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Purpose: To evaluate intraluminal emboli in branch retinal artery occlusion (BRAO) using polarization-sensitive optical coherence 
tomography (PS-OCT).
Patients and Methods: Eight eyes of 8 patients with BRAO were included. Fundus photography, swept-source (SS)-OCT, and PS- 
OCT were performed. Detection rates and entropic profiles of retinal emboli were examined.
Results: In this retrospective study of 8 BRAO eyes, fundus photography found thromboemboli in five eyes (62.5%). While SS-OCT 
detected thromboembolus in two eyes (25.0%), PS-OCT identified in all (100%) eyes, demonstrating a higher detection rate than SS- 
OCT. Polarimetric entropy (PE) value of thromboemboli was significantly higher than that of background retina (p = 0.0078), whereas 
SS-OCT did not show significant difference in reflectivity. Image contrast was significantly higher in PS-OCT than SS-OCT (p = 0.0078).
Conclusion: PS-OCT enables noninvasive visualization of intraluminal embolic material and may provide additional pathophysio
logical insight beyond conventional OCT. However, these findings are based on a small retrospective cohort and require validation in 
larger prospective studies.
Keywords: retinal artery occlusion, polarization-sensitive optical coherence tomography, thromboembolism, polarimetric entropy, 
retinal ischemia

Introduction
Retinal artery occlusions (RAOs) including central retinal arterial occlusion (CRAO) and branch retinal arterial occlusion 
(BRAO) are emergent retinal disorders that cause immediate infarction and irreversible visual loss.1–3 RAOs are typically 
caused by embolic or thrombotic obstruction of retinal arteries, leading to acute, severe vision or visual field loss. Retinal 
emboli originate from various sources, including carotid atherosclerotic plaques and cardiac lesions. Previous studies 
have reported cholesterol emboli as the most common subtype, accounting for approximately 74% of visible retinal 
emboli.4,5 However, the reported distribution of embolus composition varies among studies, and platelet-fibrin emboli 
have been reported as the predominant subtype in some cohorts of retinal artery occlusion.6 These discrepancies may 
reflect differences in study populations, disease stage, and embolus detection methods. Sustained arterial occlusion 
results in persistent and irreversible visual impairment.7,8 BRAO represents embolic occlusion of a branching artery. 
Beyond their ocular consequences, retinal artery occlusions are recognized as manifestations of systemic vascular disease 
and are considered analogous to ischemic stroke. Patients with RAO have an elevated risk of subsequent cerebrovascular 
and cardiovascular events, underscoring the importance of identifying the underlying embolic source and vascular 
pathology.9,10 Therefore, imaging techniques capable of directly visualizing retinal emboli may provide clinically 
relevant information not only for understanding local disease mechanisms but also for guiding systemic vascular 
assessment and risk stratification. Ophthalmological examinations including visual acuity, fundus examinations, optical 
coherence tomography (OCT), and fluorescence angiography (FA) are essential for accurate diagnosis of RAO. Although 
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fundus photography and fluorescein angiography (FA) can identify perfusion defects, direct visualization of the embolic 
material is often difficult because of its small size and the limited axial resolution of conventional imaging. Conventional 
OCT provides detailed cross-sectional imaging of retinal microstructure and can depict secondary ischemic changes, such 
as inner retinal hyperreflectivity, thickening, and subsequent thinning. However, while the detailed characterization of 
retinal emboli on cross-sectional images is necessary for the mechanistic understanding, direct visualization of the 
embolic material and its optical characteristics of emboli with conventional OCT is not consistently achievable.

Polarization-sensitive optical coherence tomography (PS-OCT) is a functional extension of OCT that measures the 
polarization state of backscattered light. PS-OCT provides tissue-specific contrast by polarization properties, allowing detailed 
analysis of each retinal layer.11 In the eye, PS-OCT can detect melanin-rich materials, lipids, hard exudates, as well as activated 
inflammatory cells.12–16 We have previously demonstrated that PS-OCT enables clear visualization of retinal pigment epithelium 
(RPE), choroid, hyperreflective foci within the retina.17–19 These findings support the feasibility of using PS-OCT to assess 
chorioretinal pathology. However, the application of PS-OCT to retinal vascular occlusive diseases has not yet been reported.

