
The Telemedicine Support Unit - A Single Point of Access to Hospital Eye Services

EYE CARE:

Community optometrists are considered the gate-keepers to eye
care but are not NHS providers

Care and communication between optometrists and Hospital Eye
Services (HES) are not joined up

Patients referred from optometrists for potentially sight or life
threatening conditions often have to attend the emergency
department (A&E) or go via their general practitioner (GP)

WET AMD:

Wet Age-related macular degeneration (wet-AMD) is a time-
sensitive sight-threatening condition.

Patients normally experience distortion and often attend their
optician in the first instance.

NICE guidance stipulates that these patients need to be seen
within 2 weeks in a specialist macular clinic to determine
treatment

If patients are not seen within a timely manner, irreversible
damage to the macular can cause blindness

BACKGROUND AIM

To explore the impact of a Telemedicine Support Unit on the referral process from community optometry to HES 

To extrapolate the carbon emission savings from this model of care

METHOD

RESULTS INFOGRAPHIC
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The Telemedicine Support Unit (TSU) was a Single Point of Access (SPOA) collaboration between NHS Digital,
the NHSE National Eyecare Programme, North Central London ICS, NCL providers Royal Free (RFH) and
Moorfields Eye Hospital (MEH)

A new clinical service was created to target 100 referrals on the wet AMD pathway. Optometrists could refer
directly to the service

Clinical triage was performed centrally at the Moorfields. Where indicated, patients were booked into the
appropriate service at MEH or RFH

We ran a retrospective audit of 100 patients who attend the Rapid Access Clinic at MEH between August and
October 2022 and compared a number of parameters against those who were referred via the TSU between
December 2022 and March 2023.

100 patients 
attend MEH 

RAC

58         
attend 

optometrist

19       
Patient sent 
to MEH A&E

27       
Referral sent 

via GP

10           
Referral sent 
via Evolutio

25    
Self-refer via 

MEH A&E

3             
attend DESP 

appt

2                
Private clinic 

referral

12           
attend other 
MEH service

2          
MECS direct 

referral

3        
brought back 
to MEH UCC

22        
Internal 
referral

12        
Internal 
referral

3           
DESP email 

referral

19       
Internal 
referral

3         
Internal 
referral

Referral 
received by 

MEH

optometrist 
via GP

3.7 km 6.1 km 4.7 km 2.1 km

20.1 km

9.0 km18.5 km14.3 km20.1km

optometrist 
via A&E

optometrist 
via evolutio

MECS direct 
referral

Distance from patient 
home to optometrist 

(one way)

Distance from patient 
home to MEH A&E 

(one way)

Distance from patient 
home to MEH RAC 

(one way)

Patient physical touch points

40.8 km87.8 km 46.4 km 22.2 kmTotal mean distance 
travelled (2-way)

2          
Referral sent 

via email

At RAC appointment / triage, was the condition considered wet AMD or to need urgent treatment within 2 weeks?

Pre-SPOA 
cohort SPOA cohort

38%          
22/58

71%            
48/68

Median time from original optometrist referral to MEH /SPOA receiving referral

Pre-SPOA 
cohort SPOA cohort

11 days 1 day

68         
attend 

optometrist 

29       
referral sent 
via eRS to 

SPOA

33            
referral sent 
via email to 

SPOA

4               
referral sent  

via GP to 
SPOA

Physical 
patient 

attendance

Referral 
process

KEY:

Community 
Optometry 
Pathway

No. days:
between optometrist 

referral to SPOA 
receiving referral

Referral 
received by 

SPOA

4 referrals 
redirected

30 patients   
accepted  for 
F2F at MEH

32 patients   
accepted  for 
F2F at RFH

No. days:

optometrist 
via GP

3.3 km 3.2 km 5.3 km

8.9 km11.1 km8.9 km

optometrist 
via ERS

optometrist 
viaemail

Distance from patient 
home to optometrist 

(one way)

Distance from patient 
home to MEH / RFH 

(one way)

Patient physical touch points

28.6 km24.4 km 28.4 kmTotal mean distance 
travelled (2-way)

Mean  distance travelled to appointments (optometrist + hospital)

Pre-SPOA 
cohort SPOA cohort

49.3 km 27.1 km

Number of patient touch points

Pre-SPOA 
cohort SPOA cohort

2.3 2

Pre-SPOA cohort SPOA cohort

2                 
test patient

Pre-SPOA cohort SPOA cohort

2          
advice and 
guaidance 

1          
patient 

diverted to 
A&E

1        
diverted to 

cataract 
service

Median time from original optometrist referral to MEH /SPOA receiving referral

Referral pathway
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Comparisons between the pre-SPOA cohort and SPOA cohort - including traige agreement, referral timings, distance travelled, patient touchpoints and estimated carbon savings

Pre-SPOA 
cohort SPOA cohortestimated carbon savings = 1.9kgCO2 per patient *

*Estimation based on previous work for patients attending Moorfields Eye Hospital, demonstrating a mix of transport. 
Estimated carbon emissions of 0.086kgCO2/km, assuming same travel mix which means that at a distance saving of 

22.2km per patient, we save 1.9kgCO2 per patient.

CARBON SAVINGS

TOUCHPOINTS:

Pre-SPOA cohort =  31% patients had 3 physical touchpoints instead of 
2 (optometrist à casualty à RAC). More touchpoints mean more travel.

DISTANCE:

Pre-SPOA cohort, patients travelled an average of 49.3km to 
appointments. This reduced to 27.1km in the SPOA cohort. Saving 

22.2km per patient.

ESTIMATED CARBON SAVINGS:

We estimated carbon emission savings of 0.086kgCO2/km in previous 
work. At a distance travelled saving of 22.2km à 1.9kgCO2 per patient is 
saved. Replicating for 18,000 patients referred in NCL, 34,265kgCO2 per 
annum is saved

Equivalent to driving 34 times around the world

CONCLUSION

This is the first Telemedicine Support Unit in ophthalmology. It has
overcome commissioning, information governance and engagement
hurdles to create a new pathway for patients with suspected wet-AMD.

It provides the infrastructure for data-sharing, improving the quality of
information for triage, and allows for bidirectional communication, and
informal learning opportunities. The blueprint is adaptable and
scalable.

This move to remote centralised triage could reduce carbon emissions
through fewer patient and clinician journeys, patients attending local
eye-units and image-sharing reducing replication of clinical
investigations.

The patient notices a problem with his vision He visits the optician who performs tests 
and sends referral to the TSU

Ophthalmologist at TSU reviews optician’s 
tests remotely and asynchronously

Patient is informed of triage decision 
by the TSU

If treatment is needed, patient is booked in 
at their local eye unit
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in my turn-of-the-century 

romance novel

I don’t want to lose 
my sight

This patient has Wet-AMD 
and will need treatment

Dear Patient


