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happen. On the contrary, in this report, as well as in a 
previous one (2), it has been observed that the initial iris 
stromal defect tends to slowly subside with the passage 
of time.

The reversibility of the iris pigment alterations sug-
gest that it is not related to an active viral infection or iris 
inflammation, but could be the end result of some type 
of neuropathy.

A viral etiology (HSV, VZV) has been suggested, and 
some authors have empirically prescribed oral acyclovir 
(2, 3), but this diagnosis has never been confirmed, and 
it would be very unusual to have simultaneous bilateral 
intraocular viral involvement (4).

Among the causes of acquired hypochromic hetero-
chromia is Fuchs´ heterochromic iridocyclitis (5); how-
ever, it is unilateral in over 90% of cases, has characteris-
tic fine PKs, involvement of the iris pigment epithelium, 
a chronic course over the years, and there is no regression 
of the hypochromia.

Pigmentary dispersion syndrome (6) has a character-
istic bilateral presentation with irreversible iris transil-
lumination defects, pigment deposition on the corneal 
endothelium and anterior capsule, and has a slowly pro-
gressive and irreversible course.

Acute primary ischemic iris atrophy (7) has an acute 
unilateral presentation with irreversible transillumina-
tion defects and pupil distortion, as a consequence of 
medium- sized iris vessel involvement of unknown eti-
ology.

Figure 6. Same patient as in Figure 5. Left Eye. The demarcation 
between involved and non-involved iris stroma is less well defined, 
although the compromised stroma maintains the grayish powdery 
aspect.

Figure 8. Same patient as in Figure 7. Left Eye.

Figure 5. 76 y.o. male. This is the only unilateral case in our series. 
Right eye is normal.

Figure 7. 61 y.o. female. Right Eye. Patient with the least invol-
vement of iris stroma, comprising only the upper periphery. There 
is a very clear and sharp demarcation between involved and non-
involved iris stroma.
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Ito´s Syndrome (Incontinentia Pigmenti Acromians) 
(8) is a congenital entity comprising irreversible bilater-
al hypochromic nevi of the iris associated with multiple 
dermatologic, neurologic and musculoskeletal abnor-
malities.

Vogt Koyanagi-Harada syndrome (9) causes iris hy-
pochromia, but is progressive, irreversible and frequently 
accompanied by iris transillumination defects, pupil se-
clusion, chronic intraocular inflammation and choroidal 
involvement, among other signs.

Alterations in the sympathetic stimulation to the 
melanocytes of the superficial iris stroma can lead to ip-
silateral hypochromia, a well known finding in Horner´s 
Syndrome, both congenital and acquired (10). However 
this is strictly unilateral, and accompanied by miosis, 
ptosis and anhidrosis, among other signs. 

Finally, iris infiltration by metastatic non-pigmented 
tumors can produce asymmetrical bilateral hypochromia 

Figure 10. Same patient as Figure 1, 3 yrs after initial presentation. 
Right eye. There is considerable improvement of the affected iris, 
but still not complete; the originally involved iris is not grayish but 
more of a light brown color.

Figure 13. Same patient as in Figure 4, 5 yrs after initial presenta-
tion. Left eye.

Figure 12. Same patient as in Figure 3, 5 yrs after initial presenta-
tion. Right eye. Note how although the difference between the ori-
ginally involved and healthy iris is still apparent, it is much less so. 
While the originally involved iris has an almost normal appearance, 
its contraction sulci are very apparent, and it looks thinner than the 
uninvolved iris.

Figure 9. Right eye iris angiography, same patient as in Figure 1. 
Radially oriented, undisturbed, continent iris vessels, evident where 
there is stromal iris atrophy due to a window defect effect.

Figure 11. Same patient as in Figure 2, 3 yrs after initial presenta-
tion. Left eye.
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(11), but upon slit lamp examination the increase in the 
thickness of the iris involved is evident, and systemic 
workup will reveal the primary tumor location.

In conclusion, BADI syndrome is an entity whose eti-
ology and physiopathology is still unknown seven years 
after being reported for the first time. We know it is a bi-
lateral, asymmetric, non-ischemic, spontaneously revers-
ible entity with no apparent ophthalmological sequelae.

Among the proposed physiopathological mecha-
nisms, the neuropathic one seems more likely than in-
fectious, inflammatory or ischemic mechanisms, as no 
evidence of microorganism involvement has been iden-
tified by PCR or other methods, there is no concomi-
tant intraocular inflammation and the iris angiography 
is normal.
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