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North West LHIN Vision Care Plan

Executive Summary

Background

Visual impairment can have a profound effect on a person’s independence, physical and mental
health, and ultimately quality of life. For this reason, maintaining and enhancing Ontario’s
ophthalmology service delivery is critical for patients in this province. In May 2013, the
Provincial Vision Strategy Task Force released ‘A Vision for Ontario’ document highlighting their
strategic recommendations for ophthalmology in Ontario. The following report details the North
West Local Health Integration Network's (LHIN) approach to vision care based on the
recommendations of the Task Force.

Goal
The development of a comprehensive regional vision care plan for services across the North
West LHIN.

Methodology

This report was created through the synthesis of qualitative and quantitative information. Data
from multiple sources were analyzed at the provincial, LHIN and Integrated District Network
(IDN) level. Significant stakeholder engagement through key informant interviews and a
facilitated group discussion informed this report. Qualitative information and comments are
included throughout the document to compliment quantitative data. The key findings of the
report were validated through a facilitated group discussion including multiple stakeholders.

Alignment

All recommendations are aligned with current Ministry of Health and Long-Term Care policy,
Ontario’s Action Plan for Health Care, the North West LHIN’s Integrated Health Services Plan
2013-2016 and the Health Services Blueprint. The proposed model of care is based on the
recommended Blueprint service delivery model, wherein services are organized and delivered
at the local, district and regional level.
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Findings

The following strengths and challenges were identified with the current system and its ability to

respond to anticipated future growth:

Table 1: Strengths and Challenges with the Current System

= Primary care services are available
at the Local Health Hub (LHH) level
and communities have been creative
in developing local systems that work

= Teleophthalmology, the Canadian
National Institute for the Blind (CNIB)
Eye Van and other mobile services
are valuable in more isolated
communities

= Optometrists have an expanded
scope of practice and compliment
the role of ophthalmologists

= Models for shared care between
ophthalmologists and optometrists
are supported by Eye Health Council
Ontario (EHCO) and endorsed
locally

= Access to cataract and other surgery
is available within the North West
LHIN in acceptable timeframes

= Hospital cataract programs in Kenora
and Marathon offer care closer to
home

= Surgeons are operating at volumes
of 200-600 cataracts per year to
assure clinical competency

= Some pediatric care is available
locally and referral patterns are
established for others to Winnipeg
and the Hospital for Sick Children in
Toronto

Strengths Challenges

Primary care services are offered in a
different way in each community with varying
access to optometry, teleophthalmology and
the CNIB eye van

Access to eye van is limited to certain
communities

No clinical pathways for care exist across
primary care providers to assess gaps and
avoid duplication at the local health hub level
Family practitioners do not necessarily refer
to optometrists for first line diagnosis or
treatment when available

Optometrists currently do not support
ophthalmologists with on-call services

Travel is required to access specialist care
for many residents outside of Thunder Bay,
Kenora and Marathon and there are
significant gaps in care in the Northern IDN
The minimum volume of cataracts for a
small hospital to achieve critical mass for
quality and cost efficiency is unclear

Waits are long for pediatric care given
volumes are low and capacity exists
elsewhere

There is greater demand for pediatric
services than may be reflected in current
data due to limited access to services in
remote First Nations communities

Surgeons are at limit for volumes and cannot
easily absorb repatriated clients or growth
projected in the future

Long wait times exist for corneal transplants

Recommendations

The following recommendations will support the creation of a comprehensive regional vision

care plan for the North West LHIN.

Access

1. Develop a coordinated care strategy which includes diverse service providers such as
optometrists, the CNIB eye van, primary care providers, and teleophthalmology, to
enhance access to vision care throughout the North West LHIN. (Refer to page 18)

2. Identify opportunities to enhance access to optometry and ophthalmology in the Northern
IDN. (Refer to page 23)

3. Explore the use of advanced teleophthalmology and telemedicine to further leverage
technology in increasing access to screening and clinical consultation. (Refer to page 23)

North West LHIN Vision Care Plan 7




6.

Provide culturally appropriate care to residents across the North West LHIN. (Refer to
page 23)

Identify opportunities to enhance pediatric surgery within the North West LHIN. (Refer to
page 30)

Improve access to intraocular injections within in the North West LHIN. (Refer to page 30)

System Planning

1.

4.

Identify opportunities to provide appropriate care closer to home thereby reducing travel
costs and inconvenience to patients and their families. (Refer to page 32)

Utilize existing capacity to provide vision care services across the North West LHIN at this
time rather than establishing an Independent Healthcare Facility in the first wave. (Refer to
page 33)

Develop regional program model(s) for care delivery at local health hub, integrated district
network and regional levels: (Refer to page 40)

1 Review elements of primary eye care delivery to better understand roles/relationship
of care providers and available technology to maximize access to care at local health
hub level

1 Consider equitable access to specialist care relative to principles of critical mass for

guality and efficiency balanced with desire for care closer to home at the integrated
district network level

Explore integration opportunities within the current service delivery model

Review options for care delivery of adult and pediatric care at the regional level
including developing relationships with other LHINs and/or Manitoba for services
outside of Northwestern Ontario

= =4

Consider opportunities to fill service gaps through succession planning and potential
targeted recruitment of ophthalmologist(s) with specific skills. (Refer to page 41)

System Improvement

1.

Explore opportunities to implement best practice, shared care approaches and care
pathways between ophthalmologists and optometrists, and other service providers such as
teleophthalmology where applicable, to improve care coordination and quality across the
continuum of care. (Refer to page 23)

Educate primary care providers on the expanded scope of practice for optometrists. (Refer
to page 23)

Increase awareness among primary care providers regarding the appropriate use of
teleophthalmology. (Refer to page 23)

Consider education and training opportunities for service providers such as optometrists or
orthoptics in relation to screening, monitoring and pediatric vision care needs. (Refer to
page 30)

Ensure continuity of a sustainable on-call system for ophthalmology and optometry to
enhance access to urgent and emergent care closer to home. (Refer to page 34)



6. Explore use of innovative technology including electronic health records and integrated
assessment reporting to support closed loop communication and sharing of patient
records among multiple providers. (Refer to page 34)

7. Explore educational partnerships with academic centres across the province (Refer to
page 42)

System Performance
1. Monitor rates of Optical Coherence Tomography to determine if recent capital investments
by providers are sufficient to close the gap in service. (Refer to page 30)

2. Develop and monitor performance indicators such as patient satisfaction and pre and post
visual acuity at different levels of care. (Refer to page 42)
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Background

Visual impairment can have a profound effect on independence, physical and mental health,
and ultimately quality of life. Maintaining and enhancing Ontario’s ophthalmology service
delivery therefore is critical for residents of the province. With a growing population of seniors,
the need for high quality, accessible and efficient ophthalmology services will continue to grow
each year.

In May 2013, the Provincial Vision Strategy Task Force released ‘A Vision for Ontario’ a
document highlighting strategic recommendations for ophthalmology in Ontario. The Task Force
was to create a system that is accountable for ensuring that Ontarians have access to quality
ophthalmology services when they need them most.

One of the recommendations of the Task Force was for each Local Health Integration Network
(LHIN) to develop a local vision care plan describing the service provision for current state and
future needs, based on the Task Force report. The following report details the North West
LHIN’s approach to vision care.

The development of a comprehensive regional vision care plan for services across the North
West LHIN.

This report was created through the synthesis of qualitative and quantitative information. Data
from multiple sources were analyzed at the provincial, LHIN and Integrated District Network
level (IDN) level. Some inferences have been made in areas where data was not available at
the granular level.

Significant stakeholder engagement through key informant interviews and a facilitated group
discussion informed this report. Qualitative information and comments are included throughout
the document to compliment quantitative data where available. The key findings of the report
were validated through a facilitated group discussion. A list of participants can be found in
Appendix A.

Representatives of the following stakeholder groups were interviewed in developing the North
West LHIN Vision Care Plan. In addition, the following stakeholders were invited to an
engagement session to validate the findings.

= Consumers

= Ophthalmologists from across the northwest including visiting specialists from Winnipeg
and Southern Ontario

= Optometrists from across Northwestern Ontario

= Primary care providers including General Practitioners, Family Health Teams,
Community Health Centres and Aboriginal Health Access Centres*

» Sioux Lookout First Nations Health Authority*

* Anesthesia



= District Health Unit

= Ontario Telemedicine Network, Keewaytinook Okimakinak (KO) Telemedicine* and
Teleophthalmology sites in the North West LHIN

Canadian National Institute for the Blind (CNIB)

Small hospitals in Northwestern Ontario

Hospitals providing Cataract Surgery in Northwestern Ontario

North East LHIN, North Simcoe Muskoka LHIN and Hamilton Niagara Haldimand Brant
LHIN

= Diabetes Educators Programs across the northwest

= Northern Ontario School of Medicine

= Health Canada*

A list of all stakeholders can be found be in Appendix B.

*NOTE: While stakeholders from several organizations associated with First Nations were
consulted in this project, it is acknowledged that this cannot be considered comprehensive
engagement with the Aboriginal population. Further engagement must be undertaken to
understand the specific cultural needs of the Aboriginal population.

It should be noted that the Task Force recommended the North West and North East LHINs
work together with specialty hospitals to develop a Northern Ontario Vision Plan. Discussion
between the two LHINs identified some common issues that are covered within each individual
plan e.g. small hospital surgical programs; however, as detailed further in this report, natural
referral patterns and ease of travel do not support a pan-northern approach to specialized
services.

