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Case
A 21‑year‑old male was referred after an incidental finding 
of a chorioretinal scar in his right fundus during a routine 
clinical examination. He had no ocular complaints and 
his clinical examination revealed a best‑corrected visual 
acuity of 6/6 both eyes (−0.5D @ 150°right eye). Patient had 
no significant past medical or ocular history including 
infectious diseases or long‑term exposure to retinotoxic 
drugs. Anterior segment was quiet and unremarkable. 
Goldman applanation tonometry was 14 mmHg both eyes. 
A  78D slit‑lamp biomicroscopy revealed a flat globally 
hyperpigmented fusiform lesion with sharp margins. It 
was temporal to the fovea with its tip directed toward it 
[Fig. 1a-c]. Binocular indirect ophthalmoscopy revealed no 
peripheral chorioretinal lesions in both eyes. Examination of 
the left eye was unremarkable. Optical coherence tomography 
revealed gross loss of outer retinal layers with thickening 
of the retinal pigment epithelium involving the lesion. 
The fundus autofluorescence images showed a globally 
hypopigmented torpedo like lesion with surrounding patchy 
hyper autofluorescent areas [Fig. 2a and b]. Normal fundus 
auto fluorescence [Fig. 2c].

Discussion
Torpedo maculopathy is a rare congenital condition 
which mostly present as a hypopigmented oval‑shaped 
lesion. Most of the reported cases are asymptomatic but 
rarely can present with scotomas.[1] This condition was 
first identified by Roseman and Gass[2] and term torpedo 
maculopathy was introduced by Daily.[3] Torpedo lesions 
can vary significantly in their presentation.[4] While features 
like location, temporal to the fovea, horizontal oval shape, 

Cite this article as: Ranjith PC, Giridhar A. Hyperpigmented torpedo 
maculopathy. Indian J Ophthalmol 2019;67:270-1.

This is an open access journal, and articles are distributed under the terms of 
the Creative Commons Attribution‑NonCommercial‑ShareAlike 4.0 License, 
which allows others to remix, tweak, and build upon the work non‑commercially, 
as long as appropriate credit is given and the new creations are licensed under 
the identical terms.

For reprints contact: reprints@medknow.com

Vitreo‑retinal Services, Giridhar Eye Institute, Ponneth Temple Road, 
Kadavanthra, Kochi, Kerala, India

Correspondence to: Dr. P C Ranjith, Vitreo‑retinal Services, Giridhar 
Eye Institute, Ponneth Temple Road, Kadavanthra, Kochi ‑ 682 020, 
Kerala, India. E‑mail: Ranjith010@gmail.com

Manuscript received: 11.06.18; Revision accepted: 19.10.18

Access this article online
Quick Response Code: Website: 

www.ijo.in

DOI:
10.4103/ijo.IJO_886_18

PMID: 
*****

Figure 1: (a): Right eye fundus showing flat, globally hyperpigmented, 
and fusiform lesion with well‑defined margins located temporal to 
the fovea. (b) Normal fundus left eye. (c) Magnified picture showing 
torpedo‑like lesion
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Figure  2:  (a) Thinning of outer retinal layers with loss of ellipsoid 
zone with few focal cavitations.  (b) Hypo autofluorescent torperdo 
lesion with patchy hyper autofluorescent areas around it. (c) Normal 
autofluoroscence left eye
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and hypopigmentation remain constant, it can even 
present with certain variable features like intraretinal cleft, 
hyperpigmentation, fundus excavation, and visual field 
defects. Golchet et  al.[5] demonstrated pigmentation to be 
variable. Globally, hyperpigmented torpedo maculopathy are 
rarely documented with a long follow up.[6] The differential 
diagnosis includes congenital retinal pigment epithelial 
hypertrophy  (CHRPE), choroidal nevus, hamartoma of 
the retinal pigment epithelium, trauma, and inflammatory 
conditions (toxoplasmosis).

This unique case represents a variable presentation of 
torpedo maculopathy and multimodal imaging supports 
the findings.
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Pigmented paravenous retinochoroidal atrophy (PPRCA) is a 
rare variant of retinochoroidal atrophy  (RCA) characterized 
by bilateral pigment accumulation along the retinal veins and 

RCA.[1] The disease etiology remains unknown. Majority of the 
cases are sporadic but some are hereditary in nature.[2]

Case
A 24‑year‑old female presented with complaint of diminution 
of vision in both eyes (OU) for 1 year, with no past history of 
inflammation, trauma, or nyctalopia and no family history 
of retinal disorders. Best‑corrected visual acuity was 6/6p 
OU. Biomicroscopic examination of anterior segment was 
unremarkable OU. Fundus examination showed pigment 
clumps along the retinal vascular arcade with chorioretinal 
atrophy extending from the disc up to the equator with no 
involvement of the macula OU [Fig. 1a and b].

Complete blood count (CBC), erythrocyte sedimentation 
rate (ESR), C‑reactive protein, and random blood sugar levels 
were within normal limits.  Antinuclear antibody (ANA) test 
was negative and venereal disease research laboratory 
(VDRL)  test was nonreactive. OU fundus autofluorescence 
showed crescentic area of hyperfluorescence adjacent to area of 
chorioretinal atrophy [Fig. 1c and d]. Full‑field analysis showed 
peripheral field constriction OU [Fig. 2a and b]. OCT revealed 
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