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IMPORTANCE The coronavirus disease 2019 (COVID-19) pandemic has drastically changed
how comprehensive ophthalmology practices care for patients.

OBJECTIVE To report practice patterns for common ocular complaints during the initial stage
of the COVID-19 pandemic among comprehensive ophthalmology practices in the US.

DESIGN, SETTING, AND PARTICIPANTS In this cross-sectional study, 40 private practices and 20
university centers were randomly selected from 4 regions across the US. Data were collected
on April 29 and 30, 2020.

INTERVENTIONS Investigators placed telephone calls to each ophthalmology practice office.
Responses to 3 clinical scenarios—refraction request, cataract evaluation, and symptoms of a
posterior vitreous detachment—were compared regionally and between private and
university centers.

MAIN OUTCOMES AND MEASURES The primary measure was time to next appointment for
each of the 3 scenarios. Secondary measures included use of telemedicine and advertisement
of COVID-19 precautions.

RESULTS Of the 40 private practices, 2 (5%) were closed, 24 (60%) were only seeing urgent
patients, and 14 (35%) remained open to all patients. Of the 20 university centers, 2 (10%)
were closed, 17 (85%) were only seeing urgent patients, and 1 (5%) remained open to all
patients. There were no differences for any telemedicine metric. University centers were
more likely than private practices to mention preparations to limit the spread of COVID-19 (17
of 20 [85%] vs 14 of 40 [35%]; mean difference, 0.41; 95% CI, 0.26-0.65; P < .001). Private
practices had a faster next available appointment for cataract evaluations than university
centers, with a mean (SD) time to visit of 22.1 (27.0) days vs 75.5 (46.1) days (mean difference,
53.4; 95% CI, 23.1-83.7; P < .001). Private practices were also more likely than university
centers to be available to see patients with flashes and floaters (30 of 40 [75%] vs 8 of 20
[40%]; mean difference, 0.42; 95% CI, 0.22-0.79; P = .01).

CONCLUSIONS AND RELEVANCE In this cross-sectional study of investigator telephone calls to
ophthalmology practice offices, there were uniform recommendations for the 3 routine
ophthalmic complaints. Private practices had shorter times to next available appointment for
cataract extraction and were more likely to evaluate posterior vitreous detachment
symptoms. As there has not been a study examining these practice patterns before the
COVID-19 pandemic, the relevance of these findings on public health is yet to be determined.
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T he current coronavirus disease 2019 (COVID-19) pan-
demic caused by the novel severe acute respiratory syn-
drome coronavirus 2 has led to drastic changes across

the world, especially in the setting of close human interac-
tion. The virus can lead to substantial morbidity and mortal-
ity, with reported mortality rates ranging from 0.75% to 3.0%.1-4

Across outpatient medicine, all specialties have considerably
altered practice patterns, focusing on acute or emergent care
to ensure safety of both patients and health care workers and
to preserve medical equipment and supplies.5,6 Ophthalmol-
ogy, in particular, has seen perhaps the greatest decrease in out-
patient visits among all medical specialties.7,8

On March 18, 2020, the American Academy of Ophthal-
mology (AAO) issued the following statement:

The American Academy of Ophthalmology strongly recom-
mends that all ophthalmologists provide only urgent or emer-
gent care. This includes both office-based care and surgical
care. The Academy recognizes that “urgency” is determined
by physician judgment and must always take into account in-
dividual patient medical and social circumstances.9

They recommended all ophthalmologists cease to provide any
treatment other than urgent or emergent care. There are sev-
eral ophthalmologic emergencies that have both vision-
threatening and life-threatening implications and necessitate ur-
gent evaluation, such as retinal detachments, acute angle-
closure glaucoma, acute diplopia, and central retinal artery
occlusions.10-13 Generally, refractive disorders and cataract sur-
gery are not considered emergencies, although there are spe-
cific scenarios where they may precipitate or signify severe ocu-
lar sequalae, such as acute hyperopia, congenital cataracts
leading to amblyopia, and age-related cataracts leading to glau-
comatous damage or precluding patients from performing self-
care or driving.14-16 Evaluation of flashes and floaters, given their
association with posterior vitreous detachment (PVD), retinal
tear, and retinal detachment, are considered more urgent com-
plaints.

