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2020 Started as a year of celebration for the tremendous advances in ophthalmology that would make the promise of 20/20
visual acuity a reality for more people worldwide. Yet, our conventional perspectives have changed owing to changes following the coronavirus disease
2019 (COVID-19) pandemic on
Related article
societies around the world, its
disparate outcomes in Black and older individuals in the US,
and the changes in eye care practices that were associated with
steps designed to control the spread of the virus.
With the known and unknown risks of COVID-19 to patients and to health care teams, the predictions of multiple
models, and the experience of overwhelmed hospital systems in Wuhan, China, and Northern Italy, the US Centers for
Disease Control and Prevention and the American Academy
of Ophthalmology1 recommended in mid-March 2020 that physicians, including ophthalmologists, limit in-person care to urgent and emergent patients while assuming use of appropriate personal protective equipment. This heightened concern
was paralleled by patient fears, with the perception that many
were opting to not pursue care for even urgent or emergent
ophthalmic concerns. The cumulative effect of these delays on
visual outcomes is not yet known, although it is estimated that
there was a nearly 80% initial decrease in ophthalmology visits2
and that as of mid-June there was still a cumulative decrease
in ophthalmology visits of 40%.3
Minimizing further loss of vision and its effect on patients and populations obviously requires the resumption of
more regular eye care. We would benefit from a thorough understanding of how to ramp up eye care, both to describe lessons learned from COVID-19 and for insights relevant to potential future pandemics. In this issue of JAMA Ophthalmology,
Starr et al4 provide data related to these issues by exploring
practice patterns for common ocular complaints among comprehensive ophthalmology practices in the US during the initial phase of the COVID-19 pandemic in North America. Using
a prepared but not validated script, the authors made telephone calls with simulated patient requests for cataract surgery evaluation, routine refraction, and new-onset flashes and
floaters (posterior vitreous detachment) roughly 6 weeks after the initial shutdown in most regions of the country and during a time (April 29 and 30, 2020) when many parts of the US
were actively opening or preparing to open their practices to
patients beyond urgent and emergent patients.
Among 40 private and 20 university comprehensive ophthalmology practices from 4 regions in the US, private practices were more likely to schedule all patients (not just those
with urgent complaints), had shorter wait times for appointments for cataract surgery evaluations, and were more likely
to be available to evaluate patients with flashes and floaters.
University practices were more likely to mention preparations to limit the spread of COVID-19. It might be helpful to
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know if there was a relationship, if any, of the various parameters used to track the virus, including the various total cases,
cases per capita, percent positivity rate, hospitalizations, ventilator use, and deaths, which can vary not only by state over
time, but also by county.
This study provides insight with point estimates into how
different practices in different environments and regions implemented changes in patient care to adapt to COVID-19. It is reassuring to see that most practices (60% of private and 85%
of university practices) adhered to the recommendations of the
Centers for Disease Control and Prevention, state governments, the American Academy of Ophthalmology, and other
professional organizations. Fifteen of 60 practices (35% of private and 5% of university practices) were open to scheduling
all patients at the time the study was conducted in late April.
Four comprehensive practices were closed (5% of private and
10% of university practices), although the confidence of how
that estimate relates to the universe of US practices is not provided. It would be interesting to further explore these variations in practice openings and availability. In this sample of
practices, the only regional difference detected was that practices in the South were more likely to schedule patients for all
services and to see cataract surgery patients sooner. It is noteworthy that appointments for issues other than posterior vitreous detachment symptoms were being scheduled well into
the future, meaning it is likely that, as the authors noted, practices were compliant with the recommendations of the American Academy of Ophthalmology and Centers for Disease Control and Prevention by scheduling nonurgent concerns for dates
when they believed it would be more appropriate to return to
providing more routine eye care.
On the other hand, one notable finding was that many practices did not offer an appointment for patients with new onset of symptoms of posterior vitreous detachment. Referring
patients to the emergency department in this situation only
shifted the responsibility to another colleague while potentially exposing the patient and the colleague(s) to the risks of
contracting or transmitting COVID-19 in an emergency department setting. As noted by the authors, there are many reasons why this may have been the case, but it would be important for practices to assess ways of enhancing their response
to this situation in the future.
The authors also found that 17.5% of private practices and
15% of university centers were offering telemedicine services, although the effect of these services on outcomes currently is unknown. It was unclear if the frequency of telemedicine visits was due to the nature of the scenarios presented in
this study (refractive error, cataract evaluation, and possible
posterior vitreous detachment) or if there were alternative explanations. If it is indeed the case that many practices were not
offering any form of telemedicine, this is consistent with data
that Woodward et al5 reported, demonstrating that most
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ophthalmologists had low confidence in the use of telemedicine for eye care prior to COVID-19.
Viktor Frankl said, “…Between stimulus and response, man
has the freedom to choose.”6 While these are challenging times
for all, we as a profession have a substantial opportunity to
build on our adaptations to further develop innovative approaches for care outside of our offices, in patient homes, and
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other community settings. In doing so, we may also realize the
promise of population health approaches to make eye care
available to underserved populations, reducing inequities in
access to care and disparities in vision loss and blindness.7 It
is in our response to COVID-19 and how we engage in care for
our patients going forward that we can realize even more the
full promise of 2020.
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