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Acute monocular blindness is a rare postoperative complication. This article reports a case of 65-years-old patient
who underwent transurethral resection of the prostate (TURP) under spinal anesthesia. After the operation, he developed an
acute visual loss of left eye. Eye examination showed negative response for light perception of the left eye. Other neurological
examinations were unremarkable. CT scan, MRI and MRA of the brain were normal. He was treated as acute ischemic stroke,
and then got full recovery.
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Case Report

In general, an acute monocular blindness is a
rare postoperative complication. From previous report,
blindness developed after TURP is caused by excess
of ammonia from using glycine solution as an irrigation
fluid in TURP procedure. This article reports a 65-years-
old man who had acute vision loss of left eye after
TURP with sterile water irrigation.

Case Report
A 65-years-old Thai man who had a history of

lower urinary tract symptoms was diagnosed as benign
prostatic hyperplasia (BPH) for 2 years and treated with
doxazosin 2 mg once daily before bedtime. His overall
symptoms were improved. However, one month before,
he developed an acute urinary retention. He was treated
by insertion of urethral catheter for one week and adjust
doxazosin dose to 4 mg per day. After urethral catheter
was removed, he could void spontaneously without
straining, and was discharged from hospital with next
month appointment for clinical follow-up. Five days
before the appointment, he developed the second
episode of urinary retention. After urethral catheter was
inserted, he was scheduled for TURP due to refractory
urinary retention. He was admitted for preoperative
evaluation and preparation. Doxazosin which was

prescribed for his urinary symptoms was discontinued.
During admission, his blood pressure was around 130
to 150 mmHg for systolic pressure and 80 to 90 mmHg
for diastolic pressure. Compared to previous medical
records, his blood pressure baseline was 120 to 140
mmHg for systolic pressure and 80 to 90 mmHg for
diastolic pressure; there was no significant change and
it was assumed that rising blood pressure was likely
from having stopped use of doxazosin, an alpha-
adrenergic blocker. For this reason, doctors did not
prescribe him an antihypertensive drug. Besides
doxazosin, he regularly used Gabapentin (600 mg) for
his chronic back pain without neurological effect from
spinal stenosis. The patient had coexisting disease of
dyslipidemia which was evaluated and reviewed
through recent blood test, two months before admission.
It showed that his lipid profile was well controlled by
diet modification. He used to smoke one pack per
day for 30 years but had quit for 10 years. He did
not use any drug substances and had no previous
history of anesthesia. General physical and systemic
examinations were unremarkable. Preoperative
laboratory results were normal and others preoperative
routine investigations were also within normal limit.

On the day of the surgery, no premedication
was given. His initial blood pressure was 180/100 mmHg
and reduced to 150/90 mmHg after 10 to 15 minutes
rest. His pulse was 80 beats per minute and
electrocardiogram (ECG) showed normal sinus rhythm.
Spinal anesthesia was performed with 3.4 ml of
0.5% Heavy Marcaine at the 4th to 5th Lumbar level with
median approach technique in single attempted. An
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anesthetic level reached to the 8th Thoracic level. The
patient’s blood pressure declined to 110 to 120 mmHg
for systolic pressure and 80 to 90 mmHg for diastolic
pressure without any hypotensive symptoms.

During operation, the patient complained that
he felt uncomfortable so anesthesiologist gave him 1
mg of Midazolam, 50 micrograms of fentanyl and oxygen
cannula 3 liters per minute for sedation. TURP was
performed using totally 35 liters of sterile water
irrigation. The operating time was 45 minutes and total
tissue removal was about 50 grams. There was 100 ml
of estimated blood loss throughout the operation. The
patient received 650 ml Acetar Acetate intravenously
in total. After the operation had finished, the patient
complained that he felt pain at the operative site and
his blood pressure rose to 160/90 mmHg. However, his
pulse was still at 80 to 90 beats per minute. The
anesthesiologist gave him 50 micrograms of Fentanyl
for treating pain before he left the operating room.