Given that previous studies demonstrated that polarimetric measurements can detect thrombosis in vessels as high- 
entropy lesions,20,21 we hypothesized that PS-OCT could detect retinal emboli as high-entropy lesions in eyes with RAO. 
In fact, we have previously reported a case in which retinal emboli were successfully visualized using PS-OCT.22 

Building on this initial observation, the present study aimed to explore the reproducibility of this finding and to 
characterize the detection and imaging features of retinal emboli using PS-OCT.

Materials and Methods
Study Design and Participants
This retrospective study was approved by the Institutional Review Board of the University of Tokyo (CU22-R003) and 
adhered to the tenets of the Declaration of Helsinki. Written informed consent was waived by the Institutional Review 
Board due to the retrospective nature of the study and the use of anonymized clinical data.

Patients diagnosed with BRAO at the University of Tokyo Hospital between April 2025 and March 2026 were 
included. Ophthalmologic examinations were performed in all patients, including best-corrected visual acuity (BCVA; 
logMAR converted from Snellen), color fundus photography, FA (Heidelberg Retina Angiograph 2; Heidelberg 
Engineering, Heidelberg, Germany), swept-source (SS)-OCT, and PS-OCT imaging.

The diagnosis of BRAO was based on previously established criteria; (1) a history of sudden onset of visual 
deterioration in the affected eye, (2) evidence of sectorial retinal ischemia (retinal opacification, whitening, or thinning) 
corresponding to the distribution of an affected branch retinal artery.17 The presence of a visible thromboemboli was not 
required, as occlusion by microemboli can also cause BRAO. Patients with a history of retinal vascular disorders (eg 
retinal vein occlusion, diabetic retinopathy, or prior RAO) were excluded. Eyes with CRAO were also excluded because 
some CRAO eyes result from non-thromboembolic conditions, such as ocular ischemic syndrome or giant cell arteritis.

PS-OCT and Imaging Analysis
PS-OCT (ROCTIA®; TOMEY, Nagoya, Japan) was used to obtain images, as previously reported.23 The mechanical and 
technical principle of PS-OCT system has been described in our previous studies.24 In brief, polarimetric entropy (PE) 
represents spatial randomness of the polarization property, quantified statistically from the measured Jones matrix.25 PE 
values, reflecting the randomness of backscattered polarization (0 = uniform, 1 = random), were calculated from PS-OCT 
data to visualize intraluminal heterogeneity.

A 40° (approximately 12 mm) × 40° area centered on the macula was scanned in each eye using a raster-scan pattern 
consisting of 1024 A-lines (horizontal) × 256 B-scans (vertical). The Kernel size for entropy calculation was 11×7 pixels, 
and size of each pixel measured 11.7×4.4 μm in the lateral and axial directions, respectively. SS-OCT images were also 
simultaneously acquired using the identical device.

Since the retinal arteries are located within the retinal nerve fiber layer (RNFL), en face images were reconstructed by 
automatic segmentation of RNFL. PE values of each pixel in en face image were calculated from the mean entropy across the 
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corresponding RNFL B-scan. Two-dimensional en face entropy maps were then reconstructed from the three-dimensional 
dataset.

The presence of intraretinal emboli in each imaging modality was independently assessed by two masked graders (R. 
T. and K.A), who were aware of the diagnosis of BRAO but masked to the findings of the other imaging modalities. 
Lesions were considered positive when both graders agreed on their presence. Inter-grader agreement for embolus 
detection was assessed using Cohen’s kappa coefficient. For entropy quantification of retinal emboli, the region of 
interest (ROI) was manually cropped to delineate the embolic lesion. The mean entropy and reflectivity of the entire 
RNFL were calculated as the internal background reference.

Statistical Analysis
Because of the exploratory retrospective nature of this pilot study, no formal sample size or statistical power calculation was 
performed. All eligible BRAO eyes examined during the study period were included. All statistical analyses were performed 
using JMP Pro software (version 18; JMP Statistical Discovery LLC, Cary, NC, USA). McNemar’s exact test was used to 
compare the detection rates of retinal emboli between SS-OCT and PS-OCT. Continuous data are presented as mean ± 
standard deviation (SD). In comparing parameters in identical eyes (eg. PS-OCT vs SS-OCT, lesion vs background), 
Wilcoxon signed-rank test was performed to compare two groups. Given the exploratory nature of this pilot study, adjustments 
for multiple comparisons were not performed. A p-value < 0.05 was considered statistically significant.