In January 2012, the province announced “Ontario’s Action Plan for Health Care”. The North
West LHIN'’s Vision Care Plan specifically aligns with the following areas:

Keeping Ontario Healthy: The North West LHIN supports the role of public health in
advancing health promotion and disease prevention in the north. Preventing and managing
diabetes in the population, for example, will have a significant impact on reducing the demand
for eye care in the future. Appropriate access to screening programs across the LHIN will allow
for early detection of retinopathy thereby reducing vision loss and improving quality of life.

Faster access and a stronger link to family health care: Given the dispersed geography of
the north, improvements in this area are a priority for this project. A network of primary care
alternatives across the northwest with defined clinical pathways for eye care across the
continuum will improve access to care.

Right care, right time, right place: Building on the network of primary care alternatives,
clinical pathways will be developed to ensure that patients receive the appropriate level of care
from the appropriate care provider. Maximizing scopes of practice and exploring shared care
models may enhance access to eye care. Further cost benefit analysis associated with surgical
care closer to home is required.



The North West LHIN’s Vision Care Plan aligns with the four priority areas identified in its
Integrated Health Services Plan 2013-2016 (IHSP) to drive system transformation:

Building an Integrated Health Care System: The North West LHIN's Health Services
Blueprint provides the framework within which service will be delivered.

Building an Integrated eHealth Framework: Service provision in the north depends on
access to technology such as telemedicine and the efficient movement of patient information.

Improving Access to Care: Enhanced coordination in the system with focus on some specific
gaps will improve access to care.

Enhancing Chronic Disease Prevention and Management: Given the correlation between
risk factors for eye disease and the prevalence of chronic disease such as diabetes, it is
important to note that efforts in this area will improve the populations’ vision health status.

The proposed model of care for vision care services presented in this plan closely aligns with
the service delivery model recommended in the Health Services Blueprint. The model proposes
an integrated health system model where services are organized and delivered at the local,
district and regional levels.

Prevalence and Risk Factors of Eye Diseases

Visual impairment has a fundamental impact on a person’s quality of life and if unaddressed,
can result in significant functional disability and poor and preventable outcomes (The Provincial
Vision Task Force, 2013).

The most common cause of visual impairment in Ontario of persons of working age is diabetic
retinopathy. In older individuals, cataracts, macular degeneration and glaucoma are the most
common types of eye disease (The Provincial Vision Task Force, 2013).

Overall, 1 in 2 Ontarians will require clinical intervention to preserve visual function (The
Provincial Vision Task Force, 2013). With appropriate support and treatment, however, most
patients with eye diseases and vision loss can remain safe, active and independent.

Vision loss or impairment can be caused by eye problems that are present from birth, by
conditions that appear later in life, or by infections, environmental, medical, or lifestyle factors.
Some major associated risk factors include:

= Age

= Diabetes

= High Blood Pressure

= Smoking

= Poor diet — diet high in fats

= Genetics
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Current State Analysis

Demographic Analysis

Geography

The large geography and relatively small, dispersed population of the North West LHIN results
in challenges to health service delivery, including access to care, health human resources, the
need for extensive travel, and higher costs of care per capita. Compared to the rest of Ontario,
the North West LHIN has the largest geography (47% of the province), and the lowest
population (approximately 231,000) of any LHIN.

Based on the recommendations of the North West LHIN Health Services Blueprint report, the
planning areas for the North West LHIN have shifted from four sub-LHIN areas to five Integrated
District Networks (IDNs). The map below illustrates the size of the North West LHIN, the
boundaries of the IDN areas, as well as the location of Local Health Hubs (LHH) within each
IDN.

Figure 1. Map of the North West LHIN Area

0 30 60 120km 180 240

M District of Kenora IDN

I District of Rainy River IDN
M District of Thunder Bay IDN
M City of Thunder Bay IDN

& Northern IDN

I CNIB Eye Van Sites

@ Teleophthalmology Sites
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Population
North West LHIN has a total population of 231,120 with the largest proportion of Aboriginal
people of all LHINs at over 20% of the LHIN population.

The North West LHIN population experienced a slight decline with 1.7% decrease between
2006 and 2011, while the provincial population is increasing. Over the next few years, the
younger population in the LHIN is expected to decrease, while the number of older residents will
continue to grow. Children between the ages of 0 and 18 years account for 20.6% of the North
West LHIN population. Overall, the LHIN is aging. Seniors (age 65 and over) are projected to
represent 21.6% of the population in 2022 compared to an estimate of 15.8% in 2012. When
considering the age distribution for cataract surgery, the majority of the people receiving this
type of surgery are between 60-79 years of age (DAD and NACRS FY 2010-2012). The figure
below depicts the socio-demographic characteristics of the North West LHIN population.

Figure 2: North West LHIN Population

IDN Total Pop.* % Age 65+ % Aboriginal % Franco-
Ident.? phone’

Northern IDN 21,815 5.5* 81.3* 0.5*

District of Kenora 43,130 155 25.5 2.9

IDN

District of Rainy 20,370 17.3 22.3 1.5

River IDN

City of Thunder Bay | 127,715 17.1 9.7 2.8

IDN

District of Thunder 18,090 14.0 341 13.0

Bay IDN

North West LHIN* 231,120 15.8 21.5* 3.3*

IDN Minimum 20,370 5.5* 9.7 0.5

IDN Maximum 127,715 13.7 81.3 13.0
Sources: 1. Statistics Canada, 2011 Census. 2. Statistics Canada, 2011 National Household Survey.

* 13 FN communities were not enumerated at the time of the 2011 Census due to forest fires. A follow-up survey was
conducted and information is now available; values for Northern IDN and North West LHIN reflect this new
information.

Health Status
The health status of the residents in the North West LHIN continues to fall below that of Ontario
residents as a whole, though improvements are being made in some areas. Relative to the rest
of the province, the North West LHIN has a higher proportion of people who:

=  Smoke;

= Are heavy drinkers; and

= Are overweight or obese (age 18 and over),

and has a lower proportion of people who:
= Have a regular doctor.

North West LHIN Vision Care Plan 14
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Poor health practices are related to an increased risk of chronic disease, mortality and disability.
The following figure shows that a number of selected health status and health practices in the
northwest are different from the province as a whole.

Figure 3. Self-Reported Health Practices
Self-Reported Health Practices, CCHS, Two-Year Estimates 2011-2012, age 12+

Indicator ‘ Northwest LHIN ON

Smoking, daily or occasional 21.9% 19.2%

Heavy drinking (five or more drinks on one

occasion, at least once a month within the last 20.9%** 16.9%
year)
Fruit and vegetable consumption, five or more 34.7% 38.9%

times per day

Leisure-time physical activity, active or moderately

; 61.7%** 53.8%
active
Overweight or obese (adults age 18+) 62.1%** 52.6%
Has a regular medical doctor 84.3%** 91.1%

** Statistically different from the provincial rate

North West LHIN Vision Care Plan 15




Chronic Conditions

Chronic conditions place a high burden on the health care system. As the population ages, this
burden will increase. The table below shows the self-reported prevalence of certain chronic
conditions and the rates of hospitalization for select chronic conditions. North West LHIN
residents have high rates of hospitalizations and Emergency Department visits for many chronic
conditions including mental health and substance use conditions, diabetes, chronic obstructive

pulmonary disease and ischemic heart disease.

health professional®

Canadian Community Health Survey (CCHS) 2011-2012: % report being diagnosed by

age 65+

Arthritis -age 15+ 21.5%** 17.2%
-age 65+ 50.2% 44.4%
Diabetes -age 12+ 7.6% 6.6%
-age 65+ 13.8%** V¥ 18.6%
High blood pressure -age 12+ 21.1%** 17.6%
-age 65+ 56.3%** 49.3%
Chronic obstructive pulmonary disease (COPD), 8.0% 7.3%

Hospitalization rates, fiscal year 2011-2012:

crude rate/100,000 population?®

Arthritis 524.5** 343.3
Diabetes 208.8** 95.8

Chronic obstructive pulmonary disease (COPD) 367.7** 181.0
Congestive heart failure (CHF) 275.1%* 157.5
Ischemic heart disease (IHD) 566.5%* 360.6
Stroke 210.5** 129.1

** Statistically different from the provincial rate
¢ Si gni Ibwectlzan prdvigus period (2009/2010)

Sources: 1. Statistics Canada, CCHS. CANSIM Table 105-0502, accessed Nov. 2013
2. HAB, MOHLTC, NW Health Links Profile revised, Nov. 2013

Key Findings

The North West LHIN has challenges delivering care due to:

» Large geography;
= Aging population;

= Poorer health practices compared to the province;
= Higher than the provincial average burden of chronic conditions; and
» High percentage Aboriginal population with associated high rates of chronic disease.
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Eye Health and Diabetes

Eye disease is a common complication of diabetes. The Canadian Diabetes Association (CDA)
reports that diabetes is the “single largest cause of blindness in Canada” (Canadian Diabetes
Association, 2014). People with diabetes are more likely to develop cataracts at a younger age
and are twice as likely to develop glaucoma, but its effect on the retina is the main threat to
vision.

Diabetes Prevalence
The following table shows the percentage of patients with diabetes (age 18 years and over) in
North West LHIN and demonstrates a higher prevalence as compared to the province.