The goal of this study was to evaluate practice patterns and
time to first available appointment of comprehensive ophthal-
mology practices across the US during the COVID-19 pan-
demic using scripted telephone calls of 3 ophthalmological sce-
narios: refractive consultation, cataract consultation, and
symptoms of a PVD. Using these scripts, we sought to iden-
tify if practices were complying with the AAO statement on
COVID-19.

Methods

This study is in compliance with the Health Insurance Porta-
bility and Accountability Act, received prospective approval
from the Wills Eye Hospital institutional review board, and ad-
hered to the tenets of the Declaration of Helsinki. The insti-
tutional review board waived the need for informed consent
for center respondents, and all data were deidentified during
data analysis.

The primary goal of this study was to assess the re-
sponses of comprehensive ophthalmology practices, both in
university and private practice settings, to common ophthal-
mologic complaints during the COVID-19 pandemic using
scripted telephone calls, including refraction request, cata-
ract evaluation, and flashes and floaters. We excluded any oph-
thalmologic subspecialty practices, such as glaucoma, cor-
nea, neuro-ophthalmology, pediatrics, or retina.

As previously described in the dermatologic literature, the
methodology of calling practices and querying wait times for
appointments using predetermined scripts has been well
validated.17-19 To adequately assess the responses across the
US, we divided the country into 4 regions: Northeast, South,
Midwest, and West. Within each region, we identified 10 com-
prehensive private practices and 5 university medical centers
with comprehensive ophthalmology practices for a total of 60
comprehensive ophthalmology practices. A university medi-
cal center was defined as a practice affiliated with a teaching
hospital and an ophthalmology residency program; all other
practices were considered private practice. The practices were
chosen using a random search of the AAO Find an Ophthal-
mologist website within the specific region of the country.20

Specifically, we generated a list of ophthalmologists within 100
miles from each of the following cities: Philadelphia, Penn-
sylvania; New York, New York; Boston, Massachusetts; Dur-
ham, North Carolina; Miami, Florida; St Louis, Missouri; Chi-
cago, Illinois; Minneapolis, Minnesota; Dallas, Texas; Houston,
Texas; Denver, Colorado; Los Angeles, California; San Diego,
California; San Francisco, California; Portland, Oregon; and Se-
attle, Washington. Using a random number generator, prac-
tices corresponding to the random number on each list were
selected and divided evenly by the different regions in the
country.

Investigators placed telephone calls to the publicly avail-
able telephone number listed for each comprehensive prac-
tice. An office was considered closed if there was no answer
after 2 attempts during normal listed business hours or if a voice
message was played conveying closure of the practice. If the
call was answered, each author had a specific script to use when
addressing the practice (eMethods in the Supplement). The first

Key Points
Question How are comprehensive ophthalmology practices
responding to common ocular complaints from patients during the
coronavirus disease 2019 (COVID-19) pandemic as of April 30,
2020?

Findings In this cross-sectional study of 60 US ophthalmology
practices, there were fairly uniform responses to 3 common ocular
complaints across comprehensive ophthalmological practices.
Private practices were more likely to schedule cataract evaluations
and patients with posterior vitreous detachments sooner than
university centers, while all practices were likely to ask about
COVID-19 symptoms when scheduling urgent visits.