Results
Participants
Eight eyes from eight patients with BRAO were included in this study. The mean age was 62.6 ± 12.9 years (range, 37– 
75 years). Two patients were female, and six were male. Ophthalmologic examinations were performed 15.1 ± 17.1 days 
after the symptom onset. The mean BCVA was 0.0317 ± 0.125 logMAR. Among them, five eyes (62.5%) exhibited 
visible thromboemboli. Five eyes (62.5%) had occlusion site in intrapapillary area, and the others presented in 
peripapillary area. Table 1 shows epidemiologic and baseline characteristics.

Table 1 Epidemiologic and Baseline Characteristics of Patients 
with Branch Retinal Artery Occlusion

(Range or %)

Age 62.6 ± 12.9 (37–75)

Female/male 2/6 (25.0%)

BCVA (logMAR) 0.0317 ± 0.125
Time from symptom onset to imaging, days 15.1 ± 17.1 (1–48)

Vascular risk factors

Hypertension 4/8 (50.0%)
Hyperlipidemia 4/8 (50.0%)

Diabetes mellitus 3/8 (37.5%)

Smoking history 5/8 (62.5%)
Systemic thromboembolism 1/8 (12.5%)

Anti-platelet therapy 3/8 (37.5%)

Fundus findings
Retinal whitening or thinning 8/8 (100%)

Presence of or thromboembolus 5/8 (62.5%)

Occlusion site
Intrapapillary 5/8 (62.5%)

Peripapillary 3/8 (37.5%)

Notes: LogMAR (logarithm of the minimum angle of resolution) was converted 
from Snellen visual acuity; n = 8. 
Abbreviation: BCVA, best-corrected visual acuity.
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PS-OCT Identifies Emboli in BRAO
SS-OCT found a high reflectivity lesion corresponding to retinal emboli in two cases (25.0%) (Figure 1A–D). In PS-OCT 
images, a focal region of high entropy was observed corresponding to the emboli (Figure 1E and F). PS-OCT identified 
intraluminal thromboembolic lesions in all eyes (100%), including those without visible plaques on fundus photography 
(Figure 2A–F). For SS-OCT, inter-grader agreement was substantial (Cohen’s κ = 0.71). For PS-OCT, Cohen’s κ could 
not be calculated because both graders identified embolic lesions in all eyes, resulting in no variability in classification. 
En face entropy maps reconstructed from RNFL also demonstrated that retinal emboli appeared as the highly entropic 
foci within the neurosensory retina, whereas SS-OCT showed no increased reflectivity in the lesions (Figure 2G and H), 

Figure 1 Representative images of eye with retinal emboli visible in fundus photography and conventional optical coherence tomography (OCT). (A) Fundus photography of 
affected eye exhibited a thromboembolic lesion in retinal artery (arrow). (B) The magnified image of optic nerve. (C) A swept-source OCT B-scan image corresponding to 
the occlusion site indicated by a dash line in (A). A high-reflective lesion corresponding to the emboli was observed (arrow). (D) En face image reconstructed from 
reflectivity of retinal nerve fiber layer (RNFL). (E) A polarization-sensitive OCT (PS-OCT) B-scan image revealed a high-entropy lesion corresponding to the emboli (arrow). 
(F) En face image of PS-OCT reconstructed from reflectivity of RNFL layer. The arrow corresponds to the high-entropy foci in PS-OCT. Entropy maps were displayed using 
an identical color scale ranging from 0 (yellow, low entropy) to 1 (purple, high entropy) across all PS-OCT images.
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indicating the high sensitivity of PS-OCT. Moreover, area of thickened retina by artery occlusion did not exhibit 
increased entropy, indicating that ischemic changes did not affect the increased entropy. The detection rate of retinal 
emboli by PS-OCT was higher than that of SS-OCT (Table 2).