Table 2: Prevalence of Diabetes in North West LHIN

Area- Patient Residence As of Apr 2010 (%) ‘As of Apr 2011 (%) As of Apr 2012 (%)

District of Kenora & Northern IDNs 12* 14

District of Rainy River IDN 10.6* 11.5
District of Thunder Bay IDN 12.5% 13.1
City of Thunder Bay IDN 10.7* 11.5
North West LHIN 11.3 11.9 12.5
Ontario 9.3 9.8 10.2

Source: Ontario Diabetes Strategy, Key Performance Measures, June 2013
*Rates as of July 2011

In the clinical management of individuals with diabetes, regular screening and follow-up is
required to limit the potential impact of the disease on other organs, such as the eyes. The
following table summarizes the percentage of patients with diabetes receiving recommended
evidence based ongoing follow-up for Hemoglobin A1C testing, cholesterol (LDL-C) testing and
retinal eye exam.

Table 3: Screening and Follow-up of Patients with Diabetes in the North West LHIN

‘% of Patients with Diabetes

A1C within past LDL-C within Retinal eye exam
All 3 tests done 6 months past year within past 2 years

Area- Patient Residence

District of Kenora & Northern
IDNs 28.0

District of Rainy River IDN 32.3

District of Thunder Bay IDN 13.5

City of Thunder Bay IDN 39.1
North West LHIN 32.6 54.8 55.4 66.6
Ontario Total 39.2 56.9 69.0 66.7

Source: Ontario Diabetes Strategy, Key Performance Measures (June 2013) as of April 1, 2012
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The following graph further compares the performance of the North West LHIN relative to other
LHINs with respect to the percentage of patients with diabetes who receive regular screening. It
must be noted that approximately 32% of adults with diabetes in the North West LHIN have not
been screened for a retinal eye exam. A limitation to consider is that data for children with
diabetes is not available.

Figure 5: Access to Screening for Patients with Diabetes Across the Province
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* # of diabetic patients by LHIN was taken from the Institute for Clinical Evaluative Sciences x(ICES)’s 2011 Report
entitled Regional Measures of Diabetes Burden in Ontario

** 4 of patients screened by LHIN was taken from the 2010 BDDI report.

*** OTN Teleophthalmology sites currently in these LHINSs.

Key Findings
The North West LHIN has:
= Higher prevalence of diabetes at 12.5% of the adult population (age 18 and over) vs.
10.2% provincially;
» Faster growth in absolute numbers with an increase to 23,783, which is a 1.2%
increase over 2 years compared to 0.8% provincial increase.
= Second largest prevalence rate of 12.5%, while North East LHIN has the highest rate
of 12.8% in the province.
= Screening rates comparable to other rates of the province which demonstrate that
strategies such as teleophthalmology, traveling optometrists, CNIB van, etc. have
been successful in addressing access to care issues in a large geographic area with
small dispersed population. However, approximately 32% of people with diabetes
still require retinal screening.

Recommendation

Access

Al Develop a coordinated care strategy which includes diverse service providers such as
optometrists, the CNIB eye van, primary care providers, and teleophthalmology, to enhance
access to vision care throughout the North West LHIN.
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Service providers within the North West LHIN

Ophthalmology services are provided across a continuum of care in the northwest. In general,
consumers and other stakeholders report acceptable and equitable access to care with some
notable gaps. The following providers contribute to these services.

Health JR— Screening [ Medical and/or — Monitoring &

Promotion & Surgical Followup

Prevention

Treatment

e e A )
« District Health *CNIB Eye Van » Optometrists * Optometrists
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Ophthalmologists

In April 2014, there were five resident general ophthalmologists in the North West LHIN, all
practicing in Thunder Bay. Three of the five ophthalmologists provide surgical care at Thunder
Bay Regional Health Sciences Centre (TBRHSC) and all five provide diagnostic and medical
care. Visiting ophthalmologists from Southern Ontario and Winnipeg provide certain surgical
and medical services in Marathon (Thunder Bay District IDN) and Kenora (Kenora District IDN).
Table 4 shows the distribution of service providers by IDN.

The five ophthalmologists in Thunder Bay provide a regional call service to all of the North West
LHIN. These individuals ensure a coordinated and uninterrupted call schedule 24/7. In addition
to receiving calls from across the northwest, the ophthalmologists in Thunder Bay also field calls
from North East LHIN hospitals when they do not have an ophthalmologist on—call.

A rotating ophthalmologist also travels with the CNIB van to 30 northern communities once
annually to provide diagnostic exams, medical treatment and some minor surgeries.

Visiting specialists in Pediatrics and Plastics also travel to the northwest from Southern Ontario
and are provided with access to the Operating Room at TBRHSC on a planned and as needed
basis.



Optometrists

A total of thirty optometrists serve the North West LHIN. Some optometrists have established
office practices in multiple communities and a few travel to rural and remote areas. Health
Canada has a visiting optometrist program, where the optometrist visits twice a year to 26 fly-in
communities in the Northern IDN. Innovative initiatives such as the “Eye See...Eye Learn”
program, providing eye exams by local optometrists and free glasses by participating sponsors
to junior kindergarten students in Nipigon and Greenstone, demonstrate the need for outreach
services. Table 4 shows the distribution of service providers by IDN.

Teleophthalmology Services
Northwestern Ontario uses telemedicine to provide enhanced access to specialist services such
as consultation. This technology markedly reduces the burden of travel for patients.

Through the Ontario Telemedicine Network and the Keewaytinook Okimakanak Telemedicine
(KOTM), 3 sites in Northwestern Ontario have been equipped with teleophthalmology
technology: Thunder Bay, Sioux Lookout and Red Lake. Outreach services are provided by the
Red Lake program to communities in the north including Sandy Lake, Big Trout Lake, Deer
Lake, Poplar Hill and North Spirit Lake. Figure 6 illustrates teleophthalmology sites in the North
West LHIN region.

A fundus camera linked to the network allows specially trained nurses to take retinal images and
send them for remote interpretation to an ophthalmologist. Urgent scans are flagged and read
quickly while electives are read and reported within appropriate timeframes. Volumes at the 3
sites are relatively low, ranging from 80-120 per year. There is capacity for more patients to be
screened. Currently the focus of these sites is patients with diabetes, though the technology
could be used for a larger group of patients.

Primary care providers and optometrists expressed concern that patients may not understand
that teleophthalmology retinal screening does not replace the need for a regular annual eye
exam. Likewise, optometrists report the potential for duplication of service if not coordinated.
Focused education with respect to the role of teleophthalmology for providers and consumers,
would be beneficial. Partnership between the optometrists and teleophthalmology services
would enhance services and improve access to care.

Most stakeholders recognize benefits of expanded teleophthalmology but recommend that it be
better linked within the continuum of care with clear clinical pathways.

CNIB Medical Mobile Eye Care Unit

The CNIB eye van visited 30 communities across Northern Ontario between March and
November 2013 assessing a total of 4,428 patients. Fourteen communities received services
from the eye van in the North West LHIN as illustrated in Figure 6. A list of these communities is
in Appendix C. The van is a fully equipped mobile eye care clinic with a visiting ophthalmologist
providing visual exams, treatment, minor surgeries and recommendations for care. Twenty-five
different ophthalmologists participated in 2013. A capital campaign to build a new unit is
underway as the existing van is reaching its 25-year limit. The van does not travel to remote
First Nations.

Primary care providers make referrals to the van and volunteers book appointments at the
community level. Stakeholders report the most satisfaction when the services are coordinated
at the local level by a primary care provider such as a Family Health Team or Community Health
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Centre. Communities take the opportunity to provide diabetes education and screening
activities during the mobile team’s visit.

The mobile van is seen as a highly valuable service in communities. Communities that are not
currently serviced have expressed some concern that there is no opportunity to access this
program within the current funding envelope. In communities receiving service, it is difficult to
refer new patients if the caseload is at capacity. Where there is no apparent relationship with a
primary care provider or no optometry available in the community there may be some frustration
in responding to the recommended treatment plan laid out by the visiting ophthalmologist. The
CNIB suggests some form of pre-screening with teleophthalmology, for example, would be
helpful. While many of the visiting ophthalmologists have participated in the program for a
number of years, there is concern regarding the continuity of care providers.

Figure 6: North West LHIN Map — CNIB Eye Van & Teleophthalmology Sites
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Current Care Approach

Ophthalmologists and optometrists work in a shared care approach to manage many patients
within the existing funding formula. The scope of practice for optometrists has been expanded
and the Eye Health Council of Ontario (ECHO) has created co-management guidelines for
diabetes care and more recently glaucoma care. This approach seems well supported by the
ophthalmologists and optometrists in Northwestern Ontario but further education of primary care
providers may be required to ensure patients are referred to the appropriate level of care
initially.

The following table identifies the current distribution of various service providers by IDN in the
North West LHIN.

