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Case Report

Abstract
Central serous chorioretinopathy is a retinal disorder where areas of leakage through an altered retinal pigment epithelium cause 
localised serous detachment of the macula. It typically presents with blurred vision, metamorphopsia, and micropsia. While 
commonly affecting young men, CSCR cases have been reported in pregnancy typically within the third trimester with the 
incidence reported as 0.008% per year. Here we describe the case of reoccurrence of unilateral CSCR in a 32-year-old multiparous 
woman. She presented at 13 weeks of gestation with decreased vision in the left eye. Optical coherence tomography (OCT) 
revealed subfoveal neurosensory detachment with hyperreflective fibrin deposits. This was managed conservatively with lifestyle 
modifications and close monitoring. Vision and OCT findings gradually improved, and by 34 weeks of pregnancy, the CSCR had 
fully resolved. The patient successfully delivered vaginally without recurrence. Notably, she had experienced a prior episode of 
CSCR four years earlier, unrelated to pregnancy, which resolved spontaneously after 10 months. CSCR in pregnancy is a rare 
but important differential diagnosis for visual complaints in pregnancy. This case demonstrates that lifestyle modification and 
monitoring may lead to spontaneous pre-delivery resolution and that vaginal delivery does not necessarily worsen the condition.
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INTRODUCTION
During pregnancy, hormonal, metabolic, and hemodynamic 
changes can affect the eye, ranging from mild refractive 
shifts and dry eye to more serious conditions such as 
worsening diabetic or hypertensive retinopathy and CSCR.
CSCR is a disorder characterised by serous detachment of 
the neurosensory retina due to dysfunction of the retinal 
pigment epithelium (RPE).[1] This manifests clinically 
with decreased visual acuity, sudden onset unilateral 
visual blurring, metamorphopsia, micropsia, occasional 
paracentral scotoma and mild dyschromatopsia. The 
majority of cases resolve spontaneously within 3-6 months, 
with recurrence occurring in 15–50% of patients.[2]

CSCR mainly affects young men aged 20-45 years, with 
some association with type A personality traits – these 
include aggression, competitiveness and ambition.[3] Other 
risk factors include psychological stress, corticosteroid 

exposure, and depression.[4] Pregnancy is a recognised risk 
factor, though rare, with an incidence of approximately 
0.008% per year.[5] Pregnancy-induced CSCR (p-CSCR) 
typically develops in the third trimester, where it usually 
resolves following delivery.[6] The cause of pregnancy 
induced CSCR is unknown, and the proposed mechanism 
involves elevated endogenous cortisol levels in pregnancy, 
leading to increased choroidal vascular permeability.[7] 
Table 1 summarises the differences between idiopathic 
CSCR and p-CSCR. 
Here we present a case of CSCR reoccurrence 
in pregnancy, which resolved before delivery with 
conservative measures. 
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Table 1 : Differences Between Pregnancy-Associated and Idiopathic CSCR. (full page width).
Feature Pregnancy-Associated CSCR Idiopathic CSCR

Demographics Typically affects women in the third trimester of pregnancy Predominantly affects men aged 20–50 years

Triggers Hormonal changes, elevated cortisol levels, and 
haemodynamic shifts during pregnancy

Psychological stress, corticosteroid use, or Type A 
personality traits

Choroidal Thickness Often increased (pachychoroid) Variable, but frequently thickened
Fibrin Deposition Common; visible as hyperreflective material on OCT Rare
Course Usually resolves spontaneously postpartum May resolve spontaneously or become chronic

Management Conservative during pregnancy with close OCT monitoring May require photodynamic therapy, focal laser, or 
medical treatment if persistent

CASE REPORT
A 32-year-old multiparous woman presented at 13 weeks 
gestation with a one-week history of blurred vision in her 
left eye. Her current medications included cyclizine and 
ondansetron for hyperemesis gravidarum, and sertraline 
for anxiety. Her obstetric history was significant for 
gestational hypertension, induction of labour due to 
intrauterine growth restriction, and miscarriage. She 
was a non-smoker with no history of corticosteroid use.
On examination, best-corrected visual acuity (BCVA) 
was 6/5 in the right eye and 6/30 in the left. The anterior 
segment examination was unremarkable, and intraocular 

pressures measured 17 mmHg bilaterally using Goldmann 
applanation tonometry.
Dilated fundus examination of the left eye revealed loss of 
the foveal reflex (Figure 1). Optical coherence tomography 
(OCT) (Spectralis, Heidelberg Engineering, Germany) 
demonstrated a dome-shaped neurosensory detachment 
with subretinal fluid, hyperreflective dots, and fibrin 
deposition (Figure 2). Central macular thickness (CMT) 
was 251 μm in the right eye and 429 μm in the left (Table 
2). Lifestyle modifications were advised, including stress 
reduction and maintaining adequate sleep.

