunctival hyperemia (�gure 1a), after 
pharmacological mydriasis it was possible to show an 
IOL with a folding piece located in the sulcus with an 
intact posterior capsule; the left eye did not present 
alterations (�gure 1b).

a) b)

Figure 1. Right eye anterior segment biomicroscopy. a) Presence of �ne keratic precipitates, iris defects on 
transillumination at 9 and 11 hours. b) IOL of a folding piece located in the sulcus (source: Clinical report).
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In the eye fundus examination, a papillary excavation of 
0.4 was evidenced, without signs of in�ammation in the 
posterior segment of the RE; in the LE, no alterations 
were evidenced.

In RE ultrasonic biomicroscopy (UBM) performed with a 
50 MHz  probe,  an  IOL  of  a foldable  piece can  be seen  

displaced forward and making direct contact with the 
posterior face of the iris (Figure 2a); In other images, the 
IOL of a folding piece in the sulcus is evident, which 
blocks the pupil, the root of the iris is angled by the 
haptic of the IOL of a folding piece, in addition to the 
presence of Elschnig's pearls, which represent cortical 
remnants (Figure 2b).

Therefore, the diagnosis of uveitis-glaucoma-hyphema 
(UGH) syndrome was made, and topical medical 
treatment was started with Brimonidine 0.2%, 
Dorzolamide 2%,  Timolol 0.5%  and Prednisolone 1% in 

the RE. . It is reassessed at 72 hours, without evidence of 
clinical improvement. Because of this, surgery was 
planned to explant the 1-fold IOL and replace it with a 3-
fold IOL, which is implanted in the sulcus (Figure 3).

Figure 2. Ultrasonic biomicroscopy (UBM) of the right eye: a) IOL of a foldable piece making contact with the 
posterior face of the iris. b) IOL with a foldable piece in the sulcus, blocking the pupil (source: clinical report).

a) b)

Figure 3. Right eye IOL replacement surgery. One-piece foldable IOL explant and three-piece foldable 
IOL implant in sulcus (Source: Clinical record)
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In the postoperative period, IOP remained within 
normal ranges, without any topical antihypertensive 
medication. Six weeks after surgery, visual acuity of 
20/30 was obtained without correctors, an IOP of 10 
mmHg, absence of in�ammatory signs in the anterior 
segment, and clinical resolution of ocular symptoms in 
the RE.

Uveitis-glaucoma-hyphema (UGH) syndrome is a rare 
but potentially severe complication of cataract surgery. 
Mechanical disruption of the uveal tissues leads to 
dispersion of pigment, microhyphema, and release of 
leukocytes and proteins in the anterior chamber, and 
produces an in�ammatory reaction. Blockage of the 
trabecular meshwork by debris increases intraocular 
pressure, causing glaucomatous changes, as occurred 

(9)in the present case .

DISCUSION

The classic triad of UGH syndrome usually does not 
present in its entirety; In the present case, the UGH 
syndrome was secondary to the implantation of a one-
piece IOL in the sulcus,  which tr iggered the 
in�ammatory reaction and increased IOP, without 
signi�cant hyphema, which manifested with episodes 
of ocular pain and decreased visual acuity in the RE. 
Studies have shown a higher incidence of UGH 
syndrome in anterior chamber (AC) lenses and those 
with iris �xation. However, cases associated with 
posterior chamber (PC) lenses have also been 
described. In cataract surgery, the ideal location to 
implant the IOL is in the capsular bag. Alternatively, 
some IOLs can be implanted or sutured in the sulcus 
and others can be placed in the anterior chamber, 
always keeping in mind a minimum depth of the 
chamber to avoid corneal decompensation due to 

(10)endothelial damage .

IOLs with a posterior chamber design, and especially 
one-piece ones, should be placed in the capsular bag. 
The three-piece IOL design would �t well into the 
sulcus, but require a large incision, while one-piece 
acrylic lenses allow for the use of smaller incisions. 
Nevertheless, the large haptics of one-piece IOLs do not 
provide a good �t in the sulcus and this location should 

  (11)be avoided .  The implantation of an IOL with a 
foldable piece in the sulcus has a high risk of causing 
UGH syndrome due to traumatic rubbing of the IOL 
with the posterior face of the iris, as occurred in the 
present case. The one-piece collapsible IOL had to be 
i m p l a n t e d  i n  t h e  c a p s u l a r  b a g  w h e n  t h e 
phacoemulsi�cation surgery was performed.

The traditional and de�nitive treatment of UGH 
syndrome is an explantation of the IOL, with or without 
reimplantation. However, in some mild cases, medical 
management of in�ammation, hyphema, and elevated 
IOP is possible. Common agents include topical 
corticosteroids to treat in�ammation, cycloplegics to 
prevent traumatic rubbing of the iris, prostaglandin 
analogs, beta-adrenergic antagonists, and alpha-
adrenergic agonists to treat elevated IOP. Another 
medical treatment used is intracameral and intravitreal 
Bevacizumab for a patient with iris neovascularization 
and recurrent visual disturbances related to a case of 

(12)"inoperable" UGH syndrome .

In the case of requiring surgical treatment, the approach 
will depend mainly on the type of IOL and its location. In 
the case of a one-piece IOL located in the sulcus, the 
main indication will be to replace it with a three-piece 
IOL, in such a way that iris rubbing will be reduced, due 
to the smaller size of the haptics and because it has a 

  (13)rounded edge .   In the present case, it was decided to 
start with topical and oral medical treatment. 
Subsequently, due to a minimal improvement in the 
clinical picture, it was decided to perform a one-piece 
folding IOL explant surgery and replace it with a three-
fold IOL implanted in the sulcus. Later, a favorable 
evolution of the clinical picture was evidenced with 
complete resolution of the ocular symptoms in the RE.

CONCLUSIONS
Uveitis-glaucoma-hyphema (UGH) syndrome is a 
complication of cataract surgery whose incidence has 
been decreasing over the years due to the improvement 
in surgical techniques and further development in the 
design of IOLs. This clinical entity should be suspected in 
patients with in�ammatory signs in the anterior 
segment, elevated IOP, hyphema/micro hyphema, and a 
history of cataract surgery, especially in cases in which 
the IOL is one-piece and has been implanted outside 
the capsular bag. The implantation of an IOL with a 
folding piece in the sulcus has a high risk of causing UGH 
syndrome due to traumatic rubbing of the IOL with the 
posterior face of the iris; as it did not respond to medical 
treatment, de�nitive surgical treatment should be 
considered, such as explantation of the one-piece IOL 
and secondary implantation of the three-piece foldable 
IOL in the sulcus, as occurred in the present case.
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