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Pearls and Practices for Virtual Eye Care
BY SOPHIE D. LIAO, MD; EIMI RODRIGUEZ-CRUZ, BS; MALIK Y. KAHOOK, MD; AND CARA E. CAPITENA YOUNG, MD

It is hard to believe that, a short few 
months ago, we were conducting 
business as usual. In early March, 

with the number of COVID-19–positive 
cases climbing precipitously and an 
executive order by our state governor 
to stop routine and elective patient 
care, we were suddenly facing a 
90% drop in our clinic and surgical 
volume. In our practice, harnessing 
virtual health capabilities has helped us 
to provide care to many of our patients. 
Telehealth will be a tool that can be 
carried on far beyond COVID-19. 

 KNOWLEDGE SHARE 
We want to share some of the 

teleophthalmology pearls and practices 
that we have implemented.

s   Pearl No. 1: Designate a team to lead 
your efforts. If you run a solo practice, 
that team may be you or you and 
your practice manager. If you are 
in a multispecialty group or a large 

academic institution, as we are, it is best 
to task a small team to lead your virtual 
health efforts. 

Your virtual health team should 
check daily for relevant changes to 
federal, state, institutional, and payer 
virtual health policies and regularly 
update the rest of your group. In our 
department, a group of four leads 
these efforts. Key updates are emailed 
and cached on a shared drive that 
was established to hold all documents 
and communications related to 
departmental COVID-19 information. 
Our team includes superusers, our 
medical director, and our practice 
administrator, and it oversees dedicated 
staff who serve as a resource to 
troubleshoot issues that arise.

s   Pearl No. 2: Know which telehealth 
visits can be used in ophthalmology and 
how. E-visits may include video and 
telephone visits, image reviews, and 
online communication. 

A first step is to identify which 
kinds of visits are appropriate for 
video and telephone virtual health. 
We tasked each division within the 
department to put together a list 
of patient diagnoses that would be 
appropriate for virtual health visits. 
The lists they generated included, for 
example, postoperative visits, external 
or adnexal evaluations, and complaints 
of red eyes.

You must also establish a virtual 
health workflow for urgent patient calls. 
Ours are now first triaged by a resident 
with attending oversight, then preferen-
tially scheduled into a virtual health slot 
when appropriate.

Establish a protocol for staff 
members to verify that patients can 
participate in a virtual health visit. For 
example, for video visits, patients must 
have a private location they can be seen 
in during the appointment, and they 
must have access to a device that has a 
camera and microphone. 

s   Pearl No. 3: Leverage virtual health 
to expand the patient population while 
minimizing face-to-face contact. Ways 
to minimize contact include sending 
patients a vision testing chart and 
instructions ahead of their virtual 
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visit via regular mail, secured email, or communication 
through your electronic health record. Great printable and 
mobile-friendly charts are available from the AAO and at the 
website farsight.care.

Similarly, for evaluations of lesions, periocular problems, 
or red eyes and for select postoperative evaluations (eyelid 
surgery, Mohs repair), you can ask patients to send a 
close-up photograph to you ahead of time using a secure 
patient communication service.

Another way to minimize face-to-face contact is to 
institute hybrid virtual health diagnostic visits. For certain 
time-sensitive visits, some elements of the examination 
must be performed in person, whereas the remainder of 
the visit can be conducted virtually. Therefore, we identified 
low-volume satellite locations where necessary diagnostic 
imaging or an IOP check could be performed. The patient 
would then return home, and a subsequent virtual health 
visit would be completed with the provider.

A modified version of the hybrid visit can be used in the 
clinic setting. For example, all examination elements could 
be performed as per normal, but then the provider would 
step out of the examination room and complete counseling 
over a video system to limit the amount of time spent in 
close proximity to the patient.

We have also instituted drive-up IOP checks to maintain 
regular management of our glaucoma patients. (Editor’s 
note: see “Avoid a Logjam of Patients When the Economy 
Fully Reopens,” pg 28.)

s   Pearl No. 4: Choose a video platform to use and one or 
two backups. Our university-based hospital chose the 
VidyoConnect (Vidyo) video conferencing system, which we 
use in conjunction with our Epic electronic health record 
system. This service allows screen sharing so that we can 
show the patient test or imaging results, and it provides a 
whiteboard for freehand illustrations to supplement our 
ability to communicate with patients. 

