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Topical dermal steroideinduced retinopathy
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INTRODUCTION
Central serous chorioretinopathy (CSCR) is a

condition defined by subretinal fluid accumulation
in the area of the macula leading to serous detach-
ment. CSCR is a significant vision-threatening
retinopathy that can lead to irreversible vision loss.
Although presentation can vary, the classic case
comprises unilateral vision loss with the patient
reporting a dark spot in the center of their visual
field.1 Corticosteroid use has long been considered
to be a factor contributing to CSCR in patients, with
oral administration having the most common
occurrence.2 However, there have been previous
cases reported of CSCR presenting following topical
dermal steroid use.3 We report a case of a patient
with two separate episodes of CSCR induced by use
of topical steroids.

CASE REPORT
A 48-year-old man with a history of psoriasis was

using intermittent topical clobetasol for a recent flair
of his psoriasis. He presented with new-onset
blurred vision in the left eye after application of
clobetasol to the tip of his nose, eyebrows, and
periauricular skin. The patient was evaluated by a
retina specialist and was found to have CSCR in
the left eye (Fig 1), with no significant visual acuity
loss. Additional pertinent medications were
azelastine hydrochloride nasal spray and fluticasone
propionate nasal spray. The patient was advised to
discontinue topical and intranasal steroids. At
2-month follow up, the subretinal fluid associated
with CSCR was completely resolved (Fig 2). Six
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months later, the patient restarted only clobetasol
without the intranasal preparations. Within 2 weeks,
the patient presented to the retina specialist with a
relapse in CSCR (Fig 3). The patient once again
discontinued topical steroids and the subretinal fluid
resolved (Fig 4).

DISCUSSION
CSCR is a relatively rare diagnosis; however, the

potential for poor visual prognosis combined with
the common frequency of steroid use shows the
importance of recognition of this finding. Although
many retinal conditions are more commonly seen in
older populations, CSCR typically affects young to
middle-aged adults. In idiopathic cases, men have a
6-times higher incidence than women; however,
corticosteroid-associated cases do not show a strong
predilection.4 Time of onset can vary widely, and
there appears to be no correlation between dose of
steroid used and increased incidence of CSCR.5

Visual acuity changes can range from mild to
moderate, with most cases of CSCR resolving
spontaneously. However, 35% to 40% will recur or
become chronic resulting in poor visual prognosis.6

A pathophysiologic cause is yet to be identified
for CSCR. One mechanism currently being
investigated is the stimulation of mineralocorticoid
receptors in the retinal pigment epithelium
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Fig 1. CSCR, episode 1. Optical coherence tomography demonstrates subretinal fluid is seen
beneath the fovea indicated by the white arrow.

Fig 2. CSCR, resolved. Subretinal fluid resolved with restoration of foveal contour.
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and choroid by exogenous and endogenous
glucocorticoids resulting in vasodilation and fluid
accumulation. It is thought that this sensitivity of
mineralocorticoid receptors explains retinal fluid
accumulation in addition to the other comorbidities
associated with CSCR, which are hypertension,
psychological stress, and coronary artery disease.7

Because the mechanism of steroid use and
complication of CSCR is not fully elucidated, further
study is needed to show causality.

Well-studied triggers include antibiotic use,
pregnancy, type A personality, psychosocial stress,
and corticosteroid use.4 Recurrence rates have been
difficult to elicit; however, case reviews have
reported recurrence rates between 15% and 50%.4

For recurrent cases or cases with persistent sub-
retinal fluid for more than 3 months, thermal laser
to the site of retinal injury, photodynamic therapy,
and other experimental agents have been proposed
with good prognosis. Thus, it is important to refer
patients for dilated ophthalmologic examination if
patients on oral, topical, or inhaled corticosteroids
experience vision changes. If complications of
CSCR do arise, alternate topical therapies for pso-
riasis may be considered, including topical calci-
neurin inhibitors or lower-potency topical steroids
if the patient is not already a candidate for systemic
therapy.



Fig 3. CSCR, episode 2. Subretinal fluid return when clobetasol was restarted indicated by the
white arrow.

Fig 4. CSCR, resolved. Subretinal fluid again resolved with foveal contour reestablished.
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