Figure 2 Representative images of eye without visible emboli. (A) Fundus photography of affected eye exhibited sectorial retinal whitening corresponding to the distribution 
of an affected branch retinal artery. (B) The magnified image of optic nerve. While the embolic lesion was suspected within a branch retinal artery at the peripapillary region 
based on the affected ischemic retinal area (arrow), no visible retinal emboli were observed. (C) A B-scan image of swept-source optical coherence tomography (SS-OCT) 
corresponding to the occlusion site indicated by a dash line in (A). No visible retinal emboli were observed (arrow). (E) A B-scan image of polarization-sensitive optical 
coherence tomography (PS-OCT) revealed a high-entropy lesion corresponding to the distribution of an affected branch retinal artery (arrow). (D and F) Magnified images 
of the region indicated by the white dashed rectangle in (C and E). (G) En face image of SS-OCT reconstructed from reflectivity of retinal nerve fiber layer (RNFL). (H) En 
face image of PS-OCT reconstructed from entropy of RNFL layer. Note a high-entropy lesion corresponding to the affected branch retinal artery (arrow). Entropy maps 
were displayed using an identical color scale ranging from 0 (yellow, low entropy) to 1 (purple, high entropy) across all PS-OCT images.
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Entropic Profiles of Retinal Emboli
To evaluate image contrast between modalities, the reflectivity and entropy of retinal emboli were compared with internal 
background values. As the result, the entropy of embolic ROIs extracted from B-scan images was substantially higher 
than that of background (0.356 ± 0.215 vs 0.0436 ± 0.00374, p = 0.0078), whereas reflectivity did not differ significantly 
(53.41 ± 1.87 vs 50.92 ± 1.89; Table 3, Figure 3A and B). In en face images, the mean entropy of areas corresponding to 
retinal emboli was also significantly increased (0.186 ± 0.12 vs 0.0436 ± 0.00374, p = 0.0078; Figure 3D and E).

Moreover, we also calculated contrast ratios of embolic lesions (signal intensity relative to background). While 
the contrast ratio of B-scan and en face on SS-OCT was approximately “1” (1.06 ± 0.060 for B-scan, 1.02 ±0.045 
for en face; Figure 3C and F), that of PS-OCT substantially increased (7.94 ± 4.36 for B-scan, 4.17 ± 2.42 for en 
face; Figure 3C and F). There were significant differences between SS-OCT and PS-OCT, both on B-scan and en 
face images (p = 0.0078, respectively; Table 4).

Discussion
We demonstrated that PS-OCT successfully visualized retinal emboli in eyes with BRAO as focal regions of increased 
polarimetric entropy within the occluded arteries. While our previous report demonstrated the feasibility of visualizing 
a retinal embolus using PS-OCT in a single eye,22 the present study extends this observation by demonstrating 
reproducible detection across multiple cases and by quantitatively characterizing embolic lesions using entropy-based 
analysis. These findings suggest that PS-OCT can directly identify the pathological source of retinal artery occlusion 
in vivo, providing additional information regarding the structural heterogeneity of embolic lesions beyond that obtainable 
with conventional OCT.

This study should be interpreted as an exploratory investigation because of the limited sample size, reflecting the 
rarity of cases. Although PS-OCT detected embolic lesions in all included eyes, the small sample size limits statistical 
power and the precision of the estimated detection rates. Therefore, these findings should be considered preliminary and 
hypothesis-generating rather than definitive evidence of superior diagnostic performance, and the results of the exact 
statistical analysis should be interpreted cautiously. Furthermore, no formal sample size calculation was performed 
because of the retrospective exploratory design. These results provide a rationale for future prospective studies with 
larger cohorts to validate the diagnostic performance and clinical utility of PS-OCT in retinal vascular occlusive diseases.

Although polarization-sensitive OCT is not yet routinely used in daily clinical practice, its ability to provide 
polarization-based tissue contrast offers unique insights into disease pathophysiology that cannot be obtained with 

Table 2 Detection Rate of Retinal Emboli by OCT Modality

Detection Rate, Eyes (%) 95% CI p value

SS-OCT 2/8 (25.0%) 3.2–65.1 0.0313
PS-OCT 8/8 (100%) 63.1–100.0

Notes: McNemar’s exact test; n = 8. 
Abbreviations: CI, confidence interval; OCT, optical coherence tomography; 
SS-OCT, swept-source OCT; PS-OCT, polarization-sensitive OCT.

