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The Honourable Deb Matthews
Minister of Health and Long-Term Care
10th Floor Hepburn Block
80 Grosvenor Street
Toronto ON M7A 2C4

Dear Minister,
We are pleased to present our report to you on the vital issue of collaboration among the eye care
professions in Ontario. Our recommendations recognize that we are confronting many issues that
have led to conflict among opticians, optometrists and ophthalmologists for many years. It is our
hope that the professions can now transcend these matters for the sake of the greater public
interest.
To us, the real issue is how our eye care professionals will together address an escalating crisis in
the rapid growth of eye diseases and conditions. They must work in tandem to provide the safe,
competent and coordinated care that patients expect.
In the course of our review on this matter, we sadly lost to cancer our friend and Vice Chair,
Peter Sadlier-Brown, who always added pivotal and wise comment to our work. Peter was
determined that we should be accurate, fair and balanced when we presented our advice and that
we should not shy away from making recommendations that, on the basis of our research or
internal conclusions, might significantly change the way health professions regulation works in
Ontario. He, like other HPRAC members, insisted that our recommendations must be based on
sound public policy, on evolutionary change and on the unshakable premise that the patient is
central to the work of health professionals and how they are regulated.
In this report, we recommend changes to regulations under certain statutes. We also suggest
action that might be taken by the health colleges. Beyond that, we believe that there is an
opportunity for you, as Minister, to take a major supportive role in initiatives that go beyond
legislative or regulatory change, and to emphasize the pressing need to change the way we
manage eye care in Ontario. We are convinced that this will lead to people receiving the highest
quality care, no matter where they live in the province.

We look forward to discussing this report with you. The matters are complex and have been
influenced by several decades of discord. However, we are enthused by recent inventive
proposals that will defuse internal tension and refocus debate on the best ways that our
professionals can respond to, and support, the public interest.
Yours truly,

Report to the Minister of Health and Long-Term Care on
Interprofessional Collaboration
Among Eye Care Health Professionals
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The Minister’s Request
In June 2007, the Minister of Health and Long-Term Care, Hon. George Smitherman,
requested that the Health Professions Regulatory Advisory Council (HPRAC) provide
advice on a number of important matters to ensure that the health profession regulatory
system keeps pace with the health care needs of Ontarians.
One of the issues concerned interprofessional collaboration. Specifically, the Minister
requested that HPRAC:
Recommend mechanisms to facilitate and support interprofessional collaboration
between health colleges, beginning with the development of standards of practice
and professional practice guidelines where regulated professions share the same
or similar controlled acts, acknowledging that individual health colleges
independently govern their professions and establish the competencies for their
professions.
He also asked HPRAC, in its analysis, to:
Take into account, when controlled acts are shared, of public expectations for
high quality services, no matter which health profession is responsible for
delivering care or treatment.
This is HPRAC’s fourth report to the Minister on interprofessional collaboration in
response to the June 2007 letter. It is devoted to the eye care professions. HPRAC
deferred its recommendations on collaboration in this sector to this separate report to
allow time for the extensive research and consultations needed to address the complex
issues involved.

HPRAC’s Central Response
HPRAC has been considering the changes, rivalries and struggles among Ontario’s eye
care professions for the better part of a decade. The time has come to find solutions and
to deal with the challenges of meeting the eye health needs of an aging population.
In recent reports, HPRAC has found that a health care system where all health
professionals function to the full extent of their training and abilities as part of a
collaborative team is key to improving access to high-quality, patient-centred care.
HPRAC is working toward a regulatory system that enables each of Ontario’s thousands
of health professionals to contribute to patient care to the full scope of their capabilities,
to collaborate with each other so that the efforts of all are maximized to produce the best
possible results for patients, and to respond with up-to-date skills to the rising
expectations of today’s health care consumers. It has emphasized that interprofessional
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collaboration is not an end, but rather a means to achieving the goal of patient-centred
care in a sustainable health system.1
The experience of the eye care professions provides a prime example of the potential
benefits of interprofessional collaboration, and the potential damage done by noncollaboration. The fact is, if ophthalmologists, family physicians, optometrists and
opticians work effectively together, Ontarians will have much better access to timely and
responsive eye care.
While the poor utilization of human resources is not the only reason that wait times for
specialist ophthalmology services are lengthy in many Ontario communities, it is one of
the reasons. Moreover, it is well recognized that the pressure on ophthalmologic
resources will increase dramatically as the demographic wave rises. Ontario, like Canada
as a whole, is on the brink of a crisis in vision care.
Some of the following projections will be cited in this report:
•
•

•
•

The number of seniors in Ontario will more than double to 3.7 million by 2030
from 1.8 million in 2009;
The five leading causes of vision loss – macular degeneration, cataracts, diabetic
retinopathy, glaucoma and uncorrected refractive error – are all age-related; hence
the number of blind and visually impaired Ontarians is forecast to double over the
next 25 years;
Over the next 15 years, the ratio of Canadians over age 65 per ophthalmologist
will increase by three quarters, and
The cost of vision loss in Canada, now estimated at more than $15 billion a year,
will double to $30 billion annually (in 2007 dollars) within 25 years.

Unless Ontario rises to this challenge, the province will face an epidemic of eye disease,
a surge in avoidable blindness, a diminished quality of life for those with vision loss and
their families, and a crushing financial burden.
Having reviewed the research on emerging population needs and talked with many
experts, HPRAC is convinced that its response to the Minister’s question regarding
interprofessional collaboration in the eye care sector must be positioned in the context of
a vision health strategy for Ontario.

1

See, for example: Health Professions Regulatory Advisory Council (HPRAC), An Interim Report to the Minister of Health and
Long-Term Care on Interprofessional Collaboration, March2008, p. 1 [hereinafter Interim Report on Interprofessional Collaboration,
March 2008], online: http://www.hprac.org/en/reports/resources/hpracenglishinterprofessionalcollaborationinterimreportmarch08.pdf.; HPRAC, An Interim Report to the Minister of Health and LongTerm Care on Interprofessional Collaboration on Mechanisms to Facilitate and Support Interprofessional Collaboration among
Health Colleges and Regulated Health Professionals: Phase II, Part I, September 2008 [hereinafter, Interim Report on
Interprofessional Collaboration, September 2008], online:
http://www.hprac.org/en/reports/resources/InterprofessionalCollaborationReportPhaseIIPartIENGSept08.pdf., p.1; HPRAC, Critical
Links: Transforming and Supporting Patient Care – A Report to the Minister of Health and Long-Term Care on Mechanisms to
Facilitate and Support Interprofessional Collaboration and a New Framework for the Prescribing and Use of Drugs by NonPhysician Regulated Health Professions [hereinafter Critical Links], January 2009, online:
http://www.hprac.org/en/reports/resources/hpraccriticallinksenglishjan_09.pdf., p. 1.
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Towards a Vision Health Strategy
Canada is a signatory to the World Health Organization’s global initiative to eliminate
avoidable blindness, Vision 2020: the Right to Sight. A national plan for blindness
prevention was due in 2005, but is still only in the early stages. An Ontario vision
strategy should dovetail with these national and international efforts.
Elements of a national strategy can be found in the report on Foundations for a Canadian
Vision Health Strategy – Towards Preventing Avoidable Blindness and Promoting Vision
Health prepared for the National Coalition for Vision Health. They include:
•
•
•
•
•
•
•

Increasing early detection;
Improving access to vision health care;
Redressing human health resources issues;
Streamlining professional roles and improving system efficiency and quality;
Developing better treatments and improving the evidence base for practice;
Implementing a surveillance system for vision loss/vision care, and
Increasing the public profile of vision health in Canada.2

HPRAC is hopeful that the predicted increase in vision loss can be lessened through
wider screening of patients and through advances in technology. For example, outcomes
for patients with conditions like glaucoma, macular degeneration or diabetic retinopathy
improve with earlier detection. Eye health breakthroughs, such as treatment of wet agerelated macular degeneration with intraocular injections, hold the promise of better
results. However, both increased screening and more intense application of technology
will amplify demands on an eye health workforce that is already under strain.
HPRAC views interprofessional collaboration as crucial to making the most of health
human resources, streamlining professional roles and improving system efficiency and
quality in eye care. Interprofessional collaboration must be an integral component of an
Ontario and national vision strategy.
The key goal for Ontario’s strategy should be to ensure that patients have access to the
right care from the right professional at the right time. The ideal, from HPRAC’s
perspective, is a system where people receive competent, appropriate eye care through a
coordinated network of professionals working together with mutual respect and to the
maximum of their knowledge, skills and qualifications.
By the right professional, HPRAC means the professional best suited to deliver the
service in terms of efficiency, effectiveness and value. This implies a clear path to the
right provider – including timely access to primary care and prompt referrals to higher

2
National Coalition for Vision Health, Foundations for a Canadian Vision Health Strategy: Towards Preventing Avoidable Blindness
and Promoting Vision Health. January 2007, online: http://www.visionhealth.ca/projects/documents/Foundations-For-A-CanadianVision-Health-Strategy.pdf. [hereinafter Foundations Report].
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levels of care. In a coordinated network, professionals provide the services they are
qualified to deliver through team-based and collaborative approaches.

Low Vision Strategy
HPRAC suggests that a provincial eye health strategy should include a low-vision
strategy. With an aging population, low vision services are one of the fastest growing
areas of ophthalmology and optometry practice.
HPRAC has learned that optometrists are providing the same low vision services as
ophthalmologists, such as low vision rehabilitation assessment, prescription of low vision
devices and patient training sessions. However, these optometric services are not covered
by the Ontario Health Insurance Plan (OHIP) and are often funded through non-profit
organizations on a charitable basis.
HPRAC urges the Ministry to consider the provision of OHIP coverage for low vision
services when delivered by either ophthalmologists or optometrists. This step would not
only increase access to low vision services, it would mean that the care of low vision
patients is shared in a way that makes the optimal use of the skills of each profession.
HPRAC contends that these services should be placed on a sound and equitable financial
footing.

Link to Diabetes Strategy
Statistics Canada estimates that nearly 700,000 Ontarians over the age of 12 have
diabetes.3 For these individuals, complications affecting vision can be minimized through
regular vision screening. For this reason, HPRAC finds it is imperative for the Ministry to
make eye health an integral component of the provincial diabetes strategy.

A Focus on the Patient
In HPRAC’s view, Ontario’s vision health strategy should first and foremost be patientcentred. As in all other aspects of health care, the patient must be the focus of everything
health professionals and institutions do.
Optometry and opticianry differ in structure from some other health professions because
most practitioners are functioning not only as health professionals but also in some
commercial capacity. The people served by these professionals are both patients seeking
skilled care and customers purchasing optical products. Despite the commercial
dimension, HPRAC underlines that the patient must always come first, as that is the
essence of being a health professional.

3

Statistics Canada, “Diabetes by sex, provinces and territories”, online: http://www40.statcan.ca/l01/cst01/health54a-eng.htm.
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Addressing Barriers
For too long, relations among the eye care professions in Ontario have been characterized
by antagonism and protectionism. HPRAC believes that it is time to refocus energies
away from competition and toward the real issues at hand – preparing to deal with an
imminent crisis in eye care, and ensuring the highest quality, coordinated care is available
to patients today.
There are some barriers that must be overcome to ensure that collaborative relations
among health colleges are improved and collaborative care is strengthened. HPRAC will
address these barriers in this report and recommend reforms that can lead to positive
change.

About HPRAC
HPRAC is an independent agency of the Government of Ontario established in 1993
under the Regulated Health Professions Act, 1991 (RHPA) to provide advice to the
Minister of Health and Long-Term Care on matters related to the regulation of health
professions in Ontario. Its mandate includes providing advice on:
•
•
•
•
•

Whether unregulated health professions should be regulated;
Whether regulated health professions should no longer be regulated;
Amendments to the RHPA and related Acts, and their regulations;
Matters concerning the quality assurance programs of the Colleges, and
Any matter related to the regulation of health professionals referred to HPRAC by
the Minister, including the effectiveness of each College’s patient relations
program.

The Minister relies on recommendations from HPRAC as an objective source of
information, analysis and advice in the formulation of public policy. In providing its
advice, HPRAC is independent of the Minister, the Ministry of Health and Long-Term
Care, the health colleges, health care associations and others with an interest in issues
under consideration.

