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ABSTRACT
Objective  To investigate the factors affecting the 
duration of subretinal fluid (SRF) resolution and their 
correlation with the final anatomical and functional 
outcome in cases of treatment naïve acute central serous 
chorioretinopathy (CSCR).
Methods and analysis  We retrospectively studied 93 
eyes of 93 patients diagnosed with treatment naïve acute 
CSCR presenting within 30 days of onset of symptoms. The 
eyes were divided into two groups (1 and 2) based on the 
duration of SRF resolution; which was ≤3 months in group 
1 and >3 months in group 2. Demographic and medical 
history, and spectral domain optical coherence tomography 
features were noted and their association with duration for 
SRF resolution, final central macular thickness (CMT) and 
final best-corrected visual acuity (BCVA) were studied. All 
the patients were prescribed topical non-steroidal anti-
inflammatory drug for 1 month at the diagnosis of CSCR.
Results  Longer duration of symptoms, female gender 
and baseline OCT factors like hyper-reflective dots and 
retinal pigment epithelial bumps were associated with 
longer duration for SRF resolution (p<0.001, p=0.04, 
p=0.001 and p=0.01, respectively). The SRF resolution 
time had strong correlations with the final CMT (r=−0.589, 
p<0.001) and final BCVA in logarithm of minimum angle of 
resolution (LogMAR) (r=+0.599, p<0.001). Group 2 eyes 
had worse final BCVA and thinner final CMT than Group 
1 (both p<0.001). The final CMT of the patients of Group 
1 was statistically thinner than the normal population 
(p<0.001).
Conclusion  Patient’s baseline clinicodemographic and 
OCT features can be used to predict the course and visual 
outcome in cases of treatment naïve acute idiopathic 
CSCR.

INTRODUCTION
Central serous chorioretinopathy (CSCR) 
is one of the most common chorioretinal 
pathologies. It is classically characterised by 
one or multiple neurosensory retinal detach-
ments with the occurrence of subretinal fluid 
(SRF), with or without presence of a clinically 
detectable pigment epithelial detachment 
(PED).1 CSCR usually affects middle-aged 
men, however, it can be seen in patients from 
20 to 64 years of age.2 3 The mean age in 

various studies is noted to range from 39 to 
51 years.3 4 There is male preponderance and 
the reported male to female ratio varies from 
2.7:15 to 7:1.6

Various theories have been proposed 
regarding the possible cause of CSCR. 
However, recent investigations have suggested 
that choroidal vascular hyperpermeability 
may be the principal underlying pathology.7–10

Most cases of acute CSCR resolve sponta-
neously within 6 months and more than 80% 
of the patients regain a visual acuity of better 
than 20/30.11 However, 5% of patients may 
experience severe vision loss to 20/200 or 
even worse because of chronicity and retinal 
pigment epithelial (RPE) atrophy.12

The chronicity of the SRF has been directly 
linked to the final anatomical and func-
tional outcome of the CSCR patients. The 
presence of chronic SRF is believed to cause 
photoreceptor death resulting in permanent 
deterioration of vision.13 The mechanism 
is believed to be the hypoxic damage to the 
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outer retina due to its prolonged separation from the 
RPE and choroid.14

Spectral domain optical coherence tomography 
(SD-OCT) has proven useful for the study of the cases 
of CSCR due to its non-invasive nature, excellent diag-
nostic value and its aid in treatment follow-up. Various 
features like PED, fibrin, RPE bumps, hyper-reflective 
dots (HRDs) in the intraretinal and/or subretinal layer, 
and disrupted ellipsoid zone are seen in the OCT in cases 
of CSCR, which help to predict the disease duration and 
the prognosis of the disease.15–17

A better understanding of these factors would help in 
early identification and treatment of the cases at higher 
risk of chronicity to prevent the damage of photore-
ceptor and RPE. The purpose of this study was to see 
the effects of the various baseline clinicodemographic 
and OCT features on the duration of the disease and the 
anatomical and functional outcome in cases presenting 
with treatment naïve acute idiopathic CSCR.

