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Abstract

Background Psychotherapy for post-traumatic stress disorder, in particular trauma-confronting psychotherapy,
can be associated with increased stress. However, research on the somatic impact and psychosomatic interactions
of these psychological stress reactions is lacking. We report on a 43-year old man whose central serous
chorioretinopathy exacerbated upon trauma-confronting psychotherapy.

Case presentation We report on a man with pre-diagnosed, asymptomatic central serous chorioretinopathy

who underwent inpatient psychosomatic therapy. He disclosed a history of sexual abuse by a family member and
consequently showed intrusions, flashbacks, nightmares, avoidance behavior, and hyperarousal. Thus, we diagnosed
post-traumatic stress disorder. After a stabilization phase, he underwent trauma-focused psychotherapy including
trauma confrontation. In the course of this treatment, acute vision loss with blurred vision and image distortion of his
right eye occurred. An ophthalmologic visit confirmed a relapse of a pre-diagnosed central serous chorioretinopathy.
The analysis of stress biomarkers showed a decrease in testosterone levels and a noon peak in diurnal cortisol
secretion, which is indicative of a stress reaction.

Conclusion Central serous chorioretinopathy may exacerbate upon psychotherapeutic treatment. In this case, an
exacerbation of chorioretinopathy was observed in direct relation to the therapeutic intervention. Psychotherapists
and ophthalmologists should collaborate in the psychotherapeutic treatment of patients with chorioretinopathy.
Our case demonstrates the need to consider the possible increased stress levels during psychotherapy and resulting
physical side effects, such as exacerbation of an existing condition. It is advisable to adjust the level of generated
stress particularly well in the presence of stress-inducible physical diseases. Our case is a good example of the
interplay between psychological and physical stress.
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Background
Central serous chorioretinopathy (CSC) is an eye disor-
der affecting mainly males with a mean age of 40 years.
In its typical appearance, it is characterized by a thick
choroid, a serous retinal detachment involving the area
of the macula, and retinal pigment epithelium detach-
ment. CSC appears to have a multifactorial pathogenesis,
in which venous congestion, inflammation, ischemia, and
changes in the hormonal and biochemical milieu seem
to play a role [1]. In particular, increased levels of endog-
enous or exogenous glucocorticoids are associated with
the development of CSC [2, 3]. Some studies have shown
that the pathogenesis of CSC is strongly related with
a dysregulation of the HPA axis, which plays an impor-
tant role in the stress response and various mental dis-
orders [4]. Accordingly, psychological stress is one of the
most important risk factors [5]. A study of war veterans
showed that post-traumatic stress disorder (PTSD) was
strongly associated with the development of CSC [6].
One central component of PTSD treatment is trauma-
confronting/ exposure psychotherapy, which leads to a
temporary increase of stress [7]. Stress again can cause
exacerbations of CSC [5]. Consequently, in patients suf-
fering from PTSD with a history of CSC, stress-inducing
trauma-oriented psychotherapeutic treatment including
trauma exposure might have an impact on CSC. How-
ever, to our knowledge, there is no research reporting
on the course of CSC in PTSD patients during a trauma-
focused psychotherapeutic treatment.

Case presentation

Patient information

The 43-year old industrial mechanic had been married
for three years and coupled with his wife for 16 years
in total. He described the relationship as harmonic and
supportive. The couple had no children and lived in a
rental apartment. The patient had not been working for
1.5 years due to his psychiatric illness. Before that, high
workload and limited capacities to perceive own bound-
aries regarding work and altruism for friends and fam-
ily members had led to constant excessive demand. He
received money from an occupational disability insur-
ance and had applied for a disability pension (procedure
ongoing). He did not have any debts or financial prob-
lems. He suffered also from a recurrent central serous
retinopathy (CSR) which was stable at the timepoint of
admission.