Primacy of the Public Interest
The purpose of the regulation of health professions is the advancement of the public
interest. This is the first principle or fundamental ground upon which all else is founded.
It is a basic moral precept that has become enshrined in the ethical codes of the health
professions, and is enforced by professional regulation. HPRAC keeps this principle
foremost in mind throughout its deliberations.
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Why Vision Care Matters: The Gathering Storm
HPRAC’s review of eye care professions takes place against the backdrop of an incipient
crisis in vision health due to the aging population.
A widely held view is expressed in Foundations for a Canadian Vision Health Strategy,4
published by the National Coalition for Vision Health (NCVH) in 2007, which calls for a
national framework for action to prevent avoidable blindness and promote eye health.5
The paper says:
A demographic shift has led to a mounting epidemic of age-related eye disease in
Canada as well as a growing human resource crisis in vision health care. The
vision health care system in Canada has been severely stretched by an almost 40
percent increase in population need for vision care in the last 10 years alone. Over
the next 25 years the number of blind and visually impaired Canadians is
expected to double ... ; over the next 15 years, the number of Canadians older than
65 per ophthalmologist is expected to increase by 75 percent ... Unless Canadians
rise to meet the challenge of this gathering storm, the quality of our vision health
care system will erode and the number of Canadians needlessly experiencing
avoidable blindness will surge.6

Prevalence of Eye Disease in Canada
The Canadian population was 33,873,400 as of October 1, 2009.7 In 2006, approximately
816,250 Canadians aged 15 and older (3.2 percent) reported some type of problem with
their vision.8 These limitations varied from trouble seeing while wearing glasses to being
legally blind. Almost eight in 10 (78.5 percent) of vision conditions were considered mild
while the remaining 21.5 percent were considered severe.9
The NCVH Foundations report found that, by self-report, 278,000 Canadians aged 40
and over were visually impaired and 108,000 were legally blind.10 It also found that
approximately 100,000 Canadians have a vision-threatening form of diabetic
retinopathy.11

4

Foundations Report, p. 2.
The members of the Coalition are: Canadian Association of Optometrists, CNIB, Canadian Ophthalmological Society, The
Foundation Fighting Blindness – Canada, Institute of Neurosciences, Mental Health and Addiction, Opticians Association of Canada
and the Vision Health Research Council. Source: Muzychka, Martha, Environmental Scan of Vision Health and Vision Loss in the
Provinces and Territories of Canada, September 14, 2009, online:
http://www.visionhealth.ca/news/NCVH%20Version%20September%2029F,%202009.pdf [hereinafter “Environmental Scan” ], p.i.
6
Foundations Report, pp. 2, 4.
7
Statistics Canada, “Canada’s Population Estimates”, online: http://www.statcan.gc.ca/daily-quotidien/091223/dq091223b-eng.htm.
8
Statistics Canada, “Facts on Seeing Limitations”, online: http://www.statcan.gc.ca/pub/89-628-x/2009013/fs-fi/fs-fi-eng.htm.
[hereinafter “Facts on Seeing Limitations”].
9
Ibid.
10
Foundations Report, p. 6.
11
Ibid., p15.
5
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Vision Loss and Aging
Ontario’s Long-Term Report on the Economy, released in January 2010, concludes that
“the rapid aging of Ontario’s population is the most significant demographic trend
projected for Ontario.” By 2030, people who are 65 years and over will account for
21.9 percent of Ontario’s population, much higher than the current 13.7 per cent share.
The number of seniors is projected to more than double, increasing from 1.8 million in
2009 to 3.7 million by 2030. Even faster growth is projected for the oldest age group,
with the population aged 90 and over rising by 147 per cent.

12

As is well known, vision difficulty and loss increases with age. Across Canada,
individuals 75 years and older reported having the highest rates of vision loss (13.4
percent), while individuals 15 to 34 years had the lowest (under 1 percent). Of those
reporting vision difficulties, people who were 75 years and older were significantly more
likely than the youngest respondents (aged 15 to 24) to have a severe seeing problem
(30.5 percent versus 16.7 percent).13
What is different in our current circumstances is that, as people live longer, the
juxtaposition of their age and eye health, along with changing demographics of health
professionals, means that clinical care patterns need to change. The way that eye care
professionals coordinate their work must change. Ontario needs a vision health strategy –
a disease management strategy that encompasses eye care, and all of the health
professions who provide that care.
12
Ministry of Finance, “Ontario’s Long-Term Report on the Economy”, January 2010, p. 9, online:
http://www.fin.gov.on.ca/en/economy/ltr/2010/ltr2010.pdf.
13
Statistics Canada, “Facts on Seeing Limitations”, see also “Table 1: Seeing Limitation Rates by Age, 2006”, online:
http://www.statcan.gc.ca/pub/89-628-x/2009013/tab/tab1-eng.htm.
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Different sources agree that the five leading causes of vision loss in Canada are macular
degeneration, cataracts, diabetic retinopathy, glaucoma and uncorrected refractive error.14
These are all age-related problems.15 A 2004 report prepared by CNIB and Novartis
indicated that by age 65, one in nine individuals will
develop irreversible vision loss, and by 75 years, one
What is vision loss?
in four will.16
Vision loss – vision worse
The Foundations report predicted that by 2031, the
than 6/12 in the better eye.
number of Canadians with cataracts will increase to
This category is divided into
five million, those who become blind from glaucoma
visual impairment and
will double, Canadians with an advanced form of age- blindness
related macular degeneration (AMD) will double and
the number of Canadians with diabetic retinopathy
Visual impairment – vision
(DR) will increase by 61 percent.17
worse than 6/12 but better
than 6/60 in the better eye.
The Cost of Vision Loss in Canada, prepared for
CNIB and the Canadian Ophthalmological Society in
Blindness – vision of 6/60 or
2009, projects that the prevalence of vision loss will
less and/or a visual field of
increase from 2.5 percent of the population in 2007 to
less than 20 degrees in the
4.0 percent in 2032.18 CNIB refers to this projected
better eye.
increase in the number of cases of vision loss across
Canada as the “demographic tsunami”.19
A vision of 6/12 describes the
ability to see objects only at 6
Vision Loss Projections for Ontario
metres that a normal eye can
see at 12 metres. Normal
For Ontario specifically, the Foundations report
vision is 6/6 (for which the
projects that the number of Ontarians aged 40 and
equivalent in feet is 20/20).
older with vision loss will increase by 104 percent
between 2006 and 2031 to a total of 298,000.20
Source: National Coalition
for Vision Health,
The projected increases in vision loss between 2006
Foundations for a Canadian
and 2031 for Ontarians age 40 and over for various
Vision Health Strategy, p. 3
conditions are:
• AMD: + 89 percent (early) and + 106% (advanced);
• Cataracts: + 96 percent;
• DR (vision-threatening): + 63%;
• Glaucoma (open angle): + 81 percent, and
14
Access Economics Pty Limited for CNIB and the Canadian Ophthalmological Society. The Cost of Vision Loss in Canada, 2009,
[hereinafter “Cost of Vision Loss Report”], online: http://www.cnib.ca/en/research/covl/docs/COVL_full_report.pdf, pp. ii and 3-12;
and Foundations Report, p. 12.
15
Foundations Report, p.12.
16
CNIB and Novartis, “A Clear Vision: Solutions to Canada’s Vision Loss Crisis”, Report prepared for Symposium: “The Cost of
Blindness: What it Means to Canadians” (2004), online: http://www.costofblindness.org/, p. 1 [hereinafter the Cost of Blindness
Report].
17
Foundations Report, p .61.
18
“Cost of Vision Loss Report”, pp. iii and 52.
19
CNIB, Paying the Price: What Vision Loss Costs Canadians and What We Should Do About It – An urgent call to action in response
to the 2009 Cost of Vision Loss in Canada Report (2009), online: http://www.cnib.ca/en/research/covl/docs/Paying_the_Price.pdf, p.
10 [hereinafter “CNIB Response”].
20
Foundations Report, p. 70.
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• Refractive error + 34 - 77 percent.21

Most Blindness Is Preventable
According to the World Health Organization, “three-quarters of all blindness can be
prevented or treated”.22 The Foundations report adds:
Importantly, vision loss from the all of the major causes is avoidable to
some degree. Diabetes can be prevented by lifestyle measures, and vision
loss from both DR and glaucoma can be largely prevented with early
treatment. Cataract and uncorrected refractive error are both amenable to
complete sight restoration with the effective interventions of cataract
surgery and refractive correction respectively. Even vision loss from AMD,
the most recalcitrant disease among the causes of vision loss, can be
prevented in many cases by smoking cessation and by antioxidant
supplementation. Recent breakthrough treatments for the most aggressive
form of AMD appear to be able for the first time to commonly improve
vision.23
Similarly, CNIB estimates that about 75 percent of vision loss in Canada is avoidable,
noting that although none of the major eye conditions in Canada might have cures, they
all have effective options for prevention and treatment.24

Diabetes and Vision Loss
Statistics Canada reports that in 2008 1,656,470 Canadians over the age of 12 had
diabetes – including 678,326 in Ontario.25 The Public Health Agency of Canada reports
that people of Aboriginal, Asian, Hispanic and African descent have a significantly
higher risk of developing diabetes. Aboriginal populations may be as much as three to
five times more likely to have diabetes than non-Aboriginal populations.26
Statistics Canada data also shows that diabetes is the single leading cause of blindness in
Canada.27 The current clinical practice guidelines published by the Canadian Diabetes
Association say that diabetic retinopathy is the most common cause of new cases of legal
blindness in people of working age.28

21

Ibid., p. 64.
World Health Organization, “Blindness”, online: www.who.int/topics/blindness/en/.
Foundations Report, p. 12.
24
“CNIB Response”, p. 11.
25
Statistics Canada, “Diabetes by sex, provinces and territories”, online: http://www40.statcan.ca/l01/cst01/health54a-eng.htm.
26
Public Health Agency of Canada, “The Face of Diabetes in Canada”, online: http://www.phac-aspc.gc.ca/cd-mc/diabetesdiabete/face-eng.php.
27
Sanmartin , Claudia and Gilmore, Jason. “Diabetes care in Canada: Results from selected provinces and territory, 2005” (2005),
online: Statistics Canada http://www.statcan.gc.ca/pub/82-621-x/2006002/4053724-eng.htm. The website notes that estimates in this
article were obtained from the Canadian Community Health Survey 2005.
28
Canadian Diabetes Association, “2008 Clinical Practice Guidelines for the Prevention and Management of Diabetes in Canada”,
(2008) 32 Canadian Journal of Diabetes, p. S134., online: http://www.diabetes.ca/files/cpg2008/cpg-2008.pdf.
22
23
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In 2009, the Canadian Institute for Health Information (CIHI) published an analysis of
the disparity between the recommended care for people with diabetes and the care that
patients say they receive.29 With respect to eye care, 66 percent of all Canadians with
diabetes reported receiving a dilated eye examination in the previous two years.30
In Ontario, all people diagnosed with diabetes mellitus are entitled to coverage under
OHIP for one eye examination every 12 months and any follow up care required, whether
provided by an optometrist or by an ophthalmologist. That more than one third of those
eligible for care do not seek that care speaks to a number of communications and
implementation gaps:
•
•
•
•
•

People do not know the steps they need to take to manage their own eye care;
People do not know that services are available through the public health insurance
program, or how to access those services;
Eye care is not integrated into a disease management strategy for diabetes,
although the impact of diabetes on visual acuity is well known through evidencebased research;
Health professionals are not adequately monitoring the impact on eye health of
chronic conditions such as diabetes, sharing information and co-managing patient
care, or
People do not take the steps they need to manage their diabetes or access services
for other reasons.

Vision Loss and Falls
The results from falls, the majority of which occur in the home, with most of the rest
happening in public places, long-term care homes or hospitals is a serious patient safety
issue. Falls can cause hip fractures that account for a significant portion of hospital
emergency room visits and hospitalizations. Among the seniors population, falls create
risks of serious injury and suffering, loss of independence, financial cost and, in some
cases, death.31
Several studies have found that falls are associated with visual impairment.32 One found
that individuals with visual deficits are two and a half times more likely to fall.33 The
29
Canadian Institute for Health Information, “Diabetes Care Gaps and Disparities in Canada”, December 3, 2009, online
http://secure.cihi.ca/cihiweb/products/Diabetes_care_gaps_disparities_aib_e.pdf., p. 1.
30
Canadian Institute for Health Information, “Study identifies care gap in diabetes management” December 3, 2009, Online:
http://secure.cihi.ca/cihiweb/dispPage.jsp?cw_page=media_20091203_e .
31
American Physical Therapy Association, “Issue Brief, American Physical Therapy Association. Preventing Falls in Older Adults”,
November 2007, online: http://phoenix.gov/fallprevention/issuesbrief.pdf.
32
See for example, Grisso, JA et al, (1991) “Risk factors for falls as a cause of hip fracture in women”, The Northeast Hip Fracture
Study Group, New England Journal of Medicine 324: 1326. Abstract online: http://content.nejm.org/cgi/content/abstract/324/19/1326.
See also Freeman, Ellen E. et al., “Visual Field Loss Increases the Risk of Falls in Older Adults: The Salisbury Eye Evaluation”,
(2007) Investigative Opthalmology & Visual Science 48:4445; and Brannan, S. et al., “A prospective study of the rate of falls before
and after cataract surgery”, (2003) British Journal of Ophthalmology 87(5): 560.
33
American Geriatrics Society, British Geriatrics Society and American Academy of Orthopaedic Surgeons Panel on Falls Prevention,
“Guideline for the prevention of falls in older persons” (2001) 49 Journal of the American Geriatrics Society 664 in Public Health
Agency of Canada, Report on Seniors’ Falls in Canada, online: http://www.phac-aspc.gc.ca/seniors-aines/altformats/pdf/publications/pro/injury-blessure/seniors_falls/seniors-falls_e.pdf., p. 31.