Meaning These results suggest most practices were complying
with the American Academy of Ophthalmology guidelines for
scheduling patients during the COVID-19 pandemic.
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script involved a patient requesting an updated refraction as
their current refraction was outdated. The second script in-
volved a patient interested in a cataract surgery consultation.
More specifically, this scenario had the patient inform the re-
ceptionist that their primary optometrist had diagnosed them
with a cataract several months ago and they were interested
in surgery. There was no acute worsening of their vision nor
any eye pain. The third script involved a patient describing
symptoms of a PVD in 1 eye, which represents a potentially ur-
gent ophthalmological problem. The same author called each
practice with the same script to allow for a degree of unifor-
mity (R. I., M. Z., and Q. E. C., respectively). When speaking
to the telephone respondent, the author asked if the practice
was currently open to all appointments, only urgent or emer-
gent appointments, or closed and currently delaying all ap-
pointments. The caller also asked if a telemedicine visit would
be available. If able, the caller then asked for the soonest ap-
pointment offered by the practice. All practices were called dur-
ing business hours on April 29 or April 30, 2020, during the
COVID-19 pandemic in the US. The wait time for each call was
recorded as well as if the telephone respondent inquired about
symptoms consistent with active COVID-19 exposure. Addi-
tionally, the author recorded if the receptionist, physician, or
practice’s website mentioned any measures taken to imple-
ment social distancing or improve sterilization practices (eg,
virtual waiting room, limited hours, required usage of masks
by all personnel and patients). Any appointments offered to
the callers were declined. All callers were told they would be
paying with money if insurance was required for an appoint-
ment.

Analyses comparing regional differences as well as the dif-
ferences in the prevalence of COVID-19 as of April 30, 2020,
in practice response were also performed.21 JMP software ver-
sion 15.0 (SAS Institute) was used for statistical analysis and
was performed on May 1, 2020, and again on June 27, 2020.
For comparisons between continuous variables, the Wilcoxon

rank sum test was performed. Group comparisons of the cat-
egorical data were performed using the Fisher exact test. Sta-
tistical significance was set at a P value less than .05, and all
P values were 2-tailed.

Results
Practice Openings and Availability
A total of 60 practices were included. Of the 40 private prac-
tices, 2 (5%) were closed, 24 (60%) were only seeing urgent pa-
tients, and 14 (35%) remained open to all patients. Of the 20
university centers, 2 (10%) were closed, 17 (85%) were only see-
ing urgent patients, and 1 (5%) remained open to all patients
(Table 1).

Use of Telemedicine
There were no significant differences between private and uni-
versity centers in regards to the use of telemedicine (Table 1).
A total of 7 of 40 private practices (18%) offered telemedicine
services, while 3 of 15 university centers (20%) were offering
telemedicine visits (mean difference [MD], 0.17; 95% CI, 0.10-
0.23; P = .81). When analyzed by region or by COVID-19 preva-
lence, there were no differences in telemedicine services iden-
tified by practice setting (Table 2 and Table 3).

Time to Next Available Appointment
Among the 40 private practices, 22 (55%) offered to schedule
the refractive error scenario compared with 8 of 20 univer-
sity centers (40%; P = .27). There was no difference in mean
(SD) time to scheduling for refractive error in private prac-
tices compared with university centers (22.5 [16.7] days vs 41.0
[36.6] days; MD, 18.5; 95% CI, 13.4-48.5; P = .28). Among the
40 private practices, 33 (83%) offered to schedule the cata-
ract evaluation scenario compared with 12 of 20 university cen-
ters (60%; MD, 0.75; 95% CI, 0.60-0.83; P = .11). Of note, pri-

Table 1. Responses for All 3 Clinical Scenarios Among Private Practice Comprehensive Practices
and University Centers During the Coronavirus Disease 2019 (COVID-19) Pandemic

Characteristic

No. (%)

P valuePrivate (n = 40) University (n = 20)
Offices

Open for telemedicine visits 7 (18) 3 (15) .81

Open for all patient encounters 14 (35) 1 (5) .04

Normal office hours 11 (28) 10 (50) .10

Office able to see patients for refraction visit 22 (55) 8 (40) .27

Time to next available refraction appointment, mean (SD), d 22.5 (16.7) 41 (36.6) .28

Office able to see patients for cataract consultation visit 33 (83) 12 (60) .11

Time to next available cataract consultation, mean (SD), d 22.1 (27.0) 75.5 (46.1) <.001