At admission, the patient reported intrusions, flash-
backs, nightmares, avoidance behavior, and hyperarousal,
in addition to sleep disturbances, tremor, and concen-
tration problems. He described depressed mood, low
energy, loss of interest, feelings of guilt and insufficiency,
and rumination. Additionally, he reported exacerbations
of arterial hypertension upon stressful situations.
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The patient had received 50 sessions of ambulatory
psychotherapy for depression six years before admis-
sion. At that time, the patient had not yet been diagnosed
with PTSD due to considerable avoidance behavior. One
year before admission, he had undergone a psychoso-
matic rehabilitation inpatient treatment. In the course
of this treatment, memories of traumatic events had
come up. During the three months before admission,
he had received ambulatory psychotherapy. In addi-
tion, he received regular ambulatory psychiatric visits.
These therapies had led to a temporary relief of depres-
sive symptoms, which recurrently relapsed after a while.
As it had been challenging to diagnose PTSD before due
to lacking access to traumatic memories and then due
to avoidance behavior, the patient had only been diag-
nosed with PTSD shortly before being recovered in our
department.

The patient and his elder brother had grown up in an
atmosphere of emotional neglect. Between the age of 10
and 13 years, the patient had been sexually abused by a
family member and had no possibility to disclose his
experiences to any family member due to a lack of trust.
A distantly related family member had given him support
and safety.

Clinical findings

Psychopathological assessment

Patient awake, fully oriented, friendly. Subjective lack of
concentration and retentiveness, which cannot be objec-
tified during the visit. Depressed mood, anxious, feelings
of guilt and insufficiency. Limited affective vibratory abil-
ity, reduced energy. Rumination. No signs of psychosis.
No compulsions. Depersonalization. No relevant further
dissociative symptoms. Intrusions, flashbacks, avoidance
behavior, hyperarousal. Social withdrawal. No self-harm-
ing behavior. No signs of suicidality.

Psychometric assessment at admission

The Essen Trauma Inventory (ETI) [8] supported the
diagnosis of a post-traumatic stress disorder (46 points).
The Beck Depression Inventory (BDI-II) [9] suggested
severe depressive symptoms in self-report (47 points).
When compared to the clinician-rated diagnosis of a
medium depressive episode, the higher score in self-
report might have been associated with the patient’s feel-
ings of insufficiency.

Physical examination findings
No noticeable problems apart from adiposity grade I
WHO and a bursitis of the right shoulder.

Medication at inpatient admission
Sertraline 150 mg 1-0-0, quetiapine retard 25 mg 0-0-
1, lercanidipine 10 mg 1-0-1, metamizole 500 mg 1-0-1,
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Fig.1 SD-OCT shows on the right eye recurrency of subretinal fluid at the
time of presentation and its resolution under therapy. Uninvolved left eye
shows normal foveolar depression

ibuprofene 600 mg 1-0-1 (italics: was stopped in the course
of the inpatient treatment).

Note: The patient was not receiving corticosteroid ther-
apy, either systemically or topically, which could impact
the course of the disease.

Consultation of the department of ophthalmology (week 9 of
inpatient stay)

On appearance, the patient reported reduced visual
acuity on his right eye and suspected a recurrence of a
known central serous retinopathy. Visual acuity was
20/50. The patient complained about blurred vision and
micropsia. Clinical examination revealed a detachment of
the central retinal pigment epithelium (RPE) and serous
detachment of the central retina without hemorrhage
or sign of exsudation on the right eye. OCT revealed a
central elevation of neurosensory retina by 600 pm with
an underlying detachment of RPE. In the course of fol-
low-up, subretinal fluid was reduced substantially and
RPE detachment decreased in height. As with OCT and
by the clinical picture, macular neovascularization was
ruled out, i.e. acute CSC recurrency was the diagnosis.
His history showed already recurring episodes of CSC
and there was no further report of other eye diseases or
refractive error.

Under supportive therapy with brinzolamide 10 mg/
ml eye drops 2x/d and eplerenone 50 mg/d fluid with-
draw in two month’s time, visual acuity turned to 20/20
and subretinal fluid resolved in SD-OCT (Fig. 1). Our
therapy was beyond guidelines for CSC treatment, but
was adapted to the individual patient and to clinical
experience.