12
Cost of Blindness report said that, compared to the general population of the same age,
the number of falls is twice as high among people with vision loss.34
The Journal of the American Geriatrics Society recently reported a study finding that
binocular visual field is a risk factor for fractures in older women. Based on data over an
11-year period for nearly 5,000 women 65 years or over living in the community, the risk
of fracture was highest in women with severe visual field loss and lower with mild and
moderate vision loss.35
During its consultations on eye care, HPRAC heard that the association between vision
limitations and all falls should be treated cautiously. Some people with whom HPRAC
spoke said that factors other than poor vision may be linked with falling – for example,
dementia, poor lighting, slippery surfaces or poor balance.

Long-Term Care
Leaders in long-term care homes pointed to vision loss, along with inadequate eye wear,
as major factors leading to falls and injury, and told HPRAC that there is a need for more
and better coordinated optometric services in long-term care homes.
Representatives from the long-term care sector agreed that a key issue is timely access to
both primary and specialized eye care. HPRAC heard that poor vision contributes to a
poor quality of life, indicated by an increase in falls and social withdrawal. Having
glasses fitted outside the long-term care home is difficult for many patients. Generally,
patients receive only those services of ophthalmologists or optometrists that are covered
by OHIP and, since those services are usually off-site, they are difficult to access. The
cost of eye wear is also untenable for some long-term care residents. Stakeholders said
that mobile provision of eye care services and more visits to homes by eye care
professionals would improve patient care and safety.
Representatives from Community Care Access Centres told HPRAC that low vision
rehabilitation services were key to helping people stay in their own homes.

Economic Costs
The Cost of Vision Loss report estimates the financial burden of vision loss in Canada for
2007 was $15.8 billion.36 Of this:
•

34

$8.6 billion (54.6 percent) represented direct health system expenditure;

“Cost of Blindness Report”, p.1.
Coleman, Anne L. et al, (2009), “Visual Field Loss and Risk of Fractures in Older Women”, Journal of the American Geriatrics
Society 57:1825-1832.
36
“Cost of Vision Loss Report”, p. iv.
35
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•
•
•
•

$4.4 billion (28 percent) was productivity lost due to reduced employment,
absenteeism and premature death;
$1.8 billion (11.1 percent) was the cost of administering transfer payments, such
as income support and raising additional tax revenue to replace forgone taxation;
$0.7 billion (4.4 percent) was the value of the care for people with vision loss, and
$305 million (1.9 percent) went to other indirect costs such as aids and home
modifications.

The CNIB noted “…[W]hen placed alongside all other categories in the Public Health
Agency of Canada’s Economic Burden of Illness in Canada (EBIC) study, vision loss has
the highest health care costs of any disease in Canada – costing Canadians much more
than diabetes, all cancers, cardiovascular disease, mental disorders, respiratory diseases
(pneumonia, influenza, COPD, and asthma), arthritis or osteoporosis.”37 CNIB predicts
that by 2032, the cost of vision loss will have doubled to $30 billion annually, in 2007
dollars.38
Quite apart from the economic costs, blindness and vision loss profoundly affect quality
of life. A survey conducted by Ipsos Canada Inc. in 2006, sponsored by the Canadian
Association of Optometrists, found that the ability to see is so important to most
Canadian adults (55 percent) that they would be willing to give up some other physical
ability to regain their sight if they became blind.39

Low Vision Rehabilitation
Low vision is defined as vision that cannot be corrected by standard eyeglasses, or by
medical or surgical intervention.40 Low vision rehabilitation (LVR) is the continuation of
care after all other means for restoration of vision have been tried and failed. Low vision
can result from loss of macular function, as in age-related macular degeneration, loss of
peripheral vision as in retinitis pigmentosa or end-stage glaucoma, or from loss of hemifields of vision, as in stroke cases.41
LVR is a multidisciplinary endeavour of professionals specializing in this field who
provide assessment, prescribe devices, and conduct training and therapy sessions for
individuals with low vision. Ophthalmologists and optometrists serve as low vision
specialists, performing the initial low vision assessment and many other LVR services. A
recent study from the American Academy of Ophthalmology reported that LVR is one of
the fastest-growing segments of ophthalmology office practice.42 Opticians and others
37
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dispense low vision devices prescribed by ophthalmologists and optometrists.
Occupational therapists (OTs) and a variety of low vision trainers, teachers, and
educators provide one-on-one training for rehabilitation of visual functions and functional
vision.43
HPRAC heard that OTs are frequently essential members of the multidisciplinary
rehabilitation team. They enhance the performance of specific activities of daily living by
training patients in skills that are dependent on residual vision, such as reading and
writing. They also conduct environmental assessments in the home, workplace or school
to improve and promote safe surroundings for patients with low vision. As well, OTs may
assist in developing rehabilitation plans to improve a person’s ability to function
independently.44
One Canadian expert has estimated there are approximately 10 ophthalmologists, 60
optometrists and 2,000 other vision rehabilitation trainers and teachers providing LVR
services.45 CNIB, along with other not-for-profit groups, including the Retinitis
Pigmentosa Foundation, the Vision Institute of Canada and AMD Alliance, offer a
variety of services and supports to patients with low vision. These include counselling
and referral, orientation and mobility training, rehabilitation teaching, sight enhancement
services, technical aids programs, library services, and career development and
employment services. Despite services offered in Ontario, there is a lack of awareness
among the public, caregivers and health care practitioners of available therapies and
resources to promote low vision rehabilitation.46

The Eye Health of Children
Eye health is not just a priority for the elderly. A healthy beginning in childhood can help
maintain good eye health as an adult. Data from the Participation and Activity Limitation
Survey show that in 2006, 9.5 percent of children aged five to 14 years reported difficulty
seeing compared to 9.4 percent of children in 2001.47
Concerns have been raised about how uncorrected vision problems will affect a child’s
education and development. Some eye conditions, such as amblyopia (lazy eye) and
strabismus (crossed eyes) can lead to visual impairment and blindness if not detected and
corrected before a child reaches the age of 10.48
The Canadian Paediatric Society (CPS) published a Position Statement in April 2009
noting the importance of screening for vision problems in childhood, and indicating that
five to ten percent of preschoolers will have problems that will interfere with the proper
development of visual acuity if left untreated.
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CPS has identified benchmarks for vision development. Infants from birth up until four
weeks of age should be able to follow a face; visual following should be discernable at
three months. Visual acuity can be measured with an appropriate chart at 42 months. The
CPS Position Statement also contains detailed recommendations for infant and well-child
visits.49
Like most provinces, Ontario has a vision screening program for preschoolers. Screening
is done by family physicians, nurse practitioners and paediatricians as part of a “Well
Baby” visit at 18 months, with testing repeated at two to three years and four to five
years. In addition, children and youths under 20 are insured under OHIP for annual eye
examinations.50
The Blind-Low Vision Early Intervention Program assists children in Ontario who are
born blind or with low vision. Referrals to this program can be made by a physician,
ophthalmologist, optometrist, parent or caregiver.51
Several optometrists told HPRAC that many parents are unaware of the need for annual
eye examinations, or do not know that the cost of these examinations for children is
covered by OHIP.

Resource Pressures
The NCVH commissioned an Environmental Scan of Vision Health and Vision Loss in
Canada that was published in September 2009. As part of that study, questions were
posed to 110 key informants across the country, including eye care practitioners,
educators, researchers, advocates, community services and government policy-makers.52
The Environmental Scan highlighted a series of resource challenges:
•
•
•
•
•

The need to recruit and retain an adequate number of ophthalmologists as well as
replenish the pool of ophthalmologists as members retire;
Concern there are fewer ophthalmologists with a general focus and more with a
focus on subspecialties, with general ophthalmologists having less time to manage
routine or less complex medical eye care;
Access to services in rural and remote areas, which often rely on visiting
ophthalmologists or travel to larger centres to receive treatment;
Increasing wait times to see ophthalmologists for complex cases;
Increasing demands on a specialist’s time to manage more complex cases;
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•
•

The need for specialists to maintain proficiency in a rapidly evolving,
technologically driven treatment environment, and
The substantial workforce impact of eye health breakthroughs, such as the
effective treatment of wet age-related macular degeneration with intraocular
injections.53

Just as the population as a whole is aging, so are ophthalmologists – medical doctors
specializing in eye and vision care. A recent article in the Canadian Journal of
Ophthalmology examined what it described as a “looming shortage” of ophthalmologists.
In 2006, 38.3 percent of ophthalmologists in Canada were over the age of 55; by the year
2015, it is projected that 45.9 percent will be over 55 years.54
Most ophthalmology services are directed at the elderly and the supply of
ophthalmologists is growing more slowly than this segment of the population. The ratio
of ophthalmologists to people over 65 years is expected to drop approximately 43 percent
between 2006 and 2021. Even if there are large increases in residency training positions
across Canada – specifically, to 45 residency positions compared with the 32 in place as
of 2006 – there will still be a major decline in the number of ophthalmologists relative to
patients over 65 years.55 Or to look at it another way, the number of Canadians over age
65 per ophthalmologist will still increase by 76 percent during that period.56
On the other hand, the number of optometrists has been steadily increasing – growing by
50 percent in Ontario and by 36 percent nationwide between 1995 and 2004. The number
of optometry graduates in Ontario and across Canada has remained stable during this
period, suggesting that this growth may be due to Canadians who graduate from U.S.
optometry programs and return to Canada to practise.57

Limited Data on Eye Care
The Foundations report found that research on eye disease is underfunded in proportion
to the economic burden of illness it represents.58
The Environmental Scan said that the “absence of reliable data poses a challenge in
developing a program in response to identified need. The lack of integration and support
for a holistic approach means it is difficult to get an accurate picture of eye health.”59
The report highlighted a need for improving the underlying evidence base as follows:
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Many jurisdictions collect information but it isn’t consistent or easily
retrievable. National surveys haven’t always collected data consistently
either. Informants felt it was extremely challenging to plan for new services
or expansion of existing ones without supporting Canadian evidence.60
The Cost of Vision Loss report also observed that, “for an advanced Western nation,
Canada has a serious deficiency in eye health data …With a rapidly aging population, it
is high time for a Canadian population eye health study to monitor incidence, prevalence
and morbidity outcomes and economic impacts more robustly in the future.”61

Need for a National Vision Strategy
Canada is a signatory to the World Health Organization’s Vision 2020 Global
Declaration, “Vision 2020: the Right to Sight”, an international initiative to combat
avoidable blindness. The WHO Vision 2020 report recommends three methods for
improving international eye care: disease prevention and control, human resource
development, and infrastructure and technology.62
The Foundations report notes that Vision 2020 calls on member states to develop a
national plan for blindness prevention by 2005, begin implementation by 2007, and
support mobilization of resources for eliminating avoidable blindness.
It declares: “The time for action has come.”63 In June 2009, the president of CNIB
indicated that only interim measures have been taken to create such a plan.64
Key informants in the Environmental Scan identified critical gaps: “the lack of unity
among vision professionals on how best to address the crisis in vision loss”65 and the lack
of understanding among policy makers:
“We have a lack of vision in vision care:” Indeed, one of the more
concerning results of the scan is this lack of understanding among policy
and program developers regarding the importance and value of maintaining
good eye health. While vision itself is valued, and while vision health
services are seen as important, these attitudes do not translate into action for
improved vision health care. In many respects, vision health is the poor
relation in a family of more aggressive relatives, all fighting for attention
and a piece of the health-care pie.66
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Health Human Resources a Priority
HPRAC has undertaken its work on interprofessional collaboration at a time when the
health care system faces unprecedented challenges. The overriding concern for HPRAC
is how the regulation of health professions can best be modernized to reflect rapid
changes in Ontario society and health care delivery.
In May 2006, the Ministry of Health and Long-Term Care announced the creation of
HealthForceOntario67 – a multi-year strategy to give Ontario the right number and mix of
health care providers. A key priority in HealthForceOntario is increased emphasis on
interprofessional, collaborative care to make better use of vital health human resources.
In a July 2007 report, the Interprofessional Care Steering Committee defined
interprofessional care as “the provision of comprehensive health services to patients by
multiple health caregivers who work collaboratively to deliver quality care within and
across settings.”68 HPRAC has adopted this definition in its work on interprofessional
collaboration.

