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Abstract
Background To describe the clinical outcomes following implementation of a high-volume medical retina virtual clinic
utilising a diagnostic hub.
Methods Retrospective consecutive case-series of all patients attending the medical retina virtual clinics at Moorfields Eye
Hospital (City Road) for 6 weeks from September 21, 2020.
Results In 6 weeks, 1006 patients attended the medical retina virtual clinics, which included an appointment in the
diagnostic hub followed by an assessment asynchronously the following working day. The vast majority of patients were
follow-up attendances (969, 96.3%) with much fewer new patient attendances (37, 3.7%). The most common diagnoses
made overall were diabetic retinopathy (457, 45.4%), age-related macular degeneration (208, 20.7%) and retinal vein
occlusion (80, 8.0%). The majority of patient (643, 63.9%) outcomes were follow-up in the medical retina virtual clinics
including 313 (31.1%) with OCT-only pathway and 330 (32.8%) with OCT and widefield fundus imaging. Routine follow-
up requested after virtual assessment included 320 (31.8%) with a 3–4 month review and 267 (26.5%) with a 6 months
assessment. Only 62 patients (6.2%) were asked to return for face-to-face assessment within 2 weeks.
Conclusions We describe a new high-volume medical retina virtual clinic utilising a diagnostic hub in which more than 1000
patients were seen and assessed asynchronously. Most patients were assessed as suitable for routine follow-up in this virtual
pathway and only a small proportion required urgent reviews (within 2 weeks). In the COVID-19 era, this form of high-
volume virtual clinic has the potential to review patients efficiently and safely.

Introduction

Virtual or remote assessments have been used successfully
for several years in the United Kingdom in order to evaluate
patients with glaucoma [1, 2]. In addition to screening of
patients for diabetic retinopathy (DR) in the United King-
dom Diabetic Eye Screening Programme (DESP), many
hospitals have also developed virtual assessment clinics for

the monitoring of patients with stable medical retina con-
ditions, such as treated neovascular age-related macular
degeneration (nAMD) and mild non-proliferative DR [3–5].
It is predicted that the incidence of AMD will increase by
nearly 60% between 2015 and 2035 [6]. Virtual assessment
pathways have the potential to significantly help in the
management of this increasing number of patients enabling
hospital clinic attendances to be conserved for face-to-face
assessments and treatment.

Structural assessment of macular conditions using optical
coherence tomography (OCT) has become essential in the
management of AMD and diabetic macular oedema (DMO)
using intravitreal anti-vascular endothelial growth factor
(anti-VEGF) therapy [7, 8]. Development of spectral-
domain OCT (SD-OCT) has enabled faster, more detailed
macular imaging improving diagnostic accuracy [9]. Sig-
nificant improvements in fundus photography have
emerged; the development of widefield fundus imaging
(WFI) has the capacity to deliver detailed peripheral retinal
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imaging [10]. WFI using The Zeiss CLARUS Fundus
camera (CLARUS 500, Carl Zeiss MediTec AG, Jena,
Germany) for example provides true colour images of the
retina and can deliver 200° fundus coverage retinal imaging
using a montage of two separate retinal images. The
agreement between virtual assessment of new referrals of
DR between CLARUS-delivered WFI and slit-lamp exam-
ination in a recent study of one-hundred and two eyes of 51
patients showed fair agreement between retinal grading, and
importantly did not affect treatment decisions in a com-
parison of management outcomes [11]. The use of new
retinal imaging techniques allows for detailed fundus
diagnostic imaging, required in the precise evaluation of
medical retina conditions and is essential to enable virtual
clinic assessment, asynchronous to the time of patient
attendance [12].

Previous studies have described the successful use of
virtual clinic assessment in the management of the high
number of stable medical retina patients [5, 13]. COVID-19
has resulted in a dramatic reduction in the number of
patients seen within the hospital eye service. It is estimated
that the number of medical retina patients seen during the
first COVID-19 national lockdown at Moorfields Eye
Hospital (MEH) was <30% normal clinical capacity
focussing on managing high-risk cases in a safe and socially
distanced manner [14]. The challenge during the recovery
phase was to see these large numbers of patients awaiting
hospital appointments safely and efficiently, and so limit
preventable visual deterioration and maintain quality of life.
To this end, in the UK, The Royal College of Ophthal-
mologist’s statement in Guidance on Restarting Medical
Retina services has suggested the development of Diag-
nostic Hubs for patients with glaucoma and medica retina
conditions [14]. By delivering high-quality imaging in
dedicated Diagnostic Hubs, there is the potential to limit
patient waiting times. In addition, patients have reduced
appointment length and limited staff interaction at their
Diagnostic Hub assessment possibly reducing exposure to
transmission from the ongoing COVID-19 pandemic.