Office able to see patients for PVD visit 30 (75) 8 (40) .01

Time to next available PVD appointment, mean (SD), d 1.0 (0.8) 1.1 (0.4) .24

Receptionist/website mention preparedness for COVID-19 14 (35) 17 (85) <.001

Receptionist asked about COVID-19 symptoms, No./total No. (%)

For refraction 1/40 (3) 2/20 (10) .26

For cataract 1/40 (3) 1/13 (8) .46

For PVD 20/35 (57) 10/16 (63) .77 Abbreviation: PVD, posterior vitreous
detachment.
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vate practices scheduled the cataract evaluation after a mean
(SD) of 22.1 (27.0) days, whereas university centers scheduled
the visit after a mean (SD) of 75.5 (46.1) days (MD, 53.4; 95%
CI, 23.1-83.7; P < .001). There were more private practices that
offered to schedule a patient with symptoms concerning for a
PVD compared with university centers (30 of 40 [75%] vs 8 of
20 [40%]; MD, 0.42; 95% CI, 0.22-0.79; P = .01). However, there
was no difference in the time to the appointment between pri-
vate practices and university centers for PVD complaints (mean

[SD] time, 1.0 [0.8] days vs 1.1 [0.4] days; MD, 0.10; 95% CI,
−0.42 to 0.42; P = .24) (Table 1).

For the PVD scenario, 22 of 60 practices (37%) did not of-
fer an appointment, and 11 of these 22 practices (50%) told the
caller they would call back by the end of the day with guid-
ance but did not return the telephone call. Of these 22 prac-
tices, 10 (45%) were university centers, comprising half of the
university cohort. Additionally, 5 practices (23%), all of which
were university centers, told the caller to report to the closest

Table 2. Responses for All 3 Clinical Scenarios Among Private Practice Comprehensive Practices
and Academic Centers During the Coronavirus Disease 2019 (COVID-19) Pandemic

Characteristic

No. (%)
P
value

Northeast
(n = 15)

Midwest
(n = 15)

South
(n = 15) West (n = 15)

Offices

Open for telemedicine visits 3 (20) 3 (20) 1 (7) 3 (20) .70

Open for all patient encounters 3 (20) 1 (7) 7 (47) 4 (27) .04

Normal office hours 3 (20) 6 (40) 8 (53) 4 (27) .23

Office able to see patients for refraction visit 11 (73) 6 (40) 7 (47) 6 (40) .21

Time to next available refraction
appointment, mean (SD), d

36.9 (34.9) 20.2 (11.0) 19.7 (10.7) 29.8 (19.5) .81

Office able to see patients for cataract
consultation visit

12 (80) 11 (73) 14 (93) 8 (53) .08

Time to next available cataract consultation,
mean (SD), d

52.3 (50.0) 43.9 (42.6) 23.7 (31.2) 24.1 (30.3) .09

Office able to see patients for PVD visit 8 (53) 10 (67) 10 (67) 10 (67) .84

Time to next available PVD appointment,
mean (SD), d

1.1 (0.4) 0.8 (0.4) 1.4 (1.2) 0.8 (0.4) .24

Receptionist/website mention preparedness
for COVID-19

5 (33) 5 (33) 9 (60) 12 (80) .03

Receptionist asked about COVID-19
symptoms, No./total No. (%)

For refraction 2/15 (13) 0 1/15 (7) 0 .28

For cataract 0 0 2/15 (14) 0 .16

For PVD 7/12 (58) 8/12 (67) 6/13 (46) 9/14 (64) .72 Abbreviation: PVD, posterior vitreous
detachment.