MATERIALS AND METHODS
This retrospective, descriptive study was conducted in 
accordance with the Declaration of Helsinki and good 
clinical practice guidelines. We obtained the consent for 
the use of data for research from all patients.

All enrolled patients were diagnosed as treatment naïve 
acute idiopathic CSCR at Mechi Eye Hospital, Jhapa, 
Nepal, between January 2017 and November 2018. The 
diagnosis of acute CSCR required a visible or clinically 
suspected serous neuroretinal detachment of any part 
of the macula and its documentation by OCT. None of 
the patients enrolled in the study underwent fundus fluo-
rescence angiography or OCT angiography. Only those 
cases with history of first episode, with symptoms occur-
ring within the preceding 30 days were included in the 
study. In case of bilateral involvement, only the first eye 
to develop the condition was included. Cases needed to 
have a minimum follow-up of 6 months. The patients’ 
final BCVA and final central macular thickness (CMT) 
were recorded at 6 months follow-up or after 1 month 
of resolution of SRF, whichever was longer. Exclusion 
criteria included: (1) neurosensory retinal detachment 
secondary to diseases other than CSCR; (2) severe media 
opacities; (3) advanced glaucoma; (4) trauma; (5) high 
myopia; (6) posterior uveitis; (7) age-related macular 
degeneration; (8) angoid streaks and (9) those asso-
ciated with pregnancy and steroid intake. Patients who 
were given other forms of medication other than topical 
non-steroidal anti-inflammatory drug (NSAID) and those 
who developed recurrences within the study period were 
also excluded.

We recorded the patients’ age, gender, history of 
smoking, hypertension, diabetes, previous history of 
CSCR and duration of symptoms. The patients underwent 
complete ophthalmic examination including: BCVA, slit-
lamp biomicroscopy (using a 90-diopter lens) on dilated 
pupil and OCT imaging. BCVA test was done using a trial 
frame and a projection-type Snellen chart by different 

optometrist but in the same room with standardised low 
light conditions. All OCT images were obtained through 
a dilated pupil using spectral domain OCT (Cirrus OCT, 
Carl Zeiss Meditec, Dublin, California, USA). The OCT 
scans were evaluated for: (1)CMT, (2) presence and 
number of HRDs, (3) presence of PEDs, (4) RPE bumps 
and (5) presence of fibrin in the SRF as shown in figure 1 
by the 512×128 macular cube and Cirrus high definition 
(HD)-OCT enhanced HD 5 line Raster report. Both 
the scans were done in horizontal (temporal to nasal 
or vice versa) and vertical (superior to inferior) planes. 
RPE bump was defined as a slight elevation of the RPE 
layer without a hyporeflective area inside.17 We (AP and 
PJ) counted the HRDs manually within an area of 1500 
µm radius centred on the fovea using a horizontal raster 
scan. All the patients were treated with topical ketorolac 
0.4% solution (Acular LS; Allergan, Irvine, California, 
USA) four times daily for 1 month on diagnosis of CSCR.

Patients were reviewed monthly for 6 months. On 
each visit, they underwent complete slitlamp biomicros-
copy examination, BCVA evaluation and SD OCT. The 
patients were divided into two groups (1 and 2), based on 
the duration of SRF resolution from the first visit. Group 
1 consisted of patients in whom the SRF resolution time 
was ≤3 months and group 2 consisted of patients in whom 
the SRF resolution time was >3 months. We prospectively 
selected thirty eyes of 30 age-matched and sex-matched 
normal patients with no ocular and systemic comorbidity 
as control to calculate normal CMT for comparison. 
These individuals had come for regular eye evaluation.

The BCVA was converted to logarithm of the minimum 
angle of resolution (LogMAR) equivalent. We studied 
the various baseline clinicodemographic factors; the 
OCT parameters and their association with the SRF reso-
lution time, the final CMT and the final visual outcome.