At the recovery room, his blood pressure was
rising to 190/110 mmHg and pulse rate was 65 beats per
minute. The monitoring ECG remained normal sinus
rhythm throughout the time. Fifteen minutes later, the
patient complained that he could not see anything from
his left eye. He had neither headache nor any aura, but
vomited twice. His initial physical examination showed
that his left eyes had negative response for light
perception but other neurological tests were normal.
An emergency ophthalmologist and neurologist were
consulted. During evaluation period, his left visual
acuity (VA) was recovered to normal but he complained
that he could not speak clearly due to a mildly spastic
tongue. His systolic blood pressure remained at 160 to
180 mmHg and 90 to 100 mmHg of diastolic pressure
throughout the recovery room time without any
antihypertensive drugs given. Initial blood test, blood
sugar was 162 mg/dL and blood for electrolyte showed
Na+ 135 mEqL-1, K+ 3.9 mEqL-1, Cl- 105 mEqL-1 and
HCO

3
- 25 mEqL-1, all in normal range. The initial

diagnosis was possible Amaurosis Fugax likely caused
from acute stroke due to concomitant dysarthria.

Normal saline solution was given
intravenously for restoring blood flow and replacing
serum sodium. Non-contrast brain CT scan was
performed after all vital signs were stable to rule out
hemorrhagic stroke. The study revealed no
intracerebral hemorrhage so the patient had prescribed
for Clopidogrel 75 mg per oral. The patient was treated
for transient ischemic stroke (TIA), but an embolic
phenomena was also cautioned. The consultant
neurologist had requested a Doppler ultrasonography

of carotid vessels and echocardiography to rule out
embolic cause even though there was neither evidence
of atrial fibrillation nor carotid bruit from physical
examinations. MRI and MRA brain were studied to
confirm the diagnosis and provided more details about
nature of his stroke. The results were normal. Bleeding
risk was monitored while giving Clopidogrel and there
were no serious sequelae. Daily physical and
neurological examinations were normal. Urethral
catheter removed was delayed until 7 days after the
operation due to awareness of operative site bleeding
from early use of antiplatelet postoperatively. After that,
the patient could pass urine easily and there was no
frank blood in urine. He returned to home full recovered.

Discussion
Perioperative visual loss is rare. The overall

incidence rate in anesthetics was less than 0.001%(1).
The high risk procedures for perioperative visual loss
were spine and carotid surgery(2). Possible causes of
transient monocular blindness are embolic: central
retinal artery occlusion (CRAO) and retinal micro-
emboli, hemodynamic: retinal ischemia, ocular,
neurologic and idiopathic(3). In detail, CRAO is the most
common result of improper patient position and external
compression of the eye in perioperative period(4).
Retinal microemboli are common during open heart
surgery(5). Hypotension is a rare cause of retinal
ischemia(6).

Transient blindness after TURP has been
reported but all are associated with TURP syndrome
which using glycine as an irrigation fluid(7-9). When
glycine is used, cardiovascular and central nervous
systems will have abnormalities that occasionally
include fixed and dilated pupils, transient blindness,
nausea, vomiting and muscular in coordination(10,11). In
this case, urologist used sterile water as the irrigation
fluid. The patient had nausea, vomiting and acute visual
loss that may occur from hyponatremia in TURP
syndrome. However, this patient had only left eye
blindness thus TURP syndrome was ruled out because
it should be systemic and had binocular blindness. In
this case, acute stroke was the most likely cause of
monocular blindness even though the all brain images
were normal. About the negative imaging result, there
were some limitations of CT and MRI in stroke. In early
ischemic change, there is an intracellular edema that
caused loss of differentiation between gray and white
matter and effacement of the cortical sulci, which was
hardly detected by non-radiologist. Due to this fact,
even though non-contrast CT brain might not clearly
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shows signs of ischemic stroke, most importantly, it
will be exclude hemorrhagic stroke which is entirely
different in management. Conventional brain MRI
study is good at detecting vasogenic edema which is
present at least 24 hours after stroke; hence it will be
more useful in subacute stroke. On the other hand,
MRI combined with angiography, MRA, is a good tool
to evaluate vascular structure and embolic phenomena
in acute strokes(12,13).