Table 3. Responses for All 3 Clinical Scenarios Among Private Practices and University Centers During the Coronavirus Disease 2019 (COVID-19)
Pandemic by Geographic Region

Characteristic

Northeast Midwest South West

No. (%)
P
value

No. (%)
P
value

No. (%)
P
value

No. (%)
P
value

Private
(n = 10)

Academic
(n = 5)

Private
(n = 10)

Academic
(n = 5)

Private
(n = 10)

Academic
(n = 5)

Private
(n = 10)

Academic
(n = 5)

Offices

Open for telemedicine visits 1 (10) 2 (40) .24 2 (20) 1 (20) >.99 1 (10) 0 >.99 3 (30) 0 .51

Open for all patient
encounters

3 (30) 0 .26 1 (10) 0 >.99 6 (60) 1 (20) .28 4 (40) 0 .17

Normal office hours 3 (30) 0 .51 2 (20) 4 (80) .09 4 (40) 4 (80) .28 2 (20) 2 (40) .57

Office able to see patients
for refraction visit

7 (70) 4 (80) >.99 6 (60) 0 .04 4 (40) 3 (60) .61 5 (50) 1 (20) .58

Time to next available
refraction appointment,
mean (SD), d

23 (21.6) 62.3
(43.4)

.21 20.2
(11.0)

NA NA 18.3
(8.1)

21.7
(15.3)

.48 32.2
(20.8)

18.0 (0) .38

Office able to see patients for
cataract consultation visit

9 (90) 3 (60) .24 9 (90) 2 (40) .08 9 (90) 5 (100) >.99 6 (60) 2 (40) .61

Time to next available cataract
consultation, mean (SD), d

31.7
(38.8)

114.0
(10.1)

.03 26.7
(20.7)

121.5
(6.4)

.03 9.6
(10.0)

49.2
(41.1)

.02 19.7
(30.6)

37.5
(36.0)

.39

Office able to see patients for
PVD visit

7 (70) 1 (20) .12 7 (70) 3 (60) >.99 8 (80) 2 (40) .25 8 (80) 2 (40) .25

Time to next available PVD
appointment, mean (SD), d

1.0 (0) 2.0 (0) .008 0.7 (0.5) 1.0 (0) .33 1.5 (1.3) 1.0 (0) .75 0.8 (0.5) 1.0 (0) .45

Abbreviations: NA, not applicable; PVD, posterior vitreous detachment.
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emergency department, 3 (14%) did not accept money in-
stead of insurance, and 3 (14%) simply stated they do not deal
with this type of problem.

Use of Screening Methods
When evaluating callers for symptoms consistent with
COVID-19 infection, there were no significant differences
between private or university centers for any scenario. Only
3 of 56 practices (5%) asked about symptoms in the refrac-
tion clinical scenario and 2 of 49 (4%) for cataract surgery
scenario. However, 30 of 51 practices (59%) asked COVID-19
screening questions when scheduling PVD visits, including
20 of 35 private practices (57%) and 10 of 16 university cen-
ters (63%). University centers were also more likely than pri-
vate practices to display or announce preparations in place
to combat the spread of COVID-19 (17 of 20 [85%] vs 14 of 40
[35%]; mean difference, 0.41; 95% CI, 0.26-0.65; P < .001),
with increased hand hygiene, use of masks, limited visitors,
or increased personal protective equipment use for clini-
cians (Table 1).

Regional Comparisons
The responses between the 4 different geographic regions
(Northeast, South, Midwest, and West) are detailed in Table 2.
Briefly, ophthalmology practices in the South were more likely
than other regions to be open to all patients (South, 7 of 15
[47%]; Northeast, 3 of 15 [20%]; Midwest, 1 of 15 [7%]; West, 4
of 15 [27%]; P = .04), and practices in the West were more likely
than other regions to announce preparedness for decreasing
the spread of COVID-19 (West, 12 of 15 [80%]; Northeast, 5 of
15 [33%]; South, 5 of 15 [33%]; Midwest, 9 of 15 [60%]; P = .03).
There were no other statistical differences identified be-
tween the regions. The geographic regions were further sub-
divided based on private or university practice, and the re-
sults are presented in Table 3.

Practice Patterns and COVID-19 Disease Prevalence
When comparing US practices located in the areas with the
highest prevalence of COVID-19 as of April 30, 2020, there were
no significant differences in response to any of the patient
scripts (Table 4). The Figure maps the prevalence of COVID-19
as of April 30, 2020, and overlays the results of time to sched-
uling refraction, cataract, and PVD appointments.

