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Retinal Disease in
Ophthalmology: Why Is
Early Intervention Still
Delayed?

Ophthalmologist perspectives on late retinal presentation, risk-based intervention,
treatment burden, patient and system barriers, and the consequences of delay. The
report examines where time is lost, how urgency is balanced with feasibility, and what
must move earlier in the pathway.
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THE CLINICAL QUESTION

Why is early retinal intervention still delayed
when the clinical need is clear?

Because the treatment decision is only one part of the pathway. Patient understanding, fear,
affordability, authorization, transport, referral speed, and follow-up reliability can all delay
action even when the ophthalmologist sees clear clinical urgency.

This report asks where delay begins, how ophthalmologists decide when early intervention is
justified, and why patient readiness, access, treatment burden, and follow-up can override
the ideal clinical timeline.

American Academy of Ophthalmology guidance is disease-specific, yet timely detection,
referral, monitoring, and treatment remain central across many progressive retinal conditions.
Preserving vision requires the pathway to move before loss becomes irreversible.

Countries covered: United States, United Kingdom, France, Italy, Germany. The survey included ophthalmologists and retina
specialists from the United States, United Kingdom, France, Italy, and Germany.

EXECUTIVE SUMMARY

What the data is showing

FINDING O1 FINDING 02
84.2% believe earlier intervention 52.6% support early intervention mainly
improves outcomes in most or selected for clearly high-risk cases

hlgh—I‘lSk cases The dominant mindset is proactive but risk-stratified, not

The clinical value of timing is widely accepted, but it is not universally aggressive.
applied uniformly.

FINDING 03 FINDING 04

67.6% individualize timing around the 57.9% say patients have the greatest
burden a patient can manage influence on delayed intervention
Treatment intensity is filtered through real-life feasibility. Awareness, fear, adherence, and follow-up shape the

clinical timeline.

SECTION O1

The cohort reflects both specialist
and general ophthalmology practice
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CONTEXT . .
Primary ophthalmology practice

Timing is influenced by both retina specialists and front-line . o
Percent of responding participants

ophthalmology. Detection and referral may begin before the

patient reaches a retinal service, so the pathway needs

clarity at every point of contact.

THE INSIGHT

Half of respondents identify as retina specialists, with
substantial representation from general and mixed practice.

This broadens the lens from treatment delivery to detection
and referral. @ Retina specialist 50.0% @ General ophthalmologist
N 34.2%

@ Mixed practice 13.2% @ Other 2.6%
WHY IT MATTERS

Timing can fail at multiple points before the patient reaches
the retina service.

SECTION 02

Late presentation is a routine
clinical risk
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p
CONTEXT . .
How often retinal disease presents later than preferred
Retinal disease can worsen during the interval between . -
Percent of responding participants
symptom recognition, referral, attendance, authorization,
and treatment. The findings suggest that this interval is often
long enough to affect outcomes. 28.9% 68.4% y 65
THE INSIGHT
Late presentation frequently affects outcomes, and patient-
related factors are the dominant reason for delay. The
finding shifts the problem from purely clinical decision-
making to awareness, trust, logistics, and continuity.
Occasionally but Frequently and affects A—
L manageable outcomes Almost always
(
WHY IT MATTERS
Retinal services need patient communication and navigation
. . . . . Primary reason intervention is delayed
strategies proportionate to the risk of irreversible loss. Y Y
L Percent of responding participants
@ Clinical uncertainty 10.5% @ Intentional watchful waiting 2.6%
@ Patient-related factors 73.7% @ Financial or access barriers 7.9%

@ System constraints 5.3%
y

SECTION 03

Ophthalmologists favour early care
through risk stratification
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CONTEXT . .
Default timing in borderline or early-stage cases

Ophthalmologists are not treating early care and caution as . .
Percent of responding participants

opposites. Most use disease risk to decide when the
likelihood of progression outweighs uncertainty,

37.8% 40.5% PARYA
overtreatment, or treatment burden.
\ @ Intervene early 37.8% @ Individualize by risk factors
( 40.5%
THE INSIGHT @ Close monitoring first 21.6%

Most respondents support early intervention, particularly
when risk is clear. They still individualize timing rather than

treating every early flndlng as an automatic indication. Real-world mindset

\
Percent of responding participants
(
WHY IT MATTERS Earlier is almost always
o 4.2%
i i better 34.2%
Imaging and risk markers are most useful when they lead to
. . Early intervention for o
an understandable and feasible action plan. clearly high-risk cases D 52.6%
\
Qvertreatment is the bigger ¢ 5.3%
risk
Tlmlng dictated by . 7.9%

constraints

Difference earlier intervention makes

Percent of responding participants

@ Significantly improves most @ Improves selected or higher-
cases 26.3% risk cases 57.9%

@ Meaningful but not always @ Benefit sometimes less than
decisive 10.5% guidelines imply 5.3%

