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EDITORIAL

Teleophthalmology consultations—how do we keep our patients
safe?
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Covid-19 has brought the use of remote ophthalmic con-
sultations (teleophthalmology) to the forefront of ophthal-
mic services in a way that was completely unexpected prior
to the pandemic. Recent publications have evaluated the
ability of teleconsultations to determine ophthalmic diag-
noses and plan treatment [1]. They have also shown that
patients are satisfied with teleophthalmology as a means of
accessing eye care [2]. The most important consideration,
when using teleophthalmology, is to manage patients safely.
After all, every physician has sworn to ‘first, do no harm’

and this applies equally to Ancient Greek consultation
methods as it does to those used in the 21st century.

The Moorfields Accident and Emergency tele-
ophthalmology service was rapidly rolled out to comple-
ment our ongoing face-to-face emergency department
service. Patient safety was the focus from the start and we
developed guidelines and policies to maximise this, in
keeping with the GMC key principles for remote con-
sultations and prescribing, the first of which is ‘make patient
safety the first priority’ [3]. We would like to share our
guidelines, in order to assist other departments in under-
taking their own teleophthalmology service to provide safe
and effective care.

Safe patient care must minimise missed or delayed
diagnoses. Teleophthalmology cannot act as a replace-
ment for a full ophthalmic examination, as currently slit-
lamp biomicroscopy is not possible via video-consultation
platforms, and anterior segment examination relies on the
quality of the video equipment used. Data protection
contributes to a safe and effective video-consultation
platform so our calls are encrypted, and no patient infor-
mation is stored. It is possible to mitigate the limitations
of teleophthalmology, for example by forming consulta-
tion guidelines for all clinicians staffing the service
(Appendix 1). These include questions that must be asked
in the history, particularly the presence or absence of ‘red
flag’ symptoms such as sudden loss of vision or a patient
who has recently had an invasive ophthalmic procedure.
Such patients should be directed for a local timely face-to-
face consultation unless there are good clinical grounds
not to do so. The second factor in reducing delayed or
missed diagnoses is the use of ‘safety net’ advice at the
end of the consultation. All patients should be advised of
the need to seek a further review, often face-to-face,
should any ‘red flag’ symptoms develop or should their
condition worsen despite the treatment initiated at their
teleophthalmology consultation.

The second GMC key principle for remote consultations
is to ‘identify vulnerable patients and take steps to protect
them’ [3]. Teleophthalmology services should ensure that
patients unwilling or unable to travel, do not receive sub-
standard care. Safe ophthalmology services must be inclu-
sive. For those unable to undertake video-consultation,
usually due to poor internet connectivity, or limited digital
literacy, providers should ensure that other access routes,
such as telephone helplines, Braille telephone helplines and
walk-in emergency departments remain operational.

Accessibility is the key to safe consultations; patients
will come to harm if they cannot access timely and effective
healthcare. We chose to use the ‘Attend Anywhere’ (Attend
Anywhere, Melbourne, Australia) video-consultation
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platform, as it requires only an internet connection and a
video enabled device. The service is drop-in: no prior
consultation with a general practitioner or optometrist is
required, which facilitates efficient review and minimises
barriers to access.

Any safe service has to be appropriately staffed. We
recommend designing a service with appropriate adminis-
trative support, a suitable number of clinical staff for the
patient workload and senior staff available for consultation.
In our process, patients are initially consulted by a member
of the administration team to ensure that their details are
recorded correctly on the patient administration system and
these are available to clinicians. During working hours, our
staffing guidelines are that a consultant ophthalmologist
oversees all sessions with residents, fellows and optome-
trists making up the remainder of the team with a predicted
ratio of 6–8 consultations per team member per session. Out
of hours an ophthalmology resident with 5 or more years’
experience leads the team, and contact details for the clin-
ician in charge and subspecialty teams are circulated at the
start of each day. Communication between team members is
via the secure Pando Messaging Application (Forward
Clinical, London, UK) which is NHS approved for the
transfer of patient identifiable information. We recommend
that when a new service is established, there is sufficient
administrative and senior clinical staffing support to reduce
the risk of avoidable harm to patients and that there is
accessible support for all team members.

GMC key principles 6 and 9 for remote consultations
recommend that clinicians can ‘access medical records’ and
‘keep notes that fully justify the decisions they make’ [3].
This can pose a challenge in teleophthalmology as, for a
number of reasons, consultations may take place away from
hospital premises. Moorfields has been proactive in ensur-
ing that all clinicians who require remote access have
encrypted access via two factor authentication to the hos-
pital electronic medical record. This ensures that previous
records are to hand during video consultations to guide
management decisions and allows clinicians to record their
consultation and outcome directly into the electronic record.
A letter proforma has been produced (Appendix 2) to ensure
that communication is standardised across clinicians and
that the key information is communicated after the con-
sultation. Teleophthalmology services should be supported
with good quality electronic health records, secure remote
access and tools for standardised, contemporaneous
documentation.

Evaluation of outcomes and reviewing practice is a fur-
ther requirement of patient safety. Incidents arising from
video consultations should be reported as for face-to-face
consultations and units should collect user feedback. The
authors would urge all providers of teleophthalmology to
have robust monitoring processes in place for the service
and be responsive to patient and user feedback.

In summary, we believe that teleophthalmology con-
sultations are a safe way of assessing and treating patients
with emergency ophthalmic conditions. A service can be
adherent to the principles of remote consultations and pre-
scribing as laid down by the GMC in the UK [3]. We hope
that others can utilise our protocols and guidelines to assist
in the design and running of their own teleophthalmology
emergency service.
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Appendix 1

Guidelines for clinicians undertaking emergency tele-
ophthalmology consultations at Moorfields Eye Hospital.

Appendix 2

Proforma for use by clinicians following emergency tele-
ophthalmology consultations for communication to patients
and GP’s.
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