Table 4: Vision Health Human Resources in North West LHIN as of April 2014
# of ophthal- # of # of CNIB # of # of
mologists optometrists | Eye Van Teleophthalmology Diabetes

Sites Visited  sites Education
Programs

(DEPs)
District Kenora 2 visiting 1 (Outreach to
IDN Northern
communities)

District Rainy 1 visiting 5 3 4
River IDN
District of Thunder | 1 visiting 1 4 5
Bay IDN
City of Thunder 5 17 0 1 2
Bay IDN
Northern IDN 0 0 1 1 1
North West LHIN | 5 full time 30 14 3 18

with 4 visiting

part-time
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Key Findings
The North West LHIN is:
= Served by a variety of vision care service providers across the continuum of care
from health promotion at the district health unit level to highly specialized care in-
hospital;
= Resourced with ophthalmologists and optometrists across the LHIN with the
exception of the Northern IDN, where resources are limited, which creates access
issues for many First Nations;
= Organized such that ophthalmologists and optometrists work collaboratively to
provide shared care. Education of referring Primary Care providers regarding the
role of each may enhance and streamline the shared care model further;
= Providing care closer to home in rural and remote communities through mobile
services from CNIB, AHACs and telemedicine access; and
= Supported by local and visiting specialists meeting minimum volumes.

Recommendations

System Improvement

I1 Explore opportunities to implement best practice, shared care approaches and care
pathways between ophthalmologists and optometrists, and other service providers such as
teleophthalmology where applicable, to improve care coordination and quality across the
continuum of care.

I2 Educate primary care providers on the expanded scope of practice for optometrists.

I3 Increase awareness among primary care providers regarding the appropriate use of
teleophthalmology.

Access
A2 Identify opportunities to enhance access to optometry and ophthalmology in the Northern
IDN.

A3 Explore the use of advanced teleophthalmology and telemedicine to further leverage
technology in increasing access to screening and clinical consultation.

A4 Pravide ciuiltiirally annronriate care to residents acrnss the Narth \West | HIN
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Ophthalmology Services Provided

The following tables and charts identify the different ophthalmology services provided and the
location of these services within the North West LHIN.

Surgical Ophthalmology

The majority of adult and pediatric procedures performed in Ontario and the North West LHIN
are performed on a day surgery (ambulatory care) basis with very few procedures performed on
an in-patient care basis. As seen in the chart below 89% of residents of North West LHIN
receive services within their own LHIN.

Figure 7: Adult & Pediatric Volumes for the Residents of North West LHIN
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In addition, 90% of service to adult patients residing in Northwestern Ontario is provided within
the North West LHIN.

Figure 8: 2012/13 Service Delivery Distribution for Ambulatory & Inpatient
Procedures for Adult Residents of North West LHIN
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The Task Force divided adult ophthalmology procedure groups into four levels of specialization.
The following figure identifies the categories of procedures performed in the North West LHIN
and by hospital/IDN. Cataract is the number one type of surgery being performed in the LHIN.

Figure 9: FY 2012-13 Ophthalmic Day Surgery Procedures for North West LHIN
Ophthalmic Day Surgery Procedures: Cases by North West LHIN Facility, Adults ( FY2012-13)

14-0935
14-0721 14-0826 14-0900 | Thunder | 14:0964
Wilson Lake of the Riverside Bay Sioux
Procedure . . Lookout Grand
Level Memorial Woods Health Care | Regional
Group L A Meno Ya Total
General District Facilities Health .
; . . Win Health
Hospital Hospital Inc. Sciences Centre
Centre
Cataract Level 2 56 457 1,948 2,461
Extraction
Corneal Level 2 <5 <5
Procedures
Level 3 <5 <5
Glaucoma Level 2 <5 <5
Surgery
Level 3 17 17
Strabismus Level 3 7 7
Surgical Level 4 <5 <5 <5
Retina
Other Level 2 <5 <5 32 <5 36
Level 3 23 23
Level 4 14 14
Not Classified | Not 11 11
Classified
Grand Total 56 461 <5 2,058 <5 2,577

Canadian Classification of Health Interventions (CCI) procedures were classified into Procedure Groups (determined by
procedure type, approach and anatomy) by The Provincial Vision Strategy Task Force. Procedure Groups were then assigned
to one of four Levels based on the experience required of the attending physician. This methodology was applied to the data
shown in this dashboard.

Level 1: could be done by 2™ and 3™ year residents with supervision, or a general ophthalmologist
Level 2: could be done by 4" and 5" year residents with supervision, or a general ophthalmologist
Level 3: usually, although not exclusively, done by a subspecialist or fellow with supervision

Level 4: done by a subspecialist in context of special equipment or operating room setting

*Note: not all procedures were classified by the Task Force and approx.. 2% are coded as “Not Classified” in this dataset
** Data pulled as main intervention or any intervention

Source: NARCS (Day Surgery), intellHEALTH ONTARIO
Prepared by: HNHB LHIN
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Cataracts

In the North West LHIN, three of the five IDNs have access to cataract surgery, as shown in the
table below. Thunder Bay and Kenora both have services with high volumes as noted in
Figure 9.

Table 5: Hospitals Providing Cataract Services

IDN ' LHH Hospital

City of Thunder Bay IDN Thunder Bay | Thunder Bay Regional Health Sciences Centre
District of Thunder Bay IDN | Marathon Wilson Memorial General Hospital

District of Kenora IDN Kenora Lake of the Woods District Hospital

Northern IDN - -

District of Rainy River IDN - -

The following chart denotes cataract volumes by surgeon operating in Northwestern Ontario. It
should be noted that visiting specialists achieve minimum volumes in their primary hospital in
Winnipeg or Southern Ontario. For all resident ophthalmologists, the minimum 200 cataracts
per year are achieved. While two of the three ophthalmologists within Thunder Bay perform
more than the 600 cataracts per surgeon identified as the upper limit by the Task Force, the
overall volume supports 3 surgeons in the 200-600 procedure range.

Table 6: Cataract Volume by Surgeon in Northwestern Ontario for 2012/13

Surgeon ‘ Volumes
Visiting Specialist 1 278
Visiting Specialist 2 <5
Resident Ophthalmologist 1 745
Resident Ophthalmologist 2 847
Resident Ophthalmologist 3 314
Visiting Specialist 3 56
Visiting Specialist 4 178
Total 2,419

Source: WTIS, iPort Access, Cancer Care Ontario
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The majority (93%) of those patients requiring cataract surgery receive their surgery within the
LHIN as seen in the chart below.

Figure 10: Cataract Distribution for the North West LHIN Residents
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Medical and Diagnostic Ophthalmology

It is estimated that 60-80% of an ophthalmologist’s time is spent in the medical management of
eye disease which is treated with topical and systemic medication (The Provincial Vision Task
Force, 2013). Many eye procedures are performed in the ophthalmologist’s office including
injection or intra-ocular drugs, minor lid and corneal procedures, and diagnostic tests such as
Optical Coherence Tomography (OCT), fluorescein angiography and visual fields. The following
tables show the use of medical and diagnostic services in the North West LHIN.

Table 7: Intraocular Injections — North West LHIN

Fiscal Year 09/10 10/11 11/12 09/10 | 10/11  11/12

Procedure E149A Intraocular E147A Intraocular
Injections Injection for AMD
Age Standardized Rate Age Standardized Rate
(per 100,000 pop’n) (per 100,000 pop’n)
North West LHIN 125 11 22 87 660 1323
Ontario 462 119 216 214 1929 2921

Source: The Provincial Task Force, 2013

Table 8: Optical Coherence Tomography (OCT) — North West LHIN
Patient home LHIN Age Standardized Rate (per 100,000 population)

2009/10 2010/11 - 2011/12
North West LHIN 33 1,356 1,966
Provincial Average 841 8,826 7,285

Source: The Provincial Task Force, 2013

Table 9: Visual Field Testing- North West LHIN
Patient home LHIN

Age Standardized Rate (per 100,000 population)

2009/10 - 2010/11 - 2011/12
North West LHIN 2,118 2,198 2,321
Provincial Average 2,161 2,417 2,809

Source: The Provincial Task Force, 2013

Intraocular injections have become standard treatment for many eye complications related to
diabetes such as macular degeneration and diabetic retinopathy. It is concerning that the rates
of intraocular injections are much lower in the North West LHIN compared to rest of the
province, given that the prevalence of diabetes is much higher in the LHIN than the province. It
is therefore recommended that access to this treatment be increased as per the need of the
population.

Concern has been expressed regarding access to OCT testing in the northwest and is noted in
the Task Force report. Since 2011/12, providers have purchased more equipment to fill in the
perceived gaps in access to care. It is suggested that this rate be monitored to determine if this
increase in available capital equipment has likewise enhanced access.
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Pediatric Surgery

The North West LHIN does not appear in the top 10 providers of surgical pediatric care in the
province. Currently one ophthalmologist in Thunder Bay manages some pediatric cases at the
TBRHSC. A visiting specialist ophthalmologist from the Hospital for Sick Children (Toronto)
travels to Thunder Bay a few times per year to provide some surgery and consultation closer to
home. In addition, children are served by Winnipeg and Southern Ontario, where travel is
unavoidable for complex and/or urgent cases. Demand for pediatric services may not be
accurately reflected due to limited access to remote First Nations communities with large
pediatric population. It has been suggested that more children could be served closer to home
with shorter wait times by either, the resident ophthalmologist, the visiting ophthalmologist, or
targeted recruitment, with greater access to a general operating room and anesthetist.

It should also be noted that the visiting ophthalmologist spends time prepping the children for
the surgery due to lack of trained professionals in pediatric care. A suggestion has been made
to explore education and training opportunities for existing care providers such as the nurses or
optometrists or new providers such as orthoptics to better address the needs of preparatory,
screening work and pediatric specific vision care needs.

