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Conclusion
In	conclusion,	the	B-HEX	helps	to	maintain	excellent	mydriasis	
throughout	combined	phacovitrectomy,	is	easy	to	engage	and	
disengage	using	intraocular	forceps,	and	remains	in	place	despite	
wide	fluctuations	in	IOP	during	various	surgical	maneuvers.
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Table 1: Showing the demographics, clinical details and outcomes of each case

Case# Age/
Gender

BCVA 
preop

Retinal pathology Cause of 
small pupil

Lens Time of B-HEX 
placement

PPV 
gauge

Surgical details Complications Final 
BCVA

1 60/M PL+ Vit heme + BRVO 
+ tear

Tamsulosin
IFIS

Dense 
cataract

After 
capsulorhexis

25G PPV + EL + Gas Nil 20/30

2 56/M 20/120 Inf RD with PVR in oil 
filled eye

Tamsulosin
IFIS

NS II Before 
capsulorhexis

25G SOR + MP + EL 
+ ReSOI

Iatrogenic 
retinal break

20/80

3 34/F PL+ Recurrent RD* Multiple 
surgeries

Mature 
cataract

Before 
capsulorhexis

25G Retinotomy MP + 
FGE + EL + SOI

Nil 20/60

4 56/F PL+ RD with macular hole, 
rotatory nystagmus, 
resolved uveitis*

Chronic 
Uveitis

Advanced 
cataract 
with PS

Before 
capsulorhexis

25G PPV + MP + 
FGE + EL + Gas 
injection

Nil 20/400

M=Male, F=Female, Vit heme=Vitreous hemorrhage, PPV=Parsplana Vitrectomy, EL=Endolaser, SOR=Silicone oil removal, MP=Membrane peeling, 
SOI=Repeat silicone oil injection, Inf=Inferior, RD=Retinal detachment, PVR=Proliferative vitreoretinopathy, *One‑eyed status, FGE=Fluid Gas exchange, 
PS=posterior synechiae, BRVO=Branch retinal vein occlusion, IFIS=Intraoperative Floppy iris syndrome
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Bilateral acute depigmentation of the 
iris in a child following exposure to 
insecticide spray

Swati Singh, Shilpi Diwan1, Mahipal Singh Sachdev2

Bilateral	 acute	 depigmentation	 of	 the	 iris	 (BADI)	 is	 a	 rare	
disease	 of	 unkown	 etiology.	 We	 report	 a	 case	 of	 BADI	 in	 a	
10-year-old	child	after	accidental	exposure	to	a	herbal	insecticide.	
Spontaneous	 iris	 repigmentation	 was	 observed	 during	 the	
follow-up	period.

Key words:	 Bilateral,	 insecticide,	 iris,	 pigment	 release,	
transillumination

BADI	 was	 first	 described	 in	 2006	 by	 Tugal-Tutkun	
et al.[1]	It	presents	as	sudden	onset	bilateral	redness,	pain,	and	
photophobia	with	pigment	release	from	iris	stroma	into	the	
anterior	chamber	without	iris	transillumination	defects.	It	has	
a	predilection	 for	middle-aged	 females.[1,2]	Another	 closely	
related	entity	is	BAIT	(bilateral	acute	iris	transillumination),	

Mangesh.Kamble
Rectangle



1192	 Indian Journal of Ophthalmology	 Volume 68 Issue 6

Figure 1: (1,2,3,4) Diffuse conjunctival congestion and cicatrisation of 
upper palpebral conjunctiva in both eyes at presentation. (5,6) Inferior 
angles in gonioscopy showing heavy pigment deposition in both eyes. 
(1,2,5) Right eye; (3,4,6) left eye]

Figure 2: (a and b) eyes at presentation (approximately a month after 
exposure) with diffuse stromal iris depigmentation sparing peripupillary 
area. (c and d) Eyes at one week follow up visit. (e and f) after  
3 months of exposure showing repigmentation. (a,c and e) ‑ Right eye; 
(b,d and f) Left eye]
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Figure 3: ASOCT picture of left eye showing open angle and flat iris 
contour

where pigment is released from posterior pigment epithelium 
of	 iris	 and	 shows	 transillumination	defects	 and	 sphincter	
paralysis.[3]	The	exact	cause	 is	not	known	but	previous	case	
reports	suspect	possible	viral	etiology.	Oral	consumption	of	
Fluoroquinolones,	especially	Moxifloxacin	has	also	been	linked	
with	BAIT	like	syndrome.[4]

Case Report
We	report	a	case	of	a	10-year-old	boy	referred	by	Paediatrician	
for	 non	 resolving	 redness	 and	photophobia	 in	 both	 eyes.	
Symptoms	started	a	day	after	the	accidental	exposure	of	eyes	
to	a	herbal	insecticide	spray	used	to	kill	bedbugs.	The	child	
also	developed	flu	 like	 symptoms.	He	was	prescribed	oral	
Acetaminophen	and	Cefuroxime	 tablets	 for	 3	days.	After	 a	
week,	he	was	given	topical	Moxifloxacin-	difluprednate	and	
Homatropine.	However,	with	 no	 improvement	 in	 ocular	
symptoms	he	was	referred	to	us	for	further	management.