Table 3 Reflectivity and Entropy of Retinal Emboli Evaluated by OCT

Emboli Internal Background 
(Entire RNFL)

95% CI p value

Reflectivity (SS-OCT, A.U.) B-scan 53.41 ±1.87 50.92 ± 1.89 −0.225–5.2035 0.109

En face 51.93 ± 2.24 −0.923–2.9375 0.250
Entropy (PS-OCT, A.U.) B-scan 0.354 ± 0.222 0.043 ± 0.0037 0.1317–0.4881 0.0078

En face 0.186 ± 0.12 0.0433–0.2408 0.0078

Notes: Wilcoxon signed-rank test; n = 8. 
Abbreviations: CI, confidence interval; OCT, optical coherence tomography; SS-OCT, swept-source OCT; PS-OCT, polarization- 
sensitive OCT.
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conventional reflectivity-based OCT. This pathophysiology-oriented imaging approach complements standard structural 
assessment and may serve as a valuable research tool to bridge clinical findings with underlying vascular pathology. As 
PS-OCT technology becomes more accessible, such insights may ultimately inform future diagnostic and therapeutic 
strategies. Nevertheless, several practical barriers including equipment availability currently limit the widespread clinical 

Figure 3 Quantification of retinal emboli using SS-OCT and PS-OCT. The signal intensity of retinal emboli and background calculated using reflectivity by SS-OCT (A) and entropy 
by PS-OCT (B) from B-scan images. (C) Contrast ratio calculated from B-scan images of SS-OCT and PS-OCT. The signal intensity of retinal emboli and background calculated by 
reflectivity by SS-OCT (D) and entropy by PS-OCT (E) from en face images. (F) Contrast ratio calculated from en face images of SS-OCT and PS-OCT. Connecting lines indicate 
identical eyes. Contrast was calculated as the ratio of the ROI parameter to the internal background (n = 8; Wilcoxon signed-rank test). ** p < 0.01. 
Abbreviations: OCT, optical coherence tomography; SS-OCT, swept-source OCT; PS-OCT, polarization-sensitive OCT; PE, polarimetric entropy; A.U., Arbitrary unit; ns, 
not significant.

Table 4 Contrast of Retinal Emboli Evaluated by OCTs

Reflectivity (SS-OCT, A.U.) Entropy (PS-OCT, A.U.) 95% CI p value

B-scan 1.06 ± 0.060 7.93 ± 4.36 3.280–10.498 0.0078

En face 1.02 ±0.045 4.17 ± 2.42 1.1205–5.1763 0.0078

Notes: Contrast was calculated as the ratio of the ROI parameter to that of the internal background. Wilcoxon signed- 
rank test; n = 8. 
Abbreviations: CI, confidence interval; OCT, optical coherence tomography; SS-OCT, swept source OCT, PS-OCT; 
polarization-sensitive OCT; RNFL, retinal nerve fiber layer.
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adoption of PS-OCT. The cost-effectiveness and incremental clinical value of PS-OCT relative to existing imaging 
modalities also remain to be established. Consequently, PS-OCT is presently best regarded as a research-oriented imaging 
technology, although continued technological development and broader commercialization may facilitate future clinical 
implementation.

The visual prognosis of BRAO varies depending on whether the fovea is involved. Among eyes with BRAO, 
approximately 40–50% have a visual acuity of 20/40 or better at presentation, which improves to about 80% during 
follow-up.26,27 Central scotoma and peripheral nasal defect have been reported in 20% and 53% of BRAO, respectively.7 

Since inner retina is supplied by the retinal artery, RAO causes inner retinal thickening in acute phase, followed by 
thinning in the late phase.28 The identification of retinal emboli is clinically important for both patients and clinicians, as 
it provides an opportunity to select appropriate therapeutic options, including surgical interventions.29,30 However, retinal 
emboli are visible on fundus examination in only about 34% of BRAO eyes.6 High-resolution structural OCT is highly 
sensitive for detecting secondary ischemic changes, including inner retinal hyperreflectivity, edema, and subsequent 
retinal thinning.28 It is generally difficult to identify retinal emboli by conventional OCT, except in selected cases such as 
calcific emboli.31 OCT angiography enables noninvasive assessment of retinal perfusion and capillary nonperfusion.32 

However, neither modality consistently visualizes the embolic material responsible for arterial occlusion. In contrast, PS- 
OCT identified retinal emboli in all cases in this study, whereas SS-OCT detected them in only two cases (25.0%). PS- 
OCT may uniquely facilitate direct visualization of embolic material through polarization-based tissue contrast. 
Therefore, these imaging modalities should be considered complementary rather than competing approaches, providing 
information on ischemic tissue injury, vascular perfusion, and embolic pathology, respectively.

