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Idiopathic central serous chorioretinopathy
(ICSC) is classically described as a condition with
an acute presentation, characterized by a serous
detachment of the neurosensory retina in the mac-
ular region, preferentially affecting young men
(85%) between 25 and 45 years of age. One eye is
predominantly affected as a bilateral and symmet-
rical presentation of the disease is reported to de-
velop in only 10% of patients. Recurrences have
been documented in 50% or more of cases [1].
Many individuals with ICSC have no previous
medical and family history and no systemic symp-
toms or signs. On the contrary, if the detachment
spreads into the central macular area, the patient
may typically develop metamorphopsia together
with a central positive scotoma, micropsia and im-
paired colour vision. Alterations in colour vision
are detectable on standard testing (e.g. Ishihara
plates, Lanthony 15-Hue Desaturated Test) and
the central visual defect may be demonstrated by
using an Amsler grid test or a microperimetric ex-
amination. Additional retinal findings, which may
be studied very precisely with fluorescein and in-
docyanine green (ICG) angiography, Optical Co-
herence Tomography images [2] and/or three-di-
mensional confocal angiography [3], include reti-

nal pigment epithelium (RPE) detachment, RPE
atrophic tracks, capillary teleangiectasis, retinal or
choroidal neovascularisations and intraretinal or
subretinal depositions [1, 4].

Most cases of ICSC spontaneously resolve
with recovery of visual function. In a small per-
centage of subjects, however, a chronic or pro-
gressive disease with widespread decompensation
of the retinal pigment epithelium (RPE) and se-
vere vision loss may develop [2]. There is no cur-
rent effective treatment for the disease although
ICG angiography-guided photodynamic therapy
utilizing verteporfirin has been reported by some
authors to be beneficial in the treatment of the
chronic variant of the disorder [5, 6] and of sub-
foveal choroidal neovascularisations [7, 8]. An ICG
dye-enhanced subthreshold micropulsed diode
laser photocoagulation has also recently been pro-
posed as a possible approach to the management
of chronic ICSC with persistent central serous
neuroepithelial detachment [9].

The precise pathophysiology of ICSC is still
poorly understood. The disease is thought to be
due to the development of one or more areas of
RPE defects with subsequent focal leakage leading
to serous fluid retention in the subretinal space [1].

Idiopathic central serous chorioretinopathy
(ICSC) is a disease that typically affects middle-
aged adults and involves the sensory retina, the
retinal pigment epithelium (RPE) and the choroid.
Patients usuallyhave mild visual loss. ICSC gener-
ally resolves without therapy, although the disease
can become chronic with ensuing RPE decom-
pensation.Some patients, particularly older adults,
can also develop choroidal subretinal neovascular-
isations (CNV), which may lead to a severe loss 
in visual acuity. Although the aetiopathogenesis of
the disease is still incompletely understood, a cor-
relation with psychophysical stress supports the
idea that the disease may be “adrenergically con-

ditioned”, leading to the development of one or
several defects in the RPE, with subsequent focal
leakage of serous fluid and its retention in the sub-
retinal space. An association between ICSC and
the Helicobacter pylori (HP) infection has also
been recently documented, suggesting that this
organism may possibly be involved in the devel-
opment of some cases of ICSC. Pathogenetic
mechanisms that may explain the contribution of
HP in the development of ICSC are postulated.
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It is theorised that damage to the RPE active fluid
transport mechanisms, which normally dehydrate
the subretinal space, may also play a contributing
role [1]. Cigarette smoking, uncontrolled systemic
hypertension, pregnancy, allergic respiratory dis-
ease, antibiotic or alcohol use [10], sildenafil cit-
rate [11] or systemic corticosteroid therapy [12,
13], sympathomimetic agents [14], antiphospho-
lipid antibodies [15], retinitis pigmentosa [16],
psoriasis [17], endogenous mineralocorticoid dys-
function [18] have been reported as potentially as-
sociated risk factors for the disease. ICSC has been
described as case reports in patients with a benign
tumour of the adrenal gland [19], cryoglobulin-
aemia [20], systemic lupus erythematosus [21] or
after bone marrow transplantation [22]. A psycho-
somatic origin has also been hypothesized for
ICSC, particularly in highlymotivated, eager indi-
viduals with a type A personality [23]. 