In our Diagnostic Hub model, patients attend MEH (City
Road, London) for assessment that involves disease spe-
cific, trained technician-delivered history taking, visual
acuity (VA), intraocular pressure (IOP) measurement and
retinal imaging comprising OCT+ /− WFI. In nearly all
cases, virtual assessment of these clinical parameters is
made asynchronously with an appropriate diagnosis and
management plan. The management plan is communicated
to the patient by written correspondence, or telephone
consultation if urgent assessment or treatment is required or
further discussion is needed.

The aim of this study was to describe the clinical out-
comes of the first 6 weeks of patient appointments at the
medical retina digital clinics, which is a high-volume virtual

medical retina clinic utilising a Diagnostic Hub approach
including the rate of requirement of traditional face-to-face
clinics or urgent clinical review.

Materials/subjects and methods

This was a retrospective study completed after institutional
review board approval by the Audit Department of Moor-
fields Eye Hospital NHS Foundation Trust and adhered to
the tenets set forth in the Declaration of Helsinki.

Study population

All consecutive patients attending the Medical Retina
Diagnostic Hub MEH NHS Foundation Trust (City Road)
for a period of 6 weeks after the commencement of asyn-
chronous virtual assessment, between 21st September 2020
and 5th November 2020.

These medical retina patients were stratified as low or
medium risk by consultant ophthalmologists in March 2020
based on their most recent clinical visit. All patients consisted
of follow-up assessment except for new routine referrals from
the NHS DESP for non-proliferative DR. Exclusion criteria
included patients with significant cognitive impairment/
dementia, dense cataract precluding adequate fundus imaging
or patients with risk of angle closure (phakic or no previous
peripheral iridotomy in primary angle closure).

Medical retina conditions included DR (mild-moderate
non-proliferative DR+/− diabetic macular edema, severe
non-proliferative DR at consultant discretion, stable treated
proliferative DR), stable AMD, branch retinal vein occlu-
sion (BRVO), central serous chorioretinopathy (CSCR),
macular telangiectasia and retinal artery macroaneurysm.

Diagnostic hub assessment

Figure 1 summarises the clinical pathway for patients
attending the Diagnostic Hub within the medical retina
service. Patients attended a technician-led assessment that
includes short focussed history-taking, VA assessment and
IOP measurement using rebound tonometry (iCare, Main-
line instruments, UK) that is documented in the patient’s
electronic medical record OpenEyes (OpenEyes, London,
United Kingdom). All patients were dilated with 1% tro-
picamide only. Patients then underwent diagnostic imaging
as determined at stratification prior to patient attendance
based on patient clinical diagnosis. Pathway 1 (MROCT)
consisted of OCT macular volume scan and 2-field fundus
imaging centred on the optic nerve and macula using the
Triton or 3D/2000 (Topcon, Tokyo, Japan). Pathway 2
(MRWF) consisted of OCT macular volume scan using the
Triton or 3D/2000 (Topcon, Tokyo, Japan and ultrawide
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field fundus imaging (CLARUS Fundus Camera, CLARUS
500, Carl Zeiss MediTec AG, Jena, Germany).

Patients for Pathway 1 (MROCT) had diagnoses com-
prised of mild non-proliferative DR, stable AMD, CSCR
and macular telangiectasia. Pathway 2 (MRWF) had
patients with diagnoses of moderate/severe non-
proliferative DR, stable treated proliferative DR and BRVO.

Virtual clinic review

All Diagnostic Hub assessments were reviewed asynchro-
nously on the following weekday by ophthalmologists.
Patients were contacted by written correspondence with a
summary of their clinic evaluation; a telephone consultation
was performed if the patient requires urgent clinical man-
agement. Patients were virtually assessed the same day with
an option of a face-to-face consultation if they fulfilled
previously denoted red flag criteria. These red flags inclu-
ded VA reduction of two lines on Snellen chart or more than
15 letter reduction in ETDRS (Early Treatment of Diabetic
Retinopathy Study) VA, IOP ≥ 32 mmHg and inability to
obtain adequate retinal imaging.