Discussion
In this study, we report practice patterns of comprehensive
ophthalmology practices during the COVID-19 pandemic in re-
gards to 3 common clinical scenarios of differing clinical ur-
gency. This study identifies that comprehensive ophthalmolo-
gists appear to be abiding by guidelines suggesting evaluation
for only urgent patients. Our findings mirror a recent report
looking at dermatology practices,22 another outpatient-
based subspecialty. In summary, more private practices were
open to all patients during the COVID-19 pandemic while uni-
versity centers were more likely to only see urgent patients,
and private practice centers were seeing patients sooner for
both nonurgent and semiurgent ophthalmologic complaints.

When broken down by region, there were essentially no
differences in practice patterns, other than practices in the
South were seeing patients for cataract consultations sooner
than the rest of the country. Additionally, there did not ap-
pear to be any difference in responses among centers located
in regions with higher COVID-19 prevalence compared with re-
gions with a lower prevalence. Private practices were more
likely to see patients for cataract consultations sooner than uni-
versity centers and were more likely to see patients with PVD
symptoms, but there was no difference in the time to new re-
fraction visits between the cohorts. Despite scheduling these
patients sooner than their regionally matched university coun-

Table 4. Responses for All 3 Clinical Scenarios Among the 30 Practices Within Areas of Higher Coronavirus
Disease 2019 (COVID-19) Prevalence and 30 Practices in Areas of Lower COVID-19 Prevalence

Characteristic

COVID-19 prevalence, No. (%)

P valueHigher (n = 30) Lower (n = 30)
Offices

Open for telemedicine visits 5 (17) 5 (17) >.99

Open for all patient encounters 7 (23) 8 (27) .53

Normal office hours 9 (30) 12 (40) .59

Office able to see patients for refraction visit 16 (53) 14 (47) .80

Time to next available refraction appointment, mean (SD), d 29.7 (29.6) 26.4 (17.5) .86

Office able to see patients for cataract consultation visit 25 (83) 20 (67) .23

Time to next available cataract consultation, mean (SD), d 40.0 (43.9) 31.6 (36.6) .68

Office able to see patients for PVD visit 18 (60) 20 (67) .79

Time to next available PVD appointment, mean (SD), d 1.1 (0.2) 0.9 (0.7) .25

Receptionist/website mention preparedness for COVID-19 14 (47) 17 (57) .61

Receptionist asked about COVID-19 symptoms, No./total No. (%)

For refraction 2/30 (7) 1/30 (3) >.99

For cataract 1/26 (4) 1/29 (4) >.99

For PVD 15/26 (58) 15/25 (60) >.99 Abbreviation: PVD, posterior vitreous
detachment.
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terparts, the ophthalmology private practices were, on aver-
age, scheduling patients with nonurgent and emergent con-
ditions beyond the period of time set in place for most states
to begin resuming elective surgeries. Thus, while appoint-
ment times may have been shorter, they appear to remain in
line with the AAO’s and public health officials’ risk mitiga-
tion strategies.

Telemedicine has emerged as an important resource for pa-
tient care during the COVID-19 pandemic. Although this study
took place nearly 1 month following the AAO’s call for re-
duced office visits and a recommendation to limit our care to
urgent patients only, there were relatively few practices per-
forming telemedicine visits, with 7 of 40 private practice cen-
ters (18%) and 3 of 15 university centers (15%) doing so. Tele-
medicine is a validated practice for specific ophthalmic
complaints, especially if implemented in the appropriate
settings.23,24 Interestingly, in a previous survey study regard-
ing comfortability with telemedicine use and interpreting pa-
tient photographs online, 59% of respondents had low confi-
dence in providing patient care via telemedicine.25 The current
infrastructure of the health care system, along with the po-
tential logistical restrictions (establishing a secure system to
communicate with patients in such a short timeframe), wor-
ries about potential reimbursement, and concern for medico-
legal liabilities, may help to explain the hesitancy of physi-
cians to adopt a telemedicine system for their patients.
Additionally, the scripted complaints in this study are not ame-
nable to telehealth visits and certainly may have influenced
the responses of the receptionists and physicians responding
to the scripts.