Figure 1  OCT image showing: Macular scan (A) hyper-
reflective dots (inside circle) (B); PED (star) and RPE bumps 
(arrow) (C) and retinal ‘dragging/dipping’ with hyper-reflective 
flow in the subretinal spacesuggestive of fibrin (star) (D). 
PED, pigment epithelial detachment; RPE, retinal pigment 
epithelial.
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STATISTICAL ANALYSIS
IBM SPSS Statistics for Macintosh, V.20.0., IBM was used 
for statistical analysis. We used the independent t-test 
to evaluate the difference between the groups in terms 
of age at presentation, duration of symptoms, baseline 
and final CMT, and baseline and final BCVA. We used 
the Pearson correlation coefficient (r) to see the relation-
ship between various factors. χ2 test and Fisher’s exact 
test were used wherever applicable to assess the differ-
ence between the two groups by means of the various 
demographic features (gender, history of smoking, 
hypertension (HTN) and diabetes mellitus (DM) and 
the baseline OCT features (presence of HRDs, PED, RPE 
bumps and fibrin). We used the independent t-test to 
evaluate the effect of gender difference and the presence 
or absence of the various OCT features on the duration 
of SRF resolution, final CMT and final BCVA. The paired 
t-test was used to calculate the mean difference between 
the baseline and final BCVA and CMT of the study popu-
lation. We performed the Mann-Whitney U test to see the 
difference between the two groups by the actual number 
of HRDs. Multivariate analysis of variance was done to 
determine if the duration of SRF resolution, final CMT 
and final BCVA were affected by the presence or absence 
of HRDs in the baseline OCT which was followed by a 
series of one-way ANOVA with a Bonferroni corrected 
alpha value for each AVOVA test as 0.01667. Multiple 
regression analysis was performed to predict final BCVA 
in LogMAR from both duration of SRF resolution and 
final CMT. Linear regression was performed to aid the 
visualisation of the relationship of different variables with 
each other and overlaid on the scatter plots.

PATIENT AND PUBLIC INVOLVEMENT
Patients were not directly involved in the planning of 
the study. The patients were part of a retrospective audit. 
Informed consent was obtained from patients whose data 
were used as control. They did not have to bear any extra 
financial burden due to their participation in the study.

RESULTS
There were 93 eyes of 93 patients diagnosed with treat-
ment naïve acute idiopathic CSCR presenting within 30 
days of onset of symptoms. Table  1 shows the compar-
ison of the clinico-demographic features between the two 
groups. In group 1, there were 61 eyes of male and 6 eyes 
of female patients, and in group 2, 19 eyes of male and 7 
eyes of female patients (p=0.03, Fisher’s exact test). The 
duration of symptoms in group 1 and 2 was 14.46±5.63 
days and 20.58±4.73 days, respectively (t=−4.897, p<0.001, 
independent t-test). There was no significant difference 
between the two groups (1 and 2) by means of baseline 
BCVA in LogMAR (0.47±0.37 and 0.44±0.24, respectively, 
t=0.355, p=0.7, independent t-test) and baseline CMT 
(429.40±96.19 µm and 425.07±90.30 µm, respectively, 
t=0.198, p=0.8, independent t-test). There was no signif-
icant difference between the groups by means of age 
at presentation (t=−0.140, p=0.8, independent t-test), 

smoking habit (p=0.4, χ2 test), and presence of hyperten-
sion or diabetes (p=0.09, and p=0.07, respectively, Fisher’s 
exact test). Among the 26 patients of group 2, only one 
had persistence of SRF at 6 months. The patient’s SRF 
had resolved during the examination at the end of 7 
months.

The overall average BCVA (LogMAR) improved signifi-
cantly from 0.46±0.34 at baseline to 0.21±0.18 (t=7.023, 
p<0.001, paired t-test) at the final visit. The final BCVA 
(LogMAR) was statistically worse in group 2 compared 
with group 1, 0.39±0.16 vs 0.15±0.14 (t=7.156, p<0.001, 
independent t-test).