Kitaya and associates observed choroidal 
hyperpermeability, vessel congestion and small, 
localized hypofluorescence areas surrounding 
regions of fluorescein leakage by simultaneously
utilizing fluorescein and ICG angiography in com-
bination with confocal scanning laser ophthal-
moscopy (Heidelberg® Retina Angiograph) [24].
The authors suggested that the hypofluorescence
of non-perfused areas, representing filling delays
of the choroidal arteries and choriocapillaries,
might result from focal occlusion of the chorio-
capillary vessels. Prunte and Flammer reported a
similar interpretation some years before [25].

Considering that the antifibrinolytic agent, plas-
minogen activator inhibitor 1, has been reported
to be elevated in ICSC patients [26] and that this
disease has been documented to be associated with
the use of sympathomimetic medications [14], the
focal occlusion of the choroidal microcirculation
with secondary ischaemia might result from im-
paired fibrinolysis and choridal vasoconstriction
[24]. A reduced choroidal blood flow in the foveal
region, demonstrated using laser Doppler flowme-
try, supports the theory of a choroidal microcircu-
latory occlusion ensuing in patients with ICSC
[24]. However, it should be noted that almost 
all ICSC subjects show a diffuse and bilateral
choroidal hyperfluorescence on ICG but it is still
unclear why one eye only is usually affected or
much more affected than the other. In fact, the
choroidal vascular hyperpermeability, from which
ICSC generally develops [1], may probably be the
correct explanation for the hyperfluorescence seen
on ICG angiograms but not for the asymmetric
manifestation of the disease. Differences between
both eyes might be found in the increase of
choroidal tissue hydrostatic pressure (which, su-
perseding that of the retina, reduces or stops the
solute flow across the RPE [1]) or in the serous de-
tachment itself (“blow-out” of the RPE according
to Carvalho-Recchia et al [12]) as well as in the dif-
ferent degrees of RPE alterations. Nevertheless,
there is no doubt that the main reasons underlying
the asymmetrical presentation of ICSC need fur-
ther and extensive investigations in the future.
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Discussion 

A correlation between ICSC and the Heli-
cobacter pylori (HP) infection has recently been
hypothesized [27, 28]. A case report of ICSC in a
43-year-old man, documented that recurrences of
the disease were always associated with the pres-
ence of HP (histology of gastric biopsy specimens
or 13C-urea breath test). Resolution of ICSC and
recovery of visual acuity were correlated signifi-
cantly with successful eradication of the bacterium
utilizing the conventional antimicrobial triple-
therapy (amoxicillin, clarithromycin, and omepra-
zole) [27]. However, although indicative of an 
association, it should be emphasized that in this 
patient other factors (e.g. stress) may have been 
involved in the resolution of ICSC independently
of any contribution made by the bacterial in-
fection

In a second prospective pilot study of sixteen
subjects affected either by active long-lasting
ICSC or by diffuse retinal epitheliopathy, the
prevalence of HP infection was found to be signif-
icantly higher in subjects with ICSC. This preva-
lence was also significantly higher when compared
to that of an age-matched control population in the
same country as that of the participating subjects
[28].