Laboratory assessment at admission

No abnormalities in routine parameters apart from pre-
diagnosed hypercholesterinemia. Leucocyte count (5400/
ul at admission, 5300/pl at dismissal) and C-reactive pro-
tein values (1.1 mg/l each at admission and at dismissal)
as potential markers of inflammation were in the normal
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Table 1 Analyzed stress markers

Parameter Value Unit Reference Interpretation

Cortisol 55 ng/ml 8-10h: Ok
50-120

Cortisone 134 ng/ml 4.8-19.5 Ok

DHEA-S 1003 ng/ml 889-4270 Ok

Testosterone 289  ng/ml 35-115 Reduced

Androstendione 041 ng/ml 0.3-3.1 Ok

17-Hydroxy-Proges- 046 ng/ml <16 Ok

terone

21-Deoxycortisol n.d. ng/ml healthy nd Ok

Corticosterone 165  ng/ml 0.1-2 Ok

11-Deoxycortisol 019  ng/ml 0.05-0.3 Ok

11-Deoxycorticoste-  n.d. ng/ml 0.02-0.15 Ok

rone

Progesterone nd. ng/ml healthy nd. Ok

DHEA-S, dehydroepiandrosterone sulfate; n.d., not detectable

Table 2 Cortisol day profile

Parameter  Time Value Unit Reference Interpretation
Cortisol morning 1.10 ng/ml  0.2-3.59 Ok
profile
noon 3.12 ng/ml  0.2-242 Increased
evening 1.07 ng/ml  0.2-1.24 Ok

range at the beginning and end of the psychotherapeutic
treatment.

Laboratory assessment (week 10 of inpatient stay)
To assess the biological stress reaction, we analyzed sev-
eral stress marker (Table 1).

Testosterone values were decreased in the patient.
Other analyzed stress markers were within the reference
values.

To get deeper insight into the biological stress reaction,
we analyzed the day profile of cortisol secretion using a
liquid chromatography-tandem mass spectrometry (LC-
MS/MS) assay (Table 2).

While morning and evening values were in the normal
range, the noon value showed an increased cortisol level.
This peak was indicative of a stress reaction [10].

According to the CARE guidelines [11-13], a timeline
is provided for an overview of the patient’s course of care
(Table 3).

Diagnostic assessment
For psychiatric diagnostic assessments, we used clini-
cian-rated self-reported questionnaires (ETL, BDI-II). We
analyzed biological stress markers using a liquid chroma-
tography-tandem mass spectrometry (LC-MS/MS) assay.
The patient was diagnosed with a post-traumatic stress
disorder, a medium depressive episode in the course
of a recurrent depressive disorder, psychological and
behavioral factors in the context of arterial hypertension
(exacerbations of arterial hypertension upon episodes of
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Table 3 Timeline

Week Diagnostics / Treatment Subjective Stress
stressreac-  bio-
tion / CSC markers

1 Diagnostic assessment,

Psychoeducation

2 Psychoeducation, Stabilization

3 Psychoeducation, Stabilization

4 EFDR (two sessions) Severe

5 EFDR (one session), Stabilization  Severe

6 EFDR (one session), Stabilization ~ Severe

7 EFDR (one session), Stabilization ~ Severe

8 EFDR (one session), Stabilization ~ Severe

9 No psychotherapy CsC

10 Stabilization, Preparation of CSC Increased

dismissal cortisol

CSC, central serous chorioretinopathy; EFDR, Eyes Fixated Desensitization and
Reprocessing

psychosocial stress), as well as with bruxism. Further-
more, he received the diagnosis of a central serous reti-
nopathy, obesity grade I WHO, hypercholesterinemia,
and bursitis of the right shoulder.

Therapeutic intervention

The patient received 10 weeks of trauma-oriented inpa-
tient psychotherapy at the Psychosomatic Division of the
Ebermannstadt Hospital, Hospital Forchheim-Fréankische
Schweiz, Ebermannstadt, Germany, which is a coop-
eration hospital of the Friedrich-Alexander University
Erlangen-Niirnberg (FAU), Germany.