Use of COVID-19 screening methods has also emerged as
an important practice pattern during the pandemic. This study
was conducted near the peak of the initial stage of the COVID-19
pandemic in the US. When scheduling patients with nonur-
gent complaints (ie, refraction and cataract evaluation), most

appointments were made several weeks from the time the call
was conducted. In these scenarios, the authors were rarely
asked for symptoms consistent with active infection with
COVID-19. However, when calls were placed to the same cen-
ters in the urgent PVD scenario, there was a large increase in
the number of offices asking about COVID-19 symptoms (20
of 35 private practices [57%] and 10 of 16 university centers
[63%]). These visits were routinely scheduled within 0 to 2
days, and the office staff was likely instructed to identify all
potentially sick patients during the scheduling call as op-
posed to using these screening questions for appointments
made several weeks in advance. In the nonurgent case sce-
narios, we are unable to answer if the practices would subse-
quently query patients about symptoms closer to their ap-
pointments. Interestingly, university centers more frequently
outlined on their website and/or during the telephone con-
versation specific safety measures they were using compared
with private practices.

Limitations
There are several limitations in our study. Scripted callers were
used rather than real patients with real complaints. However,
these methods have been validated in the past.17,19 This study
also took place 1 month after the AAO issued a mandate urg-
ing only emergent care from all health care professionals. At
the time the telephone calls were conducted, there were vastly
different approaches to public health safety as well as health
care practices among the states in the different regions of our
trial. Although these differing approaches to health care may
have influenced potential responses, at the time of calling, all
states involved in the study had stay-at-home guidelines in
place.26 Another limitation is that some university centers may
have diverted resources to more urgent specialties in their
respective institutions (eg, intensive care units, emergency
departments), which could have ultimately affected their

Figure. Heat Map of the US With Prevalence of Coronavirus Disease 2019 (COVID-19) Infections as of April 30, 2020
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outpatient clinic management and their responses. However,
dynamic systems changes during the COVID-19 pandemic may
influence practice management variables, and examining these
effects was one of the goals of the study. While there were more
university general ophthalmology practices that were closed
or unable to schedule a patient with symptoms concerning for
a PVD compared with private practices, the university prac-
tices may have had an alternative phone number for the uni-
versity subspecialty departments. Furthermore, although we
conducted 180 unique telephone conversations spread through
4 regions of the country, it is possible that a different popula-
tion of practices may have resulted in different responses. Ad-
ditionally, to our knowledge, a study comparing wait times be-
tween university and private practices for the scenarios
presented in the absence of a pandemic has not been per-
formed. However, it has been previously reported that pri-
vate practices have faster times to next available appoint-
ments for blepharoplasty consultations compared with
university centers.27 Since the differences in responses prior
to COVID-19 to these clinical scenarios described have not been
studied, to our knowledge, we cannot be certain that differ-
ences noted between practice centers and regions reflect the

effect of COVID-19 or are inherent differences in scheduling
patterns between private practices and university centers.
Moreover, while appointment times may have been shorter for
private practices, it is possible that practices may reschedule
patients if, when appointment times approach, risk mitiga-
tion strategies may favor appointment deferment.

Conclusions
These findings suggest private practices had faster times to
schedule cataract consultations during the COVID-19 pan-
demic and were more likely to see patients with symptoms
of a possible PVD than university centers. Interestingly,
areas with higher prevalence of COVID-19 had no difference
for any metric for any of the scenarios presented, but prac-
tices were more likely to ask about COVID-19 symptoms
when scheduling more urgent appointments. This study
identifies that most comprehensive ophthalmologists were
abiding by guidelines suggesting evaluation for only urgent
patients, with minimal differences between private prac-
tices and university centers.
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