Likewise the overall average CMT decreased from 
428.19±94.11 µm at baseline to 220.89±15.97 µm 
(t=20.689, p<0.001, paired t-test) at final visit. The final 
CMT of the patients of group 1 (226.17±12.66 µm) 
was statistically thinner than the normal population 
(241.13±12.95 µm), (t=−5.338, p<0.001, independent 
t-test); while that of the patients of group 2 (207.26±15.72 
µm) was statistically thinner than group 1 (t=−6.029, 
p<0.001, independent t-test).

Table 2 shows the brief summary of the baseline OCT 
findings of the patients. Among the OCT parameters at 
presentation, the two groups were significantly different 
only in terms of presence of HRDs (p<0.001, χ2 test). 
There was no significant difference between the two 
groups by means of presence of PED, RPE bumps and 
fibrin (p=0.4, p=0.1, and p=0.2, respectively, χ2 test). A 
Mann-Whitney U test showed that there was a significant 

Table 1  Comparison of the clinicodemographic features 
between group 1 and 2

Features Group 1 Group 2 P value

Age (years) 35.76±6.21 35.96±6.22 0.8*

Male:female 61:6 19:7 0.03†

Duration of 
symptoms 
(days)

14.46±5.63 20.58±4.73 <0.001*

Baseline 
BCVA 
(LogMAR)

0.47±0.37 0.44±0.24 0.7*

Baseline CMT 
(μm)

429.40±96.19 425.07±90.30 0.8*

Smoking 
(yes:no)

21:46 6:20 0.4‡

HTN (yes:no) 3:64 4:22 0.09†

DM (yes:no) 0:67 2:24 0.07†

Final BCVA 
(LogMAR)

0.15±0.14 0.39±0.16 <0.001*

Final CMT 
(μm)

226.17±12.66 207.26±15.72 <0.001*

*Independent ‘t’ test.
† Fisher’s exact test
‡ χ2 test
BCVA, best-corrected visual acuity; CMT, central macular 
thickness.
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difference (U=481.50, p<0.001) between the two groups 
by means of numbers of HRDs. The median number of 
HRDs was 0 (Min 0, Max 5) for group 1 compared with 
1.5 (Min 0, Max 6) for group 2.

Table  3 shows that female sex and presence of HRDs 
and RPE bumps in the baseline OCT were associated 
with significantly longer duration of SRF resolution 
(t=2.212, p=0.04, t=3.554, p=0.001, and t=2.602, p=0.01, 
respectively, independent t-test). However among these 
factors, presence of HRDs was the only factor associated 
with significantly poorer final visual outcome (t=3.835, 
p=<0.001, independent t-test). We also found that the pres-
ence of HRDs and RPE bumps in the baseline OCT was 
associated with significantly thinner final CMT (t=−2.913, 
p=0.004 and t=−2.581, p=0.01, respectively, independent 
t-test). We observed that the actual number of HRDs in 
the baseline OCT had a significant correlation with the 
SRF resolution time (r =+0.336, p=0.001); the final CMT 
(r=−0.242, p=0.01); and the final BCVA in LogMAR 

(r=+0.309, p=0.001). We found that there was a significant 
difference between patients with HRDs and those without 
HRDs in their baseline OCT when considered jointly on 
the variables: duration of SRF resolution, final CMT and 
final BCVA, Wilk’s Λ=0.815, F (3,89)=6.729, p=<0.001, 
partial η2=0.185. A separate ANOVA was conducted for 
each dependent variable, with each ANOVA evaluated at 
an alpha level of 0.01667. There was a significant difference 
between the patients with regard to presence or absence 
of HRDs in their baseline OCT on: (1) duration of SRF 
resolution, F(1,91)=16.309, p<0.001, partial η2=0.152; (2) 
final CMT, F(1,91)=8.488, p=0.004, partial η2=0.085 and 
(3) final BCVA, F(1,91)=14.704, p<0.001, partial η2=0.139, 
with patients with HRDs having longer duration of SRF 
resolution, thinner final CMT and poorer final BCVA that 
those without HRDs. Age at presentation did not have any 
significant correlation with the duration of SRF resolution 
(r=−0.012, p=0.45); final CMT (r=+0.003, p=0.48) and final 
BCVA in LogMAR (r=−0.018, p=0.43).