Distinction between Interprofessional Collaboration and
Interprofessional Care
As HPRAC has noted in previous reports, interprofessional collaboration – the subject of
the Minister’s request to HPRAC – is a broader concept than interprofessional care.69
Interprofessional care takes place at the clinical level. It is about teamwork among health
professionals from different disciplines working together to provide comprehensive,
quality patient-centred care. Interprofessional collaboration refers to cooperation, not
only among practitioners, but also among the health colleges of which they are members.
Interprofessional collaboration takes place at the regulatory level, as well as at the clinical
level.
One objective of regulatory collaboration is to foster interprofessional care. Another is to
ensure that the standards of practice set by one health college are workable for members
of other health colleges. Other reasons for health colleges to collaborate include
improving the overall operation of the regulatory system, increasing access to health
services, and making optimal use of professional skills and competencies.

Overlapping Scopes of Practice and Shared Controlled Acts
Since the Regulated Health Professions Act, 1991 (RHPA) allows overlapping scopes of
practice, more than one profession is authorized to perform some of the same or similar
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controlled acts and to set standards for the performance of those acts. All professions
sharing the same or similar controlled acts are expected to provide the highest quality of
patient care in performing those acts.
The RHPA model of overlapping scopes of practice and specific authorized acts is often
heralded as an historic attempt to promote interprofessional collaboration. By making it
possible for a number of health professions to initiate and perform some of the same
activities, overlapping scopes can enable the creation of interprofessional teams to deliver
patient-centred care.
On the other hand, overlapping scopes or the sharing of controlled acts can also present
barriers to collaboration. This is so because different interpretations of the same or
similar controlled acts, and different standards and guidelines adopted by professions
who perform them, can create friction and obstacles to working together.

HPRAC’s Advice on
Interprofessional Collaboration
In its New Directions report in April 2006, HPRAC put forward a series of proposals to
improve the legislative framework to support innovative ways to deliver care to patients –
including a stronger focus on interprofessional care. Following HPRAC’s report, the
Health System Improvements Act, 2007 (HSIA) added three new objects to the RHPA’s
Procedural Code for each health regulatory College to:
•
•
•

Promote and enhance relations between the College and its members, other health
profession Colleges, key stakeholders and the public;
Promote interprofessional collaboration with other health profession Colleges,
and
Develop, establish and maintain standards and programs to promote the ability of
members to respond to changes in practice environments, advances in technology
and other emerging issues.

With these new objects, interprofessional collaboration is now firmly embedded in the
legislative framework for the regulation of health professions.
The New Directions report also responded to advice requested by the Minister on matters
affecting the professions of optometry and opticianry and the HSIA followed with a
change to the controlled acts of optometry, authorizing the profession to prescribe drugs
for therapeutic purposes.
In March 2008, HPRAC submitted an interim report to the Minister on interprofessional
collaboration, highlighting its work to date in response to the Minister’s 2007 letter.70
This report included an initial overview of matters that affect people served by eye care
70
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professionals and indicated that HPRAC would conduct further consultations with the
Colleges of Optometrists, Opticians and Physicians and Surgeons, along with others,
before making recommendations to the Minister. A second interim report (Phase II, Part
I) was submitted to the Minister in September 2008.71 This report provided
recommendations to strengthen the accountability of health regulatory Colleges and their
members as well as changes to the scopes of practice of the professions of pharmacy,
midwifery, dietetics and physiotherapy. It did not specifically address matters of
collaboration among the eye care professions.
In January 2009, HPRAC submitted a third report on interprofessional collaboration
among health colleges and their members, entitled Critical Links: Transforming and
Supporting Patient Care.72 This major report also included HPRAC’s response to the
Minister’s request for advice on non-physician prescribing and the use of drugs in
professional practice. In that report, HPRAC indicated it would prepare additional advice
on interprofessional collaboration in eye care. The current report presents the results of
this further work.
Critical Links presented HPRAC’s overall conclusions and recommendations for
encouraging interprofessional collaboration in Ontario’s health care system. It articulated
HPRAC’s conclusions about new paradigms for the delivery of efficient and effective
patient-centred care in Ontario, and outlined how organizational structures and processes
can be shaped to facilitate collaboration among regulatory bodies and closer working
relationships among professionals who provide clinical care.
In May 2009 the Minister introduced the Regulated Health Professions Statute Law
Amendment Act, 2009 that received Royal Assent in December 2009. The legislation
contains a number of provisions that reflect the findings of HPRAC’s scope of practice
reviews conducted as part of the interprofessional collaboration project or included in a
March 2008 report on nurse practitioners.73
The 2009 amendments expanded the authority of the College of Optometrists of Ontario
to make regulations governing the use and prescribing of drugs by its members. They
also provide for the rolling incorporation of lists of drugs approved by an Expert
Committee into regulations describing categories of drugs that optometrists may
prescribe. While the Expert Committee has yet to be established, the College has
submitted to the Ministry for approval a revised draft Designated Drugs Regulation
(dated December 23, 2009) that reflects optometrists’ new authority to prescribe
therapeutic drugs and contains recommendations for the designated drugs list, including
drugs to treat glaucoma.74
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The Delivery of Eye Care in Ontario
Ontario’s eye care sector consists of three interlocking systems with very different
structures: the professionals who provide care, the private industry that produces and sells
eye wear, and not-for-profit organizations that enlist the efforts of volunteers.
During the consultations, a number of people told HPRAC that education about the roles
of the various eye professions is needed to inform and protect the public.
Ophthalmologists, optometrists and opticians have different capabilities. The public
should not be given the wrong impression that eye care services performed by members
of these professions are interchangeable and simply a matter of consumer choice.75

Eye Professions in Profile
The Foundations report offers a concise overview of the roles of vision care
professionals:
In contrast to other areas of medicine, the bulk of primary care for the eye is not
carried out by family physicians but, rather, by optometrists and
ophthalmologists. Family physicians and other primary health care providers do
play an important role in primary eye care, treating simple ocular conditions and
initiating referrals for more complex conditions. However, the shortage of
primary care practitioners is acute, and they lack the time and the specialized
equipment to perform the majority of the workload for primary vision health care:
refracting patients and performing periodic oculo-visual assessments to
systematically check for glaucoma, age-related macular degeneration, diabetes
and other ocular conditions. Optometrists bear increasing responsibility for
primary eye care as the workload of ophthalmologists shifts increasingly towards
medical and surgical eye care.76
Vision health care providers … include opticians, ophthalmic technologists,
ophthalmic technicians, orthoptists, ophthalmic nurses, optometrists and
ophthalmologists. Traditionally, ophthalmic technicians and technologists and
orthoptists have worked closely together with ophthalmologists. Ophthalmic
nurses have done so in hospital settings, while optometrists have tended to work
independently. Ophthalmologists perform ocular surgery and until recently were
the only group among the eye specialist professions who could prescribe
medications. In some provinces optometrists may now prescribe from a restricted
formulary of topical medications. Optometrists and ophthalmologists may
prescribe eyeglasses.77
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Optometry
Ontario’s legislative framework for health professions includes the RHPA and a series of
profession-specific Acts, one of which is the Optometry Act, 1991.78 Among other
provisions in the RHPA is a list of controlled acts, which are health care activities that
carry a substantial risk of harm if performed by unqualified people.79
Each profession-specific Act contains a scope of practice statement. The scope of
practice statement in s. 3 of the Optometry Act, 1991 reads:
The practice of optometry is the assessment of the eye and vision system and the
diagnosis, treatment and prevention of:
(a) disorders of refraction;
(b) sensory and oculomotor disorders and dysfunctions of the eye and vision
system, and
(c) prescribed diseases.80
The profession-specific Acts also indicate the controlled acts, if any, authorized to the
profession. The Optometry Act, 1991 in s. 4 lists the controlled acts that optometrists can
perform:
In the course of engaging in the practice of optometry, a member is authorized,
subject to the terms, conditions and limitations imposed on his or her certificate of
registration, to perform the following:
1. Communicating a diagnosis identifying, as the cause of a person’s
symptoms, a disorder of refraction, a sensory or oculomotor disorder of
the eye or vision system or a prescribed disease.
2. Applying a prescribed form of energy.
2.1 Prescribing drugs designated in the regulations.
3. Prescribing or dispensing, for vision or eye problems, subnormal vision
devices, contact lenses or eyeglasses.
The regulations under the Optometry Act, 1991 cover such topics as records, quality
assurance, registration and professional misconduct.81 In addition, a regulation under the
Drug and Pharmacies Regulation Act currently addresses a number of matters related to
the profession of optometry, including the use of diagnostic pharmaceutical agents and
conflict of interest.82
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The authority for optometrists to prescribe drugs for therapeutic purposes was enacted in
2007. The regulations do not yet include a designated list of drugs or classes of drugs that
may be prescribed by an optometrist. As noted earlier, the College of Optometrists of
Ontario has submitted a proposed Designated Drugs Regulation that is now under
consideration by the Ministry of Health and Long-Term Care.
Background on the Optometry Profession
As of 2009, there were 1,725 optometrists in Ontario, serving nearly three million
Ontarians each year.83
Optometrists tend to work independently in private practice settings. Some practise in
association with ophthalmologists to provide pre- and post-operative care for cataract and
refractive surgery patients; some practise in community health centres and nursing
homes; and some commonly collaborate with ophthalmologists and other health
professionals in shared care arrangements.84
Statistics from 2005 indicate that 78 percent of optometrists were self-employed, 21
percent were employees and one percent was unemployed.85 Of the total, 98 percent
worked in the health care or social services fields and 2 percent in retail trade.86 Thirtynine percent were located in Toronto.87
The College of Optometrists of Ontario is the self-regulatory body responsible for
registering and governing optometrists in Ontario. As the regulator, the College has the
mandate to protect the public interest and ensure that patients receive quality care that
meets the standards of practice of the profession.88
Voluntary associations act as advocates on behalf of the common interests of the
members of the profession:89
•

The Ontario Association of Optometrists is the “designated representative for
optometry and meets with the provincial government on its members’ behalf
concerning OHIP coverage, optometric billing codes and procedures, and other
services. The OAO monitors provincial legislation and works to ensure that the
government considers the needs and concerns of optometrists and the
communities they represent.”90
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•

The Canadian Association of Optometrists is the professional association that
represents doctors of optometry in Canada. It is also the national federation of 10
provincial associations of optometrists and represents over 3,600 members across
the country.91

Roles and Responsibilities
The College of Optometrists of Ontario defines an optometrist as “a doctor of optometry
who examines patients in order to diagnose, treat, manage and prevent diseases and
disorders of the eye and vision system and its related structures. An optometrist may also
provide, fit and adjust eyeglasses, contact lenses or subnormal vision devices for patients
who require them.”92
The Canadian Association of Optometrists considers optometrists’ main responsibilities
to be:
•
•
•
•
•

The examination of the human eye by any method (other than surgery), to
diagnose, treat and/or refer for treatment any abnormal condition of the
eye, in cooperation with physicians and other health professionals;
The employment of instruments, procedures or agents to measure,
examine or diagnose visual defects or abnormal conditions of the eye;
The prescribing, fitting and application of glasses, contact lenses or other
devices to correct, relieve or treat the eye;
The prescription, supervision and management of therapy for the
improvement/monitoring of visual health, and
The referral of patients to other health practitioners as required.93

Education and Training
In Ontario, requirements for registration as an optometrist are set out in a regulation
under the Optometry Act, 1991. Among other requirements, applicants must complete an
approved academic program and write examinations.94
There are two schools of optometry in Canada – one at the University of Waterloo and
the other at the University of Montreal. Both are accredited by the Accreditation Council
on Optometric Education, as are other schools and colleges of optometry in North
America.95
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To be accredited, optometry degree programs must include didactic and clinical training
components sufficient to satisfy the registration requirements of the jurisdiction with the
broadest scope of practice. The College of Optometrists of Ontario has adopted the
standard broadly accepted in the United States and other Canadian jurisdictions for
practising optometrists.
In Canada, optometrists graduate from a four-year professional program with a Doctor of
Optometry degree. Graduates have the skills to therapeutically manage eye conditions,
including ocular surface diseases, eye and eyelid infections, ocular inflammation and
pain, ocular allergies and glaucoma. Graduates of both Canadian schools are qualified to
practise optometry in all Canadian and U.S. jurisdictions.96
At the University of Waterloo, optometry students receive instruction in visual optics,
visual neurophysiology, health and disease of the human eye and clinical techniques.97
The curriculum also covers related topics such as cell and molecular biology,
pharmacology, genetics, epidemiology, clinical technology, ethics and practice
management.98 There are four courses on the dispensing of eyeglasses, contact lenses and
subnormal vision devices.99
Graduates must pass an entry-to-practice examination, the Canadian Standard
Assessment in Optometry (CSAO), which is required by all provinces. The CSAO is a
competency-based examination that includes components that assess the knowledge, skill
and judgment of candidates for the range of services provided by optometrists.