Figure 11: 2012/13 Service Delivery Distribution for Ambulatory & Inpatient
Procedures for Pediatric Residents of the North West LHIN

2012/13 Paediatric Service Delivery Distribution
Ambulatory + Inpatient) for North West LHIN
Residents
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Source: DAD and NACRS FY2012-2013
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Key Findings
Residents of the North West LHIN have:

Access to a full range of services within and outside of the LHIN with 90% and 70%
of care to adult and pediatric residents respectively, provided within the North West
LHIN;

Access to cataract surgery in 3 of the 5 Integrated District Networks;

A model for a cataract surgical program closer to home in a small hospital to be
reviewed for its generalizability to other small hospital settings;

Limited access to Pediatric and Plastic surgery that may present a recruitment
opportunity at some point;

Lower rates of OCT testing than the province; and

Lower rates of intraocular injections than the provincial average.

Recommendations

System Performance
P1 Monitor rates of Optical Coherence Tomography to determine if recent capital
investments by providers are sufficient to close the gap in service.

Access

A5 ldentify opportunities to enhance pediatric surgery within the North West LHIN.

A6 Improve access to intraocular injections within in the North West LHIN.

System Improvement
14 Consider education and training opportunities for service providers such as optometrists or
orthoptics in relation to screening, monitoring and pediatric vision care needs.
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Access Considerations

Travel and the Northern Health Travel Grant

As noted in the previous section, 90% of vision care for residents of Northwestern Ontario is
provided in the North West LHIN. The percentage is lower for pediatric patients at 70%, but the
volumes are much smaller and it is assumed that the need for greater specialization supports
the need to travel.

While 90% of the care is provided in Northwestern Ontario, there is still significant travel that
occurs within the region. A common “vision” of stakeholders interviewed from outside of
Thunder Bay was a request for care closer to home. This included surgical care but also the
desire to have ready access to primary care from optometry, for example. The following chart
identifies the cost of the Northern Health Travel Grant (NHTG) to the system. It is significant
that ophthalmology is the highest cost specialty in the North West LHIN for travel grants and is
second in volumes of claims. It must be further noted that the travel costs for the Northern IDN
are likely under-represented, as they do not include travel costs for individuals from First
Nations who may receive reimbursement through the Non-Insured Benefits Program of Heath
Canada rather than the Northern Health Travel Grants.

Table 10: Summary of Northern Health Travel Grant Reimbursements for 2012/13
Specialty —

Patient Companion Third Part Total Applications
Ophthalmology ‘ - ‘ Y L
Region Count = Payment Payment Count  Payment
g:;’;th,\?f LT ED 1,519 | 416,418 50 15,346 20 9,097 1,545 | 440,861 10.4
%tl\)l, of ThunderBay | ,q5 | g4g1,917 305 $273,909 | 30 $45888 | 520 | $801,714 | 13.4
%ﬁ”"t ks 1,638 | 389,132 176 25,900 39 9,778 1,681 | 424,811 9.18
District of Rainy 1,733 | $528,836 182 $36,860 | 17 $6,428 1,750 | $572,125 | 14.6
River IDN
Northern IDN 756 $224,627 11.0
North West LHIN 6,692 | $2,182,900 852 $399,807 | 131 $75,501 | 6,828 | $2,658,299 | 11.9

Note i individuals may have more than one claim e.g. and therefore total is not cumulative across all categories.
Source: Northern Health Travel Grants FY 2012-13

The following information provided by Health Canada’s Non-Insured Health Benefits Program
identifies the number of visits supported for the 26 First Nations associated with the Sioux
Lookout Zone (Northern IDN). While no costs are provided, they may be inferred when
comparing similar volumes with those identified in the previous Northern Health Travel Grant
table.

Table 11: Optometrist & Ophthalomologost Visits in the Northern IDN
Number of optometrists Number of Ophthalmology

visits Visits

(includes travel for surgery)
2008-09 92 3,880
2009-10 102 3,808
2010-11 56 4,687
2011-12 75 4,557

Source: Health Canada
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There are potential opportunities to further leverage technology and existing health human
resources to reduce travel associated with vision care across the North West LHIN. A thorough
analysis of IDN level travel data will identify such opportunities.

Key Findings

= Most residents of the North West LHIN receive their vision care in the LHIN
although significant travel occurs within Northwestern Ontario resulting in costs to
the system and inconvenience to the patient and family.

= Based on the Northern Health Travel Grant and Health Canada data; the majority
of the travel is occurring for residents of the Northern and Rainy River IDN’s.

Recommendation

System Planning
PI1 Identify opportunities to provide appropriate care closer to home thereby reducing
travel costs and inconvenience to patients and their families.

Ophthalmic surgery has the highest volume of cases in the Provincial Access to Care Database
for Surgical Wait Times. The aggregated wait time for ophthalmic surgery is within the overall
provincial target of 182 days (The Provincial Vision Task Force, 2013).

Type of Surgery Average % completed within Target

Cataract 98%
Cornea — other ophthalmic 100%
Plastics 85%
Orbital Surgery 100%
Strabismus 57.7%

Source: WTIS, iPort Access, Cancer Care Ontario

Consumers in the North West LHIN report satisfaction with access to cataract surgery within
Northwestern Ontario. Care providers also report satisfaction with existing access to facilities
and efficiencies. At the time this report was written, there was no perceived need to create a
separate high volume independent health facility or ambulatory centre associated with a
hospital.

Stakeholders report long wait times for pediatric patients who must leave the LHIN or the
province for certain procedures. This is supported by the waits identified in Table 11 for
strabismus assuming many of these surgeries are for children. While the total volumes are
small, the impact is large to the individual.

(Note: “Cornea — other ophthalmic” does not include corneal transplants. Anecdotal comments
from care providers in the North West LHIN report significant wait times for corneal transplants
that patients must travel outside of the LHIN to receive.)



Key Findings
The North West LHIN:
= Performs well in most areas of Wait Times funding and current facilities are
sufficient to ensure ongoing performance in the future.
= Longer wait times are noted for certain pediatric cases.
= Targeted approaches identified elsewhere in the report may address wait times
for pediatrics.

Recommendation

System Planning
PI2 Utilize existing capacity to provide vision care services across the North West LHIN
at this time rather than establishing an Independent Healthcare Facility in the first wave.

Review of CritiCall data for the month of January 2014 identifies that the number of referrals is
low for the North West LHIN and the province overall.

Reports from stakeholders indicate that most clinicians prefer to contact specialists on-call
directly based on referral patterns and past practice.

Providers report that referrals made through physician-to-physician contact either with Thunder
Bay Regional Health Sciences Centre or hospitals in Winnipeg occur quickly. The
ophthalmologists in Thunder Bay are responsive to calls from across the North West LHIN and
at times from the North East LHIN. Optometrists report easy access to ophthalmologists for
urgent or emergent issues.

It has been identified that urgent and emergent services could be enhanced in rural and remote
communities if there were an ability to provide optometry services on-call at no charge to the
patient. This could serve as an effective triage mechanism in communities where an
ophthalmologist is not physically present to assess patients, particularly if the patient may have
to travel to a larger centre for care.



Key Findings

= The North West LHIN has an uninterrupted call schedule 24/7.
= Urgent and emergent services could be enhanced in rural and remote
communities.

Recommendation

System Improvement
I5 Ensure continuity of a sustainable on-call system for ophthalmology and optometry to
enhance access to urgent and emergent care closer to home.

Family practitioners report that ophthalmologists are available to consult for in-hospital patients
though it is preferable for patients to be seen in ambulatory settings post discharge with
appropriate specialty equipment. In urgent situations, ophthalmologists are available at the
TBRHSC.

It was stressed in multiple key informant interviews that sharing of information is vital to ensure
guality care at the patient level. Multiple providers expressed concern that individual clinicians
and organizations do not always close the loop when seeing a patient by forwarding reports to
the family physician or referral source. While all hospitals in the North West LHIN are on a
common electronic health record, ophthalmologists or optometrists are not. Many continue to
rely on manual systems such as faxing reports/copying and scanning faxed reports into their
own stand-alone systems.

Key Findings
= Lack of coordinated access to patient records across continuum of care.
» Lack of closed loop communication among multiple service providers.

Recommendation

System Improvement

16 Explore use of innovative technology including electronic health records and
integrated assessment reporting to support closed loop communication and sharing of
patient records among multiple providers.
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Vision Care by IDN

This section of the report describes the current state of vision care, including where people are
travelling to receive care in each of the five IDNs within the North West LHIN. Overall, the
residents of North West LHIN are adequately served as the majority of services are provided
within the LHIN.

City of Thunder Bay IDN

Five resident ophthalmologists serving the North West LHIN and the majority of optometrists
(17) reside in the City of Thunder Bay (CoTB) IDN. This IDN is also home to the TBRHSC,
where ophthalmology services are provided at the regional level accounting for the largest
volumes of cataracts. As demonstrated in the chart below, 94% of the residents of CoTB IDN
receive services within the North West LHIN region. Travel outside of the LHIN is mainly for
specialized procedures. Though most of the people do not have to travel outside the LHIN
boundaries, a high number of travel claims through the NHTG are for the CoTB IDN even
though the regional hospital is located here. The IDN is also supported by one
teleophthalmology site and two Diabetes Education Programs (DEP’s).

