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Introduction: Bilateral Acute Iris Transillumination (BAIT) is a rare ocular condition characterized by acute iris depigmentation,
pigment dispersion in the anterior chamber, sphincter paralysis, and frequently elevated intraocular pressure. However, atypical
presentations may occur, complicating diagnosis and expanding the clinical spectrum of the disease.

Case Presentation: A 25-year-old woman presented with acute onset of severe photophobia associated with migraine and visual
aura. Slit-lamp examination revealed bilateral diffuse 360° iris transillumination and nearly fixed atonic mydriasis, in the absence of
pigment dispersion, anterior chamber inflammation, or intraocular pressure elevation. Systemic evaluation revealed recent respiratory
illness and associated dermatologic manifestations. No ocular treatment was initiated due to the absence of inflammatory signs or
ocular hypertension. Photophobia resolved spontaneously, while iris abnormalities persisted.

Conclusion: This case suggests a possible pigment-negative or incomplete variant of BAIT, characterized by the absence of pigment
dispersion and normal intraocular pressure. Recognition of such atypical presentations is essential to avoid misdiagnosis and
unnecessary treatment, and may contribute to a broader understanding of the clinical spectrum and pathophysiology of BAIT.
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Introduction

Bilateral Acute Iris Transillumination (BAIT) is an uncommon ocular syndrome characterized by acute and severe iris
transillumination, pigment dispersion in the anterior chamber, sphincter paralysis with mydriatic pupils, and, in many
cases, transient elevation of intraocular pressure.' *

It has been increasingly recognized over the last decade as a distinct clinical entity, although its pathogenesis remains
incompletely understood."* Cases have frequently been reported after upper respiratory tract infections and, in some
patients, after systemic exposure to fluoroquinolones, particularly moxifloxacin, suggesting either a post-infectious or
drug-related mechanism in susceptible individuals.'="

From a clinical perspective, BAIT may represent a considerable diagnostic challenge because it can mimic other
causes of iris depigmentation or pupillary abnormalities, including bilateral acute depigmentation of the iris (BADI),
pigment dispersion syndrome, herpetic iridocyclitis, Adie tonic pupil, and pharmacologic mydriasis.'** Nevertheless,
incomplete or atypical presentations may occur and risk being underrecognized, particularly when hallmark features such
as pigment dispersion or intraocular pressure elevation are absent.*

Here, we report the case of a young woman presenting with bilateral diffuse iris transillumination and nearly fixed
atonic mydriasis, but without anterior chamber pigment dispersion or ocular hypertension, in the setting of a recent
respiratory illness and associated dermatologic manifestations. This presentation appears to be consistent with an atypical
or incomplete form of BAIT and may further expand the currently recognized clinical spectrum of the disease.
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Case Presentation

A 25-year-old woman presented to the ophthalmic emergency department with acute onset of severe photophobia
associated with migraine and occasional visual aura. She denied any prior history of migraine or similar visual
symptoms.

Her past ocular history was unremarkable, although previous ophthalmologic records were not available. She reported
occasional use of cannabis and hashish, as well as a single lifetime exposure to intranasal cocaine. No recent use of
topical or systemic medications, including antibiotics, was reported.

At presentation, best-corrected visual acuity (BCVA) was 20/20 in both eyes. Slit-lamp examination revealed
bilateral, nearly fixed atonic mydriasis with poor or absent light response. Diffuse 360° iris transillumination was
observed in both eyes (Figures 1 and 2). The cornea was clear in both eyes. Slit-lamp examination with specular
illumination revealed no evidence of a Krukenberg spindle or pigment deposition on the corneal endothelium. The
anterior chamber was deep and quiet, with no evidence of pigment dispersion, cells, or flare. Intraocular pressure was
within normal limits in both eyes. Gonioscopic examination using a Goldmann three-mirror lens revealed open
iridocorneal angles for 360° in both eyes, without evidence of Sampaolesi line, pseudoexfoliative material, iris
neovascularization, or pathological trabecular pigmentation. These findings further supported the exclusion of pigment
dispersion syndrome, pseudoexfoliation syndrome, and other anterior segment disorders. Fundus examination was
unremarkable.

Figure | Slit-lamp photograph of the right eye showing diffuse 360° iris transillumination associated with nearly fixed atonic mydriasis. No pigment dispersion or anterior
chamber inflammation is evident.

Figure 2 Slit-lamp photograph of the left eye demonstrating symmetric bilateral iris transillumination and atonic mydriasis. The absence of pigment release and inflammatory
signs supports an atypical presentation compatible with a pigment-negative variant of Bilateral Acute Iris Transillumination (BAIT).
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Optic nerve head evaluation revealed a normal appearance in both eyes, without glaucomatous cupping or other
suspicious findings. Spectral-domain OCT (Heidelberg Engineering) of the retinal nerve fiber layer and ganglion cell
layer showed values within normal limits bilaterally. Visual field testing was not performed, as there was no evidence
suggestive of glaucomatous optic neuropathy based on the patient’s age, normal gonioscopic findings, and the absence of
structural optic nerve abnormalities.

Systemic evaluation revealed associated dermatologic findings, including progressive pruritus, diffuse skin desqua-
mation, dermographism, and dry lips. The patient reported an episode of acute bronchitis occurring approximately 10-15
days prior, possibly associated with fever, although no antibiotic therapy was confirmed. The patient had no known
history of drug, food, or environmental allergies. Laboratory testing showed mild leukocytosis.