Clinical Placements
Clinical placements for Ontario optometric students, most often with an ophthalmologist
or a specialized optometrist preceptor, are rarely available in this province and are
increasingly difficult to obtain in the United States.100 HPRAC was informed that the
University of Waterloo School of Optometry – Canada’s only English-language
optometry school – uses 21 training sites, two in Ontario, two in Alberta and 17 in the
United States.101 A clinical practice component is a requirement for accreditation of the
School of Optometry.
HPRAC heard that the School of Optometry at the University of Waterloo has a critical
interest in the clinical placements of final year optometric students in ophthalmology
practices, clinics and hospitals in order to preserve its accredited status and ensure that its
students graduate with the competencies needed to practise. Few places are available in
96
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Ontario due to concern over the availability of resources, mainly because of lack of space
and preceptors in hospital-based programs. The OMA Ophthalmology Section told
HPRAC that, were clinical practicums available, ophthalmologists would need to be
engaged in the evaluation of students.102
Ontario has an important stake in the continuing accreditation of the School of Optometry
at the University of Waterloo.

HPRAC recommends:
1. That the Ministry of Health and Long-Term Care and the Ministry of Training,
Colleges and Universities participate in discussions on options to ensure that
clinical practicums for optometry students are available in Ontario. These
discussions should include representatives of the School of Optometry at
University of Waterloo, medical schools offering ophthalmology programs in
Ontario, the Council of Academic Hospitals in Ontario and other relevant
organizations.

Continuing Education
The regulations under the Optometry Act, 1991 require every member of the College of
Optometry of Ontario to participate in a mandatory continuing education program.103
With the introduction of prescribing authority, the College has increased continuing
education requirements. Starting in 2009, optometrists need to obtain 70 hours of
continuing education in each three-year period.104

Opticianry
The legislative framework for opticians comprises the RHPA and the Opticianry Act,
1991.105
Section 3 of the Opticianry Act, 1991 contains the scope of practice statement for the
profession. It reads: “The practice of opticianry is the provision, fitting and adjustment of
subnormal vision devices, contacts lenses or eyeglasses”.
Section 4 describes the acts authorized to the profession: “In the course of engaging in
the practice of opticianry, a member is authorized, subject to the terms, conditions and
limitations imposed on his or her certificate of registration, to dispense subnormal vision
102
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devices, contact lenses or eyeglasses.” Section 5 provides that dispensing can only be
done upon the prescription of an optometrist or physician and that contravening this
provision constitutes professional misconduct.
Regulations under the Opticianry Act, 1991 cover such matters as registration,
examinations, advertising, quality assurance and professional misconduct.

Background on the Profession of Opticianry
As of 2008, there were 2,194 opticians in Ontario.106 An estimated 17 percent were selfemployed while 83 percent were employees.107 Eighty-five percent worked in the retail
sector and 15 percent in health care or social services; 56 percent were located in
Toronto; 170 provided mobile services.108
Opticians dispense eye wear to the public based on a prescription from an optometrist or
physician. Eye wear includes eyeglasses (other than simple magnifiers), contact lenses
and subnormal vision devices. In addition to dispensing, opticians also provide advice on
the suitability of frames or contact lenses. By taking into account the physical
characteristics and individual circumstances of a client such as occupation and activities
of daily living, opticians help customers choose the most appropriate type of eye wear.
The majority of opticians practise in easily accessible retail environments and are often
asked about eye-related concerns. Opticians are not authorized to diagnose eye
conditions, and must refer people with eye conditions to a family physician, optometrist
or ophthalmologist.
The College of Opticians of Ontario is the regulatory body for opticians in the province.
It has a mandate to protect the public interest and ensure that patients receive quality care
that meets the standards of practice of the profession.109 The College defines opticians as
“health professionals trained to supply, prepare and dispense optical appliances, interpret
prescriptions prepared by Ophthalmologists and Optometrists, and fit, adjust and adapt
optical appliances.”110
Voluntary opticianry associations act as advocates for the common interests of members
of the profession:111
•
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The Ontario Opticians Association describes itself as charged with maintaining
“the integrity of the profession and…support[ing] their regulatory bodies in
protecting the public interest.”112
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•

The Opticians Association of Canada states that its “objective and purpose … are
to represent the common interest of dispensing opticians in Canada and also to
educate and inform consumers about matters related to eye care.”113

Education and Training
A regulation under the Opticianry Act, 1991 sets out the requirements for registration as
an optician.114
Opticians are required to complete an opticianry diploma program approved by the
Ministry of Training, Colleges and Universities or an equivalent program approved by
the College of Opticians of Ontario, or must satisfy the College that they have knowledge
and skills equivalent to those of graduates of these programs.
In Ontario, Seneca and Georgian Colleges have diploma programs in opticianry. Both
offer a two-year, full-time program and Seneca offers a four-year, part-time program.
These programs involve course work and practical experience in fitting of eyeglasses,
contact lenses and sub-normal vision aids and the fabrication and dispensing of
eyeglasses in labs and through co-op programs. Courses include the anatomy and
physiology of the eye and dispensing.115
Applicants for registration must pass each section of the College of Opticians of Ontario
Examination or an equivalent examination and complete at least 1,000 hours of verified
dispensing experience.

Continuing Education
The regulations under the Opticianry Act, 1991 require members of the College of
Opticians of Ontario to participate in a Quality Assurance Program that involves credits
for continuing education, professional activities and dispensing. Continuing education
can include attending courses, lectures, seminars or other similar activities approved by
the College. Generally, 30 credits are required over a three-year period.116
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Ophthalmology and Family Medicine
The legislative framework for ophthalmologists and family physicians comprises the
RHPA and the Medicine Act, 1991. 117
Section 3 of the Medicine Act, 1991 defines the scope of practice for the profession of
medicine in general:
The practice of medicine is the assessment of the physical or mental condition of
an individual and the diagnosis, treatment and prevention of any disease, disorder
or dysfunction.
Section 4 lists the acts authorized to the profession. In the course of engaging in the
practice of medicine, a member is authorized, subject to the terms, conditions and
limitations imposed on his or her certificate of registration, to perform (among others
listed in s. 4) the following:
•
•
•
•
•
•

Communicating a diagnosis identifying a disease or disorder as the cause of a
person’s symptoms;
Performing a procedure on tissue below the dermis, below the surface of a
mucous membrane, in or below the surface of the cornea or in or below the
surfaces of the teeth;
Administering a substance by injection or inhalation;
Applying or ordering the application of a prescribed form of energy;
Prescribing, dispensing, selling or compounding a drug, and
Prescribing or dispensing, for vision or eye problems, subnormal vision devices,
contact lenses or eyeglasses.

Regulations under the Medicine Act, 1991 cover such areas as advertising, conflict of
interest, records, quality assurance, professional misconduct and registration.
The College of Physicians and Surgeons of Ontario regulates the practice of medicine in
the Province. As the regulator, the College has the mandate to protect the public interest
and ensure that patients receive quality care that meets the standards of practice of the
profession.118
Voluntary medical associations act as advocates on behalf of the common interests of the
profession:
•
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The Ontario Medical Association (OMA) “represents the political, clinical and
economic interests of the province's medical profession. Practicing physicians,
residents, and students enrolled in any of the five Ontario faculties of
medicine are eligible for OMA membership.”119 The OMA has 62 clinical
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sections that “represent physicians sharing a common specialty or area of
clinical or practice interest.”120 These include the Section on General and
Family Practice and the Section on Ophthalmology.121
•

The Canadian Medical Association is “a national, voluntary association of
physicians that advocates on behalf of its members and the public for access
to high quality health care, and provides leadership and guidance to
physicians.”122

The Canadian Ophthalmological Society is a voluntary body whose purpose is to “assure
the provision of optimal eye care to all Canadians by promoting excellence in
ophthalmology and providing services to support its members in practice.”123
The Ontario College of Family Physicians (OCFP), the Ontario chapter of the College of
Family Physicians of Canada (CFPC), describes its role as:
[…] a provincial, voluntary, not-for-profit organization whose mandate includes
undergraduate, post-graduate education, the continuing professional development of
family physicians and the maintenance of high standards of medical care and
education in family practice.124

Education and Training
The requirements for registration with the College of Physicians and Surgeons of Ontario
are found in the regulations under the Medicine Act, 1991.125 The standards and
qualifications for a certificate of registration authorizing independent practice are as
follows:126
•
•
•
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Medical degree from an accredited Canadian or U.S. medical school or from an
acceptable medical school elsewhere;
Successful completion of Parts 1 and 2 of the Medical Council of Canada
Qualifying Examination;
Certification by examination by the Royal College of Physicians and Surgeons of
Canada or by the College of Family Physicians of Canada,127 and
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•

Completion in Canada of one year of postgraduate training or active medical
practice, or completion of a clinical clerkship at an accredited Canadian medical
school.

Background on Ophthalmology
As of 2008, there were 384 ophthalmologists in Ontario.128
The Royal College of Physicians and Surgeons of Canada (RCPSC) – the examining and
certifying body for medical specialists in Canada – defines ophthalmology as “that
specialty which is concerned with the screening, diagnosis and management of optical,
medical and surgical disorders and diseases of the eye, its adjacent structures, the visual
pathways, and to the visual system.”129
The Canadian Ophthalmological Society describes ophthalmologists as “the designated
leaders of the eye care team. They are medical eye doctors who specialize in eye and
vision care, diagnosis and the treatment of eye disease and provide comprehensive eye
exams, prescribe corrective lenses, prescribe and administer medication and perform
surgery.”130
A specialist designation in ophthalmology requires certification by the RCPSC. The
traditional route to certification involves the completion of five years of approved
residency training and completion of the examination administered by the RCPSC.
The residency training must include:
•
•
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One year of basic clinical training, and
Four years of approved residency in ophthalmology including:
- Sufficient experience to achieve competency in performing topical and
regional anaesthesia of the eye and periocular structures; laser therapy
including retinal, glaucoma and posterior capsule; cryotherapy of the eye and
ocular adnexa; surgery for cataract, enucleation, eyelids, lacrimal apparatus,
glaucoma, ocular surface (e.g. pterygium, conjunctiva) and strabismus;
surgical management of trauma to the eye, ocular adnexa and orbit; ultrasound
examination of the eye, and interpretation of diagnostic imaging of the eye
and visual system, and
- Sufficient experience to achieve competency in collecting and interpreting
data, carrying out diagnostic procedures, and making appropriate clinical
decisions including recommending appropriate therapeutic procedures in a
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number of domains including glaucoma, refraction and principles of optics,
cornea/external disease, and trauma to the eye.131
The Continuing Professional Development program developed by the RCPSC requires
that each participant completes a minimum of 40 credits in each year of a cycle. Each
participant is required to complete a minimum of 400 credits during the full cycle, which
is five years, unless an extension is granted.132
Background on Family Medicine
Ontario has more than 9,300 family physicians.133
The CFPC is the national certifying body for family medicine practitioners in Canada.
Family physicians complete two years of residency following a four year medical degree
and then pass a certification examination conducted by the CFPC.
Family physicians are trained to competently address priority topics and perform 65 core
procedures in independent practice. Priority topics involving eye health and vision care
include disability, diabetes, lacerations and red eye. Core procedures involving the eye
include: installation of fluorescein, slit lamp examination, removal of corneal or
conjunctive foreign body and application of an eye patch.134
A recent online survey of first-year medical residents examined their undergraduate
ophthalmology education.135 The most commonly reported amount of time spent learning
ophthalmology was one day or less. Although more than 70 percent of those responding
agreed that learning about ophthalmology was an important prerequisite for their
residency training, only 43 percent felt they had obtained sufficient knowledge and only
26 percent felt they had obtained sufficient clinical skills in the discipline.136 These
findings might provide an explanation for views expressed by ophthalmologists during
HPRAC’s consultations that family physicians tend to refer patients to them too quickly.
Family physicians must participate in the continuous professional development program
developed by the CFPC. Each member must report a minimum of 250 credits in a fiveyear cycle to maintain membership.137
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Allied Health Professionals
A number of other practitioners play valuable roles in eye care. Ophthalmic nurses work
closely with ophthalmologists in hospital settings. Nurse practitioners may deliver vision
care in underserviced areas, often where other professionals are unavailable.
Occupational therapists may visit the homes of people with vision loss to provide low
vision rehabilitation services.
In addition, the eye care sector includes various unregulated practitioners, as described
below.
Orthoptists
Orthoptists are experts in the study of ocular motility (eye movement) and visual
development. They work with ophthalmologists in examining, diagnosing and treating
visual system dysfunctions involving vision, eye movement, eye alignment and
binocularity. They specialize in the non-surgical treatment of visual disorders and are
also involved in visual field analysis.138 Orthoptists are found in many settings including
hospital-based orthoptic clinics and educational institutions, and work under the medical
direction of an ophthalmologist. In private settings, they work under a supervising
ophthalmologist.139
In Canada there are four accredited educational programs for orthoptists – one in Ontario
at the Hospital for Sick Children in Toronto. The programs take a minimum of 24 months
and involve both classroom instruction and clinical experience. After completing the
program, candidates must pass a national examination set by the Canadian Orthoptic
Council.140
Ophthalmic Medical Personnel
Ophthalmic Assistants, technicians and technologists work under the supervision of
ophthalmologists in hospitals or private clinics or offices. These allied health
professionals may perform clerical, data-gathering or clinical duties (eg. administering
eye drops) as required by the ophthalmologists who supervise them. Once employed,
personnel working in the field may access additional training, at different levels. One
distance learning course (billed by the provider as Canada’s first Ophthalmic Medical
Personnel Program) is available through Centennial College and can lead to certification
by the Joint Commission on Allied Health Professionals in Ophthalmology (JCAHPO).
A four-year bachelors of science program is also available through the University of
Ottawa; completion of this course may lead to certification by JCAHPO provided that the
requisite examination is successfully completed. Employment with an ophthalmologist is
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required for these programs..141 Graduates of the program are eligible and expected to sit
for the written and practical board exams given by the Joint Commission on Allied
Health Personnel in Ophthalmology.