Possible patient outcomes included further follow-up in
virtual assessment in either the MROCT or MRWF pathway,
or face-to-face clinic review, laser clinic, retinal therapy
clinic, where intravitreal injections are administered, or
discharge. Detailed protocols for our Diagnostic Hub and
virtual review are available in supplementary materials.

Study subject evaluation

All patient appointments were evaluated including rates of
attendance and non-attendance. Data evaluated on patient
attendances included diagnosis, outcome of attendance and
follow up duration. The rate of conversion to same-day
face-to-face assessment and the need for telephone

consultation was also assessed. All statistics were per-
formed using Microsoft Excel (Microsoft Office for Mac,
Version 11).

Results

Patient attendance

During the 6-week audit period, there were 1638 patient
appointments. This included 1006 patient attendances and
632 patient non-attendances. The attendance rate for the
Medical Retina Diagnostic Hub was 61.4%. The number of
patients that attended for Pathway 1 comprising OCT only
(MROCT) and Pathway 2 comprising OCT and WFI
(MRWF) were 517 (51.4%) and 489 (48.6%), respectively.
The vast majority of patients were follow-up attendances
(969, 96.3%) with much fewer new patient attendances
(37, 3.7%).

Patient diagnoses in virtual assessment

The range of diagnoses and number (n) of patients attending
the medical retina virtual clinics are shown in Table 1.

The most common diagnosis made overall was DR (457,
45.4%). DR was also the common diagnosis in the MRWF
pathway (284, 58.1%) although both AMD (175, 33.9%)
and DR (173, 33.4%) were common in the MROCT path-
way. Few patients with inherited retinal dystrophies were
reviewed in the Medical Retina Digital Clinics (four
patients in total).

Patient outcomes

Patient outcomes were assessed asynchronously by oph-
thalmologists virtually and are shown in Table 2.

Fig. 1 Clinical pathway for
patients attending the
diagnostic hub within the
medical retina service. Left
column: Patients attend a
diagnostic hub appointment for
a set of assessments and the
patient returns home upon
completion. Middle column:
Exceptional cases are flagged
and converted to a same day
assessment and treatment
while the rest are assessed
asynchronously. Right column:
Outcomes of the assessment
are actioned by the
administrative team.
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The majority of patients (643, 63.9%) follow-up
involved continuation in the virtual assessment pathway
including 313 (31.1%) in the MROCT pathway and 330
(32.8%) in the MRWF pathway. In the MROCT pathway, it
appeared that the majority of patients stayed in the MROCT
pathway (253, 48.8%) with much fewer patients converted

to the MRWF pathway (73, 14.1%). These 73 patients
included 51 with DR, 10 with RVO, 5 with AMD and 7
with other diagnoses. Of 173 patients with DR in the
MROCT pathway, 59 patients (34.1%) with were retained
in the MROCT pathway, 51 (29.5%) were reviewed in the
MRWF pathway, whilst 27 with DR were converted to the
face-to-face clinic for their follow up review and 18 were
referred directly to the retinal therapy unit for intravitreal
treatment. In the MRCWF pathway, it seemed that 257
(52.6%) stayed in the MRWF pathway whereas just 60
(12.3%) were converted to the MROCT pathway. This
reflects previous patient stratification in that the majority of
patients in the MRWF pathway were DR patients who
required both WFI and OCT, whereas the AMD patients in
the MROCT pathway generally require OCT imaging of the
macula only for regular monitoring of disease activity. In
total, 224 (22.3%) patients were advised to attend for a face-
to-face clinic for their next appointment; additionally, 8
(0.80%) and 44 (4.4%) of patients were followed up in the
laser clinic or retinal therapy unit for direct intervention.

Telephone consultations were completed for 40 (4.0%)
of patients who attended the diagnostic hub assessment.
Telephone consultations were also attempted for patients
who did not attend or cancelled their appointments in order
to help with risk stratification and decide if further
appointments were necessary and in what form.

Patient follow up intervals

There were some patients in whom an urgent review was
requested; this consisted of 55 (5.5%) patients for 2–4 week
review and 62 (6.2%) patients for an urgent 1–2 week
assessment. However, a significant number of patients had
routine follow up including 320 (31.8%) who required a
3–4 months review and 267 (26.5%) who required a 6-
month assessment. A similar proportion required MROCT
and MRWF at 3–4 months (178, 34.4% and 142, 29.0%
respectively) and at 6 months at (130, 25.1% and 137,
28.0% respectively).