At admission, the therapeutic foci were on stabilizing
methods: creation of an individual disorder model, psy-
choeducation, imagination exercises, enhancement of
self-perception and self-care, and an overview of trau-
matic events and resources (lifeline, from Narrative
Exposure Therapy (NET), 12,13).

Four weeks after admission and stabilizing treatment,
the patient underwent trauma-focused psychotherapy
with a modified version of Eye Movement Desensitization
and Reprocessing (EMDR; 14): instead of following the
moving hand of the therapist, we asked him to look at the
fixated hand of the therapist (EFDR, Eyes Fixated Desen-
sitization and Reprocessing;,15). We used this modifica-
tion in order to prevent retinal detachment, as previous
psychotrauma therapists had reported from their clinical
experience of cases of retinal detachment upon classic
EMDR in patients affected by eye diseases that can cause
retinal detachment. Since CSC is a risk factor for retinal
detachment, we chose EFDR for safety reasons. EFDR
has proven non-inferior to EMDR regarding outcomes of
PTSD symptomatology in a previous study by Sack et al.
[15]. The patient preferred EFDR to other ways of bilat-
eral stimulation, e.g. tactile stimulation. We assessed pro-
tocol adherence via video recording.
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EMDR [14] is an evidence based treatment for PTSD
[16] that consists of an activation of a traumatic mem-
ory with the most disturbing image, negative thought
about oneself, emotion and bodily perception which
is then reprocessed with phases of eye movements that
the patient follows with his/her eyes (in our case: fix-
ated hand which is looked at by the patient, Eyes Fixated
Desensitization and Reprocessing EFDR). Usually, symp-
tom distress reduces in the course of several sessions of
EMDR therapy.

As the most disturbing memory, the patient chose the
sexual abuse in his infancy. Upon EFDR treatment, he
had severe bodily reactions such as trembling, high ten-
sion, exhaustion, pain in different parts of the body (e.g.
headaches, pain in the back and the jaws) and exacerba-
tion of bruxism. Furthermore, self-depreciating thoughts,
shame and disgust occurred. Later, emotions like anger
came up, which then converted into sadness. After ini-
tial deterioration of sleep, he reported an improvement
of sleep quality and quantity in the course of the psycho-
therapeutic treatment. During this treatment, tension
and bodily symptoms reduced and the patient reported
that he perceived the sessions as very exhausting, but
helpful. Apart from EFDR, he used weekly stabilization
psychotherapy sessions and body and art therapy ses-
sions to integrate the stressful memories that came up
which the patient perceived mostly on the bodily level
and to focus on resources and distancing techniques.

After six sessions of EFDR therapy, acute vision loss
with blurred vision and image distortion of the right eye
occurred. Thus, we presented the patient at the Depart-
ment of Ophthalmology of Friedrich-Alexander Univer-
sity Erlangen-Niirnberg (FAU), Germany. Our colleagues
confirmed an acute episode of the patient’s pre-known
CSC of the right eye. Consequently, the colleagues pre-
scribed brinzolamide eye drops and eplerenone.

In order to reduce stress, we stopped EFDR treatment
and continued with stabilizing and self-compassion
interventions and the activation of resources.

Medication at dismissal

Sertraline 150 mg 1-0-0, quetiapine retard 25 mg 0-0-
1, lercanidipine 10 mg 1-0-1, vitamine D 1000 IE 1-0-0,
brinzolamide eye drops twice a day (affected eye), eplere-
none 50 mg 1-0-0 (italics: new medication).

Follow-up and outcomes

One vyear after dismissal, the patient reported that
depressive and post-traumatic symptoms including lack
of motivation, tiredness, flashbacks, sleep problems and
pain were still present. After dismissal, he continued
outpatient (mainly online due to the pandemic) psycho-
therapeutic treatment with a focus on everyday problems
and being present. About nine months after his dismissal,
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he managed to be put on the waiting list for a trauma-
focused psychotherapy. Furthermore, he continued doing
occupational therapy. Sertraline has been stopped and
substituted by duloxetine. However, he reported that
he did not perceive any benefit neither from sertraline
nor from duloxetine. Furthermore, after dismissal, he
received an augmentation of his quetiapine dose (from
quetiapine retard 25 mg to quetiapine retard 300 mg 0-0-
0-1, quetiapine 75 mg 0-0-0-1, and quetiapine on demand
25-50 mg), with no significant effect. He continued to
take lercanidipine 10 mg 1-0-1-0 because of his arterial
hypertension.