The Eye Care Industry
Eye wear is a major industry encompassing manufacturers of lenses, frames and other
vision devices, wholesale distributors of those products, and retail outlets that sell the
products to consumers. The industry operates in a highly competitive, international
market. A strong trend toward globalization and integration has become apparent, with
turnkey retail operations gaining prominence.142 Internet dispensing of eyewear is also
increasing.143

Eye Wear Sales
Opticians and optometrists are connected to the industry through their dispensing role.
Opticians, or the companies that employ them, mark up the costs of the eyeglasses and
other optical products they sell, using a retail model. Optometrists are currently required
to sell optical products at cost, but they are compensated for their services through a
professional fee.
The College of Optometrists of Ontario is considering changes to the fee structure that
would allow members to choose either a fee‐for‐service model or a retail mark‐up model
when dispensing eyeglasses, contact lenses or subnormal vision devices. The College has
observed that the retail model could make it easier for consumers to comparison shop.144
This view was supported by the Canadian Association for Retired Persons, which
contends that there should be better consumer protection and reduced confusion about the
pricing of eyeglasses.145 HPRAC heard views on the issue from optometrists during its
consultations, and determined that a decision on this issue is a matter for the College.

The Not-for-Profit Sector
Not-for-profit organizations and volunteers make an enormous contribution to meeting
the needs of people with vision loss.
A leading example is CNIB, which employs 1,100 staff in life-skills training, library
services, research, advocacy, public education, accessible design consulting, fundraising
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and administration. Their efforts are supported by more than 10,000 volunteers across the
country.146
CNIB delivers vision rehabilitation services using a multi-disciplinary approach. A CNIB
team may include social workers, rehabilitation teachers, vision rehabilitation workers,
orientation and mobility instructors, consumer products and assistive devices specialists,
employment counsellors and occupational therapists. Teams work closely with
community service agencies and health care providers to ensure complete services for
each person who requires vision assistance. CNIB also provides support and practical
assistance to the families of people experiencing vision loss.
As well, CNIB runs one of the world's largest libraries for people with vision problems
and is Canada's largest producer of alternative format materials and largest supplier of
innovative consumer products for people living with vision loss. CNIB faces significant
financial pressures in operating stores for sales and services related to these products, and
in keeping the stores open at regular hours. CNIB is considering other channels for these
services.147
The organization also supports and oversees research to cure, treat and prevent eye
disease, acts as an advocate for people with vision loss and promotes eye health for all
Canadians.
In Ontario, CNIB operates the Eye Van, a state-of-the-art medical eye care clinic on
wheels. Each year, a group of 20 volunteer ophthalmologists, assisted by two CNIB
ophthalmic assistants, carry out vision screening, treat eye conditions and perform minor
surgery in 30 remote northern communities. This innovative mobile unit is an integral
part of the Prevention of Blindness program for both CNIB and the Ontario Medical
Association. This service provides for early diagnosis and treatment of eye conditions
that could lead to blindness if left untreated.
Another example of the leadership by not-for-profit groups is the Eye See…Eye Learn
program developed by the Ontario Association of Optometrists (OAO) to encourage
parents to have their children’s eyes checked before starting school. The OAO points out
that children who cannot see what is being taught at the front of the classroom, are unable
to focus on a picture or cannot follow words in a book may struggle to achieve their full
learning potential. Moreover, vision problems can also affect their hand-eye coordination
for physical activities and their social development. The program currently operates in
Hamilton-Wentworth school boards. Students entering kindergarten have their eyes
checked by a participating optometrist and receive a free pair of glasses from
participating industry sponsors if corrective lenses are needed.148
HPRAC has been impressed with the commitment to voluntary sharing of their skills by
members of the eye professions. It was not unusual to hear of ophthalmologists doing
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surgery in developing countries, or of optometrists assessing patients in remote Ontario
communities that can only be reached by small planes. Opticians often collect used
eyeglasses for cataloguing and distribution to programs in underdeveloped nations and
may be involved in pre-school screening programs.

Paying for Eye Care
A key foundation for eye care delivery is ensuring that mechanisms are in place to pay
for the services of eye professionals as well as eye wear and devices. Public and private
insurance plans cover some costs, and individuals pay the rest using their own resources.
Public Insurance Coverage
OHIP has adopted guidelines for periodic eye examinations developed by the Canadian
Ophthalmological Society, as have public insurance programs in most other provinces.149
OHIP does not insure routine eye examinations provided by an optometrist,
ophthalmologist or family physician for patients from 20 to 64 years when they do not
have eye or other medical conditions that qualify for coverage.150
OHIP does cover:
•
•
•

•

One eye examination every 12 months for patients 19 and under and 65 or older;
One eye examination every 12 months, and any follow-up care required, for
patients with diabetes, glaucoma, cataract, retinal disease, amblyopia, visual field
defects, corneal disease or strabismus, regardless of their age;
One eye examination by a family physician, ophthalmologist or optometrist every
12 months where a family physician or nurse practitioner indicates that the patient
has another medical condition affecting the eye. (HPRAC heard from the nurse
practitioner clinics in Sudbury that this provision is often used to refer patients to
optometrists), and
Ophthalmology services for patients of any age with medical conditions or
diseases affecting the eye – including surgical procedures, orthoptic examinations,
diagnostic eye-imaging and low vision rehabilitation assessment and patient
training sessions.151

OHIP does not cover recommended treatments such as eyeglasses, contact lenses and low
vision aids.152 Government funding is provided for a number of drugs used in the
treatment of macular degeneration, glaucoma and other eye diseases.153
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Recent changes in referral policies and consultation fees have been praised as improving
practice relationships between optometrists and ophthalmologists. A new code has been
established under the OHIP Schedule of Benefits for Physician Services for an
Optometrist-Requested Assessment. As a result, an ophthalmologist is now able to bill
OHIP for providing an assessment of a patient upon referral of an optometrist, and the
referring optometrist will receive a consultation report from the ophthalmologist.154
Through its consultations, HPRAC heard that an optometrist is not able to bill OHIP for
providing assessments after a referral from a family physician, and therefore is not
required to provide a consultation report. This seems to be a weak link in the continuous
care chain that needs to be fixed, particularly in chronic disease management where
vision is involved.
Low Vision Rehabilitation
To be covered by OHIP, a low vision rehabilitation assessment by an ophthalmologist
must include at least four of eight possible components:
1. Cognitive assessment to determine capacity to cooperate with assessment and
treatment.
2. Assessment of residual visual function to include at least two of the following
tests: visual acuity tested with Early Treatment Diabetic Retinopathy Study
(ETDRS) charts, macular perimetry, contrast sensitivity tested at 5 spatial
frequencies and fixation instability.
3. Assessment of eccentric preferred retinal loci.
4. Assessment of near functional visual acuity with ETDRS charts.
5. Assessment of reading skills.
6. Prescribing of low vision devices aimed to improve residual visual function.
7. Preparation of a vision rehabilitation plan and/or discussion of the plan with
the patient.
8. Supervised training of the patient, in accordance with recognized programs,
for use of low vision devices and/or training for rehabilitation of skills
dependent on vision.155
Through consultations, HPRAC learned that these ophthalmologic low vision services
covered by OHIP are similar to those provided by optometrists, who deliver most of the
low vision rehabilitation services in the province, many working with CNIB. However,
OHIP does not cover low vision rehabilitation services provided by optometrists.
Social Assistance Funding for Eye Care
The Ministry of Health and Long-Term Care funds eye examinations by optometrists for
patients who receive assistance under the Ontario Disability Support Program, Ontario
Works or the Family Benefits Program. These patients are eligible for funding for one
154
Ministry of Health and Long-Term Care, “Schedule of Benefits for Physician Services under the Health Insurance Act”, (October
1, 2009) online: http://www.health.gov.on.ca/english/providers/program/ohip/sob/physserv/physserv_mn.html, p. A77.
155
Ibid., p. A76.

38
eye examination every one or two years, depending on the type of social assistance they
receive.156
Government Funding for Eye Wear Including Low Vision Aids
Ontario’s Assistive Devices Program (ADP) covers specialized glasses and contact
lenses. It also provides financial subsidies for the purchase of low vision devices. A
number of criteria must be met to qualify for these benefits.157
The following are examples of visual aids that are covered by ADP:158
1. Optical aids such as:
• Magnifiers
• Telescopes
• Specialized glasses
2. Reading and writing systems such as:
• Audio book playback machines
• Closed Circuit Televisions
3. Orientation and mobility devices such as:
• White canes
An individual may be eligible for up to three optical aids, one reading aid, one writing
aid, and one orientation and mobility aid. For optical aids, the vendor bills ADP for 75
percent of the cost up to a maximum contribution, and individuals are responsible for the
remaining cost. Those receiving social assistance may be eligible to receive additional
funding.
Social assistance programs, such as Ontario Works or the Ontario Disability Support
Program (ODSP), may provide some coverage for eyeglasses or contact lenses. Local
municipalities may also help defray the cost for patients. In the City of Toronto, for
example, if an individual needs glasses while receiving Ontario Works or ODSP, they
can send a copy of their prescription to their caseworker, and the caseworker will provide
a voucher for a pair of glasses and a list of locations where the voucher is valid.159
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First Nations and Inuit Benefits
Health Canada provides non-insured health benefits (NIHB) for vision care for First
Nations and recognized Inuit throughout Canada. A number of criteria must be met in
order to qualify for these benefits. For example, individuals must be registered Indians or
Inuit and registered or eligible for registration under a provincial or territorial health
insurance plan, and must be granted prior approval for the service.160
General eye and vision examinations, as well as specific and follow-up examinations, are
covered under this program. The general examinations must be performed by an
ophthalmologist or optometrist, and are a benefit under the program in regions where the
service is not insured by a provincial, territorial, private or another federal health care
plan. In simple terms, NIHB is the payer of last resort. Individuals under 18 years of age
are permitted one eye and vision examination per year, and those 18 and older are
permitted one eye and vision examination every two years.161
Under the NIHB program, assistance is provided for initial or replacement lenses, frames
and contact lenses in some cases. Eligible individuals under 18 years of age are entitled to
one pair of lenses every year, and individuals over 18 are entitled to one pair every two
years. The NIHB program will also provide funding outside the regular replacement
guidelines under certain conditions.162 Low vision aids are available to eligible NIHB
clients through the Medical Supplies and Equipment Benefits Program.163
NIHB officials told HPRAC that the program does not deliver services, nor does it
arrange for professionals to provide eye health services. It is the client who chooses the
health professional, although this is highly dependent on visiting optometrists.
Optometrists, who serve remote communities such as Sault Lookout or Moose Factory,
which are usually accessible only by light plane, offer to provide service in a remote
district, take their equipment with them and determine the schedule for their visits. Often
services are offered in nursing stations, but vision assessments for children are more
likely to be done in a school setting. Nurses in remote nursing stations may refer diabetic
or other patients to the visiting optometrist for screening. Travel subsidies for the
optometrist’s visit may be approved by the program. Optometrists may refer a patient to
an ophthalmologist, and NIHB, upon application, would cover the patient’s transportation
costs to a distant ophthalmologist’s office or a hospital depending on the care required.164
Private Insurance Coverage
People who are employed often have access to private health insurance plans. HPRAC
reviewed coverage offered by five major group insurers. Generally, vision care –
including eye examinations, glasses and contact lenses – is available to group plans but it
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is not mandatory for insured employers to include any or all vision benefits. Insurers tend
to offer a wide selection of benefits so that companies can customize their own plans.
In addition, individuals who do not belong to group plans can contract directly with
insurers for eye care coverage, generally as part of a personal health benefits plan.