Table 2 Follow-up interval and outcomes of patients attending the
diagnostic hub.

Pathway 1
(MROCT)
OCT only

Pathway 2
(MRWF) OCT and
widefield imaging
(n, %)

Total

Diagnosis (n, %) (n, %)

Number of
patients

517 489 1006

Follow up appointment

MROCT 253 (48.9) 60 (12.3) 313 (31.1)

MRWF 73 (14.1) 257 (52.6) 330 (32.8)

Face to
face clinic

108 (20.9) 116 (23.7) 224 (22.3)

Laser 0 (0.0) 8 (1.6) 8 (0.8)

Retinal
therapy unit

27 (5.2) 17 (3.5) 44 (4.4)

Discharge 56 (10.8) 31 (6.3) 87 (8.6)

Follow up interval

1–2 weeks 36 (6.9) 26 (5.3) 62 (6.2)

2–4 weeks 25 (4.8) 30 (6.1) 55 (5.5)

6–8 weeks 46 (8.9) 42 (8.6) 88 (8.7)

3–4 months 178 (34.4) 142 (29.0) 320 (31.8)

6 months 130 (25.1) 137 (28.0) 267 (26.5)

9 months 33 (6.4) 41 (8.4) 74 (7.4)

1 year 13 (2.5) 40 (8.2) 53 (5.3)

Patients attending the diagnostic hub were assessed by ophthalmol-
ogists asynchronously and a follow up outcome of virtual assessment
(Pathway 1 with OCT, Pathway 2—OCT and widefield imaging),
face-to-face clinic, laser clinic, retinal therapy unit or discharge.
Follow up intervals defined were 1–2 weeks, 2–4 weeks, 6–8 weeks,
3–4 months, 6 months, 9 months and 1 year.

Table 1 Diagnoses of patients
attending the diagnostic hub.

Diagnosis Pathway 1 (MROCT)
OCT only

Pathway 2 (MRWF) OCT and
widefield imaging

Total

Age-related macular
degeneration

175 (17.4) 33 (3.3) 208 (20.7)

Diabetic retinopathy 173 (17.2) 284 (28.2) 457 (45.4)

Retinal vein occlusion 31 (3.1) 49 (4.9) 80 (8.0)

Central serous
chorioretinopathy

30 (3.0) 17 (1.7) 47 (4.7)

Inherited retinal dystrophy 2 (0.2) 2 (0.2) 4 (0.4)

Other 105 (10.4) 102 (10.2) 207 (20.6)

Diagnoses of all patients (n, % total) attending the diagnostic hub showing Pathway 1 MROCT (OCT only)
and Pathway 2 MRWF (OCT and widefield imaging).
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Otherwise, patients were assessed with outcomes that
included follow-up at 6–8 weeks (88, 8.7%), 9 months (74,
7.4%) and 1 year (53, 5.3%). 87 (8.6%) patients were dis-
charged directly from virtual assessment.

Urgent assessments

Urgent assessment was in the form of either conversion to
face-to-face assessment on the day or urgent follow up in
1–2 weeks in a face-to-face clinic or direct treatment clinic
(laser or RTU). Fifty-one (5.6%) patients met at least one of
the red flag criteria and were converted to direct face-to-face
medical assessment on the day of their diagnostic hub
assessment clinic appointment. This included 24 patients
with more than 2 lines drop in vision, 9 patients with
inadequate imaging, 5 patients with raised intraocular pres-
sure and a further 13 patients in whom the cause of con-
version to same-day face-to-face was not documented as due
to one of the specific red flag criteria but seemed largely due
to patient request for same day assessment and reassurance
by a clinician. Patient diagnoses that required treatment
included progression of cataract (16), reactivation of nAMD
(8), DMO (6), vitreous haemorrhage (6) and cystoid macular
oedema secondary to RVO (3) and ocular hypertension/
glaucoma suspect (3). Although all patients who were con-
verted to same-day assessment were offered treatment on the
day if appropriate, no patients converted to same-day
assessment had a sight-threatening ocular emergency that
required immediate treatment. Indeed, these patients could
have been reviewed without harm within 1 week. This pro-
vides evidence to support complete asynchronous reviews
without the need same day face to face reviews.

