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Executive Summary 

The Erie St. Clair Local Health Integration Network (ESC LHIN) Regional Vision Care Strategy 

is the LHIN’s plan for vision care from 2018–2023. In 2011, the National Coalition for Vision 

Care predicted that an impending crisis in vision health care was on the horizon if appropriate 

measures were not taken to ameliorate it. This crisis is due to an increase in the number of 

seniors, a shortage of eye care specialists, and a lack of program coordination and 

preventative programming, as well as health service providers’ inability to provide the services 

needed to adequately serve Indigenous populations. 

In this region, reducing vision loss calls for prevention activities and a reduction in risk factors, 

as well as timely and appropriate diagnosis and culturally appropriate treatment for the ESC 

LHIN’s special populations, including seniors, people with diabetes, Indigenous residents, and 

Francophone populations. 

Recognizing the anticipated need for greater comprehensive eye care, the Ministry of Health 

and Long-Term Care (MOHLTC) released A Vision for Ontario: Strategic Recommendations for 

Ophthalmology in Ontario in 2013. The report recommended that all LHINs develop vision care 

plans to outline how each region will meet the vision care needs of their communities. The 

MOHLTC asked the LHINs to provide strategies that would:  

¶ Improve access to vision care 

¶ Improve the quality of care 

¶ Standardize care with evidence-informed best practices  

¶ Increase effectiveness and appropriateness  

¶ Implement performance accountability structures 

¶ Create value for patients 

In response to the MOHLTC’s request, in September 2016 the ESC LHIN embarked on a 

review of the current state of vision care across the region and developed strategic priorities 

and recommendations to provide for the current and future eye care needs of the people within 

its communities. In order to ensure that regional services are aligned with the MOHLTC and 

ESC LHIN strategic priorities, a Regional Vision Care Strategy Steering Committee was 

created. The Committee comprises vision care experts, hospital administrators, and patient 

advisors.  

As it focuses on improving the future state for ophthalmology services over the next five years, 

the Steering Committee launched a three-phase process engaging ophthalmologists, 

optometrists, and patient advisors from throughout the Erie St. Clair region:  

¶ Phase I yielded a comprehensive understanding of the needs of patients, and current 

gaps in services  

¶ Phase II’s work solidified a regional commitment to enhancing the quality of care for 

each community member within the system through the creation of a future-state 

strategy, as well as providing the greatest value to patients through improved 

efficiencies and appropriateness of care  
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¶ Phase III’s work is ongoing between May and September 2018. The Steering 

Committee will launch working groups focused on implementing the strategies 

developed to address gaps in services, improve access to and the quality of care, and 

standardize best practices, thus creating value for patients. Phase III also will focus on 

performance monitoring and improvements 
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1. Identifying the Need for Change 

Unless immediate action is taken, “Canada will face a crisis in eye health care, due to: an 

aging population, special needs of Indigenous populations, a shortage of specialists, mounting 

costs of care, a lack of preventive programs, underfunded research in vision care and 

prevention of eye disease, and a lack of planning and coordination.”1 As stated in Aging With 

Confidence: Ontarioôs Action Plan for Seniors,2 by 2017, for the first time, Ontario will be home 

to more people who are over 65 years of age than children under the age of 15. Indeed, 

communities around the world are coming to terms with the challenges, and opportunities, 

posed by an aging population.  

In 2009, the Canadian National Institute for the Blind (CNIB) reported that “someone develops 

vision loss in Canada every 12 minutes.”3 In addition, while more than 817,000 Canadians are 

living with vision loss, more than 3.4 million other Canadians live with some form of age-related 

macular degeneration, diabetic retinopathy, glaucoma, or cataracts. If these Canadians’ 

conditions are left untreated, most will be at high risk of vision loss. Vision loss affects women 

slightly more than men, with the number of cases of vision loss doubling approximately every 

decade after the age of 40, and tripling after age 75 (see Figure 1).  

Figure 1. Prevalence of Vision Loss by Age and Gender 

 

Source: Access Economic Pty Ltd. The Cost of Vision Loss in Canada: Summary Report. Toronto, ON: Canadian 

National Institute for the Blind and the Canadian Ophthalmological Society, 2009.  

http://www.cnib.ca/eng/cnib%20document%20library/research/summaryreport_covl.pdf. 

                                                

1Ministry of Seniors Affairs. Aging with Confidence: Ontarioôs Action Plan for Seniors. Toronto, ON: 

Queen’s Printer for Ontario, 2017.  https://files.ontario.ca/ontarios_seniors_strategy_2017.pdf. 

2 Ibid.  

3 Ministry of Seniors Affairs. Aging with Confidence: Ontarioôs Action Plan for Seniors. Toronto, ON: 

Queen’s Printer for Ontario, 2017.  

http://www.cnib.ca/eng/cnib%20document%20library/research/summaryreport_covl.pdf
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The Cost of Vision Loss 

As noted in the The Cost of Vision Loss in Canada, a summary report from the CNIB and the 

Canadian Opthalmological Society,4 the financial burden of vision loss is carried by individuals, 

their family and friends, the federal government, provincial and territorial governments, 

employers, and society in general (see Figure 2). The largest financial burden is carried by 

taxpayers, with government bearing 55.3% and taxpayers bearing 18.7% of the costs. 

Individuals with vision loss not only suffer from quality-of-life issues, they also experience lost 

productivity, increased health care expenses (visual aid devices and specialized equipment), 

and potential lost earnings.  