This association is still unclear. However, a
possible explanation might indirectly arise from
other correlations already found, e.g. between the
HP infection and the development of atheroscle-
rosis [29]. In fact, although the aetiology of ather-
osclerosis is considered to be multifactorial, it has
been documented that HP-cytotoxin-associated
gene-A (CagA) positive strains may contribute to
and significantly increase the risk of its develop-
ment [30]. It has been suggested that anti-CagA
antibodies may cross-react with vascular wall anti-
gens, triggering an immunological cascade that
causes arterial cell wall damage and leads to the de-
velopment of atherosclerosis [29]. An inflamma-
tory process has been recognized as a contributing
factor in the development of atherosclerosis [31].
In fact, the immunoglobulin-G (IgG) antibody 
response to the infection by multiple and specific
pathogens has been similarly considered to be a
risk factor leading to the endothelial dysfunction.
This fact may represent an additional mechanism
by which pathogens such as HP may contribute to
atherogenesis [31]. 

Moreover, elevated serum titres of anti-heat
shock proteins (HSP) antibodies expressed and/or
secreted by several pathogens including HP, have



been reported to correlate with a higher risk of
coronary heart disease [32]. Purified anti-HSP
antibodies are also known to recognize and medi-
ate the lysis of stressed human endothelial cells and
macrophages in vitro [32]. It has been proposed
that HP infection promotes increased lipid and
fibrinogen levels in response to a low grade in-
flammatory stimulation, causes a raise of anti-HSP
antibodies [29], up-regulates the endothelial adhe-
sion molecules, increases the polymorphonuclear
leukocyte adhesion [33, 34], binds the von Wille-
brand factor and consequently induces a IgG-me-
diated increase of platelet activation and aggrega-
tion by interacting with the glycoprotein Ib [29,
34, 35].

It has also been theorized that in the presence
of a genetic susceptibility, antigens against HSP
may also cross-react with homologous host pro-
teins, like those present on the vascular endothe-
lium [32]. In fact, the capacity of the host to con-
trol the pathogen induced inflammatory response
is likely to be influenced by genetic factors. In sup-
port of this hypothesis, the association, for exam-
ple, between coronary artery disease (CAD) and
several infectious pathogens (such as Chlamydia
pneumonia, cytomegalovirus, HP and herpes virus
simplex type 1) was found to be modulated by the
interleukin (IL)-6/G-174C polymorphism, this
interaction being mediated by variations in serum
IL-6 levels [33]. However, the authors themselves
recommended that caution is needed in the inter-
pretation of these results, since no genotype dif-

ferences were found between cases and controls
and the risk of CC homozygotes was not increased
as would be expected in presence of an additive 
effect of the 174C allele [33].

Moreover, it should also be noted that the
above mentioned case report [27] did not com-
pletely support this theory of a “molecular mim-
icry”, since it would be expected that although the
bacteria is eliminated, remaining auto-antigens
may still be present, thus prolonging the disease
process. If an auto-inflammatory aetiology, as here
suggested, was solely responsible for the develop-
ment of ICSC in that patient, in addition to the
eradication of the bacterium, steroids would prob-
ably have been needed to suppress the inflamma-
tion. Incidentally, steroids have been documented
to be associated with the development of some
cases of ICSC [12, 13]. Nevertheless, although in-
fectious interactions and autoimmune mecha-
nisms may not solely explain the pathology of mi-
croangiopathies such as CAD or ICSC, which are
more likely to represent organ response to multi-
factorial insults, a contributory mechanism for HP
could be hypothesized in both conditions.

Focal occlusion of the choroidal microcircula-
tion may also promote choroidal neovascularisa-
tions and the associated serosanguineous compli-
cations observed in ICSC [5, 7, 8, 24]. Interactions
between HP and vascular endothelial growth fac-
tor-A [36] might help to explain the choroidal is-
chaemia and the secondary activation of host an-
giogenesis observed in some of these patients.
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Conclusion

In conclusion, ICSC may be better understood
not as a retinal condition arising from an isolated
RPE defect but as one resulting from a more wide-
spread RPE disease. From this standpoint, a gen-
eralized involvement of choroidal microcircula-
tion may be responsible for the ICSC pathogene-
sis and a HP-mediated immune mechanism, simi-
lar to that proposed for CAD, might also be en-
countered in the pathophysiology of ICSC.