Sixty-two (6.2%) patients were asked to return for face-
to-face assessment within 2 weeks. This included 36
(58.1%) patients attending the MROCT pathway and 26
(41.9%) attending the MRWF pathway. This included 21
patients with AMD with suspicion of reactivation of nAMD
and hence possible requirement of treatment with anti-
VEGF in RTU, 12 patients with DR and 2 with RVO
possibly requiring further panretinal photocoagulation laser
and/or anti-VEGF. The remainder of these patients com-
prised those in whom VA had deteriorated, assessment that
further investigation including fundus fluorescein angio-
graphy was required, cataract progression was suspected or
instances where patients had requested face-to-face con-
sultation. The mean (±SD) days from virtual clinic review
to face to face assessment was 10.2 ± 2.3 days.

Fifty-five (5.2%) patients were asked to return for assess-
ment at 2–4 weeks. This included 25 (45.5%) patients
attending the MROCT pathway and 30 (54.5%) patients
attending the MRWF pathway. This included 18 patients in
whom further treatment with intravitreal agents was required,
9 patients in whom further imaging (e.g., fundus fluorescein

angiogram or OCT angiography) was required, 4 patients
booked for retinal laser treatment, and 3 with poor quality
imaging. The remainder consisted of patients whose vision has
deteriorated subjectively, or when further assessment of new
retinal imaging or listing for cataract surgery was required.

Discussion

We describe the diagnoses and outcomes of a newly
developed high-volume medical retina virtual clinic service
during COVID-19 by incorporating a Diagnostic Hub and
next working day asynchronous virtual assessment for
patients with medical retina conditions. In just under
6 weeks, more than one thousand patients attended, and
clinical assessments were reviewed asynchronously the next
weekday. The assessing ophthalmologists felt that it was
appropriate for the vast majority of these patients to have
continued follow up virtually but urgent face-to-face
assessments were undertaken in those in whom it was
deemed necessary. This study demonstrates the use of
Diagnostic Hubs in ophthalmology in order to enable high-
volume imaging with asynchronous assessment of patients
in the future, particularly in the COVID-19 and post-
COVID-19 era in which attempts to limit travel and atten-
dance in hospitals for at risk patients should be encouraged
along with an effective and efficient model of care to review
the backlog of patients awaiting appointments.

As in other studies of virtual clinics, DR was the most
common medical retina condition assessed in our study
[5, 12]. Seventy-three patients in the MROCT pathway
were converted to the MRWF pathway for follow up, the
majority of which comprised patients with DR (51, 69.9%)
which is 29.5% of DR patients in the MROCT pathway;
perhaps, all DR patients should be assessed with WFI in the
future but given the high cost of widefield cameras, it is also
reasonable to undertake OCT and 2-field colour fundus
imaging in patients with mild non-proliferative DR. Com-
parison with a similar virtual assessment model for medical
retina patients showed a slightly lower follow-up in virtual
assessment (63.9% in our study compared with 70.0%) and
this may reflect the recover nature of the clinics in the post-
COVID era. Arguably, this is still a high level of virtual
assessment follow-up; our study was completed after the
first COVID-19 lockdown in which some non-urgent
patients had not been seen or treated and the requirement
of face-to-face assessment is possibly higher. It is antici-
pated that virtual assessment follow-up will increase as the
recovery phase continues. Patient attendance was 61.4%,
lower than previous studies of virtual clinic attendance, but
patient apprehension during the concurrent COVID-19
pandemic is understandable considering the age and
comorbidities in the population assessed. Only 62 (6.2%) of
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patients were asked to return for an urgent assessment
within 2 weeks and were seen within 10.2 ± 2.3 days. It is
essential for these high-volume diagnostic services to be
supported by dedicated administration staff who can arrange
these urgent reviews and for the hospital eye service to have
the planned capacity to accept extra urgent patients that
must be seen within 2 weeks.