Figure 1: OPTOS Colour Fundus Images of the Left Eye at 13 Weeks with Loss of Foveal Reflex (A) and at 34 
Weeks of Gestation with Restored Foveal Reflex (B). (Saved as CSCR Figure 1 – column width).
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Figure 2: OCT Scans Demonstrate the Evolution of Pregnancy-associated Central Serous Chorioretinopathy: 
Gestational Week 13 – Subretinal Fluid with Fibrin (A), Week 17 – Persistent Fluid and Fibrin (B), Week 23 – 

Partial Resolution (C), Week 34 – Complete Resolution (D). OCT from the Previous CSCR Episode (4 years earlier) 
Showing Fluid without Fibrin (E). (Saved as CSCR Figure 2 – full page width).

At a four-week review (17 weeks gestation), visual acuity 
in the left eye had improved to 6/15; however, OCT 
revealed an increase in CMT to 539 μm, with persistent 
subretinal fluid and increased reflectivity consistent with 
ongoing fibrin presence (Figure 2). By 23 weeks gestation, 

visual acuity in the left eye measured 6/24, while OCT 
demonstrated improvement in CMT to 426 μm, indicating 
a resolution phase with decreased subretinal fluid and 
fading fibrin (Table 2).

Table 2: Best Corrected Visual Acuity (BCVA) and Central Macular Thickness (CMT) of the Left Eye During 
Pregnancy. %: Percentage; CMT: Central Macular Thickness. (full page width).

Time Point Visual Acuity (Snellen) Change (%) VA from Day 0 CMT (µm) Change (%) CMT from Day 0
Day 0 (13-weeks gestation) 6/30 0.0 429 0
Day 29 (17-weeks gestation) 6/15 +25.6 539 +25.2
Day 71 (23-weeks gestation) 6/24 0.0 426 0.0
Day 140 (34-weeks gestation) 6/9.5 +52.5 213 -52.5

At 34 weeks gestation - three and a half months after the 
initial diagnosis - the CSCR had completely resolved. 
OCT imaging showed a CMT of 213 μm in the left eye, 
and visual acuity had improved to 6/9 (Table 2, Figure 2). 
Throughout this period, the right eye remained unaffected 
with stable visual acuity of 6/6 and no clinical evidence 
of CSCR.
Interestingly, the patient also had a history of CSCR in 
the same eye four years earlier, unrelated to pregnancy, 
which resolved spontaneously over a 10-month period, 

with final BCVA of 6/6 (Figure 2).
Pregnancy-associated CSCR is thought to be driven by 
hormonal fluctuations, particularly elevated cortisol and 
progesterone levels, that increase choroidal vascular 
permeability. This may result in more pronounced subretinal 
fluid accumulation and fibrin deposition. Fibrin usually 
appears as a hyperreflective substance within the subretinal 
fluid or along the outer layers of the retina. This can 
indicate a more severe or prolonged disease process. 
Considering the patient’s gestational age along with these 
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specific imaging characteristics, pregnancy-induced central 
serous chorioretinopathy (p-CSCR) was identified as the 
most probable diagnosis. Hypertension was considered 
an unlikely cause of the patient’s presentation, as clinic 
records report a blood pressure of 120/70 mmHg, which 
is within the normal range. 

DISCUSSION
P-CSCR is a rare yet specific form of idiopathic 
CSCR. Research from case-control studies indicates 
that pregnancy can elevate the risk of developing this 
condition by over seven times, particularly during the 
second and third trimesters. The pathophysiology has 
been hypothesised to involve: elevated cortisol leading 
to increased choroidal vascular permeability; hormonal 
fluctuations (progesterone, estrogen) affecting RPE 
function; and choroidal thickening/episcleral venous 
congestion increasing hydrostatic pressure.[8,9]

