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In this edition of Eye, Yeo et al. investigate how many
patients in their area are maintained on hydroxychloroquine 1
year after initiating therapy [1]. Their take home message is
of patients starting hydroxychloroquine, 25% had dis-
continued by 6 months and 33% at 12 months. As a result,
they suggest timing the baseline retinopathy referral between
6 and 12 months from starting hydroxychloroquine. This is a
useful paper and hopefully should help Eye departments to
plan their local hydroxychloroquine monitoring services.

Managing the complications of hydroxychloroquine
retinopathy is an evolving process driven by research papers
such as this. The Royal College of Ophthalmologists has
recently developed new guidelines for the monitoring of
hydroxychloroquine retinopathy [2]. These were developed
in collaboration with colleagues from rheumatology and
dermatology after an extensive literature review.

These guidelines were based on evidence that the
prevalence of retinopathy in long term use patients appears
to be around 7.5% and depending on dose and duration
of therapy can increase to 20–50% after 20 years of therapy.
Risk increases for patients taking more than 5 mg/kg/day.
The retinopathy is manifest as damage to the photoreceptors
and subsequent degeneration of the retinal pigment epithe-
lium (RPE). This may produce a “Bull’s eye maculopathy”
and central visual loss. This is important as the only inter-
vention to prevent further damage is stopping the drug. The
risk is increased for patients taking more than 5 mg/kg/day,
those also taking Tamoxifen, and those with renal impair-
ment. In some patients, toxicity may first present as peri-
central retinopathy and thus requires screening outside
the macula.

The guidelines recommend that all patients planning to
take hydroxychloroquine long term i.e. over five years have a

baseline examination in a hospital eye department ideally
within six months, but definitely within 12 months, of starting
therapy with a colour retinal photograph and spectral domain
optical coherence tomography (SD-OCT) scans of the
macula. Patients should be referred for annual screening after
five years of therapy and be reviewed annually thereafter.

The number of patients taking hydroxychloroquine is
increasing and monitoring patients on therapy is challen-
ging in the currently over stretched hospital eye service [3].
A recent paper estimates that 36,444 patients were com-
menced on HCQ in 2016 with an estimated 166,673
patients already on HCQ [4]. These estimates are higher
than in the RCOphth guideline. This analysis captured
prescriptions for hydroxychloroquine for any indication,
and counted the number of people prescribed hydroxy-
chloroquine rather than only the number of prescriptions.
This suggests the burden of monitoring might be higher
than previously estimated.

Therefore, it is clear significant extra resources are needed
to introduce monitoring of hydroxychloroquine retinopathy
into the hospital eye service. The specialities which for good
reason initiate a prescription of hydroxychloroquine need to
support their colleagues in ophthalmology who are then
tasked with monitoring for complications.

Similarly, ophthalmologists need to generate the data
to help the guidelines evolve so they are effective but
minimise as much as possible the resource impact on oph-
thalmology departments. To that end, there is currently a
BOSU survey of sight loss from hydroxychloroquine usage.
It would be useful if ophthalmologists could report all cases
of sight loss from hydroxychloroquine use to this survey.
In addition, monitoring services should audit their results
as this will also inform the true demand for monitoring. The
paper by Yeo et al. in this edition of Eye is a good example
of how useful data can be generated.

Unfortunately, hydroxychloroquine monitoring while
challenging is the only solution to prevent progressive and
irreversible sight loss [5, 6]. Similar conclusions and
recommendations have been made by the American Acad-
emy of Ophthalmology [7].
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