Strengths of this study include the high volume of out-
comes assessed in the recovery phase after the first
nationwide lockdown after COVID-19. The majority of
patients had general medical retina conditions seen reg-
ularly in ophthalmology suggesting that this model could be
used elsewhere. Further study to evaluate patient-reported
outcomes with this new method of assessment would be
useful, as would be an assessment of patient length of
appointment and number of staff interactions when they
attend the Diagnostic Hub. Explanation of the new path-
ways is essential for patient experience; it is important to
remember that some patients may benefit from a combina-
tion of face-to-face and virtual assessment over time as
necessary. Significant reduction in VA was used in our
virtual clinic protocol as a red flag suggesting need for
urgent review. In the diagnostic hub, ETDRS letters were
used to measure visual acuity using a Thompson test chart
and upon entry into our electronic medical records, corre-
sponding Snellen visual acuities are provided to the tech-
nicians. The red flag criteria included changes in VA in both
Snellen and ETDRS letters as follow up patients may have
had VA tested in either Snellen or ETDRS at their prior
appointment. It would be sensible in the future to have a
standard form of visual acuity measurement for all patients.

In the future, further development could involve more
Diagnostic Hubs locally, perhaps not based at hospital sites
in order that patients do not require hospital attendance and
can attend locally. This is further substantiated by only
5.6% of patients having a same day face-to-face review in
our model which upon review all could safely been seen
urgently within a week. Virtual review of imaging including
OCT and fundus photography could be completed remotely
and outcomes then communicated efficiently to the patients
thus reducing the footprint of medical staff within the
hospital that is limited in space; if further assessment
(including examination or imaging) or treatment is required,
then a local follow up appointment could be generated. In
the future it would be important to evaluate long-term VA
outcomes of patients seen in virtual clinics compared to
patients monitored in conventional face-to-face clinics.

Telephone consultations in order to discuss patient
symptoms, assess treatment adherence and management
plans could be used in parallel with this pathway. It is
anticipated that the current COVID-19 pandemic will fur-
ther stimulate the development of these ‘digital’ clinics in
many aspects of medicine, particularly in DR [14].

Significant development in remote VA measurements has
allowed the possibility of home VA assessment and could
be helpful in the assessment of clinical stability, although
limitation in test-retest variability in particular may hinder
its general application. Home assessment of new symptoms
of metamorphopsia could be used as an indicator of possible
conversion of dry AMD to nAMD. The ForseeHome
Device (Notal Vision, Ltd Tel Aviv Israel) for example uses
preferential hyperacuity perimetry and was used to assess
new metamorpopisa in a randomised controlled trial [15].
Monitoring at home using app-based technology (e.g., mVT
and AllEye) are currently also being investigated as possible
mechanisms to help determine symptoms of new disease
activity [16, 17]. Patients are advised to self-monitor for
symptoms and to contact a dedicated email address should
they experience new metamorphopsia. Due to the diagnostic
hub, our clinic capacity has increased significantly, and we
are able to offer reviews for patients within 1 week. In the
future, with validated and robust home monitoring systems,
we would anticipate that patients with detected changes via
the home monitoring appliance can conveniently access the
diagnostic hub for an urgent virtual assessment.

Although the need to limit patient examination, travel and
hospital appointments have become more apparent with the
COVID-19 pandemic, the development of teleophthalmology
is likely to accelerate. The benefit of streamlined patient care
in virtual assessment is clear. However, the infrastructure,
funding and provision of adequately-trained staff to maintain
any long-term virtual pathway is necessary. Furthermore, the
technological support for electronic patient records and
clinical imaging is essential; adherence to information gov-
ernance is an absolute requirement. It is important that
pathways for urgent review are formally arranged and patient
outcomes are regularly audited.

In summary, we present the outcomes of a new tele-
ophthalmology service for patients with medical retina
conditions. In the recovery phase after the first COVID-19
lockdown, more than one thousand patients were seen and
assessed; the majority of patients were then determined to
continue follow up routinely in this virtual assessment
pathway. Delivery of safe and efficient monitoring of
medical retina conditions using diagnostic hubs in high
volumes has the potential to transform the management of
patients with medical retina conditions.

Summary

What was known before

● Virtual assessment has been used in ophthalmology
for the assessment of glaucoma and medical retina
conditions (particularly DR and age-related macular
degeneration).
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● Advancements in OCT and fundus photography technol-
ogy now deliver detailed imaging of the posterior segment.

What this study adds

● This retrospective study reports the clinical diagnoses
and outcomes of 1006 patients attending a new high-
volume medical retina virtual clinic using a diagnostic
hub model and asynchronous assessment.

● Delivery of safe and efficient monitoring of medical
retina conditions using diagnostic hubs in high volumes
has the potential to transform the management of
patients with medical retina conditions.
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