Further multiple centre, randomised, case
control trials are necessary to confirm the poten-
tial contributory role of the HP infection in the
pathogenesis of ICSC since diverging results re-
garding a possible association between infectious

agents and endothelial dysfunction have also been
published [37, 38]. 

Nevertheless, if this hypothesis were to be
confirmed in the future, a novel medical and 
antimicrobial approach to the disease might be
possible, especially for a better prevention of its
complications.

Correspondence:
Dr. Cristiano Giusti
Via Palestrina 21
I-00189 Rome
E-Mail: c.giusti@unicampus.it



1 Albert DM, Jakobiec FA. Principles and practice of ophthal-
mology. Philadelphia: Saunders, 1994.

2 Iida T, Yannuzzi LA, Spaide RF, et al. Cystoid macular degen-
eration in chronic central serous chorioretinopathy. Retina
2003;23:1-7

3 Teschner S, Noack J, Birngruber R, Schmidt-Erfurth U. Char-
acterization of leakage activity in exudative chorioretinal disease
with three-dimensional confocal angiography. Ophthalmology
2003;110:687-97.

4 Spaide RF. Deposition of yellow submacular material in central
serous chorioretinopathy resembling adult-onset foveomacular
vitelliform dystrophy. Retina 2004;24:301-304.

5 Yannuzzi LA, Slakter JS, Gross NE, et al. Indocyanine green
angiography-guided photodynamic therapy for treatment of
chronic central serous chorioretinopathy: a pilot study. Retina
2003;23:288-98.

6 Cardillo Piccolino F, Eandi CM, Ventre L, et al. Photodynamic
therapy for chronic central serous chorioretinopathy. Retina
2003;23:752-63.

7 Canakis C, Conway MD, Livir-Rallatos C, et al. Ocular photo-
dynamic therapy in choroidal neovascularization complicating
idiopathic central serous chorioretinopathy. Ophthalmic Surg
Lasers Imaging 2004;35:168-71.

8 Ergun E, Tittl M, Stur M. Photodynamic therapy with
verteporfin in subfoveal choroidal neovascularization secondary
to central serous chorioretinopathy. Arch Ophthalmol 2004;
122:37-41.

9 Ricci F, Missiroli F, Cerulli L. Indocyanine green dye-enhanced
micropulsed diode laser: a novel approach to subthreshold RPE
treatment in a case of central serous chorioretinopathy. Eur J
Ophthalmol 2004;14:74-82.

10 Haimovici R, Koh S, Gagnon DR, et al. Risk factors for central
serous chorioretinopathy: a case-control study. Ophthalmology
2004;111:244-9.

11 Allibhai ZA, Gale JS, Sheidow TS. Central serous chori-
oretinopathy in a patient taking sildenafil citrate. Ophthalmic
Surg Lasers Imaging 2004;35:165-7.

12 Carvalho-Recchia CA, Yannuzzi LA, Negrao S, et al. Corticos-
teroids and central serous chorioretinopathy. Ophthalmology
2002;109:1834-7

13 Koyama M, Mizota A, Igarashi Y, Adachi-Usami E. Seventeen
cases of central serous chorioretinopathy associated with sys-
temic corticosteroid therapy. Ophthalmologica 2004;218:107-
10.

14 Michael JC, Pak J, Pulido J, de Venecia G. Central serous chori-
oretinopathy associated with administration of sympath-
omimetic agents. Am J Ophthalmol 2003;136:182-5.

15 Costen MT, Parkin BT, Davison CR, et al. Central serous chori-
oretinopathy and antiphospholipid antibodies – results of a pilot
study. Eye 2004 (in press).

16 Dorenboim Y, Rehany U, Rumelt S. Central serous chori-
oretinopathy associated with retinitis pigmentosa. Graefes Arch
Clin Exp Ophthalmol 2004;242:346-9.

17 Nucci C, Corsi A, Mancino R, Macri G. Central serous chori-
oretinopathy in patients with psoriasis. Acta Ophthalmol Scand
2004;82:105-7.