In psychometric diagnostics at a one-year follow-up
examination, he exhibited a medium depressive episode
with a BDI-II score of 47 points and the symptoms of a
post-traumatic stress disorder with 55 points in the ETI,
thus similar values as those at dismissal.

Regarding his CSC, the patient described that there
had been a significant improvement in vision and that the
“bubble” in his eye had disappeared again three months
after dismissal. However, he reported that three-dimen-
sional vision was still compromised. He had continued to
take eplerenone 50 mg 1-0-0-0 for three months after dis-
missal, which he tolerated well. Later after dismissal, he
was informed that his disability pension had been denied.
This caused significant stress and led to another episode
of CSC, which again had been treated by eplerenone.

Discussion

To our knowledge, this is the first case report on a patient
with comorbid PTSD and CSC undergoing trauma-con-
fronting psychotherapy. During trauma-focused treat-
ment for PTSD, a relapse of CSC occurred.

The comorbidity of PTSD and CSC in our patient is
in line with previous research showing a strong associa-
tion between PTSD and the development of CSC [6]. Our
observation is in accordance with the assumption that
psychological stress might be one of the most important
risk factors for exacerbations of CSC [5]. We also found
an increase in cortisol levels after CSC occurred, which is
indicative of a stress reaction. In line with this, the use of
steroids was earlier shown to be a risk factor for CSC [3].
PTSD was suggested to be associated with a blunted cor-
tisol secretion [17]. However, it was shown that respond-
ers had increased cortisol levels after therapy compared
with non-responders [18]. Thus, the specific stress situa-
tion upon successful trauma-confronting psychotherapy
could result in changes in the diurnal cortisol profile and
therefore mediate the risk for CSC.

The study of side effects of various psychotherapeutic
treatments has long been neglected. Between 5% and
20% of all patients receiving psychotherapeutic treatment
experience relevant side effects, with psychological stress
and family or marital stress being the most commonly
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reported [19]. Other side effects described include symp-
tom exacerbation, emergence of new symptoms, suicidal-
ity, impact on professional and social life, stigmatization
and undermining of self-efficacy [20]. Nevertheless, psy-
chological intervention studies usually do not report on
potential side effects. For a few years now, efforts have
been made to pay more attention to possible side effects
[21]. When comparing different instruments for assess-
ing negative effects of psychotherapy, it became apparent
that although there is a large number of possible domains
of adverse effects, there is disagreement about a precise
definition and conceptualization of adverse effects and
their respective relevance [22].

Since a core idea of medical treatment is ‘primum
nil nocere; i.e. not to harm, offering adequate psycho-
therapeutic treatment for PTSD with comorbid CSC is
challenging. On the one hand, for recovery of PTSD, a
trauma-specific psychotherapeutic approach including
trauma-confronting elements is crucial. On the other
hand, however, trauma-confrontation usually causes a
temporary increase of stress symptoms, which then can
cause exacerbations of the eye disease when a history of
CSC is present. Since there is no evidence on long-term
outcomes for both diseases in the course of a longer
trauma-focusing treatment, we can only speculate what
would be the best therapy options for patients presenting
with both disorders.

First, we suggest continuous monitoring for CSC symp-
toms upon psychotherapeutic treatment, which can
always cause stress due to the actualization of stress and
problems. Thus, it seems reasonable to adjust the “dos-
age” of trauma-confronting psychotherapy in individuals
affected by both disorders. At admission for psychother-
apy, it might be beneficial to administer prophylactic
doses of drugs that are usually given for acute exacerba-
tions of CSC in order to prevent from CSC crises upon
psychotherapy. It might furthermore be beneficial to
screen CSC patients for PTSD, and to inform patients
about potential exacerbations of the eye disease upon
psychotherapy if patients present with PTSD and comor-
bid CSC.