On	 presentation,	 the	 child	 had	 extreme	 photophobia	
and	 pain.	 BCVA	was	 20/40	 in	OU,	 and	 IOP	was	 normal	
digitally.	Slit	lamp	examination	revealed	diffuse	conjunctival	
congestion	 (palpebral	and	bulbar)	with	superficial	punctate	
keratopathy	 in	 interpalpebral	 area	 of	 cornea	 in	 both	 eyes	
[Fig.	 1;1-4].	Anterior	 chamber	 showed	pigment	dispersion	
without	 inflammatory	 reaction	 and	pigment	deposition	on	
inferior	corneal	endothelium.	Pupils	were	round	and	slightly	

dilated	 (under	Homatropine).	Diffuse	 iris	 stromal	 atrophy	
with	granular	appearance	was	seen	in	mid	and	peripheral	iris	
sparing	the	peripupillary	area	with	no	transillumination	defects	
[Fig.	2a	and	b].	Systemic	evaluation	was	within	normal	limits.

We	 advised	 topical	Gatifloxacin	 and	Loteprednol	with	
copious	 lubricating	 eye	 drops.	He	was	 symptomatically	
better	on	 follow	up	with	 IOP	of	OD	26	and	OS	25	mm	Hg	
[Fig.	2c	and	d].	Gonioscopy	revealed	wide	open	angles	with	
dense	pigment	deposition	and	regular	iris	insertion	[Fig.	1;	5,6].	
ASOCT	 also	 confirmed	non-concave	 iris	 contour	 [Fig.	 3].	
Fundus	examination	and	specular	microscopy	were	normal.	
Timolol	eyedrop	was	added	and	Loteprednol	tapered	weekly.	
Gatifloxacin	was	discontinued	 soon.	 Investigation	 reports	
showed	normal	Haemogram	with	ESR	of	28	mm.	IgM	levels	of	
CMV,	HSV	1	and	2,	and	VZV	were	not	raised.	After	5	months	of	
exposure	with	steroids	and	antiglaucoma	medication	stopped	
for	almost	a	month	now,	the	iris	in	both	eyes	has	repigmented	
and	child	is	only	on	lubricants	and	much	less	symptomatic.

Discussion
Our	patient	presented	with	Bilateral	acute	depigmentation	of	
iris	(BADI)	which	is	not	reported	after	insecticide.	Only	one	case	
of	BAIT	is	reported	in	a	50-year-old	female	following	fumigation	
therapy	for	suspected	Ophthalmomyiasis.[5]	The	spray	used	by	
our	child	(Herbal	Khatnil	K-20)	has	herbal	oils	with	insecticidal	
property	but	no	other	details	mentioned	on	product	bottle	and	
website.	Herbal	insect	repellants	from	extracts	of	Eucalyptus,	
Cedar,	Neem,	Geranium,	clove,	Ocimum,	etc.,	are	available	in	
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market.[6]	These	are	considered	safe	but	specific	human	ocular	
toxicity	in	case	of	exposure	is	not	established.	Flu	like	symptoms	
in	child	may	suggest	viral	illness.	A	past	history	of	URTI	was	
found	in	35.8%	in	the	largest	case	series.[2] Malaise and rhinorrhea 
can	also	be	a	manifestation	of	insecticide	poisoning.	Kawali	et al.	
in	their	retrospective	series	have	reported	cases	of	BADI	and	
BAIT	with	the	history	of	topical	fluoroquinolone	use.[7] In our 
case,	it	is	unlikely	as	the	child	was	already	symptomatic	for	a	
week	before	topical	antibiotic	was	administered.

Differential diagnoses of BADI are pigment dispersion 
syndrome	(PDS),	acute	anterior	uveitis,	Fuch’s	heterochromic	
iridocyclitis,	 viral	 iridocyclitis,	 trauma,	 etc.[2] Each	of	 these	
diseases	has	 its	 own	pathognomonic	 signs	 and	 symptoms.	
Of	 these,	PDS	appears	most	 likely	differential	diagnosis.	 It	
has	been	 reported	 in	 children.[8]	 Patients	 are	 asymptomatic	
with	mid	 peripheral	 iris	 transillumination	 defects	 and	
concave	iris	contour,	which	is	in	contrast	to	our	patient.	BADI	
has	 a	 self-limiting	 course	with	 repigmentation	 observed	
in	 few	 long-term	 follow-ups.[2]	 In	 this	 case,	we	witnessed	
repigmentation	after	three	months	of	presentation	[Fig.	2e	and	f].

Conclusion
This	is	the	first	case	report	of	BADI	in	a	child	after	insecticide	
exposure.This	report	will	add	valuable	 information	to	the	still	
obscure	etiology	of	this	rare	disorder.	Role	of	correct	and	timely	
diagnosis	 is	 important	 to	avoid	unnecessary	use	of	 steroids.	
History	of	illness,	severity	of	symptoms,	and	thorough	clinical	
examination	are	useful	tools	for	confirming	the	diagnosis	of	BADI.
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Successful management of persistent 
macular hole after macular hole 
surgery with intravitreal triamcinolone 
acetonide: A case report

Alok C Sen, Gaurav M Kohli, Ashish Mitra, 
Dinesh Talwar1

We	 present	 a	 case	 of	 persistent	macular	 hole	 (MH)	 having	 an	
apical	 diameter	 of	 140	 microns	 and	 a	 	 basal	 diameter	 of	 530	
microns	 following	 a	 combined	 phacoemulsification	 and	 MH	
surgery.	 Considering	 post-operative	 cystoid	 macular	 edema	
(CME)	 as	 the	 possible	 reason	 for	 the	 failure	 of	 the	 initial	
surgery,	 a	 trial	 of	 IVTA	 was	 given.	 The	 synergistic	 effect	 of	
mechanical	plugging	of	the	hole	by	TA,	coupled	with	resolution	
of	cystoid	changes	and	falling	back	of	the	macular	hole	resulted	
in	 the	 successful	 closure	 of	 the	 persistent	 macular	 hole	 with	
improvement	in	vision	from	20/250	to	20/63.
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