Figure 2. Total Financial Costs of Vision Loss by Bearer, 2007 

  

Source: Access Economic Pty Ltd. The Cost of Vision Loss in Canada: Summary Report. Toronto, ON: Canadian 

National Institute for the Blind and the Canadian Ophthalmological Society, 2009.  

http://www.cnib.ca/eng/cnib%20document%20library/research/summaryreport_covl.pdf. 

People with vision loss experience double the incidence of falls, difficulties in daily living and 

social dependence, and mortality as those without vision loss; triple the incidence of 

depression; and quadruple the incidence of hip fractures.5 To minimize the risk of vision loss, 

eye assessments should be regularly conducted. Populations at the most significant risk, 

including people with diabetes and seniors, must be frequently monitored for vision changes. 

Reducing vision loss in the ESC LHIN also requires prevention activities, a reduction in risk 

factors, timely and appropriate diagnosis, and culturally appropriate treatment for the regions’ 

special populations, including seniors, diabetics, Indigenous residents, and Francophone 

populations. 

                                                

4 Access Economic Pty Ltd. The Cost of Vision Loss in Canada: Summary Report. Toronto, ON: 

Canadian National Institute for the Blind and Canadian Ophthalmological Society, 2009. 

http://www.cnib.ca/eng/cnib%20document%20library/research/summaryreport_covl.pdf. 

5 The National Coalition for Vision Health. Vision Loss in Canada 2011. Toronto, ON: The National 

Coalition for Vision Health, 2010. http://www.cos-sco.ca/wp-

content/uploads/2012/09/VisionLossinCanada_e.pdf. 

http://www.cnib.ca/eng/cnib%20document%20library/research/summaryreport_covl.pdf
http://www.cnib.ca/eng/cnib%20document%20library/research/summaryreport_covl.pdf
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The MOHLTC’s 2013 report, A Vision for Ontario: Strategic Recommendations for 

Ophthalmology in Ontario,6 recommended that all LHINs develop vision plans to outline how 

each region will meet the vision care needs of their communities. Guided by this report, as well 

as by Patients First: Action Plan for Health Care,7 the ESC LHIN focused on creating a strategy 

to provide timely and appropriate clinical treatment for residents who have eye diseases and 

vision loss. The ESC LHIN also supported focusing the strategy on the integration and 

innovation of clinical services, and streamlining ophthalmologic services to increase the early 

detection and prevention of ophthalmologic conditions.  

                                                

6 The Provincial Vision Strategy Task Force, 2013.  

7 Ministry of Health and Long-Term Care. Patients First: Action Plan for Health Care. Catalogue No. 

019729. Toronto, ON: Queen’s Printer for Ontario, 2015. 

http://www.health.gov.on.ca/en/ms/ecfa/healthy_change/docs/rep_patientsfirst.pdf. 
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2. Overview of the ESC LHIN Vision Strategy: 

Goals 

In September 2016, the ESC LHIN created a Steering Committee, comprising vision care 

experts, hospital administrators, and patient advisors, to develop a comprehensive strategic 

plan for vision care. The Steering Committee embarked on a review of the current state of 

vision care across the region and an analysis of quantitative service data, and developed 

strategic priorities and recommendations to provide for the current and future eye care needs 

of its residents. In order to ensure the strategic plan was comprehensive and included the 

voices of ESC communities, the Steering Committee and the ESC LHIN Communications 

Department engaged ophthamologists, optometrists, hospital administrators, patient advisors, 

community members, Indigenous communities, and Francophone residents. (Appendix A 

includes further information on the Steering Committee’s membership and activities; Appendix 

E outlines the Committee’s community engagement activities.) 

The goals of the ESC LHIN Regional Vision Care Strategy as developed by the Steering 

Committee are to: 

1. Improve access to vision care 

2. Improve the quality of care and standardize care with evidence-informed best practices  

3. Increase effectiveness 

4. Increase appropriateness 

5. Implement performance accountability structures  

6. Create value for patients 

Appendix B outlines the input that was received to help the Committee identify opportunities for 

improvement in the ESC LHIN’s three regions, which resulted in the recommendations for 

improvement under the six goals noted above.  

The Steering Committee initiated a three-phase process for the Regional Vision Care Strategy:  

¶ Phase I comprised the creation of a current-state analysis of vision care for the ESC 

LHIN 

¶ Phase II comprised the creation of recommendations to address the gaps in services 

revealed between the current-state and future-state analyses. Detailed discussions 

about access, quality of care, effectiveness and appropriateness, efficiencies, 

performance accountability, and value were conducted and opportunities for 

improvement became the plan for small tests of change. 

¶ In Phase III, which will commence in May 2018, the Steering Committee developed an 

implementation plan for improvement, utilizing the Plan–Do–Study–Act (PDSA) quality 

improvement implementation cycle of small tests of change. These improvements are 

aligned with the quality indicators discussed in Phase II. In the final steps of Phase III, 

scorecard development and quarterly meetings of the Steering Committee to monitor 

the ongoing progress will occur. 
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3. Current State of Regional Vision Care Services 

in the ESC LHIN 

Diabetic Populations  

The ESC LHIN has the province’s fourth-highest rate of diabetes prevalence (per 100,000 

population, age 18+) and the seventh-highest rate of diabetes incidence, and these numbers 

are projected to increase. Endocrinologists and eye care specialists (ophthalmologists and 

optometrists) are generally clustered near the region’s major urban centres (i.e., Sarnia, 

Chatham, and Windsor). There are no endocrinology practices in the Sarnia/Lambton (S/L) 

sub-region. Optometrists were the largest group of eye care providers in the ESC LHIN and are 

distributed more widely across the LHIN than are endocrinologists and ophthalmologists. (For 

further information on diabetes prevalence in the ESC LHIN, see Appendix B.) 

