
OCT Angiography and the 
Modern Clinical Practice
A Physician’s Perspective 

My name is David E. Lederer, MD, FRCSC, and I work at Eye Health MD in 

Montreal, Canada—a busy multi-specialty clinic with twelve doctors routinely 

rotating through the office. 

As a fellowship-trained Medical Retina Specialist, I have a particular soft-spot for 

OCT analysis. As a medical student, I had the great privilege of working with the 

inventors of OCT technology at Tufts University School of Medicine, and over the 

ensuing years that interest has only grown. 

Today, I owe much of my success to my mentors who have helped me along 

the way. And now with OCT imaging blossoming into new spaces (such as OCT 

Angiography and Swept-Source OCT imaging), I am beginning to give back to 

my peers and colleagues. As the Director of Education for Eye Care PD, I reach 

hundreds of doctors through an online presence that educates fellow eye doctors 

on the clinical applications and interpretation of OCT technologies. Furthermore, 

every year I have the great privilege of working with medical students and 

residents on exciting new research projects in the field of imaging analysis. 

“The ability to obtain large area montage 
captures has opened my eyes to the 
application of OCTA technology in the 
peripheral retina.”

OCTA has been an exciting new addition to my professional sphere that has 

presented a host of exciting new opportunities. From Age-related Macular 

Degeneration (AMD) to Diabetic Macular Edema (DME) and Uveitis to Retinal 

Dystrophies, every day brings new challenges in finding ways to help improve the 

quality of life of the patients I serve. It remains a challenge but one in which I 

humbly strive to excel.
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While traditional OCT imaging remains 

the workhorse of retina, OCTA is taking 

on an ever-expanding role. I routinely 

image all of my patients with OCTA 

for several reasons but, certainly, there 

are a few groups of patients that 

benefit more than others. The trick to 

integrating OCTA lies in mastering the 

slab-viewing algorithms and having a 

clear understanding of the strengths and 

weaknesses of OCTA for different patient 

presentations. With this understanding, 

we can rapidly analyze patients without 

interrupting workflow.

Choroidal neovascularization  

(CNV) remains the simplest category 

of patient OCTA application in  

my practice.

In the most simplistic terms, when CNV 

is evident on OCTA in patients with 

maculopathies, I am confident in my 

treatment plan and no longer feel the 

need to obtain fluorescein angiography. 

When CNV is questionable or not 

present, then I know I need to watch for 

masquerading pathology and consider 

further investigation if the clinical 

response is not what I might expect. 

OCTA applications for retinal 

vascular disorders can be  

eye-opening

I have also been excited to dig into the 

realm of OCTA applications for retinal 

vascular disease. Specifically, quantitative 

analyses of vessel perfusion and foveal 

circularity has given me new insights 

into disease management.* The ability 

to obtain large area montage captures 

has opened my eyes to the application 

of OCTA technology in the peripheral 

retina. Based on these features, I believe 

there is a role for the evaluation and 

management of the full spectrum of 

complications of retinopathies from 

microaneurysms to ischemia all the way 

to neovascularization.

How I Use OCTA in My Clinic

“The trick to 
integrating OCTA 
lies in mastering 
the slab-viewing 
algorithms and 
having a clear 
understanding of 
the strengths and 
weaknesses of OCTA 
for different patient 
presentations.”

Image courtesy of David E. Lederer, MD, FRCSC, Eye Health MD

*Subject to 510(k); not available in the U.S. market.
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Patient Case 
Images courtesy of  

David E. Lederer, MD, FRCSC

Eye Health MD 

Figure 1: Color fundus OD Figure 2: OCT B-scan (OD) at onset

Figure 3: OCTA Analysis (OD) at onset, featuring 3x3 mm Outer Retinal Choriocapilliaris (ORCC) slab

Case Details

A 55-year-old, myopic (-15D) female 

presented with a 1-week history of new 

onset metamorphopsia OD. 

The visual acuity was 20/60 and the 

fundus evaluation demonstrated 

prominent choroidal vessels with 

atrophic lesions but no blood (Figure 1). 

OCT imaging demonstrated subretinal 

hyperreflective material but no intraretinal 

or subretinal fluid (Figure 2). The OCTA 

demonstrated a choroidal neovascular 

network, and a diagnosis of Myopic 

Choroidal Neovascularization was 

confirmed (Figure 3). 

The patient went on to receive three anti-

VEGF intravitreal injections with visual 

improvement both objectively (to 20/30) 

and subjectively (less metamorphopsia). 

The subretinal hyperreflective material 



diminished, becoming more consolidated, 

and the follow-up OCTA demonstrated 

vascular regression (Figure 4). 

The patient was stable without further 

therapy at the 4-month follow-up time 

point.

Imaging Comments

Myopic CNV can be a challenging 

diagnosis, as early in the course of the 

disease the patient will frequently present 

on OCT with subretinal hyperreflective 

material without other signs (such as 

intraretinal and/or subretinal fluid). In 

these cases, the OCTA can rapidly serve 

to confirm the diagnosis and prevent a 

treatment delay.

Conclusion

The above case and experiences provide 

only a glimpse into the capabilities of 

OCTA and do not even begin to take 

into account the applications in the 

realm of follow-up using the change 

analysis software. Of course, nothing is a 

panacea, and OCTA technology continues 

to be restricted by image resolution, 

projection artifacts, acquisition speed 

and scanning matrix size. Nevertheless, 

there is no question that OCTA is here to 

stay. I, for one, continue to use it daily 

to improve the quality of care for the 

patients I serve.
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Figure 4: OCTA Analysis (OD) at follow-up, featuring 3x3 mm Outer Retinal Choriocapilliaris (ORCC) slab

“There is no 
question that OCTA 
is here to stay. 

I continue to use it 
daily to improve the 
quality of care for 
the patients I serve.”

OCT B-scan (OD) at follow-up