Given the absence of anterior chamber inflammation, pigment dispersion, or intraocular pressure elevation,
a conservative management approach was adopted, and no ocular therapy was initiated. Differential diagnoses requiring
urgent treatment, including uveitis and acute angle-closure glaucoma, were considered unlikely based on the absence of
intraocular inflammation, normal intraocular pressure, open iridocorneal angles on gonioscopy, and normal structural
optic nerve findings. The patient was closely monitored.

Over the following days, photophobia gradually resolved spontaneously, while slit-lamp findings—including iris
transillumination and atonic mydriasis—remained stable and unchanged.

Discussion

This case represents a diagnostic challenge characterized by bilateral diffuse iris transillumination and atonic mydriasis in
the absence of anterior chamber pigment dispersion or intraocular pressure elevation. Bilateral Acute Iris
Transillumination (BAIT) is a relatively recently described clinical entity, first reported by Tugal-Tutkun et al, typically
characterized by acute pigment dispersion, diffuse iris transillumination, sphincter paralysis, and frequently elevated
intraocular pressure.' * In most reported cases, pigment release into the anterior chamber represents a key diagnostic
feature and is often associated with early ocular hypertension due to trabecular meshwork obstruction.'**¢ In contrast,
our patient showed no evidence of pigment dispersion at any stage of the disease and maintained normal intraocular
pressure throughout the clinical course. This finding is highly unusual and suggests a possible incomplete or variant form
of BAIT, in which iris epithelial damage occurs without significant pigment liberation into the anterior chamber. Recent
reports and reviews suggest that BAIT may represent a spectrum disorder, with variability in clinical presentation and
severity.*®” The temporal association with a recent respiratory illness is consistent with previous reports supporting
a post-infectious mechanism."*’ In addition, exposure to fluoroquinolones, particularly moxifloxacin, has been impli-
cated in several cases, raising the possibility of a toxic or immune-mediated pathogenesis.*** However, in our patient, no
antibiotic exposure was documented, further supporting a non-drug-related trigger.

Interestingly, the presence of dermatologic manifestations, including pruritus, desquamation, and dermographism, has
not been previously described in association with BAIT. These findings may suggest a broader systemic inflammatory or
hypersensitivity response, potentially supporting an immune-mediated mechanism. However, this association remains
speculative and warrants further investigation.

Differential diagnosis was carefully considered. Pigment dispersion syndrome was unlikely due to the absence of
trabecular pigmentation and intraocular pressure elevation.® Bilateral acute depigmentation of the iris (BADI) represents
the main differential diagnosis of BAIT, as both conditions predominantly affect young adults and may occur following
upper respiratory tract infections. However, several clinical features help distinguish these two entities. BADI is
characterized by diffuse or patchy stromal depigmentation without iris transillumination defects, preservation of pupillary
function, and the absence of significant pigment dispersion or intraocular pressure elevation. In contrast, BAIT typically
presents with diffuse iris transillumination, marked pigment release into the anterior chamber, sphincter paralysis
resulting in atonic or poorly reactive mydriasis, and transient ocular hypertension in a substantial proportion of cases.
These observations are consistent with previous reports highlighting the overlap and potential diagnostic challenges
between BAIT and BADI, as described by Kawali et al’ In our patient, the presence of bilateral diffuse iris transillu-
mination and nearly fixed atonic mydriasis strongly favored a diagnosis within the BAIT spectrum, despite the unusual
absence of pigment dispersion and elevated intraocular pressure, supporting the hypothesis of a pigment-negative or
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incomplete variant of BAIT.>’ Herpetic iridocyclitis may present with iris atrophy and pupillary abnormalities, but is
usually unilateral and associated with inflammation.'® Adie tonic pupil typically presents unilaterally and is not
associated with diffuse iris transillumination. Pharmacologic mydriasis was excluded based on clinical history and
persistence of pupillary abnormalities. The clinical course was self-limiting, with spontaneous resolution of photophobia
and no need for therapeutic intervention. This benign evolution is in line with previously reported BAIT cases, although
structural iris changes and pupillary dysfunction may persist over time.'**

Overall, this case may represent a pigment-negative or incomplete variant of BAIT, expanding the currently
recognized clinical spectrum of the disease. Awareness of such atypical presentations is essential to avoid misdiagnosis
and unnecessary treatment, particularly in the absence of intraocular inflammation or intraocular pressure elevation.

This report has several limitations. Although extensive clinical evaluation, including gonioscopy and structural optic
nerve assessment, supported the exclusion of several alternative diagnoses, pigment dispersion syndrome cannot be
completely ruled out. Furthermore, this case does not fully meet the established diagnostic criteria for BAIT, as neither
pigment dispersion nor intraocular pressure elevation was observed. Therefore, our findings should be interpreted
cautiously and considered suggestive of an atypical, pigment-negative, or incomplete presentation rather than
a definitive form of BAIT. Additional studies and further case reports are needed to better characterize the full clinical
spectrum and underlying pathophysiology of this condition.

Conclusion

This case highlights an atypical presentation of Bilateral Acute Iris Transillumination (BAIT) characterized by diffuse iris
transillumination and atonic mydriasis in the absence of pigment dispersion and intraocular pressure elevation. Such
findings support the existence of a pigment-negative or incomplete variant of BAIT, expanding its currently recognized
clinical spectrum. Awareness of these atypical presentations is essential to avoid misdiagnosis and unnecessary treatment,
particularly when inflammatory signs and ocular hypertension are absent. Further studies are needed to better clarify the
underlying pathophysiology and potential systemic associations of this condition.

Ethics Approval and Informed Consent
Written informed consent was obtained from the patient for publication of this case report and accompanying images.
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