Table 2  Brief summary of the baseline OCT findings of the two groups

OCT features
  Total no of eyes (%)

Distribution among groups (%)

P value (χ2 test)Group 1 Group2

PED 24 (25.80) 16 (17.20) 8 (8.60) 0.4

HRDs 33 (35.48) 16 (17.20) 17 (18.27) <0.001

RPE bumps 28 (30.10) 17 (18.27) 11 (11.82) 0.1

Fibrin 21 (22.58) 13 (13.97) 8 (8.6) 0.2

Percentage represents the ratio among all the eyes in the study with some eyes having more than one feature.
HRD, hyper-reflective dot; OCT, optical coherence tomography; PED, pigment epithelial detachment; RPE, Retinal Pigment Epithelium.

Table 3  Effect of gender and various OCT features on duration of SRF resolution, final visual outcome and final CMT

Factors

Duration of 
SRF resolution 
(months) P value* Final LogMAR BCVA P value* Final CMT (μm) P value*

Gender

 � Male (80) 2.46±1.45 0.04 0.20±0.18 0.14 221.96±15.92 0.10

 � Female (13) 3.76±2.04 0.28±0.18 214.30±15.22

HRDs

 � Yes (33) 3.48±1.90 0.001 0.31±0.19 <0.001 214.63±17.36 0.004

 � No (60) 2.18±1.20 0.16±0.15 224.33±14.15

RPE bumps

 � Yes (28) 3.28±1.78 0.01 0.24±0.20 0.31 214.57±17.90 0.01

 � No (65) 2.36±1.45 0.20±0.17 223.61±14.36

PED

 � Yes (24) 2.95±1.68 0.27 0.21±0.20 0.97 221.95±15.81 0.70

 � No (69) 2.53±1.57 0.22±0.17 220.52±16.12

Fibrin

 � Yes (21) 3.00±1.84 0.25 0.24±0.17 0.45 217.23±17.54 0.23

 � No (72) 2.54±1.52 0.21±0.19 221.95±15.44

*Independent t-test.
BCVA, best-corrected visual acuity; CMT, central macular thickness; HRDs, hyper-reflective dots; OCT, optical coherence tomography; RPE, 
Retinal pigment epithelium; SRF, subretinal fluid .
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We observed that the duration of symptoms showed 
significant correlation with the duration of SRF reso-
lution (r=+0.338, p<0.001) and final BCVA in LogMAR 
(r=+0.210, p=0.02) but failed to show any significant 
correlation with the final CMT (r=−0.111, p=0.14). The 
baseline BCVA in LogMAR showed significant correla-
tion with the final BCVA in LogMAR (r=+0.287, p=0.003) 
and the final CMT (r=−0.19, p=0.03) but failed to show 
any significant correlation with the SRF resolution time 
(r=+0.012, p=0.4). However, the baseline CMT had no 
significant correlation with duration of SRF resolution 
(r=−0.007, p=0.47) or final CMT (r=−0.07, p=0.23) or 
final BCVA (r=+0.043, p=0.34). We observed that the SRF 
resolution time had a strong negative correlation with 
the final CMT (r=−0.589, p<0.001) and a strong posi-
tive correlation with final BCVA in LogMAR (r=+0.599, 
p<0.001). Likewise the final BCVA in LogMAR had a very 
strong negative correlation with the final CMT (r=−0.783, 
p<0.001). We ran a multiple regression analysis to predict 
the final BCVA in LogMAR from both duration of SRF 
resolution and final CMT. These variables were statistically 
significant in prediction of final BCVA, F(2,90)=80.927, 
p<0.001, R2=0.643. The standardised coefficients beta for 
duration of SRF resolution and final CMT was 0.212 and 
−0.659, respectively. Both the variables added statistical 
significance to the prediction, p<0.05.

For visualisation of these correlations, we overlaid 
linear regression models of four pairs of data on the 
scatter plots: duration of symptoms vs duration of SRF 
resolution; duration of SRF resolution vs final CMT; 
duration of SRF resolution vs final BCVA in LogMAR; 
and final CMT vs final BCVA in LogMAR (figure 2).