18 Haimovici R, Rumelt S, Melby J. Endocrine abnormalities in
patients with central serous chorioretinopathy. Ophthalmology
2003;110:698-703.

19 Katsimpris JM, Vandoros M, Petropoulos IK, et al. Central
serous chorioretinopathy associated with adrenal myelolipoma.
Klin Monatsbl Augenheilkd 2003;220:199-203.

20 Zamir E, Chowers I. Central serous chorioretinopathy in a pa-
tient with cryoglobulinaemia. Eye 1999;13:265-6. 

21 Cunningham ET Jr, Alfred PR, Irvine AR. Central serous chori-
oretinopathy in patients with systemic lupus erythematosus.
Ophthalmology 1996;103:2081-90.

22 Karashima K, Fujioka S, Harino S. Two cases of central serous
chorioretinopathy treated with photocoagulation after bone
marrow transplantation. Retina 2002;22:651-3.

23 Spahn C, Wiek J, Burger T, et al. Psychosomatic aspects in pa-
tients with central serous chorioretinopathy. Br J Ophthalmol
2003;87:704-8.

24 Kitaya N, Nagaoka T, Hikichi T, et al. Features of abnormal
choroidal circulation in central serous chorioretinopathy. Br J
Ophthalmol 2003;87:709-12.

25 Prunte C, Flammer J. Choroidal capillary and venous conges-
tion in central serous chorioretinopathy. Am J Ophthalmol
1996;121:26-34.

26 Iijima H, Iida T, Murayama K, et al. Plasminogen activator in-
hibitor 1 in central serous chorioretinopathy. Am J Ophthalmol
1999;127:477-8.

27 Giusti C. Central serous chorioretinopathy: a new extragastric
manifestation of Helicobacter pylori? Analysis of a clinical case.
Clin Ter 2001;152:393-7.

28 Mauget-Faÿsse M, Kodjikian L, Quaranta M, et al. Rôle de
l’Helicobacter pylori dans la choriorétinopathie séreuse
centrale et l’épithéliopathie rétinienne diffuse. Résultats de la
première étude prospective pilote. J Fr Ophthalmol 2002;25:
1021-5.

29 Franceschi F, Sepulveda AR, Gasbarrini A, et al. Cross-reactiv-
ity of anti-CagA antibodies with vascular wall antigens: possi-
ble pathogenic link between Helicobacter pylori infection and
atherosclerosis. Circulation 2002;106:430-4.

30 Mayr M, Kiechl S, Mendall MA, et al. Increased risk of ather-
osclerosis is confined to CagA-positive Helicobacter pylori
strains: prospective results from the Bruneck study. Stroke
2003;34:610-5.

31 Prasad A, Zhu J, Halcox JP, et al. Predisposition to atheroscle-
rosis by infections: role of endothelial dysfunction. Circulation
2002;106:184-90.

32 Lamb DJ, El-Sankary W, Ferns GA. Molecular mimicry in ath-
erosclerosis: a role for heat shock proteins in immunisation.
Atherosclerosis 2003;167:177-85.

33 Georges JL, Rupprecht HJ, Blankenberg S, et al. Impact of
pathogen burden in patients with coronary artery disease in
relation to systemic inflammation and variation in genes
encoding cytokines. Am J Cardiol 2003;92:515-21.

34 Byrne MF, Corcoran PA, Atherton JC, et al. Stimulation of 
adhesion molecule expression by Helicobacter pylori and
increased neutrophil adhesion to human umbilical vein en-
dothelial cells. FEBS Lett. 2002;532:411-4.

35 Byrne MF, Kerrigan SW, Corcoran PA, et al. Helicobacter py-
lori binds von Willebrand factor and interacts with GPIb to in-
duce platelet aggregation. Gastroenterology 2003;124:1846-54.

