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Fig. 3 Case 2. Top: posterior pole OD, showing
minimally elevated yellow vitelliform macular lesion.
Bottom: posterior pole OS, showing nearly identical
vitelliform macular lesion.

a subretinal exudative form of degenerative choroi-
dopathy. Fishman et al.’s 3 patients were all seen
in a stage demonstrating active perifoveal capillary
leakage.

It is herein proposed that the vitelliform lesions in
all these patients might have resulted from fluid
leakage into the macular area from inflammation
due to various causes (with other visible signs and
sequelae, or otherwise), differential reabsorption of
the constituents of the leaked fluid, and consequent
accumulation (as suggested by Fishman et al.?) of
protein and lipid material in or near the retinal
pigment epithelium. Whether or not fluid leakage
into the posterior pole could be demonstrated on
fluorescein angiography would depend on the stage
of the causative process operating at the time of
angiography.
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Fig. 4 Case 2. Top: arteriovenous phase fluorescein
angiogram OS, 26-3 seconds after injection.
Vitelliform lesion in macula blocks underlying
fluorescence. Bottom: fluorescein angiogram OS,

20 minutes after injection. Mild staining of
vitelliform lesion can be seen.

Fig. 5 Case 2, fluorescein angiogram, OD, 20
minutes after injection. Staining of vitelliform lesion
OD is somewhat more intense than that seen OS.
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Vitelliform macular lesions

It is not uncommon in ophthalmology to find
different disease processes producing a clinically
identical final fundus appearance. The retina is,
after all, a small tissue with a limited range of gross
pathological alterations available to it. For example,
the fundus picture of tapetoretinal dystrophy might
be a result of a primary, inherited retinitis pigmen-
tosa variety (whether dominant, recessive, or
X-linked) or due to a syndrome of known aetiology
with diverse manifestations such as Bassen-Kornz-
weig syndrome (abetalipoproteinaemia) or Refsum’s
disease (phytanic acid a-hydroxylase deficiency).

The actual pathophysiology operative in these
patients with vitelliform lesions, and the extent to
which their disease processes are truly related, will
of course remain speculative until adequate material
can be studied histopathologically. At present there
appear to be no such reports concerning eyes with
lesions simulating the vitelliform stage of Best’s
disease.

These patients do not appear to have a genetic
dystrophy, and the term ‘vitelliform dystrophy’
appears to be inappropriate. ‘Vitelliform degenera-
tion’23 does not appear to be justified, as the under-
lying cause remains unknown and progression has
not been demonstarted as a regular feature in these
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patients. Since these lesions are truly vitelliform, the
‘pseudovitelliform’ designation of Fishman er al?
merely complicates matters. It is therefore suggested
that the term ‘vitelliform lesion’ (which lesion may
or may not occur in conjunction with the other
findings which accompany Best’s dystrophy, such
as an abnormal EOG and an appropriate family
history) be used as a purely descriptive title for this
fundus picture, a picture which can apparently
result from multiple causes. The designation ‘vitelli-
form macular dystrophy’, along with its eponymic
designation ‘Best’s disease’, may be reserved for the
genetic entity which so often produces lesions
clinically indistinguishable in appearance from those
found in the patients discussed here.
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