HPRAC’s Consultations and Research on Eye Care
In an effort to find solutions to longstanding issues and tensions highlighted in previous
reports, HPRAC undertook a formal process of research and consultation on
interprofessional collaboration in the eye care sector in autumn 2009. The process
comprised engagement of those with an interest in the issues, jurisdictional, literature and
jurisprudence reviews, and written submissions from stakeholders. Regular updates were
posted on HPRAC’s website.
Between October 2009 and February 2010, HPRAC met with leaders and practitioners in
ophthalmology, optometry, opticianry and family medicine – including senior people
from the health colleges and professional associations. HPRAC also met with
representatives of university and community college programs, not-for-profit
associations, seniors’ and consumers’ organizations, First Nations, family health teams,
Local Health Integration Networks, hospitals, long-term care homes, community care
access centres, research facilities, optical retailers and others. More than 50 meetings, site
visits, interviews or teleconferences were held in various parts of the province.
HPRAC invited key stakeholders to complete a questionnaire and provide comments on
current issues in eye care. Twelve submissions were received and posted on HPRAC’s
website. A further eight submissions were made in response to the initial round and were
also posted.
Jurisdictional reviews of the regulatory frameworks elsewhere were conducted for
opticianry and optometry. All Canadian provinces and territories were examined, as were
New Zealand, Australia, the European Union, the United Kingdom and 28 states of the
United States of America for opticians and 23 states for optometrists. Both reviews
covered business practices, advertising and records. The opticianry study also looked at
dispensing, delegation and refraction, while the optometry study included how various
jurisdictions addressed conflict of interest matters.
HPRAC commissioned a jurisprudence review to explore legal cases with relevance to
interprofessional collaboration in the eye care sector, including such topics as conflict of
interest and freedom of association. The emphasis was on cases decided by Ontario
courts and the Supreme Court of Canada. Some cases from other Canadian jurisdictions
or from the United States were also included.
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As well, HPRAC prepared a review of the literature on interprofessional collaboration in
eye care and related issues such as conflict of interest, business practices, refraction,
delegation, advertising, the prevalence of vision disorders and insurance for eye care. The
review covered scientific articles, academic commentaries and policy papers and was
based on a search of legal and medical databases.
The jurisdictional, jurisprudence and literature reviews were also posted on HPRAC’s
website.

What HPRAC Found from Research
Opticianry
HPRAC reviewed the regulatory frameworks for opticians in 52 jurisdictions including
Canada (13 provinces and territories), the United States of America (28 states and Puerto
Rico), New Zealand, Australia, the European Union and the United Kingdom. Highlights
of the findings are as follows:
Status of the Profession
Canada: In the majority of jurisdictions, opticians are a self-regulated health profession.
In Alberta, Saskatchewan, Manitoba and New Brunswick, the regulator performs a dual
role, protecting the public interest and advocating on behalf of the profession. Opticians
are not regulated in any of the territories.
U.S.: According to the Opticians Association of America, there are board or licensing
requirements for opticians in 22 states and one state with voluntary registration.165 This
means that opticianry is unregulated in more than half of the American states. Where it is
regulated, a state department or a state-funded board performs licensing administration.
Among the states that regulate the profession, there is great variation in how this is done.
Opticians may be regulated under the auspices of consumer protection, professional
licensing, public safety or public health. In an approximately equal number of states
reviewed, opticianry is regulated as either a health profession or as a general occupation.
Australia: Opticianry is not regulated in most Australian states. In New South Wales,
where it is currently regulated as a health profession, the government has signalled its
intention to repeal the Optical Dispensers Act. Opticianry is seen as retail, consumeroriented activity.
New Zealand: Opticians and optometrists are self-regulating health professions under the
Optometrists and Dispensing Opticians Board. Complaints are handled by an agency of
the government health department.
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United Kingdom: Dispensing opticians, optometrists and optical businesses form a selfregulated profession and are regulated by the General Optical Council. Complaints of a
consumer nature are dealt with by the Optical Consumer Complaints Service, an
independent entity.
European Union: Opticianry is heavily regulated in eight E.U. countries. Opticianry
and optometry are regulated together in some countries and separately in others. In yet
others, opticianry is not regulated.

Advertising
In most jurisdictions – such as the U.K. and New Zealand – opticianry is included in
general advertising rules that prohibit false, misleading or deceptive advertising. In some
jurisdictions more specific rules exist and these rules apply not only to advertising by
individual opticians but also to optical dispensaries. In the U.S., advertising rules may
relate to optical dispensaries and to how prices are advertised.

Delegation
Delegation to non-opticians with supervision by the registered optician is permitted in
some jurisdictions. These jurisdictions vary in the extent to which the registered optician
must supervise the person to whom the dispensing is delegated. In an almost equal
number of jurisdictions, opticians are expressly prohibited from delegating their roles to
non-opticians. And in another equal number of jurisdictions, delegation to non-opticians
is either not addressed or is neither expressly permitted nor prohibited.

Dispensing
Many jurisdictions define dispensing or ophthalmic dispensing. In most jurisdictions,
dispensing occurs only pursuant to a prescription from a physician or an optometrist,
opticians may duplicate eyeglass lenses without a prescription, and special conditions
surround the dispensing of contact lenses. Some jurisdictions also require the optician to
verify that the final product matches the prescription.

Records
The majority of jurisdictions with rules about records identify the professional as being
responsible for the maintenance of patient confidentiality. Not all jurisdictions that have
these rules address the transfer of, or access to, those records where an individual
professional no longer practices at the premises where the records are maintained.
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Refraction
The majority of jurisdictions do not explicitly address whether opticians may or may not
refract. Where this issue is addressed, there is often an accompanying prohibition against
altering or issuing prescriptions. A minority of jurisdictions make limited exceptions to
the prohibition against altering the prescription. One U.S. state prohibits the displaying of
refracting machines in an optical dispensary.
Refracting opticians in the E.U. prescribe eyeglasses based on refractive tests but may
not dispense contact lenses or perform examinations that search for or identify eye
pathology.

Business Practices
Canada: There is little uniformity in rules regarding business practices. They range from
permitted and prohibited business associations and corporate structures to regulation of
optical dispensaries and designation of opticians-of-record for those dispensaries.
Sometimes prohibited business practices are considered grounds of professional
misconduct. Conversely, some jurisdictions address business practices on a more general
basis, providing that business arrangements should not affect the professional’s judgment
in any way that could compromise patient care. In some jurisdictions, conflicts of interest
are defined, may be included as a ground of professional misconduct and, in at least one
jurisdiction, may be mitigated by disclosure to the patient. Quebec and P.E.I. explicitly
prevent the regulator from controlling or setting fees or prices.
U.S.: Most states use professional misconduct provisions and general codes of conduct
to set out what constitutes acceptable or prohibited business practices. Some states,
including Florida, New York and California, allow business associations, with minimal
restrictions, between opticians, optometrists and physicians. Many other states prohibit
such associations. Connecticut limits the dispensing of eyeglasses to opticians;
optometrists and ophthalmologists may dispense contact lenses but require a special
permit to dispense eyeglasses. Some state laws are specific about how opticians may
advertise their prices.
Remote dispensing is specifically addressed in California, which requires out of state
Internet suppliers of contact lenses to register if sending a product to an address in
California. In Hawaii, an optician may dispense pursuant to a prescription from an
optometrist or ophthalmologist from out-of-state as long as the wearer is physically
present or if the optician delivers the spectacles to the prescriber.
U.K.: In the U.K., the code of conduct for individual registrants uses a general approach
indicating that professional status should not be abused. Similarly, the code of conduct
for business registrants emphasizes that individual professionals must freely exercise
their professional judgment in the patient’s best interest.
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Optometry
HPRAC reviewed regulation of the practice of optometry in all Canadian provinces and
territories, 23 U.S. states, New Zealand, Australia, the European Union and the United
Kingdom. Highlights of the findings are as follows:
Status of the Profession
In all Canadian jurisdictions, optometry is a regulated health profession. In all 10
provinces the profession is self-regulated, although in three provinces, Manitoba, New
Brunswick and Saskatchewan, the regulatory body serves the dual role of protecting the
public interest and advocating on behalf of the profession. Legislation affecting health
professions in Manitoba has changed recently, and when it comes into force, the regulator
will no longer serve as advocate for the profession. In the Northwest Territories there are
no optometrists registered; ophthalmic medical assistants act under remote supervision by
ophthalmologists.
In the U.S. jurisdictions that were reviewed, optometry is usually regulated by an agency
of the state government rather than by the profession itself. In the majority of Australian
jurisdictions optometry is a self-regulating profession. In the U.K., the General Optical
Council regulates optometrists, dispensing opticians and optical businesses but
complaints of a consumer nature are dealt with by an independent Optical Consumer
Complaints Service.
In New Zealand optometrists and dispensing opticians are self-regulating and registered
by the Optometrists and Dispensing Opticians Board. Complaints are handled by an
agency of the government health department. In the E.U., optometry and opticianry are
perceived as linked professions but there is much variation in the extent to which they are
regulated by government or a government agency. In some countries, for example,
Portugal, the professions are not regulated at all. In others, they are partially regulated,
and in others, heavily regulated. In a minority of European countries, optometrists use
diagnostic drugs and a limited range of therapeutic drugs. On the other hand, but again in
a minority of countries, the practice of optometry is sometimes banned.

Business Practices and Conflict of Interest
In Canada, the majority of jurisdictions address permitted business practices but there is
much variation in those rules. Alberta and British Columbia define the meaning of
practising in association and expressly permit association with others, whether regulated
health professionals or not, as long as optometrists maintain professionalism and preserve
their fiduciary obligations to their patients. Manitoba’s new health professions legislation,
although not yet in force, takes a similar approach. Current legislation in Manitoba and
P.E.I. takes a general approach to defining permitted business practices. Saskatchewan,
Quebec, New Brunswick, Nova Scotia and Newfoundland set out very specific
limitations on permitted practice arrangements. In most jurisdictions, rules about
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permitted business practices and permitted practice arrangements (i.e. business
associations, including the corporate practice of a profession) often include references to
conflicts of interest.
In many jurisdictions, practising the profession while in a conflict of interest is defined as
professional misconduct. This relates to an activity that interferes with either the
optometrist’s professional judgment or ensuring that the optometrist acts in the best
interests of the client, whether related to monetary gain or otherwise. Some provinces
identify protections for mitigating conflicts of interest that allow continued provision of
care as long as certain conditions are met (e.g., disclosing a proprietary interest in an
optical establishment and obtaining the patient’s consent to proceed).
In the U.S., a majority of jurisdictions that were reviewed set out very specific rules
regarding permitted business associations and practices. While many states prohibit
optometrists from being employed by opticians or retail optical establishments, other
states permit such arrangements as long as certain conditions are met.
Professional misconduct provisions often ban specific business practices such as fee
splitting and sharing referral fees with opticians, remuneration based on examinations
performed or prescriptions filled, and co-locating with opticians in a manner that suggests
that the optometrist is not acting independently. Several jurisdictions require separate
entrances and sealed doors where optometrists and opticians practise in physical
proximity to each other. To mitigate potential conflicts of interest, many states include
provisions guaranteeing optometrists’ access to premises and patient records and clarify
that the optometrist is independent. In Pennsylvania, optometrists may professionally
incorporate with medical doctors and other health care professionals if the incorporation
is authorized by the practice acts of the relevant professions.
In Australia, legislation makes reference to unsatisfactory professional conduct including
influencing the conduct of another registrant so as to compromise patient care, a
prohibition against referral to a business that the provider or relative has an interest in, or
recommendation of products in which the provider has an interest, without disclosure of
the interest, and over-servicing. In the Northern Territory, optometrists may fee split with
ophthalmologists as long as the patient is advised. The Northern Territory also provides
for general protocols regarding shared care between optometrists and ophthalmologists.
The importance of communication, clear roles and responsibilities, accessibility to care
and cost efficiency are highlighted.
In the U.K. and the E.U., specific discussions about conflict of interest are not presented.
In the U.K. the General Optical Council regulates optical businesses. The majority of
E.U. countries regulate the opening of retail optical establishments.
In New Zealand general, rather than specific, provisions address permitted business
practices and conflicts of interest. Optometrists must disclose proprietary interests in
recommended care options and must not act to compromise their professional integrity or
judgment or encourage others to do so.
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Advertising
The majority of the jurisdictions reviewed in Canada, the U.S. and Australia as well as
the U.K. prohibit the use of false, misleading or fraudulent information in advertising.
In their advertising rules, jurisdictions in Canada and the U.S. also forbid an optometrist
from claiming or implying superiority over another optometrist and frequently limit the
use of titles or designations such as “Doctor”, “Doctor of Optometry” and “specialist” in
advertising materials. Some jurisdictions deal with the use of trade names.
In Australia, several jurisdictions address the use of discounts in advertising and prohibit
claims of superiority. In the U.K., the Advertising Standards Authority (a body organized
by the marketing industry) administers advertising rules that apply to optometrists,
opticians and optical businesses. In New Zealand, ethical standards for optometrists
indicate that they should ensure any claims made when promoting their practices are
sustainable, truthful and reflect their status as registered health practitioners.