36 Strowski MZ, Cramer T, Schafer G, et al. Helicobacter pylori
stimulates host vascular endothelial growth factor-A (vegf-A)
gene expression via MEK/ERK-dependent activation of Sp1
and Sp3. FASEB J. 2004;18:218-20.

37 Khairy P, Rinfret S, Tardif JC, et al. Absence of association be-
tween infectious agents and endothelial function in healthy
young men. Circulation 2003;107:1966-71.

38 Neureiter D, Heuschmann P, Stintzing S, et al. Detection of
Chlamydia pneumoniae but not of Helicobacter pylori in symp-
tomatic atherosclerotic carotids associated with enhanced
serum antibodies, inflammation and apoptosis rate. Atheroscle-
rosis 2003;168:153-62.

Helicobacter pylori and idiopathic central serous chorioretinopathy 398

References



What Swiss Medical Weekly has to offer:

• SMW’s impact factor has been steadily 
rising, to the current 1.537

• Open access to the publication via
the Internet, therefore wide audience 
and impact

• Rapid listing in Medline
• LinkOut-button from PubMed 

with link to the full text 
website http://www.smw.ch (direct link
from each SMW record in PubMed)

• No-nonsense submission – you submit 
a single copy of your manuscript by 
e-mail attachment 

• Peer review based on a broad spectrum 
of international academic referees

• Assistance of our professional statistician
for every article with statistical analyses

• Fast peer review, by e-mail exchange with
the referees 

• Prompt decisions based on weekly confer-
ences of the Editorial Board

• Prompt notification on the status of your
manuscript by e-mail

• Professional English copy editing
• No page charges and attractive colour 

offprints at no extra cost

Editorial Board
Prof. Jean-Michel Dayer, Geneva
Prof. Peter Gehr, Berne
Prof. André P. Perruchoud, Basel
Prof. Andreas Schaffner, Zurich 

(Editor in chief)
Prof. Werner Straub, Berne
Prof. Ludwig von Segesser, Lausanne

International Advisory Committee
Prof. K. E. Juhani Airaksinen, Turku, Finland
Prof. Anthony Bayes de Luna, Barcelona, Spain
Prof. Hubert E. Blum, Freiburg, Germany
Prof. Walter E. Haefeli, Heidelberg, Germany
Prof. Nino Kuenzli, Los Angeles, USA
Prof. René Lutter, Amsterdam, 

The Netherlands
Prof. Claude Martin, Marseille, France
Prof. Josef Patsch, Innsbruck, Austria
Prof. Luigi Tavazzi, Pavia, Italy

We evaluate manuscripts of broad clinical
interest from all specialities, including experi-
mental medicine and clinical investigation.

We look forward to receiving your paper!

Guidelines for authors:
http://www.smw.ch/set_authors.html

All manuscripts should be sent in electronic form, to:

EMH Swiss Medical Publishers Ltd.
SMW Editorial Secretariat
Farnsburgerstrasse 8
CH-4132 Muttenz

Manuscripts: submission@smw.ch
Letters to the editor: letters@smw.ch
Editorial Board: red@smw.ch
Internet: http://www.smw.ch

Swiss Medical Weekly: Call for papers
Swiss 
Medical Weekly

The many reasons why you should 
choose SMW to publish your research 

Official journal of
the Swiss Society of Infectious disease
the Swiss Society of Internal Medicine
the Swiss Respiratory Society

Impact factor Swiss Medical Weekly 

0 . 7 7 0

1 . 5 3 7

1 . 1 6 2

0

0.2

0.4

0.6

0.8

1

1.2

1.4

1.6

1.8

2

1
9

9
5

1
9

9
6

1
9

9
7

1
9

9
8

1
9

9
9

2
0

0
0

2
0

0
2

2
0

0
3

2
0

0
4

Schweiz Med Wochenschr (1871–2000)

Swiss Med Wkly (continues Schweiz Med Wochenschr from 2001) 

Editores Medicorum Helveticorum