A strength of our report is that the findings are partly
novel and of clinical relevance. Furthermore, the case
report includes several biological stress parameters, e.g.
a diurnal cortisol profile. This is helpful to assess the
underlying pathophysiology for this case. The findings are
limited by a lack of pre-treatment assessment of the oph-
thalmologic situation and of stress biomarkers. Hence, it
is difficult to discern if biomarkers have increased and if
CSC has recurred solely due to the psychotherapy ses-
sions or would have recurred anyway. Furthermore, we
have not re-measured cortisol levels after the patient’s
dismissal and thus have no information about cortisol
levels accompanying the second exacerbation once the
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patient’s disability pension was denied. Another limi-
tation is that we conducted clinical diagnosis and self-
report measures instead of structured clinical interview
diagnosis. Furthermore, we applied EFDR instead of
EMDR including eye movements or other forms of bilat-
eral stimulation due to the contraindication of eye move-
ments in our case and due to patient choice.

Conclusions

CSC may exacerbate upon psychotherapeutic, especially
trauma-confronting, treatment. In the future, psycho-
therapists and ophthalmologists should collaborate and
monitor patients presenting with comorbid PTSD and
CSC. This includes assessing for trauma and PTSD in
CSC, and, vice versa, assessing for chronic stress-related
somatic conditions in PTSD before the onset of psycho-
therapeutic treatment. Consequently, our main conclu-
sion is that psychotherapists should screen for conditions
that might exacerbate upon stress and reactualization
of traumatic memories in PTSD patients undergoing
trauma-confronting psychotherapy.

Patient perspective
We asked the patient to report on his experiences during
and after the inpatient stay:

‘The inpatient stay has been quite beneficial to me.
However, I always expect too much from myself; nothing
has changed about that. The psychotherapeutic sessions
have been good; but when many men joined the therapy
group, my stress level was again extremely high, and I still
do not feel comfortable among men. After the EFDR ses-
sions, stress levels were very high; however, I believe it
has helped me to ‘tidy up’ memories.

The stay has helped me to get calmer, even though this
has been really challenging in the beginning. However, I
am still restless and cannot ‘switch off’ Progressive mus-
cle relaxation has not been relaxing to me at all, but the
opposite: rest is my biggest enemy in myself.

Depressive symptoms have slightly reduced, but I
wouldn’t call it the life of a ‘normal’ person. If my shoul-
der is associated with my mental state I do not know; and
the eye is the most important to me, ‘cause every day I
am afraid that it will get worse again. Sleeping hasn't
been working at all until today, ‘cause I still wake up often
even though I'm taking medication and then I begin to
ruminate; I force myself to fall asleep, respectively!

Abbreviations
CsC Central Serous Chorioretinopathy

PTSD Post-Traumatic Stress Disorder

SD-OCT  spectral-domain optical coherence tomography
EMDR Eye Movement Desensitization and Reprocessing
EFDR Eyes Fixated Desensitization and Reprocessing
BDHI Beck Depression Inventory I

ETI Essen Trauma Inventory

Page 6 of 7

Acknowledgements

We thank the patient for giving his informed consent for this case report to
be published. Furthermore, we thank the whole team of the Department

of Psychosomatic Medicine and Psychotherapy of Hospital Forchheim-
Frankische Schweiz, location Ebermannstadt, for their contribution to the
patient’s multimodal psychotherapeutic treatment and their help to organize
data collection.

Author contributions

ES. YE. and CR. planned the case report and assessment of biological
parameters. E.S. wrote the first draft of the manuscript. S.R. helped with
literature search and writing of the literature background. CM. added
ophthalmologic information and images. CR, Y.E, EM. and CM. critically
revised the manuscript. All authors approved the final version to be published.

Funding
We did not have any kind of financial support.
Open Access funding enabled and organized by Projekt DEAL.

Data availability
All data generated or analysed during this case study are included in this
published article.

Declarations

Ethics approval and consent to participate

The study is in accordance with the instructions for the authors and with
the ethical and legal principles (according to the Declaration of Helsinki by
the World Medical Association). The patient has given his written informed
consent to publish his case.