DISCUSSION
This study supports the hypothesis that prolonged 
absence of contact between the photoreceptor cells and 
the RPE cells results in poorer visual outcome in cases 
of CSCR. The poor vision has been attributed to the 
damage to the outer retina.13 18–20 However, the actual 
duration required for this irreversible damage to occur 
is a crude estimation. This is because in majority of the 
patients, the fellow eye is usually healthy, and thus the 
duration of symptoms reported by the patient is an unre-
liable measure. So this designation of chronicity in CSCR 
is somewhat inconsistent. Some authors define chronicity 
as persistence of fluid for at least 6 months,21 while others 
as 3 months.22–24 We divided the patients in our study into 
two groups by defining chronicity as persistence of SRF 
fluid for more than 3 months.

Acute CSCR is believed to be a self-limiting disease. 
The neurosensory retina usually reattaches within 3–4 
months in majority of the cases.21 Thus observation is 
the first-line of treatment in most of the cases.25 Though 
longer duration of SRF resolution has been associated 
with worse structural and functional retinal outcome, 
there has been no consensus regarding the most suit-
able treatment and the optimal timing for intervention 
in CSCR patients. We thus studied the patient’s baseline 

factors that helped us to predict the clinical course of the 
disease.

We observed that all the patients with CSCR developed 
macular thinning after resolution of the SRF. Longer 
time for SRF resolution was associated with thinner final 
CMT and worse final BCVA. We also found that eyes with 
thinner final CMT were associated with worse BCVA at 
both baseline and at the final visit. Similar correlation 
between duration of SRF resolution with both final CMT 
and final visual outcome were noted by Aggio et al20 and 
Wang et al.26 Other studies too have reported atrophy of 
the fovea after resolution of the SRF in cases of CSCR and 
have correlated the foveal thickness with the final visual 
acuity.27 28

HRD is one of the various OCT tomographic factors 
often reported in cases of CSCR.16 18 29 These HRDs are 
believed to be macrophages and disintegrated outer 
photoreceptor remnants that become deposited in the 
subretinal or the intraretinal space secondary to failed 
pumping action of the RPE.16 30 31 The overall incidence 
of HRDs in our study was 35.48%. This is relatively low 
compared with the incidence rate of 66%, 65%, 57.4% 
and 50% in the studies by Yalcinbayir et al,16 Maruko et 
al,29 Lai et al18 and Suwal et al32, respectively. Lee et al17 
stated that increased number of HRDs was associated 
with recurrences. In their retrospective study, Song et 
al15 found that HRDs were rarely seen in cases with acute 

Figure 2  Scatter plots with linear regression (black line) 
showing relation between: duration of symptoms(days) 
versus duration of SRF resolution (months) (A); duration of 
SRF resolution (months) versus final CMT (μm) (B); duration 
of SRF resolution (months) versus final BCVA in LogMAR (C) 
and Final CMT (μm) versus final BCVA in LogMAR (D). BCVA, 
best-corrected visual acuity; CMT, central macular thickness; 
SRF, subretinal fluid.



6 Parajuli A, Joshi P. BMJ Open Ophth 2020;5:e000540. doi:10.1136/bmjophth-2020-000540

Open access

CSCR and more commonly observed in eyes with early 
chronic and late chronic CSCR. So the reason behind 
this low incidence of HRDs in our study might be the 
exclusion of the cases with recurrences and those having 
symptoms for more than 30 days before presentation to 
the hospital.

The presence of intraretinal and/or subretinal HRDs 
in CSCR has been associated with poor visual prognosis 
and the need for early intervention.16 18 In our study pres-
ence of HRDs was associated with significantly longer 
time for SRF resolution, thinner final CMT and poorer 
visual outcome. We also observed that the increased 
number of HRDs in baseline OCT too was associated with 
significantly longer time for SRF resolution, thinner final 
CMT and worse final visual outcome. In their retrospec-
tive study, Lee et al17 too observed that the number of 
HRDs observed in baseline SD-OCT correlated positively 
with both the duration of SRF resolution and the dura-
tion of visual recovery. However, they did not observe any 
correlation between number of HRDs and the final visual 
outcome. In their study, Suwal et al32 found that eyes with 
HRDs had persistence of SRF at the end of 3 months and 
were associated with poor visual outcome.

