
General Guidelines
1. These guidelines apply only during the duration of the 

Enhanced Community Quarantine. This will be re-assessed as 
the nationwide situation changes.  

2. Each EyeMD is responsible for evaluating the needs for each 
of their scheduled patient. 

3. The risk to the patient and to the staff of face-to-face contact 
is real, making evaluation of the urgency of the condition and 
the risk of face-to-face contact extremely necessary. 

4. Patient visits should be deferred whenever possible, 
especially those considered to be high risk for contracting 
Covid-19 (e.g. very elderly, immunocompromised, or with 
multiple comorbidities), with the important exceptions of the 
possibility of serious threat to vision or life. For these 
exceptions, visits should be reduced to a minimum. 

5. Virtual consultation, virtual rounds or follow-up check-ups by 
telephone or secure digital communication are encouraged in 
order to provide explanation and reassurance to the patient. 
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General Guidelines
During In-Person Consultations: 
1. A breath shield should be installed on the slit-lamp. 
2. Protective masks should be worn at all times by both patient and 

the ophthalmologist, as well as by the clinic staff. 
3. Personal protective equipment (PPE) such as gloves, protective 

glasses or eye wear, and gowns are highly recommended. 
4. Avoid speaking during the slit- lamp examination. 
5. Extra precautions should be taken when examining patients with 

conjunctivitis. 
6. Always observe proper hand washing technique in between 

patients. 
7. Disinfect occluders, lenses, and surfaces in between patients.
8. When performing funduscopy, use of condensing lens on the slit-

lamp or indirect ophthalmoscopy is preferred over direct 
funduscopy. 

9. Proper handling of eyedrops must be observed. 
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*Refer to the PAO Recommendations for Ophthalmic Practice Management during the 
Covid-19 Pandemic for full details.



General Guidelines
This Risk Stratification may serve as a general guide for the 
clinician when making decisions on the need for in-person 
consultation during the period of Enhanced Community 
Quarantine, taking into account that in-person consultation 
carries with it the risk of exposure to Covid-19 for the patient, 
ophthalmologist and clinic staff.     

• HIGH RISK: Emergent and urgent vision threatening cases 
that may cause blindness if not treated immediately

• MEDIUM RISK: Less urgent cases that will lead to worsening 
visual outcomes but are not immediately sight-threatening

• LOW RISK: Routine or elective cases that are unlikely to 
cause permanent visual loss if delayed for several weeks to 
months
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Ophthalmological Risk Stratification for COVID-19 

VITREORETINAL SURGERY
HIGH RISK MEDIUM RISK LOW RISK

In-Person Consult
(Addressed within 24 hours to < 1 month 

depending on the case and risk of the 
patient) 

Video or phone consultation for 
further and regular assessment
(Addressed within 1-3 months depending 

on the case and risk of the patient)

Video or phone consultation for 
further and regular assessment

(Reschedule 3 months ahead depending on 
the case and risk of the patient)

NEW Vitreoretinal emergency services to 
remain open
• Macula on retinal detachment
• Macula off retinal detachment in a 

one-eyed (monocular) patient 
• Macula off retinal detachment of less 

than 4 weeks in a non-monocular 
patient

• Vision threatening traction retinal 
detachment in a one-eyed patient

• Vitreous hemorrhage with suspected 
retinal tear or detachment

• Subfoveal hemorrhage within 2 
weeks

• Uncontrolled IOP needing vitrectomy 
(retained lens fragment, malignant 
glaucoma)

• Acute infectious endophthalmitis
• Posterior open globe injury with or 

without intraocular foreign body
• Acute hemorrhagic or appositional 

choroidal detachment
• Dense vitreous hemorrhage in a one-

eyed  patient
• Infected scleral buckle or other ocular 

implant
• Intraocular tumors requiring 

treatment

• Retained lens fragment with 
medically controlled IOP

• Macula off retinal detachment >4 
weeks in a non-monocular patient

• Macular hole <1 year duration
• Dislocated IOL with vitreous traction
• Diabetic vitreous hemorrhage with 

extramacular traction retinal 
detachment

• Vitreous hemorrhage with retinal 
breaks and retinal detachment ruled 
out clinically

• Submacular hemorrhage of more 
than 2 weeks duration

• Vitreous hemorrhage/pre-retinal 
hemorrhage in a child <6 y/o

• Diagnostic vitrectomy for uveitis or 
lymphoma

• Examination under anesthesia for 
vision threatening issues that can’t be 
determined clinically