A previous report demonstrated that intravascular catheter-based polarization measurements enable visualization of 
thrombotic and atherosclerotic lesions as highly entropic structures.21 Although these differ substantially from transo
cular retinal PS-OCT in imaging geometry and optical conditions, both approaches quantify polarization randomness and 
may therefore provide information regarding tissue heterogeneity beyond conventional reflectivity-based imaging. 
Moreover, since all layers of the normal neurosensory retina exhibit low entropy, the presence of a high-entropy lesion 
can be identified with high contrast under pathological conditions,18 enabling precise evaluation of embolus size and 
temporal changes. In fact, although histopathological confirmation was not available, the high-entropy lesions corre
sponded anatomically to retinal arterial emboli identified on fundus photography and were not observed within the 
surrounding ischemic retina, supporting the interpretation that these signals represent embolic material.

The intraluminal high-entropy signal on PS-OCT may indicate a complex mixture of fibrin, blood cells, and lipid- or 
cholesterol-rich material within the thrombus, which gives rise to strong multiple scattering and polarization scrambling. 
In fact, PS-OCT provides complementary information on tissue composition and organization based on polarization 
characteristics. Pathologically, thromboembolic events typically caused by cholesterol emboli derived from atherosclero
tic plaques or platelet–fibrin thrombi formed within small arteries or arterioles.33 In cases of this study, emboli could not 
be clearly identified by conventional OCT, whereas PS-OCT successfully visualized them as high-entropy regions, 
providing enhanced contrast and additional information regarding structural heterogeneity. The increased polarimetric 
entropy of retinal emboli likely reflects heterogeneous optical properties caused by a mixture of lipids, fibrin, blood cells, 
and cholesterol crystals that scramble the polarization state of backscattered light. The relatively large variability 
observed in PS-OCT contrast ratios suggests heterogeneity among embolic lesions. Although differences in embolus 
composition may contribute to this variability, the present study did not evaluate embolus composition directly, and other 
factors such as lesion size, location, and imaging conditions may also influence the measured contrast ratios.

There are several limitations in this study. First, the sample size was small; larger studies are needed to determine the 
true detection rate of PS-OCT compared with other modalities. Second, retinal emboli were evaluated only at baseline. 
Therefore, the temporal stability, prognostic significance, and clinical utility of the observed PS-OCT findings could not 
be assessed. Longitudinal studies are warranted to evaluate changes in embolic lesions over time and their relationship 
with clinical outcomes. Third, although image grading was performed independently and the graders were masked to the 
findings of the other imaging modalities, they were aware of the diagnosis of BRAO. Therefore, the possibility of 
observer bias cannot be completely excluded. In addition, ROI delineation was performed by manual segmentation, and 
formal ROI-based reproducibility analyses were not performed. Future studies incorporating independent ROI 
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segmentation and quantitative reproducibility assessments would further strengthen the reliability of entropy-based 
measurements. Fourth, we could not distinguish the specific composition of emboli (cholesterol, platelet–fibrin, or 
calcific). Further studies are warranted to characterize polarimetric entropy profiles according to embolus subtype and 
to establish compositional correlations. Fifth, this study lacks healthy control eyes or eyes with other retinal vascular 
diseases. Although normal and ischemic retinal tissue demonstrated uniformly low entropy values and served as internal 
controls in the present study, the specificity of focal high-entropy signals for retinal emboli cannot be fully established. 
Future studies incorporating appropriate control groups will be required to determine the specificity of PS-OCT findings.

Conclusion
Although further investigations in larger cohorts are warranted to evaluate the detectability and clinical utility of PS-OCT 
for retinal vascular occlusions and to correlate entropy-based parameters with clinical outcomes, PS-OCT may offer 
advantages over conventional imaging modalities for visualizing embolic material in RAO. The observed increase in 
polarimetric entropy suggests that PS-OCT may provide additional information regarding structural heterogeneity of 
embolic lesions beyond conventional reflectivity-based imaging. However, the present study was not designed to evaluate 
diagnostic accuracy, clinical utility, or embolus subtype differentiation. Given the limited sample size and absence of an 
independent reference standard, the findings should be considered preliminary and hypothesis-generating. Larger multi
center prospective studies are warranted to further evaluate the potential value of PS-OCT-derived findings in retinal 
vascular occlusive disease.
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