Be prepared to use a backup platform because one may 
work better than another for your patients. Other similar 
systems include Doximity (Doximity), Skype (Microsoft), 
FaceTime (Apple), Doxy.me (Doxy.me), and Zoom (Zoom 
Video Communications). Keep in mind that, for all of these, 
your device and your patient’s device must have a camera, 
microphone, and speaker.

s   Pearl No. 5: Get help. If you have the luxury, it is worth 
having someone (medical assistant, technician, front desk staff 
member) on standby to help your visits go more smoothly by: 
• Scheduling virtual health appointments;
• Calling the patient the day before their visit to prechart 

items such as history of present illness, reconciliation of 
medications, and allergy documentation; to obtain consent; 
and to ensure that all documentation is in place;

• Troubleshooting technology issues with the patient before 
and during calls;

• Rooming the patient, scribing for your visit, or providing 
medical interpretation; and

• Scheduling follow-up appointments.
We have also reintroduced trainee involvement in a virtual 

capacity to capture safe educational opportunities.

s   Pearl No. 6: Plan for post–COVID-19 life. Evaluate what 
virtual health is doing for your practice. Are there protocols 
and workflows that you have been forced to change that 
are now more efficient? Look at your productivity metrics 
prelockdown versus during this pandemic. How much of your 
previous volume are you capturing? What is the expected 
revenue? Which parts of your practice might be amenable to 
keeping on some version of virtual health? 

At our institution, we collect data daily and analyze it 
weekly. Give your practice a hard look now to best plan for 
your future.
s   Pearl No. 7: Know your resources. Beyond internal hospital 
communications, check other sites regularly for updates, 
including your country’s public health departments and 
eye care organizations such as the ESCRS, 
ASCRS, and AAO.
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Virtual Eye Experience: The Next New Normal in Eye Care
BY GISELLE RICUR, MD, MBA, MS, FATA; AND ROGER ZALDIVAR, MD, MBA, MS

Over the past few months, we have 
witnessed one of the most paradigmatic 
shifts in the history of patient care, as 
the social distancing forced upon us by 
the COVID-19 pandemic has challenged 
the continuum of care. With many 
patients and physicians confined to 
their homes, the medical community 
worldwide has turned to information 
and communication technology (ICT) 
as a solution or tool that can aid in 
this crisis in sanitation. 

 TELEMEDICINE IS NOT NEW 
Bashshur et al described telemedicine 

as “a modality of care that challenges the 
traditional sine qua non dependence on 
physical presence and contact between 
providers and patients for medical/
healthcare delivery.”1

Telemedicine relies on the use of ICT 
to support medical care. The concept 
has been around for many decades. In 
1905, Einthoven was the first to use the 
prefix tele in a medical context, coining 

the word telecardiogram.1 Since then, 
many medical specialties have adopted 
telemedicine principles to enhance 
patient care. In ophthalmology, the 
initial focus of telemedicine was on 
retinal image screening. Over time, 
teleophthalmology—also known as 
ocular telehealth—has expanded to other 
areas of eye care because it can efficiently 
extend patients’ access to care.2-4

Today, we are amid a new normal 
in eye care, one in which telemedicine 
is being implemented both at eye care 
facilities and in the homes of physicians 
and patients. Telemedicine offers a simple 
way to communicate with patients and 
to maintain patient support throughout 
the COVID-19 crisis. Telemedicine can 
also lower the strain on main hospitals 
and large medical facilities so that they 
can focus on their already overloaded 

critical patient flow rather than 
nonemergent patients. Surge capacity in 
many places has been compromised, and 
keeping non–COVID-19 patients out of 
the health care system can help to flatten 
the curve.5-7

This new normal is sparking a 
paradigm shift in patient care, and many 
are now understanding the potential of 
telemedicine. When we can take care of 
our patients while still practicing social 
or medical distancing, we should do so. 

 OUR EXPERIENCE 
Instituto Zaldivar is an ambulatory 

surgery center specializing in cataract 
and refractive surgery. We have four 
locations, two in the province of 
Mendoza, Argentina, and two in the 
nation’s capital city, Buenos Aires, 
approximately 1,000 km away. 

Figure 1. The Instituto Zaldivar’s virtual telemedicine clinics in Buenos Aires (A) and Mendoza (B), equipped with 
TelePresence solutions.
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In the past, we relied on a 
telemedicine program devised in the 
1990s to enhance patient outreach. We 
used it to facilitate patient and physician 
education through our websites and to 
offer knowledge transfer by broadcasting 
live surgeries via satellite to scientific 
meetings and expositions. In 2001 and 
2002, a severe economic, political, 
and social crisis in Argentina led to a 
complete halt of the country’s activities, 
along with our patient flow. 

At that time, we decided to leverage 
our experience in videoconferencing 
to open a virtual clinic in Buenos 
Aires, equipped with what was then 
state-of-the-art communication 
technology (Figure 1).8,9

Over time, our virtual clinic 
transformed into a regular clinic with 
practitioners in different specialties all 
supporting our cataract and refractive 
surgery department. Unified visual 
communications have evolved over 
the past 2 decades, and therefore we 
recently merged our legacy telemedicine 
equipment with newer ICT solutions. We 
now host both our original TelePresence 
suites (Cisco) with new telemedicine 
lanes equipped with Google Meet 
(Google) corporate videoconferencing 
solutions at all four of our locations. 
Our physicians regularly attend both 
in-person and virtual patient visits, 
depending on the day of the week. 
This can be done in any office, and the 
process is quite user-friendly (Figure 2). 