A distinguishing feature of P-CSCR is subretinal fibrin 
deposition, visible on OCT as hyperreflective material. 
Fibrin is seen in up to 90% of p-CSCR cases compared 
to only 20% of idiopathic cases (Table 2). Elevated levels 
of cortisol, progesterone, and estrogen during pregnancy 
increase choroidal vascular permeability. This leads to 
leakage of plasma components, including fibrinogen, 
into the subretinal space. The retinal pigment epithelium 
(RPE), which normally acts as a blood-retinal barrier, 
becomes compromised due to hormonal and hemodynamic 
changes. This allows fibrinogen to extravasate and 
polymerize into fibrin, forming hyperreflective deposits 
seen on OCT. CSCR is not typically considered an 
inflammatory condition, however, during pregnancy, 
there can be slight inflammatory responses that may add 
to the deposition of fibrin.[9] While the presence of fibrin 
suggests more significant leakage, it usually resolves on 
its own, as seen in this instance. If fibrin persists, it has 
the potential to lead to subretinal scarring, which could 
result in permanent vision loss.
There are no obstetric guidelines for managing CSCR 
during pregnancy, which created a dilemma regarding 
planning the optimal mode of delivery for our patient. 
The patient expressed a preference for a vaginal delivery, 
but concerns arose that this could worsen the CSCR 
and cause retinal detachment. When consulting the 
literature, some studies suggest that increased maternal 
cortisol levels during vaginal delivery could potentially 
worsen the CSCR.[8] On the other hand, a case reported 
by Gawęcki denoted that CSCR developed following a 
caesarean section.[10] There is no clear obstetric guidance 
to plan for a mode of delivery for patients with pregnancy 
related CSCR, luckily in this patient the CSCR resolved 
pre-delivery at 34 weeks, and the patient proceeded with 
a successful vaginal birth. 
A review of the literature suggests risk management 
via lifestyle interventions or the use of micropulse laser 
therapy. In this patient’s case, we discussed treatment 
options and decided against active interventions and 
instead chose to monitor her closely as the typical course 

for CSCR is spontaneous resolution following birth. 
Interestingly, in this case, the patient’s CSCR resolved 
pre-delivery, whereas in most reported cases of CSCR 
the disease resolves post-delivery. This could be due 
to patient factors, such as reducing stress and gaining 
adequate sleep, which may have lowered cortisol levels 
leading to CSCR resolution. 
There has been a debate surrounding the use of laser 
in the treatment of p-CSCR. With Ochinciuc et al.[2], 
suggesting the use of micropulse laser as an effective. 
In Ochiniciuc’s cases, the CSCR resolved three months 
after delivery, whereas our patient experienced remission 
before delivery. This suggests that micropulse laser does 
not improve outcome compared to lifestyle changes and 
careful monitoring and lifestyle modifications may suffice 
for p-CSCR. Although micropulse laser has been shown to 
be effective in treating CSCR, there is little evidence that 
this is more effective than no intervention. Additionally, 
other studies report spontaneous resolution of CSCR near 
to the end of pregnancy or within the first few months 
following delivery following lifestyle changes.[8] In our 
case, the patient has spontaneous resolution of CSCR 
34 weeks pre-delivery following lifestyle modification, 
thus careful monitoring and lifestyle modifications may 
suffice for p-CSCR.
Arterial hypertension in pregnancy is another important 
factor present in our case, due to the patient’s previous 
history of gestational hypertension. Pre-eclampsia can 
lead to some serious ocular complications, though less 
frequently, such as hypertensive retinopathy and serous 
retinal detachment. Vaginal delivery is very often being 
questioned about because of its risk for retinal detachment. 
However, according to recent studies, vaginal delivery 
does not increase this risk, and cesarean section is not 
routinely required for ophthalmologic indications.[11]

CONCLUSION
Pregnancy-associated central serous chorioretinopathy 
(CSCR) is a rare condition, but it generally resolves on its 
own. With careful monitoring and lifestyle adjustments 
optimal management can often be achieved. This case 
highlights that spontaneous resolution can occur before 
delivery and that vaginal birth can be safe in selected 
patients. 
Multidisciplinary collaboration between ophthalmologists 
and obstetricians is crucial to provide individualized 
care. Engaging in shared decision-making with the 
patient helps in assessing the potential risks and benefits 
effectively, ensuring that the chosen management plan 
and mode of delivery support both the mother’s and the 
baby’s well-being.

Patient Consent
Written informed consent was obtained. No identifiable 
information is included. No conflict of interest. 

Funding
No funding was received.



Central Serous Chorioretinopathy Reoccurrence in Pregnancy

Journal of Case Reports for Medical Students and Trainees ¦ Volume 2 ¦ Issue 1 ¦ January-June 2025 28

Conflict of Interest
All authors have no actual or potential conflicts of interest 
to declare

REFERENCES
1.	 Borselli M, Rossi C, Chisari D, et al. Current and emerging 

treatment options for central serous chorioretinopathy. 
Expert Rev Ophthalmol. 2024; 19(4): 247–60. doi: https://
doi.org/10.1080/17469899.2024.2336241.