Distance from ESC LHIN Eye Care Providers 

Most patients (60%) In the ESC LHIN seeking cataract surgery travel fewer than 15 kilometres 

from their home to receive the surgery; of those, 70% travel between 20 and 25 kilometres and 

75% travel less than 30 kilometres (see Table 1). Because cataract surgery is offered by the 

Chatham-Kent Health Alliance (CKHA), Bluewater Health (BWH), and Windsor Regional 

Hospital (WRH), and patients can therefore access care close to home, the Steering 

Committee did not recommend that the ESC LHIN centralize cataract surgeries. (See Appendix 

C for hospital and clinic locations throughout the ESC LHIN.) 

Table 1. Distance Travelled by Patients to Receive Care in Erie St. Clair 

Fiscal Year 2015ï2016 

Total Volume 7,811 

0–5 km 22% 

>5–10 km 28% 

>10–15 km 10% 

>15–20 km 5% 

>20–25 km 5% 

>25–30 km 5% 

>30–35 km 4% 

>35–40 km 4% 

>40–45 km 3% 

>45–50 km 2% 

>50–75 km 5% 

>75–100 km 2% 

>100–200 km 2% 

>200 km 3% 

Source: Cancer Care Ontario Access to Care. Vision Care Report – Wait time for Cataract Surgery and Other 

Ophthalmic Procedures (Q2 ed.), 2016. 



ESC LHIN Regional Vision Care Strategy 

9 

 

Paediatric Vision Care (Including Paediatric Strabismus) 

The treatment of paediatric strabismus is a priority set by the provincial Ophthalmic Community 

of Practice. Windsor Regional Hospital provides laser surgery to treat retinopathy of 

prematurity as well as laser surgery for infants in neonatal intensive care units to correct their 

emergent conditions. Paediatric patients are assessed, stabilized, and given supportive care 

and ongoing monitoring by a WRH ophthalmologist until access to surgery at the London 

Health Sciences Centre (LHSC) becomes available. Chatham-Kent and S/L refer all paediatric 

strabismus cases to the South West (SW) LHIN. Windsor Regional Hospital, CKHA, and BWH 

provide coverage for basic emergent paediatric cases. There are no emergency surgical 

interventions provided for paediatric patients in C-K or S/L at this time.  

An evaluation of services during the ESC LHIN current-state review indicated that paediatric 

ophthalmology services appear to be adequately met, with supportive services provided within 

WRH and by current service referrals to the SW LHIN. While the future state is advancing, the 

ESC LHIN Steering Committee will verify if the SW LHIN can continue to support current 

service referrals and monitor referral volumes.  

Currently, the volume of referred paediatric patients to LHSC appears to be high. The Steering 

Committee will continue to develop partnerships with the LHSC to determine volumes and 

referral patterns within each region of the ESC LHIN. The Steering Committee will also assess 

the need for a paediatric ophthalmologist and recruit as needed. A potential exists to train a 

current ESC LHIN ophthalmologist through the SW LHIN paediatric ophthalmology program. 

Paediatric strabismus is a suggested priority for the ESC LHIN as it considers access to 

paediatric care and changing referral patterns that will affect patient care within the LHIN (see 

Appendix C).  

Services by Region 

The ESC LHIN’s general ophthalmology needs are met by 16 ophthalmologists located 

throughout the region. Ophthalmologists listed by region within the ESC LHIN have been 

included in the Regional Vision Care Strategy, as well as in a market share analysis of 

ophthalmologists and services. Most adult ophthalmology needs can be cared for within the 

ESC LHIN, with the exception of select glaucoma surgeries, some extremely complex 

presentations of ophthalmic disease, and some regional strabismus surgeries. General 

ophthalmological surgical needs for residents are provided through the hospitals located within 

the ESC LHIN, with 96% of cataract surgeries being performed within the region. (See 

Appendices C and D for more information about ophthalmology services by region.)  

Sub-Specialty Services 

Sub-specialty services for the treatment of glaucoma, retinal diseases, cornea transplants, 

emergency care, and paediatric care are provided within the city of Windsor at WRH. General 

ophthalmologic care and cataract surgeries are provided in both C-K and S/L hospitals for low-

risk priority cases. Although trained subspecialists are available within the ESC LHIN, some 

patients are currently still referred to the SW LHIN for care, for the reasons noted above. The 

number of ophthalmology procedures has increased since 2014–2015 (see Appendix C). 
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Although a considerable number of cataract surgeries are completed witin the ESC LHIN, 

patients from the LHIN also access cataract surgery in the SW LHIN. Moving these surgical 

volumes back from the SW LHIN would result in an increase of approximately 640 completed 

procedures in the ESC LHIN. The Steering Committee is building a strategy to ensure that the 

ESC LHIN has the expertise and capacity to bring referred out-of-LHIN volumes back to ESC. 

Further detailed analysis on procedures performed outside of the LHIN is available upon 

request from the ESC LHIN. 

Basic Paediatric Services 

Basic paediatric ophthalmology needs are also met within each region of the ESC LHIN, and 

paediatric surgical needs are met by referral patterns to the LHSC. Some patients are being 

referred out of the ESC LHIN because of primary care referral patterns, location, and other 

environmental factors, including the lack of operating room time and insufficient funding 

allocated to regional specialists available to provide services. (Paediatric referrals to the SW 

LHIN are listed at the beginning of Appendix C.) 

Day Surgeries 

Almost every hospital within the ESC LHIN performs day surgery treatments on patients 

residing in the LHIN; the highest volumes of procedures were performed in Windsor, at the 

WRH Ouellette Campus (see Appendix C).  