The overall incidence of RPE bumps in our study was 
30.10%. The incidence of RPE bumps has been reported 
to be 46.4%, 8.1%, 45.2%, and 62.5% in studies by Yalcin-
bayir et al,16 Lee et al,17 Daruich et al,33 and Suwal et al.32 
We observed that the presence of RPE bumps in the base-
line OCT was associated with significantly longer time 
for SRF resolution, and thinner final CMT, but it did not 
have any significant effect on the final visual outcome. 
No such relations were observed in other studies.17 18

We observed that eyes with longer duration of symp-
toms took significantly longer time for SRF resolution and 
were associated with thinner final CMT and worse final 
visual outcome. Malik et al34 found that shorter duration 
of symptoms was associated with better visual outcome, 
but Furuta et al28 did not find any correlation between 
duration of symptoms with both BCVA and foveal thick-
ness after the resolution of the SRF.

We observed that worse baseline BCVA was associated 
with thinner final CMT and poorer final BCVA, but bore 
no significant correlation to duration of SRF resolution. 
Malik et al34 also commented that baseline BCVA was a 
reliable predictor of final visual outcome in CSCR and 
Lee et al17 stated that worse baseline BCVA was associated 
with increased time for SRF resolution.

The findings regarding association between age at 
presentation and gender with disease duration and final 
visual outcome is different in different studies. We did 
not find any correlation between disease duration, final 
CMT, and final visual outcome with age at presentation. 
In our study female gender was associated with longer 
disease duration but had no association with final CMT 
and final visual outcome. Aggio et al20 too did not find 
any significant association between age, gender and 
final visual acuity. However, there are studies that have 
reported that women of age ≥50 take longer time for 

disease resolution35 and is an indication for early inter-
vention.18 Daruich et al33 found that age ≥40 years was an 
independent factor associated with longer disease dura-
tion, but Lee et al17 found no relation between duration 
of SRF resolution and duration of visual acuity recovery 
with the age of the patient.

In this study, all the patients received topical NSAID 
for 1 month on diagnosis of the disease as per the hospi-
tal’s treatment protocol. Few cases have been reported to 
have developed CSCR following the topical use of latano-
prost eye drops, suggesting that prostaglandins too might 
have a role in the pathogenesis of CSCR.36 37 Studies have 
shown early resorption of the SRF in cases of CSCR with 
the use of topical NSAIDs.38–40 Likewise the use of oral 
NSAID like aspirin too has been associated with faster 
visual improvement and reduced rates of CSCR recur-
rences.41 42

Though the overall average final BCVA of our study 
population improved significantly (p<0.001), the final 
visual acuity of the patients in whom the duration of 
SRF resolution was more than 3 months did not change 
significantly from the baseline value (t=1.009, p=0.32, 
paired t-test). All the patients in our study had received 
topical NSAID for the first month, but still, 26 (27.95%) 
eyes out of 93 eyes developed chronic CSCR (duration of 
SRF resolution >3 months) and poor final visual acuity. 
Based on our assumption that the effects of NSAID was 
similar on all the eyes, we believe that those cases of treat-
ment naïve acute idiopathic CSCR occurring in females 
and/or those associated with HRDs and/or RPE bumps 
in baseline OCT are more likely to develop chronic 
disease.

The retrospective nature and the lack of control group 
in the study precluded us from understanding the natural 
course of the disease. Since the duration of symptoms is 
significantly less in group 1 patients compared with group 
2, it might exaggerate the difference in duration of the 
entire CSR episode from onset of symptoms to resolution 
of SRF between the two groups.

In conclusion, in cases of treatment naïve acute idio-
pathic CSCR, patient’s baseline clinicodemographic and 
OCT features can be used to predict the course of the 
disease and the visual outcome
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