2.	 Ochinciuc R, Munteanu M, Baltă G, Baltă F. Central 
serous chorioretinopathy in pregnancy. Rom J 
Ophthalmol. 2022; 66(4): 382–85. doi: https://doi.
org/10.22336/rjo.2022.68.

3.	 Mukherji S, Karmakar S, Dasgupta S. Association 
of Central serous chorioretinopathy with type 
of personality, anxiety and depression. Indian J 
Ophthalmol. 2024; 72(Suppl 1): S60–s65. doi: https://
doi.org/10.4103/ijo.ijo_1180_23.

4.	 Chen YY, Huang LY, Liao WL, Chou P. Association 
between Central Serous Chorioretinopathy and Risk 
of Depression: A Population-Based Cohort Study. 
J Ophthalmol. 2019; 2019: 2749296. doi: https://doi.
org/10.1155/2019/2749296.

5.	 Said-Ahmed K, Moustafa G, Fawzy M. Incidence 
and natural course of symptomatic central serous 
chorioretinopathy in pregnant women in a maternity 
hospital in Kuwait. Middle East Afr J Ophthalmol. 2012; 
19(3): 273–6. doi: https://doi.org/10.4103/0974-9233.97920.

6.	 Yu J, Li L, Jiang C, Chang Q, Xu G. Clinical 
Characteristics of Pregnancy-Associated Central 
Serous Chorioretinopathy in the Chinese Population. 
J Ophthalmol. 2021; 2021: 5580075. doi: https://doi.
org/10.1155/2021/5580075.

7.	 Haimovici R, Koh S, Gagnon DR, Lehrfeld T, Wellik 
S. Risk factors for central serous chorioretinopathy: a 
case-control study. Ophthalmology. 2004; 111(2): 244–
9. doi: https://doi.org/10.1016/j.ophtha.2003.09.024.

8.	 Pole C, Gaw Stephanie SL, Tsui Irena I. Utility 
of optical coherence tomography angiography in 
pregnancy-associated central serous chorioretinopathy. 
Am J Ophthalmol Case Rep. 2020; 20: 100979. doi: 
https://doi.org/10.1016/j.ajoc.2020.100979.

9.	 Stroka M. Subretinal Fibrinous Exudative Material 
Identified in Central Serous Chorioretinopathy. 
Optometry Advisor. November 5, 2021. Available 
from: https://www.optometryadvisor.com/news/case-
study-shows-subretinal-fibrinous-exudation-in-cscr.

10.	 Gawęcki M, Jaszczuk-Maciejewska A, Jurska-
Jaśko A, Kneba M, Grzybowski A. Transfoveal 
Micropulse Laser Treatment of Central Serous 
Chorioretinopathy within Six Months of Disease 
Onset. J Clin Med. 2019; 8(9): 1398. doi: https://doi.
org/10.3390/jcm8091398.

11.	 Papamichael E, Aylward GW, Regan L. Obstetric 
opinions regarding the method of delivery in women 
that have had surgery for retinal detachment. JRSM 
Short Rep. 2011; 2(4): 24. doi: https://doi.org/10.1258/
shorts.2011.010107.

https://doi.org/10.1080/17469899.2024.2336241
https://doi.org/10.1080/17469899.2024.2336241
https://doi.org/10.22336/rjo.2022.68
https://doi.org/10.22336/rjo.2022.68
https://doi.org/10.4103/ijo.ijo_1180_23
https://doi.org/10.4103/ijo.ijo_1180_23
https://doi.org/10.1155/2019/2749296
https://doi.org/10.1155/2019/2749296
https://doi.org/10.4103/0974-9233.97920
https://doi.org/10.1155/2021/5580075
https://doi.org/10.1155/2021/5580075
https://doi.org/10.1016/j.ophtha.2003.09.024
https://doi.org/10.1016/j.ajoc.2020.100979
https://www.optometryadvisor.com/news/case-study-shows-subretinal-fibrinous-exudation-in-cscr
https://www.optometryadvisor.com/news/case-study-shows-subretinal-fibrinous-exudation-in-cscr
https://doi.org/10.3390/jcm8091398
https://doi.org/10.3390/jcm8091398
https://doi.org/10.1258/shorts.2011.010107
https://doi.org/10.1258/shorts.2011.010107