Consent for publication
Written informed consent was obtained from the patient for publication of
this case report and any accompanying images.

Competing interests
The authors declare no competing interests.

Received: 20 October 2023 / Accepted: 10 April 2024
Published online: 16 May 2024

References

1. Kanda P, Gupta A, Gottlieb C, Karanjia R, Coupland SG, Bal MS. Pathophysiol-
ogy of central serous chorioretinopathy: a literature review with quality
assessment. Eye. 2022;36(5):941-62.

2. Bouzas EA, Karadimas P, Pournaras CJ. Central serous chorioretinopathy and
glucocorticoids. Surv Ophthalmol. 2002;47(5):431-48.

3. LiuB,DengT, Zhang J. Risk factors for central serous chorioretinopathy: a
systematic review and meta-analysis. RETINA. 2016;36(1):9-19.

4. Scarinci F, Ghiciuc CM, Patacchioli FR, Palmery M, Parravano M. Investi-
gating the hypothesis of stress system dysregulation as a risk factor for
Central Serous Chorioretinopathy: A literature Mini-review. Curr Eye Res.
2019;44(6):583-9.

5. Semeraro F, Morescalchi F, Russo A, Gambicorti E, Pilotto A, Parmeggiani F, et
al. Central Serous Chorioretinopathy: Pathogenesis and Management. OPTH.
2019;13:2341-52.

6. Gundlach BS, Tsui |. Post-traumatic stress disorder is a significant risk factor
for Central Serous Chorioretinopathy in Male Veterans. Am J Mens Health.
2021;15(5):155798832110349.

7. MclLean CP, Levy HC, Miller ML, Tolin DF. Exposure therapy for PTSD: a meta-
analysis. Clin Psychol Rev. 2022,91:102115.

8. Tagay S, ErimY, Stoelk B, Méllering A, Mewes R, Senf W. Das Essener Trauma-
Inventar (ETI)- ein screeninginstrument zur Identifikation Traumatischer
Ereignisse und posttraumatischer Stérungen. Z flr Psychotraumatologie
Psychotherapiewissenschaft Psychologische Medizin. 2007;1:75-89.

9. Hautzinger M. [The Beck Depression Inventory in clinical practice]. Nerve-
narzt. 1991;62(11):689-96.

10.  Matsui F, Koh E, Yamamoto K, Sugimoto K, Sin HS, Maeda Y, et al. Liquid
chromatography-tandem Mass Spectrometry (LC-MS/MS) Assay for



Schéflein et al. BMC Psychiatry

(2024) 24:368

Simultaneous Measurement of Salivary Testosterone and cortisol in Healthy
Men for Utilization in the diagnosis of late-onset hypogonadism in males.
Endocr J. 2009;56(9):1083-93.

Riley DS, Barber MS, Kienle GS, Aronson JK, von Schoen-Angerer T, Tugwell

P, et al. CARE guidelines for case reports: explanation and elaboration docu-
ment. J Clin Epidemiol. 2017;89:218-35.

Jongedijk RA. Narrative exposure therapy: an evidence-based treatment for
multiple and complex trauma. Eur J Psychotraumatology. 2014;5(1):26522.
Schauer M, Neuner F, Elbert T. Narrative exposure therapy: a short-term inter-
vention for traumatic stress disorders. 2nd ed. Gottingen, Germany: Hogrefe;
2011,

Shapiro F. Eye movement desensitization and reprocessing (EDMR) therapy:
basic principles, protocols, and procedures [Internet]. Third edition.

New York; London: The Guilford Press; 2018 [cited 2022 Nov 27]. 568 p.
http://bvbrbib-bvb.de:8991/F?func=service&doc_library=BVB01&local_
base=BVB01&doc_number=030362864&sequence=0000028&(
ine_number=0001&func_code=DB_RECORDS&service_type=MEDIA

Sack M, Zeh! S, Otti A, Lahmann C, Henningsen P, Kruse J, et al. A comparison
of dual attention, Eye Movements, and exposure only during Eye Movement
desensitization and reprocessing for posttraumatic stress disorder: results
from a Randomized Clinical Trial. Psychother Psychosom. 2016;85(6):357-65.
Bisson JI, Roberts NP, Andrew M, Cooper R, Lewis C. Psychological therapies
for chronic post-traumatic stress disorder (PTSD) in adults. Cochrane Data-
base of Systematic Reviews [Internet]. 2013 [cited 2022 Nov 27];(12). https://
www.cochranelibrary.com/cdsr/doi/https://doi.org/10.1002/14651858.
CD003388.pub4/full.