In fiscal 2011–2012, more ESC LHIN patients were sent to the SW LHIN for retina surgery than 

received surgery within the ESC LHIN (159 within the SW LHIN and 141 within the ESC LHIN). 

With the exception of fiscal year 2015–2016, the ESC LHIN has been increasing its ability to 

provide surgery for patients within the LHIN. Opportunites exist to repatriate more ESC LHIN 

patients back to the LHIN when surgical schedules allow, wait times reduce, and funding 

follows the patient (see Appendix C).  

Seventy-four glaucoma surgeries were performed on ESC LHIN patients and 34 ESC LHIN 

patients were referred for surgery within the SW LHIN in fiscal 2015–2016. Although there is 

variation in referring patterns from year to year, over time, more glaucoma surgeries are being 

performed within the ESC region, and opportunities exist to repatriate more ESC LHIN patients 

back to the LHIN when surgical schedules allow, wait times reduce, and funding follows the 

patient (see Appendix C).  

Anesthesia Models  

All hospitals within the ESC LHIN have developed anesthesia policies for general and specialty 

procedures. Anesthesia is rarely used in ophthalmic procedures at CKHA and BWH; CKHA 

and WRH have a 24/7 anesthesia call schedule for all surgery, including ophthalmic surgery; 

and BWH only provides general anesthesia for approximately 10 cases each year. Cases that 

require general anesthesia are performed on a single day when the local anesthesiologist is 

available. Appropriate ophthalmic anesthesia models are outlined in existing anesthesia 

policies at WRH and CKHA. There is interest within local ophthalmology surgical departments 

and hospital surgical administrations in considering opportunities to relocate low-risk (i.e., no 
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anesthesia necessary) cataracts to a clinic setting. This would allow hospital surgical 

schedules to be used for more complex procedures. An ESC LHIN working group will be 

formed to strategize and develop a business case for this model, reflecting the cost–benefit, 

impact on patient satisfaction, and patient-centred care for consideration by the ESC LHIN 

Board of Directors. 

Emergency Care 

Ocular emergencies are treated with the full breadth of services provided by ophthalmologists 

at WRH. Both WRH and CKHA have developed specialist on-call policies to ensure that an 

ophthalmic specialist is available when needed with 24/7/365 emergency coverage for 

ophthalmology. As a condition of practising at either hospital, ophthalmologists must provide 

coverage for on-call shifts. Ocular emergency procedures for all hospitals include ocular 

trauma, adnexal injuries, globe rupture and severe lid trauma, and glaucoma procedures. 

Emergency coverage in S/L is provided by two local ophthalmologists; their shifts cover more 

than 90% of the time. In their absence, coverage is provided by emergency room physicians at 

BWH with referral to London or Chatham, as appropriate. As outlined in Appendix C, there 

appear to be higher volumes of emergent ophthalmic visits at BWH compared with the rest of 

the ESC LHIN. In its planning for the recruitment for young ophthalmologists, the Steering 

Committee is evaluating emergency care data, forming a working group to discuss ongoing 

recruitment for young ophthalmologists, and will continue to monitor and strategize the need to 

offset emergency coverage between C-K and S/L. The potential to share coverage for 

emergent care exists between these two regions within the ESC LHIN. 

Ninety-one percent of glaucoma emergency surgeries were performed within the ESC LHIN in 

fiscal 2015–2016; the rest were performed in the SW LHIN. Similarly, in fiscal 2016–2017, 

there were a total of 38 emergency department (ED) visits by ESC LHIN patients with a 

diagnosis of glaucoma; 92% were treated within ESC LHIN EDs and the rest were treated 

within the SW LHIN’s EDs (see Appendix C). 

Diabetic Retinopathy Screening 

Although the ESC LHIN tests for diabetic retinopathy at a rate that is similar to the provincial 

rate, there are still opportunities to improve. Between 2010 and 2015, for example, 68.8% of 

the adult diabetic population in the LHIN received a retinal eye exam during a twoȤyear period. 

This indicator has increased over time, with 1.8% of the diabetic population attending regular 

retinal screens between 2010 and 2015. Appendix B outlines the ESC LHIN’s market share of 

diabetic retinal eye exams by health link region from 2012–2014. (For more information on 

diabetic retinopathy screening, see Appendices B and E.)  

Surgical Wait Times 

For all surgical interventions, the wait times in the ESC LHIN are significantly less or roughly 

the same as the provincial average. Patients seeking ophthalmic and cataract surgeries in the  

ESC LHIN are waiting an average of 50 days less than the provincial mean. Wait 1 dates (time 

from referral to initial assessment for cataract, retina, glaucoma, cornea, strabismus, and other 
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paediatric services) affecting readiness to consult (DARC) times are below the provincial 

average for cataracts and other ophthalmologic procedures for all regions. Wait 2 dates (time 

from decision to treat to procedure date for cataract, retina, glaucoma, cornea, strabismus, and 

other paediatric services) affecting readiness to treat (DART) times for WRH and CKHA are 

below the provincial average for cataracts and other ophthalmologic procedures; however, 

BWH is above the provincial average for Wait 2.  

Ophthalmic Surgery (Excluding Cataracts) 

For ophthalmic surgery, the 90th percentile time for Wait 1 (DARC) in the ESC LHIN is 79 

days, compared to a provincial average of 155 days. The current 90th percentile time for Wait 

2 (DARC) for ophthalmic surgery is 146 days in the ESC LHIN, compared to the provincial 

average of 202 days. ESC LHIN wait times have improved by 62 days, from 225 in August 

2016 to 163 in January 2017. The total wait for other ophthalmic surgery (Wait 2) in the ESC 

LHIN is 127 days, compared to a provincial average of 156 days. 