Figure 12: City of Thunder Bay IDN
City of Thunder Bay IDN
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District of Kenora IDN

The District of Kenora IDN (DoK IDN) has a high prevalence of diabetes. It is currently served
by two visiting ophthalmologists from Winnipeg, supported by the Ministry of Health and Long-
Term Care’s “Under Serviced Area Program’s Visiting Specialist” funding. These visiting
ophthalmologists provide cataract surgery and follow-up at the Lake of the Woods District
Hospital (LWDH), in the Kenora LHH. These ophthalmologists provide valuable but limited
services in the community. LWDH accounts for the second largest volume of surgical vision
procedures. Optometrist services are provided by seven optometrists residing within the IDN.

As depicted in the chart below, 80% of DoK IDN residents receive services within the North
West LHIN region, while 19% travel to Manitoba. This traveling volume is appropriate as
Winnipeg is much closer than Thunder Bay. Travel outside of the LHIN is mainly for specialized
procedures.

The CNIB eye van provides services in six communities in the DoK IDN including Kenora, Ear
Falls, Red Lake, Dryden, Pickle Lake/Osnaburgh and Ignace. Outreach services through the
teleophthalmology program at Red Lake are offered in the northern communities of Sandy Lake,
Big Trout Lake, Deer Lake, Poplar Hill and North Spirit Lake.

Overall, the residents of the DoK IDN are appropriately served.

Figure 13: District of Kenora IDN

District of Kenora IDN
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District of Thunder Bay IDN

The District of Thunder Bay (DoTB) IDN has the second highest prevalence of diabetes in the
North West LHIN. The DoTB IDN is served by one visiting ophthalmologist from Southern
Ontario, supported by the Ministry of Health and Long-Term Care’s “Under Serviced Area
Program’s Visiting Specialist” funding. Services are provided at Wilson Memorial General
Hospital, in Marathon. Fifty cataract cases per year are done in Marathon. The visiting
ophthalmologist comes several times per year providing post-surgery visits and support for
medical conditions such as glaucoma. The DoTB IDN has only one optometrist in the Marathon
LHH.

The ophthalmology service is reportedly valued by the residents and primary care providers. It
has reduced travel grant expenditures to the health system. Concern was expressed regarding
its long-term viability during community engagement as it is supported through a visiting
specialist and is not connected to service provision elsewhere in the LHIN. Additional concern
was expressed regarding the need to send patients with complications to ophthalmologists in
Thunder Bay who are not familiar with the patient. Regardless of number of volumes completed,
it is necessary to move forward to determine if there is a minimum volume from a quality and
cost effectiveness perspective for small hospitals embarking on a surgical program.

As depicted in the chart below, 97% of the residents of DoTB IDN receive services within the
North West LHIN. While travel does occur outside of the LHIN, volumes are fairly low. Travel
outside of the LHIN is mainly for specialized procedures.

The CNIB eye van provides services in four communities in the DoTB IDN including Longlac,
Geraldton, Schrieber/Terrace Bay and Manitouwadge. No teleophthalmology services are
currently offered in this IDN.

District of Thunder Bay IDN

7,1% <5 <5%
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District of Rainy River IDN

Fort Frances has access to a visiting ophthalmologist that provides medical ophthalmology for
the community. No surgical ophthalmology is provided in the District of Rainy River IDN (DoRR
IDN). Optometry is available locally and patients are referred to Winnipeg or Thunder Bay for
complex conditions. The DoRR IDN has the highest population of 65 plus in the North West
LHIN.

The Fort Frances Aboriginal Health Access Centre reports adequate access to care for First
Nations consumers. A medical facility van transports people to and from their appointments at
least 3 times per week. Access to care for diabetes health is available at the LHH hospitals.
Four DEPs serve the DoRR IDN. Telemedicine is available but not teleophthalmology. The
community would welcome a visiting specialist if available.

The residents of the District of Rainy River IDN go to Manitoba, Kenora or Thunder Bay for
services. As indicated in the chart below, 74% of DoRR IDN residents receive services within
the North West LHIN region, while 25% travel to Manitoba. Travel to Manitoba was mainly for
cataract surgery. The majority (54%) of patients that did travel within the LHIN received services
at TBRHSC.

The CNIB eye van provides services in three communities of the DoRR IDN: Fort Frances,
Rainy River and Atikokan.

Figure 15: District of Rainy River IDN
District of Rainy River IDN
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Northern IDN
The Northern IDN has a high prevalence of diabetes in the North West LHIN and it is also home
to the largest Aboriginal population within the LHIN.

The Northern IDN (Sioux Lookout and Northern First Nations communities) has no resident
optometrists or ophthalmologists. A visiting optometrist has served the Sioux Lookout
community in the past but the service could not continue given the cost to maintain duplicate
capital equipment, rent and other overhead expenses. A high no-show rate among clients was
also reported. A remuneration method other than straight fee-for-service might be considered.

Currently, the fly-in communities in the Sioux Lookout zone, which includes the northern
communities, have visiting optometrists twice a year through a Health Canada program. These
visiting optometrists provide services in fly-in communities and do not serve communities with
road access. People in road accessible communities must travel to Sioux Lookout, Winnipeg or
another location in the North West LHIN to receive care. Sioux Lookout has a teleophthalmology
site with a relatively small number of clients and serves people with diabetes requiring regular
follow-up. Also an ophthalmologist travels to the community once annually with the CNIB eye
van. It is generally agreed by all stakeholders that this represents the most significant gap in
access to primary vision care in the North West LHIN.

The Sioux Lookout First Nations Health Authority reports some concerns with respect to having
teleophthalmology or even telemedicine available at the remote First Nations community level.
Bandwidth continues to be an issue. At times, eye care is provided on a planned approach with
patients coming to Sioux Lookout versus visiting optometrists going to the communities. It is
reported that individuals from remote communities prefer to access services in Sioux Lookout
rather than Winnipeg or Thunder Bay.

As indicated in Figure 16, 67% of the people residing in the Northern IDN receive services
within the LHIN while 30% travel to Manitoba. Compared to the rest of the IDN, residents of the
Northern IDN travel most for services outside of the LHIN.

As mentioned earlier, outreach services through the teleophthalmology program at Red Lake
offer retinal screening in some of the northern communities of Sandy Lake, Big Trout Lake, Deer
Lake, Poplar Hill and North Spirit Lake. The eye van offers services only in Sioux Lookout.

Demand for pediatric services may not be accurately reflected due to limited access to remote
First Nations communities with large pediatric population.

Recommendations cited earlier in this report point to the need for culturally appropriate services
for First Nations care with access considerations for optometry and ophthalmology in the
Northern IDN.
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Figure 16: Northern IDN
Northern IDN
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Key Findings

= Overall, North West LHIN residents are adequately served with majority of services
provided within the LHIN.

= Though majority of services are accessed within the LHIN, high volume of travel
occurs.

= Travel outside of the LHIN is mainly for specialized procedures.

= Kenora and Marathon have visiting ophthalmologist programs that provide surgical
and medical services to the local community.

» Residents of Rainy River, Kenora and Northern IDN access some services in
Winnipeg as it is closer than Thunder Bay.

= The Northern IDN has limited access to vision care services.

Recommendation

System Planning
P13 Develop Regional Program Model(s) for care delivery at local health hub, integrated
district network and regional levels:
= Review elements of primary eye care delivery to better understand
roles/relationship of care providers and available technology to maximize
access to care at local health hub level.
= Consider equitable access to specialist care relative to principles of critical
mass for quality and efficiency balanced with desire for care closer to home
at integrated district network level.
= Explore integration opportunities within the current service delivery model
» Review options for care delivery of adult and pediatric care at the regional
level including developing relationships with other LHINs and/or Manitoba for
services that must leave Northwestern Ontario.
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Human Resource Planning

Ophthalmologists practicing in Thunder Bay and visiting specialists from Winnipeg and southern
Ontario perform a sufficient volume of cataracts to maintain their clinical competence. As noted
previously, two out of three ophthalmologists in Thunder Bay perform more than 600 cataracts
annually which is beyond the range recommended by the Task Force. There is an opportunity to
recruit a 4™ surgeon and spread the volumes evenly. Recruitment of an additional surgeon
would free up time for medical and diagnostic ophthalmology and might result in additional
volumes from the region. Kenora and Marathon are well served by visiting ophthalmologists.

The age range of the currently practicing ophthalmologists in the North West LHIN is between
50-70 years. Given this, some ophthalmologists may be at or near retirement in the coming
future. Potential retirement may offer the opportunity for succession planning and recruiting a
new ophthalmologist that may be able to fill regional gaps such as providing care closer to home
by repatriating volumes and considering a specialty like pediatrics.

In the event that volumes can be repatriated and consideration is given to siting cataract surgery
in one or more additional hospitals in the North West LHIN, significant discussion must occur
with the ophthalmologists regarding the preferred sustainable model. It must be noted that care
closer to home saves travel costs and inconvenience for the patient but introduces inefficiencies
and challenges for the clinician. The current five ophthalmologists also provide an uninterrupted
call schedule serving Northwestern Ontario. Decisions on future recruitment must take into
consideration the need to have sufficient physician resources to support a sustainable call
structure.

The ophthalmologists in Northwestern Ontario provide a full range of generalist services but do
not provide all subspecialty services. In particular, patients must travel for certain procedures
such as corneal transplants, selected retinal surgeries, Lasik procedures, pediatrics and some
plastic surgery procedures. It is possible that targeted recruitment might allow for reduced
travel by patients out of the LHIN in one of these areas in the future.