20.

21.

22.

Page 7 of 7

Pan X, Kaminga AC, Wen SW, Wang Z, Wu X, Liu A. The 24-hour urinary
cortisol in post-traumatic stress disorder: a meta-analysis. Carra G. Editor PLoS
ONE. 2020;15(1):0227560.

Olff M, de Vries GJ, Glzelcan Y, Assies J, Gersons BP. Changes in cortisol and
DHEA plasma levels after psychotherapy for PTSD. Psychoneuroendocrinol-
0gy. 2007 Jul;32(6):619-26. https://doi.org/10.1016/j.psyneuen.2007.04.001.
Schermuly-Haupt ML, Linden M, Rush AJ. Unwanted events and side effects
in Cognitive Behavior Therapy. Cogn Ther Res. 2018;42(3):219-29.

Hoffmann SO, Rudolf G, Strau3 B. Unerwiinschte und schédliche Wirkungen
Von Psychotherapie: Eine Ubersicht Mit dem Entwurf eines eigenen modells.
Psychotherapeut. 2008;53(1):4-16.

Scott J. The science and practice of psychotherapy: the critical need for
quality assurance and vigilance to monitor the ratio of benefits to risks of
therapies. Acta Psychiatrica Scandinavica. 2017;136(3):233-5.

Herzog P, Lauff S, Rief W, Brakemeier E. Assessing the unwanted: A systematic
review of instruments used to assess negative effects of psychotherapy. Brain
Behav [Internet]. 2019 Dec [cited 2023 Jan 3];,9(12). https://onlinelibrary.wiley.
com/doi/https://doi.org/10.1002/brb3.1447.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


http://bvbr.bib-bvb.de:8991/F?func=service&doc_library=BVB01&local_base=BVB01&doc_number=030362864&sequence=000002&line_number=0001&func_code=DB_RECORDS&service_type=MEDIA
http://bvbr.bib-bvb.de:8991/F?func=service&doc_library=BVB01&local_base=BVB01&doc_number=030362864&sequence=000002&line_number=0001&func_code=DB_RECORDS&service_type=MEDIA
http://bvbr.bib-bvb.de:8991/F?func=service&doc_library=BVB01&local_base=BVB01&doc_number=030362864&sequence=000002&line_number=0001&func_code=DB_RECORDS&service_type=MEDIA
https://www.cochranelibrary.com/cdsr/doi/
https://www.cochranelibrary.com/cdsr/doi/
https://doi.org/10.1002/14651858.CD003388.pub4/full
https://doi.org/10.1002/14651858.CD003388.pub4/full
https://doi.org/10.1016/j.psyneuen.2007.04.001
https://onlinelibrary.wiley.com/doi/
https://onlinelibrary.wiley.com/doi/
https://doi.org/10.1002/brb3.1447

	﻿Exacerbation of central serous chorioretinopathy during trauma-confronting psychotherapy– a case report
	﻿Abstract
	﻿Background
	﻿Case presentation
	﻿Patient information
	﻿Clinical findings
	﻿Psychopathological assessment
	﻿Psychometric assessment at admission
	﻿Physical examination findings
	﻿Medication at inpatient admission
	﻿Consultation of the department of ophthalmology (week 9 of inpatient stay)
	﻿Laboratory assessment at admission
	﻿Laboratory assessment (week 10 of inpatient stay)


	﻿Diagnostic assessment
	﻿Therapeutic intervention
	﻿Medication at dismissal

	﻿Follow-up and outcomes
	﻿Discussion
	﻿Conclusions
	﻿Patient perspective
	﻿References