The 90th percentile wait time report (see Appendix C) noted that the ESC LHIN region was 

below the provincial average for Wait 1 and Wait 2 between August 2016 and January 2017; 

WRH and CKHA were both below the provincial average in this same time period. BWH was 

above the provincial average for both time periods. The ESC LHIN region was below the 

provincial average for Wait 1 and Wait 2 for completed priority 2–4 cases. An example of how 

the ESC LHIN compares to the province as a whole is outlined in Appendix C. 

Health Quality Ontario’s system performance data for eye surgeries (see Appendix C) confirm 

these trends. While WRH and CKHA are below provincial targets for cataract Wait 1 and 2, 

further funding/resources will be needed to meet the projected increase in patients moving 

through the system over the next five years and beyond. BWH has identified an immediate 

need for funding/resources to reduce Wait 2 for cataract surgeries, and additional 

funding/resources to address surgical needs over the next five years.  

Additional funding and resources will also be needed to help address retina care and ensure 

that cornea and glaucoma treatments are available in Windsor/Essex and S/L, to ensure that 

wait times remain below provincial targets, and to allow for the repatriation of ESC LHIN 

patients. 

Cataract Surgery 

The 90th percentile time for Wait 1 for ESC LHIN is 78 days, compared with the provincial 

average of 156 days. The 90th percentile time for Wait 2 for cataract surgery in the ESC LHIN 

is 152 days, compared with a provincial average of 206 days. The average of 170 days is an 

improvement from 225 days in January 2016.  

An analysis of the region’s projected increase in cataract surgery cases suggests that there are 

opportunities to standardize funding allocations for these surgeries across the region (see 

Appendix C, Table C5). The Regional Vision Care Strategy Steering Committee working group 

will review the current funding allocations for cataract surgeries to ensure that need and equity 

are effectively addressed LHIN-wide. Some base funding may be required to support the equity 

goals, and additional funding will be phased in over a period of time. 
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A Regional Vision Care Steering Committee human resources recruitment and retention 

working group will also be formed. It will review the additional workload volumes needed to 

support the recruitment and retention of young ophthalmologists within the ESC region. 

For further information on wait times, see Appendix C. 

Health Human Resources 

Age of Service Providers 

There are a limited number of providers in C-K and S/L (fewer than five ophthalmologists 

practise in each area). For planning purposes, it is important to note that ophthalmologists, in 

general, tend to practise into their sixties, and many continue to practise beyond the age of 65. 

Table 2: Age/Number of Ophthalmologists in the ESC Region 

Age  Number in ESC 

25–29  0 

30–34  2 

35–39  1 

40–44  0 

45–49  2 

50–54  2 

55–59  1 

60–64 years 4 

65–69 years 2 

70–74 years 0 

75–79 years 1 

Source: Ontario Physicians Human Resource Data Centre, Physicians in Ontario (2016 

Annual Report), section 3.1, “Active Physicians in Erie St. Clair LHIN #1 by Specialty of 

Practice and Age Range in 2016,” p. 12. 

Sixteen ophthalmologists practise in the ESC LHIN region; this figure includes 11 surgical 

ophthalmologists, most of whom (69%) are over the age of 50. The ESC LHIN ranks fifth in the 

province in the number of ophthalmologists availailable. These figures indicate a clear need to 

recruit young ophthalmologists to the region, including generalist ophthalmologists and 

paediatric specialists. The Steering Committee unanimously agreed that the recruitment of 

young ophthalmologists is a top priority to ensure that there are enough skilled and 

experienced ophthalmologists to manage the needs of the ESC LHIN’s aging population. (See  

Appendix D for more information on ophthalmology services in the ESC region). 

Supply of Young Ophthalmologists 

Currently, and as the population is aging, one in three ophthalmologists in Canada is reaching 

retirement age. In addition, there are no plans to increase training programs to train young 

ophthalmologists. Even in urban communities, wait times for ophthalmic consultation and 

surgery are the second longest of all referrals from family physicians to specialists. While the 
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number of optometrists has been increasing, publicly funded coverage for optometric services 

remains limited in Ontario.  

All hospitals in the ESC LHIN are supportive of the provision of opportunities to young 

ophthalmologists in the ESC region, although each hospital has its own recruitment program. 

Windsor Regional Hospital’s Ophthalmology Surgical Program is governed by a human 

resources plan that includes the recruitment of needed sub-specialists and generalists. BWH 

and CKHA both support bringing new ophthalmologists to train within their organizations. In the 

spirit of health system innovation and transformation, collaboration between all hospital 

administrative executives and ophthalmologists must ensure that adequate resources are in 

place to support new ophthalmologists.  
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4. Community Engagement: Summary and Early 

Themes  

A summary of Regional Vision Care Strategy community engagement activities is provided in 

Appendix E. Target audiences comprised patients, the general public, senior community 

members, ophthalmologists, optometrists, Indigenous community members, Francophone 

community members, retirement home community members, members of senior centres 

throughout the region, and the media. 

Several key themes around the patient experience emerged during the engagement activities. 

These included the cost of treatment, communication between patients and providers, and the 

different types of health care providers.  

Early themes were drawn from the preliminary data and shared with the Steering Committee. 

Patients are generally satisfied with their vision care within the ESC LHIN. When asked to rank 

their experience with access to care (e.g., finding a doctor), on a scale of one to five (five being 

very satisfied and one being very unsatisfied), 76% of respondents said they were either 

satisfied or very satisfied. When asked what they would change about their vision care 

experience, several respondents mentioned that they find the wait times in the 

ophthalmologist’s office to be too long. Another opportunity for improvement to be considered 

is enhancing potential partnerships with community services to ensure that seniors have 

reliable transportation to their ophthalmology appointments and surgeries.  