SECTION 04

% The patient and the system shape

(
CONTEXT . . .
Greatest influence on delayed intervention
The ideal treatment schedule is not always the schedule a . -
Percent of responding participants
patient can follow. Travel, caregiver support, fear, cost,
repeated visits, and authorization can all reshape timing after Patients 57.9%
the clinical decision is made. Clinicians o 7.9%
: Healthcare system o 26.3%
(
THE INSIGHT Financial environment q 5.3%
Patients are seen as the strongest influence on delay, while Referral pathways ( 2.6%
system factors remain substantial. Treatment burden is
often negotiated around what can realistically be sustained.
\
( Balancing treatment burden and early benefit
WHY IT MATTERS Percent of responding participants
The timing decision should include access, transport,
caregiver support, and follow-up reliability.
\
@ Prioritize early treatment @ Individualize to manageable
despite burden 13.5% burden 67.6%
@ Delay unless early benefitis @ Patient follow-through
clear 16.2% determines timing 2.7%
How often non-clinical factors override judgement
Percent of responding participants
51.4% 10.8% 35.1% 2.7%

Occasionally About half the time Frequently Almost always

SECTION 05

Retrospective regret is common
enough to demand redesign
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CONTEXT . . .
How often intervention should have happened earlier

Looking back, many clinicians can identify cases where : -
Percent of responding participants

earlier action may have changed the course. That signal

points toward pathway redesign rather than individual blame,

because delay is usually produced by several linked barriers.

THE INSIGHT

More than half feel intervention should have happened
earlier in a meaningful number or many cases. Affordability,

patient understanding, and earlier referral are the leading

opportunities. @ Almost never 2.7% @ Minority of cases 45.9%

@ Meaningful number of cases @ Many cases 16.2%

351%
WHY IT MATTERS

Quality improvement should track where time is lost, not only

whether the final treatment was technically appropriate.
L Constraint whose removal would improve timing

Percent of responding participants

29.7% 37.8% 2.7%
18.9% 10.8%

Better patient Affordability Practical
Earlier understanding and More clinic guidance for
detection and and follow- reimbursemen capacity or borderline
referral through t resources cases

PRACTICE LENS

What this pattern means for care

The implications are framed for real-world use rather than ideal conditions.

Make urgency understandable Design for follow-up reliability

Practice implication Practice implication

Patients need a clear explanation of what may be lost Treatment and monitoring plans should consider transport,
through delay, even when symptoms feel manageable. caregivers, cost, appointment access, and the likelihood of
being lost to follow-up.

Separate safe observation from accidental delay

Practice implication

Watchful waiting should have explicit triggers and dates, so
monitoring does not become passive postponement.

OPEN-TEXT THEMES

What respondents added beyond the fixed choices

The survey asked: “Can you describe a recent situation where intervention was delayed? What specifically influenced
that decision, and what was the outcome?” The themes below group recurring circumstances from those case
descriptions.

1 Loss to follow-up and missed injection schedules 9  Insurance authorization and treatment cost
Respondents described patients missing intravitreal Prior authorization, network restrictions, lack of insurance,
treatment or disappearing from follow-up, followed by fluid and inability to pay delayed injections, surgery, or specialist
fluctuation, worsening disease, or reduced visual acuity. treatment in several cases.

3  Fear, limited awareness, and delayed symptom 4, Transport and caregiver logistics
response Caregiver availability, transport, and the practical
Some patients did not recognise the urgency, were organisation of repeated visits delayed initiation or
frightened of treatment, or waited until vision had continuation even when treatment was recommended.

deteriorated before returning for care.

5 Late referral after irreversible visual decline

Comments included delayed routine eye examinations,
severe diabetic retinopathy, and referral only after
substantial vision loss, limiting the chance of recovery.

CLOSING PERSPECTIVE

Earlier retinal intervention only works when the pathway moves before
vision is lost.

The findings show strong clinical belief in the value of earlier intervention, especially when progression risk is clear. They
also show that the treatment clock is controlled by more than the ophthalmologist’'s decision.

Patient understanding, fear, affordability, authorization, transport, caregiver support, and follow-up reliability can each
consume time. When several barriers occur together, the pathway can move slowly even when the clinical
recommendation is urgent.

The next measure of timely retinal care should therefore extend beyond the date of diagnosis or referral. It should
include the time to completed treatment and the reliability of continued follow-up. Vision is protected when urgency is
translated into action across the whole pathway.

Share your perspective with MDForLives

Join a global healthcare community contributing to future peer insight reports.

Join the MDForLives Panel -

SELECTED EXTERNAL CONTEXT

1. AAO practice guidelines

2. AAO retinal detachment timing_evidence

%MDForLives
MDForLives

Real Opinions to Insights. Validated by Data.

This report combines MDForLives survey findings with carefully selected external clinical context. Survey

values are presented exactly as reported.



https://www.aao.org/education/guidelines-browse
https://www.aao.org/education/editors-choice/time-before-repair-of-rhegmatogenous-retinal-detac
https://www.mdforlives.com/