• Rapidly progressive epiretinal 
membrane or vitreomacular traction

• Scleral extrusion 

• Chronic non-progressive epiretinal 
membrane

• Macular hole of greater than 1 year 
duration

• Silicone oil removal with normal 
intraocular pressure

• Dislocated IOL without vitreous traction
• Stable vitreomacular traction syndrome 

FOLLOW-
UP

Uncontrolled IOP in post-op patients

Follow up for complex retinal surgeries

• Routine check-up for post-retinal 
surgery 

SURGERY Surgery on patients with emergency 
cases 
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HIGH RISK: Urgent and vision threatening 
cases that may cause blindness if not treated
MEDIUM RISK: Less urgent cases that will 
lead to worsening visual outcomes but are 
not immediately sight-threatening
LOW RISK: Routine or elective cases that are 
unlikely to cause permanent visual loss if 
delayed for several weeks to months
Stratification and management of cases 
listed above may change depending on the 
circumstances of the patient and final  
assessment of the attending retina specialist 
During face to face encounter with the 
patient:
• Ophthalmologist/Retina specialist 

should wear protective gear as based on 
each hospital’s infection control policy

• Patient should be wearing at least a 
surgical mask
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MEDICAL RETINA
HIGH RISK MEDIUM RISK LOW RISK

In-Person Consult 
(Addressed within 24 hours to < 1 

month depending on the case and risk 
of the patient) 

Video or phone consultation 
for further and regular 

assessment
(Addressed within 1-3 months 

depending on the case and risk of the 
patient)

Video or phone consultation for 
further and regular assessment

(Reschedule 3 months ahead depending on 
the case and risk of the patient)

NEW Any patient with new onset of:
• Severe blurring of vision
• Floater
• Flashes of light

Vitreoretinal emergency services to 
remain open
• Laser for retinal tears
• Laser treatment for high-risk 

proliferative diabetic retinopathy
• Retinal vascular occlusions
• Eye examination under anesthesia 

for intraocular tumors
• Retinopathy of prematurity 

screening and treatment
• Neovascular glaucoma 

• Laser treatment for early 
proliferative diabetic retinopathy

• Examination under anesthesia for 
vision threatening issues that can’t 
be determined clinically

• Central serous chorioretinopathy

• Genetic retinal disease
• Non-proliferative diabetic retinopathy

FOLLOW-
UP

Any patient with new onset of:
• Severe blurring of vision
• Floater
• Flashes of light

Intravitreal injections of certain cases

Additional laser treatment for 
neovascular glaucoma in a patient with 
previous laser treatment 

• New onset of floaters in a patient 
previously treated for diabetic 
retinopathy or ischemic retinal 
vascular disease

• Intravitreal injections of certain 
cases 

• Genetic retinal disease
• Non-proliferative diabetic retinopathy
• Proliferative diabetic retinopathy or 

ischemic retinal vascular disease with 
complete laser treatment

Adapted from the Moorfields Eye Hospital-NHS Foundation Trust, 2020

HIGH RISK: Urgent and vision threatening cases that may cause blindness if not treated
MEDIUM RISK: Less urgent cases that will lead to worsening visual outcomes but are not immediately sight-threatening
LOW RISK: Routine or elective cases that are unlikely to cause permanent visual loss if delayed for several weeks to months
Stratification and management of cases listed above may change depending on the circumstances of the patient and final  assessment of the attending retina specialist 
During face to face encounter with the patient:

• Ophthalmologists/Retina specialists should wear protective gear based on each hospital’s infection control policy
• Patient should be wearing at least a surgical mask
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CATARACT

HIGH RISK MEDIUM RISK LOW RISK

Remain Face to Face
Video or Phone Consultation with F2F 
follow-up Reschedule for first part of 

recovery phase
Reschedule after 6 months

NEW • None • Deferred for 6 months

FOLLOW-
UP

• Complex post-op or complications • Routine post-op managed by 
telephone

• Routine follow-up delayed

SURGERY • Unlikely unless support for other 
services e.g. uveitis
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REFRACTIVE

HIGH RISK MEDIUM RISK LOW RISK

Remain Face to Face
Video or Phone Consultation with F2F 
follow-up Reschedule for first part of 

recovery phase
Reschedule after 6 months

NEW • None • Post-op within 1 month of surgery • All other patients

FOLLOW-
UP

• Post-op within 1 week of surgery
• Post-op complicated surgery

• Post-op within 1 month of surgery • All other patients

SURGERY • Possible infection
• Uncontrolled/aggressive DLK, flap 

infection
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