Key Findings
= Existing human resources meet the current general ophthalmology needs of the
residents of the North West LHIN but have little room to absorb repatriated volumes
from out of province or to respond to anticipated future growth;
= Certain specialty areas require travel outside of the LHIN and represent an
opportunity for potential recruitment.

Recommendation

System Planning
PI4 Consider opportunities to fill service gaps through succession planning and potential
targeted recruitment of ophthalmologist(s) with specific skills.



Academic Programs

The Northern Ontario School of Medicine (NOSM) does not provide specialty training for
ophthalmology. The school has a more generalist approach. Medical learners do have
opportunities to spend time with ophthalmologists. Additional partnerships could be explored
and developed with other academic centres within the province.

In other jurisdictions optometry learners travel to remote communities to provide care. This
approach may work in the North West LHIN.

Recommendation

System Improvement
I7 Explore educational partnerships with academic centres across the province.

Performance Measurement

All hospitals that receive Wait Times funding for cataracts are following the requirements set out
in the Quality Based Procedures guidelines for performance management. Wait times are the
primary indicator reviewed currently. All organizations struggle with the ability to track and report
patient outcomes measurements such as pre and post visual acuity for cataract surgery and
patient satisfaction.

Beyond surgical centres, each organization from primary care through specialist care manages
quality and performance independently. There are no standardized methods used to capture
relevant metrics and monitor performance.

A more coordinated approach across the LHIN in keeping with a regional program model would
be beneficial. Further standardization will be achieved through alignment with the provincial
work currently underway.

Recommendation

System Performance
P2 Develop and monitor performance indicators such as patient satisfaction and pre and
post visual acuity at different levels of care.
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Strengths and Challenges of Current Service Provision &

Future Growth

Through review of the data and community engagement with key stakeholders, the following

strengths and challenges in the current state of vision care were identified:

Strengths

Primary care services are available
at the Local Health Hub (LHH) level
and communities have been creative
in developing local systems that work
Teleophthalmology, the Canadian
National Institute for the Blind (CNIB)
Eye Van and other mobile services
are valuable in more isolated
communities

Optometrists have an expanded
scope of practice and compliment
the role of ophthalmologists

Models for shared care between
ophthalmologists and optometrists
are supported by Eye Health Council
Ontario (EHCO) and endorsed
locally

Access to cataract and other surgery
is available within the North West
LHIN in acceptable timeframes
Hospital cataract programs in Kenora
and Marathon offer care closer to
home

Surgeons are operating at volumes
of 200-600 cataracts per year to
assure clinical competency

Some pediatric care is available
locally and referral patterns are
established for others to Winnipeg
and the Hospital for Sick Children in
Toronto

Challenges

Primary care services are offered in a
different way in each community with varying
access to optometry, teleophthalmology and
the CNIB eye van

Access to eye van is limited to certain
communities

No clinical pathways for care exist across
primary care providers to assess gaps and
avoid duplication at the local health hub level
Family practitioners do not necessarily refer
to optometrists for first line diagnosis or
treatment when available

Optometrists currently do not support
ophthalmologists with on-call services

Travel is required to access specialist care
for many residents outside of Thunder Bay,
Kenora and Marathon and there are
significant gaps in care in the Northern IDN
The minimum volume of cataracts for a
small hospital to achieve critical mass for
quality and cost efficiency is unclear

Waits are long for pediatric care given
volumes are low and capacity exists
elsewhere

There is greater demand for pediatric
services than may be reflected in current
data due to limited access to services in
remote First Nations communities

Surgeons are at limit for volumes and cannot
easily absorb repatriated clients or growth
projected in the future

Long wait times exist for corneal transplants
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Future Ophthalmology Needs

Projected Population

The Task Force report made projections for Northern Ontario as a whole. It is important to
understand that there are no natural referral patterns between the North East and North West
LHINs for care other than some Francophone patients in the District of Thunder Bay who may
prefer to access care in Hearst or patients on the eastern most border of the North West LHIN
who may access care in Sault Ste. Marie.

If travel is required outside of the northwest, the natural specialists referral patterns are to
Winnipeg and Southern Ontario. To fly from Thunder Bay to Sudbury involves a flight to
Toronto and therefore most the natural referral pattern is Southern Ontario.

It is further imperative to maintain sufficient service in each LHIN to support a sustainable
emergency on-call structure for ophthalmologist care.

Therefore, attempts to disaggregate projected data for each individual LHIN should be made.
Based on current population estimates and projections, the following table identifies the
proportion of adults (age 18+) and total population for North East LHIN and North West LHIN of
the total Northern Ontario population for 2011 and 2022:

Table 13: Adult (18+) Population Percentages

2011 | 2022
% total Northern %adult % total Northern

o)

Yoadult (18+) Ontario (18+) Ontario
North 709% | 70.3% 70.3% | 69.7%
East
North 20.1% 20.7% 20.7% | 30.3%
West

The percentage of adult population in the North West LHIN is projected to increase 3.5%
compared to only 0.5% in the North East LHIN. The North West LHIN is projected to have an
increased percentage of adult population in Northern Ontario in 2022, from 29.1% to 29.7%
(2.1%). Seniors (age 65 and over) are projected to represent 21.6% of the population in 2022
compared to an estimate of 15.8% in 2012".

An older population increases the prevalence of age-related ocular diseases. Therefore, in
adjusting for age of the population, the North West LHIN should see a slightly higher percent
increase in volume of adult ophthalmology procedures.

Cataract Volumes

Based on a volume of 2,419 cataracts for Northwestern Ontario in 2012/13, with a conservative
25% growth projection, there will be 3,023 cataracts in 2021/22 (The Provincial Vision Task
Force, 2013). The Task Force projects 25.7% and 73.3% growth for Level 3 and 4 cases by
2021/22.

! Source: Statistics Canada 2011 Census
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Pediatric Volumes

While pediatric volumes are small in the North West LHIN it should be noted that the numbers
are growing primarily in the First Nations population. This particular group will require additional
services that are accessible and culturally appropriate in the future.

Projected Diabetes Prevalence

Assuming that the prevalence of diabetes increases by 0.6% each year by the year 2022,
18.5% of the North West LHIN adult population will have diabetes?®. Higher rates of diabetes will
increase the risk of diabetic retinopathy and eventually increase the need for appropriate vision
care across the region.

2 Source: Ontario Diabetes Strategy, Key Performance Measures, June 2013
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Service and System Models of Ophthalmology

The North West LHIN’s Health Services Blueprint proposes an integrated delivery model with
services organized at three levels: local, district, and regional. Health service provision focused
on improved patient experience through a network of health service providers offering a
coordinated continuum of services for the residents of the North West LHIN.

The following model for a regional program of vision care, supported by stakeholders, identifies
the appropriate services for patients at these three levels and assumes coordinated and
integrated patient flow across the continuum. This model builds on recommendations
previously stated in this report.

PN

Regional & Specialization

Retinal, Corneal, Plastic Surgery
Cataract and other Surgery
Pediatric Surgery

Regional Call structure
Regional Recruitment Strategy

1
1
1
1
1

Integrated District Network

i Cataract surgery subject to minimum
volumes

9  Visiting Ophthalmologist for range or
diagnostic, medical and surgical care

i Teleophthalmology

PATIENT FLOW

Local Health Hub

Public Health and Promotion
Diabetes Education Programs
Telemedicine

Visiting or resident Optometrist
CNIB
Primary Care

=8 =4 —a —4 _a 9




In review of this model with various stakeholders, it was identified that the following principles
should be considered to facilitate appropriate access and quality of care.

Principles for Regional Model for Vision Care

= Access: Care closer to home is valued by consumers

= Quality & Safety: Care closer to home must be balanced with critical mass at the IDN
level

= Cost Effectiveness: Costs to the system including travel grants, capital, efficient use of
operating rooms and hospital infrastructure must be considered in the system design

= Patient Centered: Patients must be engaged in designing the system

= Culturally competent: The system must meet the needs of First Nations and
Francophone people

= Stable/sustainable: The system depends on well supported primary care providers at
the base and support to specialists for on-call and any new requirements to travel

Implementation of the recommendations presented in this report must be aligned with the
service delivery model of care. Figure 18 depicts how the recommendations fit with the model of
care and additional supports required to make such a model successful in the Northwest.
Various strategies may be adopted to implement the recommendations within the model of care.
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Additional Supports Required:

Local Health
Hub

)

Expansion of primary care services including
visiting optometrists and screening
mechanisms

Qdosed loop communication across continuum
of care

Additional education for family practitionersto
ensure appropriate use of all providers
Optometrists practicing at full scope of practice
supported by well coordinated primary care

Community investments required for small
centresto support visiting optometry to cover
infrastructure costs and capital costs aswell as
acknowledge high no-show ratesin some
communities making a fee for service model
difficult to sustain. Health Canada should be
engaged for these discussions for Soux Lookout
and Hrst Nations communities.