 VEX IS THE NEW NORMAL 
Regardless of the technology we use, 

telemedicine has been an integral part 
of our patient care model for more 
than 20 years. Over that time, we have 
redesigned our workflow and have 
mastered the virtual eye examination 
(VEX) experience. Today, it is helping us 
survive the COVID-19 crisis. 

The VEX experience is a 
patient-centered model of eye care 
focusing on both synchronous and 
asynchronous examinations of the 

anterior and posterior segments with 
the support of visual communication 
solutions. When social distancing 
was mandated by the Argentinean 
government on March 19, we decided 
to leverage our VEX experience 
by rescheduling all previously 
programmed in-person appointments 
as teleconsultations.

We created a new virtual workflow 
by reconfiguring patient appointment 
templates in the practice management 
system, designing user-friendly 
guides, and writing COVID-19 
telemedicine-specific consent forms. 
The guides and consent forms were 
emailed to patients with an invitation 
to meet online. 

All staff members involved in 
our new workflow were trained 
virtually through webinars 
customized to match each individual 
process (eg, administrative staff, 
technicians, physicians), and a 
general communication strategy, 
including both internal and external 
communication on our website 
and social media channels, was 
implemented.

 PATIENT GROUPS 
We have broken our workflow down 

into three patient groups.

Figure 3. Virtual COVID-19 workflow: The patient walks 
in for mandatory testing performed by technicians; the 
physician views (A, B) and speaks to the patient over 
VoIP solutions, whether at home (C) or within one of the 
facilities (D, E), in order to maintain medical distancing.
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Figure 2. Updates to the clinic’s telemedicine program 
included cloud-based videoconferencing solutions at all 
four locations so that physicians can perform in-person 
and virtual patient examinations. 
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s   Group No. 1: Patients triaged online 
only. Patients in this virtual triage 
group are managed remotely using 
videoconferencing exclusively. This 
avoids having them undertake any 
travel to the institute.

s   Group No. 2: Patients seen after virtual 
triage. After a virtual triage, certain 
patients are required to travel to the 
institute for further testing. Depending 
on their condition, they are seen 
either in person or remotely by the 
specialist. They are assessed in real 
time by a specialist at a digital slit lamp 
or asynchronously once back at home 
with a teleconsultation that includes 
video of their slit-lamp examination 
and screening tests.

s   Group No. 3: Patients requiring 
mandatory in-person office visits due 
to the nature of their conditions. The 
workflow for patients in this group 
follows one of two pathways. In the 
first, the attending physician is present 
in the examination or surgical room; in 
the second, the specialist is at home or 
in another remote setting within one 
of our facilities (Figure 3).

 
 LESSONS LEARNED 

In the context of the current 
pandemic, we have kept patients’ eye 
care and monitoring at a distance 
through use of high-definition 
visual communication systems. This 
has essentially transformed our 
regular consultation process into an 
immersive experience, regardless of 
geographic location. 

Safety is one of the most 
important factors for our patients. 
Our VEX experience design allows 
us to maintain social and medical 
distancing while preserving the 
availability of our ophthalmologists 
to patients and at the same time 
maintaining connectivity and a sense 
of presence among all those involved. 
It also helps to keep nonurgent 
cases out of the already overloaded 
hospitals. 

The technological innovation of 
telemedicine offers further advantages. 
It efficiently links experts to optimize 
diagnostic capacity, the quality of 
patient care, and the entire medical 
process. We have already noticed the 
cost-effectiveness of telemedicine at the 
operational level, and we have sustained 
the profitability of our business by linking 
all the Instituto Zaldivar offices and 
keeping them virtually open for business 
during the mandated quarantine.

 TELEOPHTHALMOLOGY 
 TRAINING PROGRAM 

In response to positive reports about 
our experience, many colleagues have 
turned to us for aid and advice in their 
own telemedicine efforts. Therefore, we 
designed a training program to assist 
individuals—remotely of course—in 
implementing teleophthalmology 
programs of their own. 

In this program, we conduct personal 
interviews with colleagues in order 
to help them to establish new virtual 
workflows. We also recommend 
ophthalmic diagnostic equipment 
they will need based on their existing 
infrastructure (Figure 4) and assess 
their information technology and 
communication platforms, software, 
and networks. 

We have also participated in webinars 
and personal online training sessions in 
lieu of hosting or traveling to the usual 
telemedicine workshops. After each, we 
send an online questionnaire and quiz 
to all participants to better understand 
the type of audience (eg, MDs, ODs, 
technicians, administrative staff) and 
to assess the level of their recently gained 
knowledge.

 CONCLUSION 
Implementing telemedicine has 

enhanced our patient outreach. Through 
live consultations with our patients and 
by examining them synchronously and 
asynchronously in a safe and secure 
manner, we have also optimized our 
own time and efforts in managing 
workload while sustaining our practice. 

This new model of eye care—the VEX 
experience—offers a safe and efficient 
means of being able to stay close to your 
patients. In our opinion, telemedicine has 
the potential to become the new normal 
in many places, even after the pandemic 
has receded. n
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Figure 4. Eye care professionals can be trained virtually to 
use conventional slit lamps that are adapted to be digital.