This feedback helped the Steering Committee develop a more nuanced understanding of the 

vision care landscape in the ESC LHIN that will help it create patient-centred recommendations 

for change. 
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5. SWOT Analysis  

A SWOT (strengths, weaknesses, opportunities, threats) analysis was conducted by the 

Steering Committee in order to better understand the current state and opportunities for future 

improvement in local ophthalmology programs (see Appendix F). The findings are outlined 

below. 

Strengths  

The following strengths were noted: 

¶ Current surgical efficiencies 

¶ Level of expertise and experience of providers 

¶ Ability to meet current volume targets 

¶ Desire and ability to be innovative in creating greater efficiencies throughout region 

WRH, BWH, and CKHA have cataract surgery programs with a dedicated staff that manages 

patient flow, thereby reducing wait times for the cataract surgery programs. All three hospitals 

have very efficient cataract surgery patient care models, allowing many surgeries to be 

accessible in patients’ home communities. Wait times for cataract and ocular surgeries are 

roughly equal to or significantly less than the provincial average wait times, with the exception 

of BWH. CKHA and BWH facilities specialize in cataracts, but also provide comprehensive eye 

care, with most eye conditions being treated locally. All hospitals are currently at capacity; 

increasing their current level of ophthalmology expertise to expand cataract surgery volumes 

would require increased surgical suite availability and a potential increase in quality-based 

procedures- (QBP) funded volumes for all sites.  

Currently, WRH is piloting expanded daytime surgical access as a way to reduce after-hours 

retinal procedures. This is a three-month pilot program, the goal of which is to provide evidence 

that will support full implementation of this small test of change. Based on the reported 

improvements in wait times and patient satisfaction so far, expanding the program’s hours of 

service so that it becomes a permanent operational strategy will be considered.  

Current innovations in minimally invasive glaucoma surgery (MIGS) have recently been 

developed as an alternative to traditional trabeculectomy. MIGS involves small implants that 

provide for an adequate outflow of aqueous fluid into the subconjunctival space. The use of a 

fixed implant helps limit the variability of pressure response and improves surgical outcomes. 

The rate of complications from MIGS surgery tends to be lower than that from traditional 

glaucoma surgery, and patient satisfaction tends to be higher. This technique has also been 

successful in halting glaucoma progression. The hospital’s ophthalmology working group will 

continue to evaluate the value of implementing this new surgical procedure as part of its focus 

on patient-centred care and cost effectiveness, and will bring forward business cases to 

support the implementation of new innovations in surgical techniques. 
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Weaknesses  

The following weaknesses were noted: 

¶ Lack of standardization across the region 

¶ Lack of QBP implementation for all specialty services 

¶ Inability to retain young ophthalmologists with current surgical schedule opportunities 

¶ Lack of optimization of services and lack of funding to support growth and repatriation 

once services are optimized 

¶ Lack of understanding of capital equipment needs 

¶ Poor communication between ophthalmologists, primary care, optometrists, EDs, and 

hospitals 

The lack of standardization does not allow for greater efficiencies, cost containment, patient-

centred care, or consistent quality outcomes.  

Not all regions and clinics have implemented QBPs for cataracts, retina care, or cornea 

transplant, or have implemented glaucoma best practices, which contributes to a lack of 

standardization and cost efficiencies.  

Opportunities for young ophthalmologists aimed at recruitment and retention are key to 

successfully meeting the needs and expectations of ESC LHIN’s patients. A dynamic regional 

health and human resources strategy for young ophthalmologists must be initiated in Phases II 

and III of the Regional Vision Care Strategy to ensure that the region is able to efficiently utilize 

additional resources, sustain current levels of patient-centred care, and meet projected future 

demand.  

Not all surgical schedules are optimized, and, where optimization occurs, insufficient funding 

exists to allow for projected increased volumes of cataract surgeries, and repatriation of other 

ophthalmological services back to the ESC LHIN. As well, an assessment of capital equipment 

needs to be undertaken, and efforts to maximize cost efficiencies in buying potential need to be 

considered. 

There is a need for consistent and ongoing communication between ophthalmologists, primary 

care, optometrists, EDs, and hospitals in order to ensure there is effective utilization of 

resources, consistent quality outcomes, patient-centred care, and value created for patients 

across the ESC LHIN.  

Opportunities for Improvement 

The following opportunities for improvement were noted: 

¶ Implement QBPs for all specialty services 

¶ Create business plans to request funding for unfunded programs, repatriation, and a 

projected increase in patient volumes  

¶ Implement quality and performance accountability measures and scorecards 

¶ Form a working group to address the recruitment and retention of young 

ophthalmologists 
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¶ Add the recruitment and retention of young ophthalmologists to regional departmental 

meeting agendas 

¶ Create a communication mechanism and network for all providers across the region 

As noted above, many benefits exist for patients within communities through the 

implementation of QBPs for all specialty ophthalmology services.  

In order to better support currently unfunded programs and the potential to repatriate specialty 

services back to the ESC LHIN, business cases for each hospital/region will be created and 

presented to the ESC LHIN Board of Directors for its consideration. 

