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Abstract
The COVID-19 pandemic has brought an unprecedented change in the way we deliver eye care to our patients, most notably
with the rapid addition of telehealth technology into our practices. We have welcomed telehealth with open arms in hopes
that it would improve access to care for our patients; however, one question remains: Does it improve health equity?

Adapting to telehealth

Initial factors driving telehealth adaptation in eye care
during the pandemic included (1) shelter-in-place orders, (2)
changes in reimbursement for telehealth services, and (3)
recommendations by state and national organizations to
cancel non-urgent visits and procedures. Telehealth in eye
care is not a novel topic, as store-and-forward systems have
proved successful in the management of diabetic retino-
pathy and Retinopathy of Prematurity [1]. However, virtual
video consultations are just recently becoming more
prevalent.

Ophthalmology departments have remained flexible
while adapting to telehealth. The Department of Ophthal-
mology and Visual Sciences at the University of Illinois at
Chicago (UIC) primarily utilized store and forward tech-
nology for diabetic retinopathy screenings prior to COVID-
19. In response to the pandemic, a tele-triage system was
initiated to appropriately triage urgent patients into our
clinic [2]. Video visits continue to be offered to patients,
with some specialties, such as neuro-ophthalmology and
oculoplastics, adapting to the technology faster than others.
To increase the quality of a virtual visit, hybrid models are

being introduced, allowing critical exam components such
as intraocular pressure, visual fields, or imaging to be
obtained in-person prior to a video visit. This technology
has allowed more patients to be evaluated, but access to all
patients is unproven.

In a survey approved by the Institutional Review Board
at UIC, patients determined by a provider to require an
urgent visit through our tele-triage system were asked
whether they would be interested in a telehealth visit if
deemed appropriate by their provider. Of 216 patients who
responded, 104 (48.1%) had interest in a telehealth visit.
Patients interested were more likely to be younger (42.6 vs.
50.3 years; p= 0.002), and women (OR 1.82 [CI 1.062,
3.164]; p= 0.0295); However, no difference was noted by
race (p= 0.712) or insurance status (p= 0.252).

Health equity and the digital divide

Our health system serves residents of communities who
primarily identify as racial and ethnic minorities (29%
Black and 35% Latinx), 21% of patient households’ income
is less than 20,000, and 46% is less than 40,000. These
communities have greater rates of unemployment and
uninsured persons than the average in the State of Illinois
and the United States [3]. UI Health identifies three priority
areas including addressing social and structural determi-
nants of health, improving access to care and community
resources, and prevention of chronic diseases, which are
designed to focus on improving health equity in UI Health’s
catchment areas. Unfortunately, the same communities
directly affected by COVID-19 are also those given unequal
opportunities to benefit from telehealth. One report on the
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use of telehealth in chronic disease management during
COVID-19 found that while Whites had an increased pro-
portion of patient visits after the introduction of tele-
medicine, Blacks and Latinx had a decrease in the
proportion of visits [4]. Access to a virtual at-home visit
requires a computer or smartphone, internet access, and the
knowledge of how to use it. These are resources often taken
for granted, though the likelihood of owning a smartphone
and having home broadband internet available is lower in
Black and Latinx adults, individuals over 65 years old, and
those with low-income levels [5]. In addition to the aging
population, Blacks and Latinx are also two and three times
more likely to lack digital literacy compared to their White
counterparts [6]. Visual impairment also limits the ability to
perform an eye exam via telehealth, as patients may have
difficulty reading font on the screen or opening certain
applications. Visual impairment increases with age, and
Blacks and Latinx are more likely to be visually impaired
than Whites in the United States [7]. This continues to
further the divide, and solely offering telehealth does not
guarantee access to the technology. For example, many of
our providers have reported connectivity or hardware issues
that caused the visit to be conducted over the phone, lim-
iting the quality of the visit.

Next steps

It is widely recognized that an individual’s health is deter-
mined primarily by what happens outside of the healthcare
system, such as poverty and lack of access to care [8]. We
must continue to recognize these broader social inequities,
as they contribute to poorer health outcomes. Possible
programs relevant to telehealth include community-led
internet service subsidy programs or WIFI hot-spot lend-
ing programs, programs to refurbish and redistribute
smartphone devices, and individual training programs in the
use of digital health tools. Virtual video visits can only be
effectively utilized when access to technology and the
internet is equally improved.

There is no doubt that telehealth is vital in providing care
to patients in all specialties during COVID-19, and there are
also changes we can make in healthcare delivery to promote
health equity in eye care. For starters, providing coordina-
tors to educate on the use of digital health tools can be
directly implemented into our practices. In addition, doctor-
to-doctor consults between emergency departments, pri-
mary care physicians, optometrists, and ophthalmologists
can increase access to care by reducing the number of visits
a patient makes for the management of eye disease.
Investing in technology in these settings, such as fundus
cameras or remote slit lamps [9] could help us maintain

parity of care. These improvements have the potential to
both limit unnecessary exposure to COVID-19 and improve
access to care in communities lacking resources and sub-
specialty care far beyond the current pandemic.

With telehealth expanding in ophthalmology, its full
potential has yet to be realized. Telehealth is required to
respond to COVID-19, but this technology will also play a
crucial role in the future of eye care. We have a unique
opportunity to expand telehealth to improve access to eye
care. Investing in the proper strategic partnerships and
technology could advance health equity, and eye care pro-
viders have a responsibility to continue adapting to these
changes for the good of our communities.
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