Perioperative stroke after non-cardiac and
non-neurosurgical procedures is more common than
generally acknowledged. It is reported that 0.05 to 7%
of these patients had an acute stroke perioperatively(14).
According to the large demographic research about
complication from TURP which gathered more than
16,000 patients since 1979 to 2005, there was no report
about stroke after TURP(15). Nevertheless in 2016, there
is one case report about perioperative stroke following
TURP(16). This patient had history of hypertension for
12 years and preoperative ECG showed a left bundle
branch block pattern. The transthoracic echocardio-
gram revealed left ventricular hypertrophy with an
ejection fraction of 58%. He had developed severe
hypertension and neurological deterioration two hours
after procedure. Finally, he had weakness of his left
side body which is a typical clinical presentation of
stroke.

Although, there was one study about
complications after stopping or not stopping
anticoagulant before TURP. This study shows that
there were 2 patients out of 305 who had
cerebrovascular accident (CVA) or a transient ischemic
attack(17). In conclusion, the incidence of stroke is less
than 0.01% in the patients who had received
anticoagulant before TURP.

The potential risk factor of the perioperative
stroke(18) in this patient was a history of smoking. He
also had high blood pressure when he arrived at the
operating room without history of previous
hypertension. At first, the anesthesiologist thought
that he was anxious because after he rested, blood
pressure decreased. However, hypertensive urgency
is one of differential diagnosis because theoretically
long term regular use of an alpha blocker for BPH could
be obscure preexisting hypertension in this patient.
Besides, he had stopped an alpha blocker for his urinary
symptoms a week before the operation and his blood
pressure was slightly increased. A prospective,
randomized multicenter clinical trial of general
anesthesia in 17,201 patients found that perioperative
hypertension was associated with perioperative

bradycardia, tachycardia and hypertension(19). Patients
with preoperative hypertension showed that they have
a high risk for postoperative complications more than
normal(20). At this point, this patient should be
concerned that he had preexisting undiagnosed
hypertension and needed to control blood pressure
properly before operation.

Another possible factor that caused acute
ischemic stroke in this patient is a sudden decrease of
blood pressure after spinal anesthesia, even though
there was no significant drop of the patient’s blood
pressure during procedure, which was less than
20% from baseline(6). However, if it is considered that
he had undiagnosed hypertension obscured by regular
use of doxazosin, it should be concern that he was in
hypoperfusion state right after spinal anesthesia.

For treatment, patients who have an acute TIA
or stroke should be placed on appropriate antiplatelet
therapy and risk factors such as hypertension should
be dealt promptly(21). This is challenging because both
benefits and risks of bleeding after surgery had to be
considered. In this case, thrombolytic agent was
contraindicated because of the bleeding in the urinary
tract after surgery. After comparing between operative
site bleeding and sequelae of acute stroke, this patient
has received an antiplatelet, Aspirin 81 mg daily, and
fully recovered.

Conclusion
As a result of high rate perioperative and

postoperative complication, preoperative hypertension
has to be considered in reevaluate or postpone
operation in elective surgery. An uncommon clinical
presentation, visual loss, should be seen as a possibility
of perioperative stroke. Risk modifications and
antiplatelet have a role in treatment.

What is already known on this topic?
This is the first case report about blindness

or stroke without previous history of hypertension,
cardiovascular disease, stroke or TIA and coexisting
atrial fibrillation which receiving anticoagulants after
TURP.

What this study adds?
This is the first report that presented atypical

presentation of acute stroke after TURP.
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