Opportunities for improvement will be addressed through the formation of working groups 

during Phases II and III: 

¶ In Phase III of the Regional Vision Care Strategy, quality and performance 

accountability measures and scorecards will be developed and implemented through 

the regional working groups in order to support funding requests and accountability and 

efficiency mandates, and to ensure that value and patient-centred care are created 

¶ In order to ensure that the strategy is well supported by health and human resources, 

both now and in the future, a working group to address the recruitment and retention of 

young ophthalmologists will be formed at the outset of this phase, and each 

hospital/region will be required to add the recruitment and retention of young 

ophthalmologists to regional departmental meeting agendas. The working group will 

help ensure that new and current funding supports these recruitment and retention 

efforts 

¶ In order to support the creation of value for patients within the ESC LHIN and ensure 

that consistent and ongoing communication between ophthalmology providers exists, a 

working group will be implemented. It will focus on the creation of communication 

mechanisms and networks for all providers across the region 

Threats 

The following threats were noted: 

¶ Funding 

¶ Capital 

¶ Young ophthalmologists and lack of operating room time 

¶ Volume of procedures performed outside of the ESC LHIN 

¶ Sustainability of efficiencies/quality  

¶ Lack of reporting scorecards and accountability measures jeopardizes potential future 

funding 

 

A number of working groups and collaborations will be implemented in order to mitigate the 

threats noted above:  

¶ Adequate funding to support and sustain surgical programs now and in the future is a 

fundamental goal. A working group will be implemented to review current procedure 
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volumes and funding levels. Upon completion of its analysis, regional business cases 

will be created to support requests for funding that address system gaps 

¶ The lack of understanding about current and future capital equipment investment for 

ophthalmology services will be addressed by a working group that will analyze and 

review these equipment needs 

¶ A human resources working group will review current trends and create a human 

resource strategy to address the recruitment and retention of young ophthalmologists. 

This strategy wil also include opening up surgical times so that ophthalmologists are 

able to ensure ongoing competency for surgical skills 

¶ There are opportunities to work collaboratively with the SW LHIN ophthalmology 

department, the ESC LHIN, and local hospital administrations to review referral patterns 

and surgical efficiencies to ensure that ESC LHIN patients receive treatment closer to 

home. In order to address concerns about the sustainability of current efficiencies and 

quality outcomes, a working group will form to address the standardization of best 

practices within the ESC LHIN and the implementation of QBPs and best practices for 

ophthalmology services. In addition, this working group will create 

accountability/performance measures and scorecards to mitigate the risk of losing 

current and future funding and to monitor current service excellence 

Other mitigation measures to ensure that cost efficiencies and quality performance measures 

are sustainable include the following:  

¶ Exploring alternate models of care for cataract surgeries, including clinic-based surgery 

for low-risk cataracts 

¶ Exploring partnerships with regional local optometrists as leaders in the provision of 

primary eye care and first-line providers for emergent care 
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6. Future State: Strategies to Fill the Gaps 

With a strong focus on the next five years, the Steering Committee’s Lead Ophthalmology 

Facilitator engaged ophthalmologists, optometrists, patient advisors from throughout the ESC 

region, and the ophthalmology team to establish a comprehensive understanding of the 

region’s patients.  

The result was a regional commitment to enhancing the quality of care for every resident within 

the ESC LHIN’s vision care system, as well as providing the greatest value to patients through 

improved efficiencies and appropriateness of care. 

The committee recommended five areas on which its work should focus: 

1. Access 

2. Quality outcomes 

3. Efficiencies and performance accountabilities 

4. Appropriateness 

5. Patient satisfaction (value) 

These areas are outlined below, as are the opportunities for improvement and strategies to 

help close the gaps in the quality of care. This work will form part of Phase III’s deliverables 

(see also Appendix G). 

Access 

To improve access to vision care in the ESC LHIN, the Steering Committee identified the 

following opportunities for improvement and strategies to close gaps in care (see Table 3). 

Table 3: Opportunities and Strategies for Improvement — Access 

Opportunities for Improvement Strategies to Close the Gap 

o Improved access to cataract, retina, 

glaucoma, and corneal transplant 

surgery 

o Improved access to diabetic 

retinopathy screening for high-risk, 

Indigenous and Francophone 

populations via tele-ophthalmology 

o Improved access to paediatric 

services 

o Improved understanding of the 

potential needs for paediatric 

ophthalmologists and neuro-

ophthalmologists 

o Clear identification of referral patterns 

and repatriation of patients into the 

ESC LHIN as soon as possible 

o Create a LHIN-wide human resource model that 

includes succession planning for ophthalmologists 

o Manage individual physician wait lists to ensure that 

workloads are below provincial targets 

o Investigate the potential to migrate low-risk cataract 

surgeries to a more appropriate settings (e.g., 

ambulatory clinics) to free up hospital surgical times 

for more complex cases and to lower wait times 

overall 

o Review current specialty service wait times across the 

region and improve efficiencies in order to repatriate 

patients  

o Standardize referral process and educate all referring 

physicians to increased capacity within the ESC LHIN 
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Quality Outcomes 

To improve quality outcomes for vision care in the ESC LHIN, the Steering Committee 

identified the following opportunities for improvement and strategies to close quality gaps (see 

Table 4). 

Table 4: Opportunities and Strategies for Improvement — Quality Outcomes 

Opportunities for Improvement Strategies to Close the Gap 

o Standardization of priority levels for 

ophthalmology surgery 

o Standardization of clinical care pathways 

and assessments for screenings and 

diagnosis 

o Implementation of retinal QBPs across the 

region 

o Develop a QBP scorecard  

o Form a working group to monitor metrics and 

implement continuous improvement activities, and 

report to the Steering Committee quarterly 

Efficiencies and Performance Accountability 

To improve efficiencies within the ESC LHIN, the Steering Committee identified the following 

opportunities for improvement and strategies to close efficiency gaps (see Table 5). 

