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To the Editor:

The COVID-19 pandemic-related social distancing made it
imperative to control patient flow to hospitals to minimise
spread of the virus, therefore switching to tele-consultations
and telephone enquiry lines were practical strategies applied
broadly across the UK [1–3]. Centres for Disease Control
and Prevention recommended telemedicine in lieu of live
clinic visits in anticipation of an extended period of social
distancing [4]. The guidelines for telemedicine were laid
down by Royal College of Ophthalmologists in May 2020
(https://www.rcophth.ac.uk/wp-content/uploads/2020/06/
Overview-of-digital-technology-and-telemedicine-for-
covid-060520-1.pdf). However, the effectiveness and effi-
ciency of these tele-consultations were unclear.

We undertook a survey of clinicians who were delegated
to maintain the newly developed telephone hotline where
patients actively sought advice for medical retinal problems
within a leading provider of eye health services in the UK.
The aim of this study is to objectively assess the efficacy of
a telephone helpline consultation service.

This prospective observational study was performed in
the medical retina unit as an audit (CA20/MR/638) within a
tertiary care hospital in June 2020. All tele-consultations
were completed by three medical retina fellows. The first
step was to design a questionnaire that could assess the basic
tenets of what an effective tele-consultation means (Fig. 1).

Only follow-up patients who contacted the medical retina
phone line for a clinical enquiry were eligible for the present
study. New patients and patients seeking assistance for
administrative issues were excluded. All patients included
in the study deliberately contacted our phone line, and

therefore provided their consent to participate in tele-
consultations.

The telephone consultation followed a format designed
to: clarify the patients complains, review the medical retina
concerns, consider relevant comorbidity and previous oph-
thalmic treatment and make suggestions for future man-
agement. Following the consultation, the ophthalmology
specialist mailed the summary to the patient, along with an
appropriate management plan. The specialist then com-
pleted the questionnaire, and the data were transferred to an
Excel spreadsheet. The term ‘working diagnosis’ meant that
the symptoms described by the patient partially fit the
previous diagnosis of the patient and the clinician could
make a judgement as regards to the possible underlying
pathophysiology.

If the ophthalmologist considered it necessary or if
patients’ issues persisted, patients were booked for a face-
to-face assessment to better ascertain the diagnosis and
refine the management recommendations and solve the
problem. Finally, outcomes for those patients who attended
a face-to-face consultation were registered (Fig. 2).

A total of 110 consecutive telephone queries were
answered by three medical retina specialists over the period
of 1 month. A total of 33 queries related to administrative
and non-clinical issues were excluded and the 77 remaining
tele-consultations were included in this analysis. The mean
age of the patient was 71 (SD 16.2 years, range 29–92
years) and 54 (70.1%) were females.

The most common working diagnosis of patients who
participated in the tele-consultations were choroidal neo-
vascularization due to age-related macular degeneration
(31%) (Fig. 3).

The absolute need for clinical examination was thought
to be required in 21/77 (28%) patients and was not required
in 11/77 (14%) cases. In 27/77 (35%) patients, clinical
examination would have helped in contributing to the
treatment plan (Fig. 4).

A definite diagnosis could be reached in 22/77 (29%)
cases, while in 7/77 (9%) no clear diagnosis could be made.
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In about 48/77 (62%) cases, the queries matched with the
working diagnosis. The clinicians unanimously agreed
(88% of responses) that an investigation done remotely
would have aided their diagnosis and management plan.
The most frequent investigation (59%) needed was thought
to be an optical coherence tomography (Fig. 5).

Two-third of the patients 51/77 (66.2%) were called in
for a face-to-face appointment for better diagnosis or to
make an appropriate treatment plan or to perform an inter-
vention. Active surveillance was continued for the remain-
ing 26/77 (33.7%) and they remained stable until their next
appointment.

Of the 51/77 patients who had face-to-face consultations,
22/51 (43%) needed laser or injection therapy, 20/51 (39%)

needed no treatment and 9/51 (18%) chose not to attend the
clinic (Fig. 2). Out of the 31/51 patients who were called to
hospital with an intention of possibly injecting them, 10/31
(32%) patients did not need an injection and 7% patients did
not attend the clinic.

Our study reveals some interesting results in a sub-
speciality that relies so heavily on imaging and biomicro-
scopy. The majority of the patients who contacted the
medical retina services during the lockdown period were the
ones who were on ongoing intravitreal anti-VEGF injection
therapy. Definitive diagnosis and treatment plan could be
achieved in about 1/3rd patients through remote consulta-
tions but 2/3rd of the patients (66.2%) required a face-to-
face visit as the clinicians were unable to make an accurate
diagnosis and the patients required OCT or other investi-
gations to decide a management plan or required an inter-
vention. When we reviewed the outcome of the patients
who attended face-to-face consultation, 39% did not require
any intervention. It could be deemed that these patients
made an ‘unnecessary trip’ to the hospital. Thirty-two per-
cent (10/31) patients who were advised that they required
intravitreal therapy based on their telephone consultation
did not need an injection following face-to-face consulta-
tion. This again highlights the need for community-based
diagnostic clinics where patients can go locally and have
their visual acuity tested, OCT and retinal colour photo-
graphs done and reported virtually to them by telephone
consultations. In addition, the 26/77 (33.7%) patients who
were kept on active surveillance remained stable until the
next appointment and were saved an unnecessary trip to the
hospital. This number could be even higher if the diagnostic
facilities were made widely available. These can be located
at GP practices, local optometrists or stand-alone facilities
can be built to reduce the pressures in retinal clinics.

Fig. 1 Hotline service evaluation questionnaire. Completed after
tele-consultation by Specialist.

Fig. 2 Flowchart of the tele-
consultation evaluation.
Number of tele-consultatios
and their outcomes.
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Kelly et al. managed 50 patients with macular oedema
remotely in partnership with the community optometrist [5].
The optometrist assessed the patients, performed an OCT
and transferred the images to the hospital using a secure and
compliant pathway, which were then assessed by the

ophthalmologist and the patients were informed if an
intervention was deemed necessary.

Various home-based visual function monitoring tech-
nology platforms are now available, which offer clinically
validated functional tests like Snellen’s chart, Amsler’s
Grid, contrast sensitivity and low luminescence acuity
[6, 7]. Home-based technician-free OCT devices are also
currently under development.

Our study does have some limitations. There could be an
element of subjectivity and inter-observer bias amongst
different clinicians answering the helpline. Although most
patients were pleased with availability of this clinician-led
service, the patient satisfaction and feedback were not
objectively evaluated.

We believe that provision of a hotline service along with
development and validation of a pathway for diagnostic or
monitoring facilities have multiple benefits such as reduced
risk of exposure to hospital visits, increased compliance
with the social distancing norms and ensuring patients
needing urgent care receive treatment in a timely fashion
despite restrictions induced by the pandemic.

The provision of a clinician-led hotline service is indeed
useful for a group of patients who require urgent advice
against the backdrop of the COVID-19 pandemic. The
development of a pathway for active remote monitoring
would further increase the efficacy of the service.
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