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SUMMARY

A 42-year-old male presented to our clinic with acute blurring
of vision in both eyes especially in reading for about 2 weeks.
Detailed history revealed that the patient recently applied to
his dentist because of tooth ache. The patient’s complaints abo-
ut reading had started 2 weeks after tooth extraction. He had a
medication of amoxicillin for a month prior to tooth removal and
non-steroidal anti-inflammatory drugs after extraction. In this
case we report a bilateral CSCR case after tooth extraction.

Key Words: Central serous chorioretinopathy, non-steroidal an-
ti-inflammatory drug, tooth extraction.

oz

Kirkiki yaginda erkek hasta, yaklagik 2 haftadir 6zellikle okur-
ken aniden goérme bulaniklagsmas: ile klinigimize bagvurdu.
Detayli hikayesinde hastanin dis agrisi nedeniyle dis hekimine
basvurdugu 6grenildi. Hastanin okuma ile ilgili sikayetleri dis
cekiminden 2 hafta sonra baglamisti. Hasta dis cekilmesinden 1
ay 6ncesinde amoksisilin, sonrasinda 2 hafta siireyle non-steroid
anti-inflamatuar ila¢ kullanmisti. Bu vakada dis ¢ekimi sonra-
sinda goriilen ¢ift tarafli SSKR olgusu sunulmustur.

Anahtar Kelimeler: Disg ¢ekimi, non-steroid anti-inflamatuar

ilag, santral seroz koryoretinopati.



INTRODUCTION

Central serous chorioretinopathy (CSCR) is an idiopathic sero-
us detachment of the neurosensory retina in the macular regi-
on. The disease typically affects patients between ages 20-50
and males are more affected than females.! Fluid leaking from
the choriocapillaris through the retinal pigment epithelium
into the subretinal space cause the neurosensorial detachment.
The exact pathogenesis is still unclear but there are two main
theories. One of them is retinal pigment epithelial (RPE) cell
dysfunction that fluid can not be pumped away from the retina
and the other theory is fluid accumulation in the RPE due to the
hyperpermeability of the choroidal circulation.

The conditions associated with CSCR are Type A personality,
pregnancy, Cushing’s syndrome, corticosteroids, sympathomi-
metic drugs, and increased levels of circulating serum catec-
holamines.2 Moreover antibiotic and alcohol use and allergic
respiratory disease are rare conditions associated with CSCR.
The disease is generally self-limited, and most patients have
spontaneous resolution within 6 months.3

The primary goal of treatment is to determine the underlying
risk factors and properly struggle with them. Other treatments
include focal laser photocoagulation and photodynamic laser
therapies.*® However, because of limited benefits and potential
side-effects, neither of these modalities regularly take part in
the treatment. In this report we present a CSCR case after to-
oth extraction.

Bilateral Central Serous Chorioretinopathy After Tooth Extraction

CASE REPORT

A 42-year-old male presented to our clinic with acute blurring
of vision in both eyes (OU) especially in reading for about 2 we-
eks. At presentation to our clinic his best corrected visual acuity
(BCVA) was 20/20 (OU) with hyperopic correction (+1.0). Fun-
dus examination revealed bilateral central serous retinal eleva-
tion in the macular region.

The rest of the ocular examination was unremarkable. Optical
coherence topography (OCT) showed bilateral macular detach-
ment and subretinal fluid (Figure 1) and fluorescein angiog-
raphy (FA) confirmed the diagnosis of CSCR with window de-
fects, multiple late leakage in both eyes and RPE atrophy area
extending to papillary region in the left eye (Figure 2,3).

Detailed history revealed that the patient recently applied to
his dentist because of tooth ache and had a medication of amo-
xicillin for a month prior to tooth removal.

Two weeks after tooth extraction he had sudden loss of near vi-
sion. During this period the patient had used non-steroidal anti-
inflammatory drugs.

He had no history of corticosteroid drugs. Because the initial vi-
sual acuity was good, only topical treatment was considered. Ke-
torolac trometamin QID was prescribed.

DISCUSSION

The etiology and pathogenesis of CSCR is still unclear. Presen-
tation may vary from asymptomatic to blurred vision, meta-

Figure 1: OCT images show bilateral macular detachment and a pigment epithelial detachment on the right eye.
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Figure 2: FFA demonstrates bilateral window defects and multiple
late leakage in the macular region in right eye.

morphopsia, micropsia and colour desaturation. Visual acuity
is 20/30 on average but range from 20/15 to 20/200. Slight hype-
ropic correction usually improves vision and this may delay the
diagnosis. Stress, steroids, pregnancy, Cushing’s syndrome,
systemic hypertension, lupus erythematosus, antibiotics, alco-
hol and allergic respiratory disease have been implicated in the
causes of CSCR.® In addition endogen hypercortisolism was pre-
sented as a cause of bilateral CSCR in rare cases.”

Diagnosis of CSCR is made clinically and confirmed with opti-
cal coherence tomography, fundus florescein angiography and
indocyanine green angiography (ICGA). Typical OCT finding
is serous detachment of macula. FA shows late leakage in the
macula with characteristic smokestack patterns only in %10-15
CSCR patients. ICGA shows hypofluorescent areas early in the
angiogram followed by late hyperfluorescence and leakage in
choroidal vasculature.! The choroid probably plays a significant
role in the pathogenesis of CSCR.

The choroid is thought to be hyperpermeable in CSCR as shown
in ICGA. Thickening of the choroid in both eyes with CSCR is
also indicated by EDI-OCT imaging.® Increased tissue hydrosta-
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Figure 3: FFA demonstrates bilateral window defects, multiple late
leakage in the macular region and RPE atrophy area extending to
papillary region in left eye.

tic pressure caused by hyperpermeable choroidal vessels leads
to retinal pigment epithelial detachments (PEDs), breaks down
the barrier function of the RPE causing fluid accumulation bet-
ween the retina and the RPE.® The initial management is ob-
servation in most cases. If systemic or local corticosteroids are
being used they have to be discontinued or tapered down. Pho-
todynamic therapy and focal laser photocoagulation are very
effective treatments and should be considered in severe cases.
In our case there is no history of systemic or local corticosteroid
use.

The possible reasons include endogenous increase of catechola-
mine as a result of tooth extraction, the usage of antibiotic and
non-steroidal anti-inflammatory drugs. Non-steroidal anti-inf-
lammatory drugs have not been previously indicated as a risk
factor in this disease and they would also be assessed in the
etiology with the same unclear mechanism of corticosteroid use.
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