Table 5: Opportunities and Strategies for Improvement — Efficiences and Performance 

Accountability 

Opportunities for Improvement Strategies to Close the Gap 

o Development of a standardized process 

for patient referrals and assessments 

o Creation of a mature performance 

measurement system and accountability 

mechanisms 

o Form a working group to address regional 

efficiencies and optimization of system resources 

o Higher-risk and/or more complicated 

ophthalmology surgical cases will be consolidated 

centrally within the ESC LHIN  

o Conduct ESC LHIN-wide cost variation analysis to 

ensure consistent value across all providers 

regionally 

Appropriateness  

To improve the appropriateness of vision care in the ESC LHIN, the Steering Committee 

identified the following opportunities for improvement and strategies to close gaps in 

appropriatness (see Table 6). 

Table 6: Opportunities and Strategies for Improvement — Appropriateness 

Opportunities for Improvement Strategies to Close the Gap 

o Creation of a performance measurement 

system and accountability mechanisms 

o Evaluation of provision of appropriate care 

o Standardize an established regional target for 

DART for cataract surgery 

o Consider moving low-risk cataract surgeries to 

ambulatory/clinic settings 

o Adopt QBP appropriateness measures 
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Patient Satisfaction (Value) 

To improve value within the ESC LHIN, the Steering Committee identified the following 

opportunities for improvement and strategies to close any gaps in value (see Table 7). 

Table 7: Opportunities and Strategies for Improvement — Value 

Opportunities for Improvement Strategies to Close the Gap 

o Creation of patient satisfaction measures o Implement performance measurement system 

and accountability mechanisms to improve 

patient satisfaction 

Additional Considerations 

Table 8 outlines additional opportunies for improvement and strategies to close any gaps. 

Table 8: Opportunities and Strategies for Improvement — Additional Considerations 

Opportunities for Improvement Strategies to Close the Gap 

o Continuous improvement through 

community engagement 

o Continue to meet and engage with primary 

care, optometrists, patient advisors, hospitals, 

and ophthalmologists 

o Development of communication tools and 

network newsletters to disseminate new 

strategies and educate partner 

organizations and community members 

o Publish newsletters, develop educational 

opportunities, and share on-call and after-hours 

optometry clinic schedules 

o Establishment of partnerships with 

community support agencies that provide 

transportation for seniors within the region  

o Spread information on CareLink access within 

the ESC LHIN 

o Increase in QBP funding o Increase QBP funding for cataract and retina 

surgeries, and cornea transplants 

o Capital funding for hospital instrumentation o Evaluate current capital equipment needs for 

each region based on projected need for 

increased surgical volumes 

o Create business case for additional capital 

o Educational opportunities to expand 

current expertise to accommodate need for 

paediatric and neuro specialities 

o Monitor referral patterns and volumes of 

paediatric surgical cases 

o Seek further information, funding requirements, 

and opportunities to develop partnerships to 

facilitate “mini-fellowship” opportunities for 

interested ESC LHIN ophthalmologists 
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7. Moving Forward 

To ensure inclusiveness and patient-centredness, the Steering Committee incorporated input 

from regional health care patients and partners into the Regional Vision Care Strategy. 

Separate engagement sessions were held with local optometrists as the Committee sought 

feedback on current barriers to providing patient-centred care and opportunities to improve 

communication and care planning amongst partners.  

To ensure that the Regional Vision Care Strategy is comprehensive, the Committee’s 

membership included primary care physicians, emergency care physicians, and optometrists. 

These members have provided, and will continue to provide, vital feedback on opportunities to 

educate, inform decision-making, and increase the capacity to provide quality, efficient, and 

appropriate vision care services within the ESC LHIN. The Steering Committee recognizes the 

importance of strong collaborative partnerships in order to ensure that patient and family-

centred care is foremost in supporting planning and implementation. Communication and 

educational materials focused on patient access and specialist availability for referrals will be 

shared across each discipline. Communication between disciplines is currently being assessed 

and considered as a priority performance metric. For example, WRH is currently in the process 

of inviting a local optometrist to attend ophthalmology monthly departmental meetings to 

facilitate change, communication, and health care innovation. S/L ophthalmologists are 

currently seeking opportunities to communicate further with primary care physicians and 

optometrists to positively affect referral patterns and repatriate patients to the ESC LHIN for 

services that are currently provided locally. Ongoing communication and education of health 

service providers provides low-cost/high-impact opportunities to change referral patterns and 

provide patient-centred care for ESC LHIN residents.  

Ongoing efforts to ensure both representation and consultation with implementation of the 

Steering Committee recommendations is currently in place and the ESC LHIN will continue to 

support regional innovation in health system design and development.  

Finally, to ensure that the Regional Vision Care Strategy places the voices of patients first, 

three patient advisors were members of the Committee. Each advisor represented one of the 

three regions within the ESC LHIN and each brought their lived experiences to the Committee. 

Opportunities to be considered for discussion in Phase III include enhancing partnerships with 

LHIN-funded transportation agencies that provide transportation for seniors within 

communities. In at least one patient-engagement session within the ESC region, participants 

noted that it is difficult to travel to ophthalmology appointments when patients rely on others for 

their transportation needs.  

The Steering Committee will also continue its focus on current funding patterns for QBP 

cataracts. The Committee recommended that funding should match the expected case 

volumes recommended for each ophthalmologist in the region, to ensure that both patient 

needs are met and that ophthalmologists’ skills are maintained. The Committee also 

recommended that hospitals should be appropriately funded to ensure that there is an 
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adequate inventory of surgical instruments to meet QBP funding targets, in order to facilitate 

operating room turnover and operational efficiencies.  

In addition, the Steering Committee has recommended that workload volumes by geography 

be better correlated to the current ESC LHIN age heat maps in order to facilitate work-load 

balance and better access to care. 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