Expansion of Teleophthalmology in a
coordinated fashion to provide retinal
screening in remote areas with links back to
primary care
Translation services for all levels
Development of Hectronic Medical Records
Quiturally appropriate care

Additional Supports Required:

ll

Integrated
District

Network

Regional &
Soecialization

\
Coordination of primary care services
Expansion of teleophthalmology services and
other innovative technology
Potential expansion of visiting ophthalmologist
program in small hospitals

Review of detailed travel grant expendituresto
understand where patients are going for
primary and specialist care and for what
reasons and to determine if opportunitiesfor a
business case can be made for care closer to
home can be made

The model requires further exploration at the
IDN level to see the range of volumes available
for potential cataract surgery closer to home
Review of visiting specialist program to
understand where needs are and how best to
support

Emergency departments at the IDN level
require additional supportsfrom optometry to
reduce the burden of aregional call structure
for the ophthalmologists and avoid visitsto the
Emergency Departments

Explore options where emergency departments
are supported by local optometrists

ll
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\_their practice

Additional Supports Required:

R

Continuation of current service provision to
North West LHIN residentsthrough Winnipeg
or Southern Ontario
On call services
Centralization of cataract surgery
Impact analysis of potential retirement of
ophthalmologists
9 Potential recruitment options:
9 Recruit tofill in regional gaps such as
pediatrics
T Recruit to travel acrossthe region —
providing care closer to home subject
to quality and cost efficiency
 Recruit to Thunder Bay, with all
ophthalmologiststravelling the region
Increase accessto Operation Room (OR) at
TBRHSCfor pediatric surgery

Consider some form of centralized triage and
referral process for surgical consultations
similar to Regional Joint Assessment or
Interprofessional oine Assessment Centre
models
Development of Hectronic Medical Records
Coordination of Visiting specialiststo ensure
quality standards set and reviewed
Review of ORallocations and anesthesia access
for pediatrics & other sub-specialties
Funding model e.g. Alternate Payment Program
to support clinicians if they must travel

J

recognizing the inefficiency it introduces to




Conclusion

This regional plan offers numerous high level recommendations for advancing vision care
services in the North West LHIN. Significant stakeholder engagement informed
recommendations in this report and it is anticipated that many of these individuals and/or
organizations will continue to be involved as planning moves forward.

Currently, North West LHIN residents are well served by a variety of vision care service
providers across the continuum of care from health promotion at the district health unit level to
highly specialized care in hospital. Though the majority of services are accessed within the
LHIN, a substantial amount of travel is required, nevertheless.

Significant gaps exist in accessing vision care in the Northern IDN. Pediatric vision care
services are also limited within the LHIN. Implementation of the proposed service delivery model
of care will bridge the identified gaps in vision care within the LHIN.

Overall, the residents of North West LHIN are adequately served by services provided within the
LHIN, and in Winnipeg and Southern Ontario. At the time this report was written, the need to
establish an Independent Healthcare Facility in the North West LHIN was not supported by key
informants and stakeholders.



Recommendations
Access

1.

6.

Develop a coordinated care strategy which includes diverse service providers such as
optometrists, the CNIB eye van, primary care providers, and teleophthalmology, to
enhance access to vision care throughout the North West LHIN. (Refer to page 18)

Identify opportunities to enhance access to optometry and ophthalmology in the Northern
IDN. (Refer to page 23)

Explore the use of advanced teleophthalmology and telemedicine to further leverage
technology in increasing access to screening and clinical consultation. (Refer to page 23)

Provide culturally appropriate care to residents across the North West LHIN. (Refer to
page 23)

Identify opportunities to enhance pediatric surgery within the North West LHIN. (Refer to
page 30)

Improve access to intraocular injections within in the North West LHIN. (Refer to page 30)

System Planning

1.

4.

Identify opportunities to provide appropriate care closer to home thereby reducing travel
costs and inconvenience to patients and their families. (Refer to page 32)

Utilize existing capacity to provide vision care services across the North West LHIN at this
time rather than establishing an Independent Healthcare Facility in the first wave. (Refer to
page 33)

Develop regional program model(s) for care delivery at local health hub, integrated district
network and regional levels: (Refer to page 40)

1 Review elements of primary eye care delivery to better understand roles/relationship
of care providers and available technology to maximize access to care at local health
hub level

1 Consider equitable access to specialist care relative to principles of critical mass for

guality and efficiency balanced with desire for care closer to home at the integrated
district network level

Explore integration opportunities within the current service delivery model

Review options for care delivery of adult and pediatric care at the regional level
including developing relationships with other LHINs and/or Manitoba for services
outside of Northwestern Ontario

= =

Consider opportunities to fill service gaps through succession planning and potential
targeted recruitment of ophthalmologist(s) with specific skills. (Refer to page 41)



System Improvement

1.

Explore opportunities to implement best practice, shared care approaches and care
pathways between ophthalmologists and optometrists, and other service providers such as
teleophthalmology where applicable, to improve care coordination and quality across the
continuum of care. (Refer to page 23)

Educate primary care providers on the expanded scope of practice for optometrists. (Refer
to page 23)

Increase awareness among primary care providers regarding the appropriate use of
teleophthalmology. (Refer to page 23)

Consider education and training opportunities for service providers such as optometrists or
orthoptics in relation to screening, monitoring and pediatric vision care needs. (Refer to
page 30)

Ensure continuity of a sustainable on-call system for ophthalmology and optometry to
enhance access to urgent and emergent care closer to home. (Refer to page 34)

Explore use of innovative technology including electronic health records and integrated
assessment reporting to support closed loop communication and sharing of patient
records among multiple providers. (Refer to page 34)

Explore educational partnerships with academic centres across the province (Refer to
page 42)

System Performance

1.

Monitor rates of Optical Coherence Tomography to determine if recent capital investments
by providers are sufficient to close the gap in service. (Refer to page 30)

Develop and monitor performance indicators such as patient satisfaction and pre and post
visual acuity at different levels of care. (Refer to page 42)
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Appendices
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Name Organization/Location

Adam Brown Wilson Memorial Hospital, McCausland
Hospital

Allan Katz Riverside Health Care Facilities Inc.

Dr. Blair Schoales

Thunder Bay

Dr. Brian Lockyer

Fort Frances

Dr. Christopher Francis

Thunder Bay

Dr. Cory McKiel

Marathon, Thunder Bay

Doreen Armstrong-Ross

Dryden Regional Health Centre

Janet Gordon

Sioux Lookout First Nations Health Authority

Dr. Leland Dhurjon

Thunder Bay

Mark Balcaen

Lake of the Woods District Hospital

Kathy Dawe

Lake of the Woods District Hospital

Monique Pilkington CNIB

Dr. Paul Savioli Thunder Bay
Dr. Rashmi Nigam Winnipeg
Robert Gaunt CNIB

Dr. William Ulakovic

Thunder Bay

Dot Allen

Thunder Bay Regional Health Sciences Centre

Kimberly Kostyshyn

CCDC, Thunder Bay
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Appendix B: Stakeholders Consulted in Creation of Plan

Category Name ‘ Location
Ophthalmologists Dr. L. Dhurjon Thunder Bay
Dr. C. Francis Thunder Bay
Dr. B. Schoales Thunder Bay
Dr. J. vander Zweep Winnipeg, MB, Kenora
Dr. M. Rogelstad Strathroy, Marathon
Dr. S. Kraft Toronto
Optometrists Dr. D. Cranton Atikokan, Thunder Bay
Dr. C. McKiel Marathon, Thunder Bay
Dr. P. Savioli Thunder Bay
Dr. W. Ulakovic Thunder Bay

Dr. Cousineau

Fort Frances

Dr. B. Lockyer

Fort Frances

Primary Care Dr. R. Almond Thunder Bay
Dr. E. Orrantia Marathon
Dr. T. O'Driscoll Sioux Lookout
Greenstone Family Health | Geraldton
Team
Dryden Family Health Team Dryden

Anesthesia

Dr. lan Dobson

Thunder Bay

District Health Unit

Dr. D Williams

Thunder Bay

Community Health
Centres

Kristen Shields

Thunder Bay, Nor'West CHC

Community Care Access
Centre

Paula Donalyk

Thunder Bay

Teleophthalmology Gwen Third Thunder Bay, TBRHSC
Kendall Hochstedler, Donna | Balmertown, Red Lake
Roberts Knet
CNIB Northwestern Ontario
OTN Ontario

First Nations Fort Frances Tribal Area | Fort Frances
Health Services - Tracey
Roach

Big Grassy River First Nation
Family Resource — Lori Gladu

Fort Frances

Sioux Lookout First Nations
Health Authority

Sioux Lookout

WNHAC Keewatin
Hospitals Dot Allen Thunder Bay
Mark Balcaen Kenora
Allan Katz Fort Frances
Adam Brown Marathon
Dave Murray Sioux Lookout
Small hospital Chief Nursing | Across North West LHIN
Executives
Other LHINs Ligaya Byrch NSM LHIN
North East LHIN
Consumers Anonymous consumers Red Lake

Thunder Bay
Neskantaga First Nation
Fort Frances

Diabetes Educators

Diabetes Education Program
Consultation

All programs across Northwest LHIN
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Appendix C: CNIB Eye Van Visiting Site in the North West LHIN

IDN
District of Thunder Bay IDN

Sites

Longlac, Geraldton, Schreiber/Terrace Bay,
Manitouwadge

City of Thunder Bay IDN

District of Kenora IDN

Kenora, Ear Falls, Red Lake, Dryden, Pickle
Lake/Osnaburgh, Ignace

District of Rainy River IDN

Atikokan, Fort Frances, Rainy River

Northern IDN

Sioux Lookout
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