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1. Optical coherence
tomography in
healthy subjects



Optical coherence tomography in healthy subjects

The OCT examination is based on the light-reflecting properties of the retinal tissue.
The transverse sections obtained using the latest generation machines have an axial
resolution of around 3 to 8 microns and a transverse resolution of 15 to 20 microns.
The different retinal layers appear as a grey (or colour) scale that ranges from white
to black (or red to blue). The more reflective the tissue is, the whiter the image will be
(or redder if a colour scale is used). The less reflective the tissue is, the blacker (or
bluer) the image will appear.

The first hyperreflective layer visible in the majority of cases (but not systematically) is
the internal limiting membrane. The nerve fibre, inner and outer plexiform layers are
also hyperreflective, while the inner nuclear and outer nuclear layers are hyporeflective.
The ganglion cell layer is moderately reflective. It should be noted that, under normal
conditions, the Henle’s fibre layer (part of the outer plexiform layer) is not visible.

Regarding the outer retina, it is recognised that the most hyperreflective line corresponds
to the junction between the inner and outer segments of the photoreceptors (also
called the “photoreceptor integrity line”). The weakly reflective line located just above
is the external limiting membrane. The outermost and thickest hyperreflective layer
corresponds to the pigment epithelium-Bruch’s membrane-choriocapillaris complex.
In some cases, if the image quality is good, just below the junction between the
inner and outer segments of the photoreceptors, it is possible to see interdigitations
between the outer segments of the photoreceptors and the apical villi of the retinal
pigment epithelium.

In enhanced depth imaging (EDI) mode, the most posterior layers are more visible and
the Haller’s layer (corresponding to large choroidal vessels) and the Sattler’s layer
(corresponding to medium-sized vessels) can be distinguished. The choroidoscleral
boundary is also visible (blue arrows).
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2. Diseases of the vitreoretinal
interface

2.1. Vitreomacular traction
2.2. Macular hole
2.3. Lamellar hole
2.4. Epimacular membrane



Vitreomacular traction

Vitreomacular traction syndrome

Case 1

The colour image is often poorly contributive to explain the patient’s metamorphopsia.
On the OCT image, the posterior hyaloid remains attached to the macular region
where it appears hyperreflective. The adjacent fovea is elevated and microcystic. The
“en-face” OCT section reveals the petaloid appearance of the retinal cysts.

Case 2

The posterior hyaloid adjacent to the macular region is greatly thickened and
hyperreflective. The vitreomacular traction is even more pronounced with a marked
elevation of the central vitreomacular adhesion zone. The outer retinal layer is intact.
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