Records
All jurisdictions reviewed recognize and emphasize the professional’s duty to maintain
the confidentiality of patient information. Canada, the U.K. and Australia limit the
disclosure of patient information and require storage of patient records in a secure
facility. The U.S. jurisdictions, the U.K. and some states in Australia have rules that
establish required record retention periods and the patient’s right of access to his or her
records. In New Zealand, rules limit the disclosure of patient information and specify
which details must be kept in the patient record.

Interprofessional Eye Care
Among eye stakeholders, HPRAC’s research found a growing realization that
interprofessional collaboration is imperative to forestall an impending vision care crisis.
The Environmental Scan published by the National Coalition for Vision Health reported
that the informants it contacted supported the creation of multidisciplinary eye care
teams: “It’s important to note that the consensus among informants is that the professions
must find ways to work together, for the good of patients ...166 Collaboration and
coordination are seen as essential components of any response to the coming vision care
crisis ...”167 People highlighted the tremendous potential to create eye care teams in which
ophthalmologists, optometrists, ophthalmic technicians, orthoptists, and opticians could
work together.”168
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Informants acknowledged that much work had been done in developing
relationships, especially in rural areas where access to vision health services
posed significant challenges. Indeed, many remarked that it seemed easier to do
so, since necessity, efficiency and innovation required it. Others noted that with
universities and governments supporting partnerships (through what are known as
intersectoral networks) the time was right for collaboration in addressing issues in
vision health.
Collaboration was seen as a means to provide services to more people and to
relieve workload issues for ophthalmologists. That is, by including optometrists as
part of the service delivery model for routine, clinical eye care, ophthalmologists
would be focusing on the medical and surgical components of eye care.169
However, the study reported that, “while there is agreement that a coordinated response is
needed to respond to critical issues in eye care, there is less consensus on how that might
be achieved”.170
The Environmental Scan emphasized the relationship between ophthalmologists and
optometrists:
The most frequently cited opportunity [in response to the question “What are the
opportunities in your field?”] was greater collaboration between ophthalmologists
and optometrists, with several noting that scope of practice issues need to be
addressed, such as allowing optometrists to handle diabetic patients, glaucoma
patients and others. Some informants reported that if these two professional
groups worked more collaboratively as a team and as has been demonstrated with
the experience in Nova Scotia and their collaborative approach to care models,
care delivery would be more efficient and responsive. Others suggest developing
a model of care in which a process for referral and follow-up between the two
professions would help reduce confusion and also offer clarity regarding
responsibility, accountability, and scope of practice.171
The report also found less interest in collaboration with opticians and other eye care
occupations, which the report suggests may be due to a lack of awareness of the role of
opticians in eye care:
It is also important to note that opticians have concerns in this area. The opticians
we interviewed felt it was important to have their role recognized as a member of
the eye care professional workforce. However, it is also clear that amongst other
informants this role, as well as those of orthoptists, ophthalmological nurses, and
vision rehabilitation specialists, was not at the forefront for those identifying
collaboration as an issue. This would indicate a need for greater awareness and
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promotion in general about the diversity in eye health care professionals as well
as a priority for action by opticians in particular.172
The Environmental Scan noted that a lack of collaboration among vision health
professionals resulted in “different benchmarks for appropriate levels of care. This has
meant that there are very different perceptions - among governments and the public at
large - of what every Canadian deserves to have vis-à-vis quality vision health care.”173
And the report noted that there is a “lack of clarity in the public view regarding the scope
of practice for the two principal professions.”174
CNIB also recognizes the need for interprofessional collaboration. In a major report it
recommends that the federal and provincial governments work with stakeholders to
develop and implement a vision health plan for Canada as soon as possible.175 The
provinces should ensure that the plan includes support for “the development of
multidisciplinary eye care teams to meet current and future eye care needs of all citizens
for medical and rehabilitation examinations and treatments”.176
Innovative Model in Nova Scotia
HPRAC learned of a promising model implemented in Nova Scotia to integrate services
of optometrists, family physicians and ophthalmologists to improve patient access to
vision care.177 A multidisciplinary Eye Care Working Group representing these
professions has focused on identifying particular ocular conditions and defining the
appropriate roles for family physicians, optometrists and ophthalmologists in the care of
patients with these conditions. This initiative will be discussed further in a later section of
this report.

What HPRAC Heard: Perspectives from the
Consultations
HPRAC was encouraged by the almost universal support for interprofessional
collaboration as a strategy for providing accessible, patient-centred care. There is a
strong consensus that an aging population, coupled with an aging pool of
ophthalmologists, along with an enhanced scope of practice for optometrists, calls for
collaborative approaches to meet increasing demands for eye care.
Many examples of collaboration in clinical care have been brought to HPRAC’s
attention. In most cases, these initiatives have been developed at the local level, and
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considerable pride has been expressed in how they have been put into effect, the positive
outcomes that have followed and the shared goals that are being pursued. A few
examples include:
•
•
•
•
•

•
•
•

•
•

•

•

•

Developing and putting into practice efficient referral practices, such as
those in effect in Kingston;
Two ophthalmologists who have agreed to supervise clinical practicums
for final year optometry students at the University of Waterloo;
Co-management of post-cataract surgery and refractive surgery patients by
ophthalmologists and optometrists, with informal agreements on how care
will be shared and followed;
Optometrists providing primary care in association with a physician in an
ophthalmologist’s office;
In many rural or remote communities, ophthalmologists examining
patients in optometrists’ practice offices, driven by the scarcity of
ophthalmologists in many areas of the province, and the need to establish
a place where people can access their services;
An optometrist working in team-based care and research with
ophthalmologists at a major Toronto academic hospital;
An optometrist and an optician working together at a major continuing
care facility;
An optometrist participating in medical rounds at the Ottawa Hospital with
ophthalmologists;
Optometrists working in community health centres and nursing homes,
participating in care plans and sharing information with other members of
the care team;
A jointly developed pilot proposal by the Centre for Family Medicine
Family Health Team in Waterloo Region and the School of Optometry at
University of Waterloo to include optometrists in family health teams,
which has been submitted to the Ministry of Health and Long-Term Care
for consideration;
A professional business model that brings together the work of
optometrists and opticians in one practice setting, allowing each
professional to contribute to patient care within their scope of practice and
skills, and increasing convenience for the patient;
Collaboration between family physicians and optometrists in Huntsville
that led to better understanding by family physicians of the skill sets and
equipment available locally through optometry, and significantly reduced
referrals to ophthalmologists practising at a distance from the town, and
Agreement between the School of Optometry at the University of
Waterloo and London Health Sciences Centre and St. Joseph’s Health
Centre, London regarding faculty placements to develop the experience of
U. of W. faculty members and explore optimal models of eye and vision
care delivery within a clinical and research setting.
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At the provincial level, a recent success story is the production of a model for the
collaborative management of persons with diabetes developed by the Ontario Association
of Optometrists and the Ontario Medical Association Section on Ophthalmology.178
Despite these positive signs, it is also widely agreed that Ontario is falling far short of
making the most of the human resources in the eye care sector through collaboration.
As the College of Physicians and Surgeons of Ontario (CPSO) commented, despite a long
history of discussion about the way eye care is delivered in Ontario, it “has been
frustrated by the inability to integrate collaborative practice into the eye care sector, when
considerable progress has been made in so many other health care areas.”179 The CPSO
“recognizes the fundamental problem in attempting to have consistent regulatory
frameworks relating to conflict for professions that make money in different ways” and
urged HPRAC to “consider resolution of these commercial conflicts as central to the
collaboration problem.”180
Along the same lines, the Vision Council of Canada, which represents a major segment of
the retail optical industry, commented:
Disputes within the eye care sector have festered for decades and involve all three
professions to one degree or another. There have been at least eleven eye care related
reviews and/or consultations prior to this one; none have permanently resolved what
are essentially competitive issues. Indeed, there has been little progress because of the
focus on building a consensus, rather than seeking the best, or at least a much better,
result.181
Or in the words of the College of Optometrists of Ontario: “The current eye care delivery
system can be characterized as a silo-based system wherein professional associations do
everything that they can to protect their members’ ‘turf’.”182
It was widely agreed that there is a lack of mutual respect among professional leaders
stemming in large part from a lack of awareness and understanding of each other’s
training, capabilities and scope of practice.
The key issues raised during the consultations were essentially the same ones that
HPRAC has discussed in previous reports:
•
•
•

Refraction by opticians;
The ban on association between optometrists and opticians, imposed by the
conflict of interest regulation of the College of Optometrists of Ontario, and
The interface between optometry and ophthalmology.
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Building Eye Care Teams:
Removing Barriers to Collaboration
During its earlier work on interprofessional collaboration, HPRAC encountered
significant issues – many of them based on competitive stances and biases held by leaders
of each profession – that were impeding progress in the eye care sector and required
further research, consultation and analysis. In this report, HPRAC turns to those issues.
In Ontario, eye care services are provided by members of three health Colleges: the
College of Physicians and Surgeons of Ontario (CPSO) (including ophthalmologists and
family physicians), the College of Opticians of Ontario, and the College of Optometrists
of Ontario. These professions have overlapping scopes of practice. As noted earlier,
opticians, optometrists and physicians are authorized to dispense eye wear, and
optometrists and physicians are authorized to conduct complete eye health examinations,
prescribe eye wear and prescribe drugs for diagnosis and treatment.
HPRAC’s work on eye care has a long history that predates the Minister’s June 2007
request on interprofessional collaboration. Many of the current issues were examined in
separate reports issued by HPRAC in 2000 and in its New Directions report in 2006 on
opticianry and optometry, and the roots of the discussion go back even farther.

Refraction by Opticians
A longstanding issue has been the question of refractometry by opticians. Refractometry
is the act of measuring the refractive error of the eye for the purposes of measuring visual
acuity. It includes the determination of values to describe the power of the lens required
to focus light on the retina. Refraction tests may be conducted manually or by automated
devices.
In September 2000, HPRAC responded to a referral from the Minister on refractometry
by opticians. At that time, the performance of refractometry by opticians was a recent
development, made possible by automated sight testing equipment. Formerly this
procedure could only be performed manually. Significant concerns arose (a) that some
opticians were dispensing eye wear on the basis of prescriptions from physicians and
optometrists who were making the prescriptions based only on the results of an optician’s
automated refraction test, or (b) that some opticians were dispensing eye wear solely on
the basis of the automated refraction they performed. HPRAC interpreted the latter to
mean that opticians were prescribing and therefore exceeding their scope of practice.
In February 2001, the Minister, Hon. Elizabeth Witmer, accepted HPRAC’s advice and
directed the College of Opticians of Ontario to immediately prohibit the performance of
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refractometry and the altering of a prescription by its members. The Minister stated that
these restrictions must remain in place until the College of Opticians of Ontario, the
College of Optometrists of Ontario and the CPSO developed standards of practice for the
performance of refractometry by opticians. The College of Opticians of Ontario complied
with the Minister’s direction and instructed its members accordingly in March 2001.
Jointly developed standards of practice, however, did not follow.
In its New Directions report in April 2006, HPRAC responded to a number of questions
raised by the Minister on the eye professions. At the Minister’s request, HPRAC revisited
the issue of refractometry, concluding that
[… ] Qualified opticians should be permitted to perform refractometry only for
the purpose of informing a comprehensive ocular assessment and in conjunction
with members of other professions who are authorized to prescribe eye wear,
including an optometrist or a physician. Members of the College of Opticians
should not be authorized to dispense eye wear solely on the basis of a refraction
test.183
As HPRAC observed in New Directions in 2006:
Results of consultations and document analyses indicate that there is no risk of
harm in performing stand alone refractometry. It is a simple test that is
mechanical in nature.
The risk of harm arises from what is done with the results. If the results are
incorporated into a full eye examination, along with other assessment tools, it can
inform a diagnosis, and may lead to a prescription for corrective vision devices.
Relying solely on the results of a refraction test substantially increases risk of
harm to patients since opticians would be assessing the vision and eye wear needs
of the patient based on limited information. The likelihood of failure to detect
disease, failure to refer to a qualified professional, or failure to assess eye
conditions correctly would be increased.
The Advisory Council has serious concerns that patients may not understand that
the health of their eyes is not being fully monitored and assessed. This could
result in patients neglecting to visit a professional who is trained to prescribe
treatment for eye conditions, diseases and illnesses. Patients may simply assume
that their eyes are healthy since the optician has not mentioned any underlying
health issues.184
In New Directions, HPRAC therefore recommended that the Minister’s 2001 directive be
revoked and replaced with a new direction to the College to permit opticians to perform
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refractions only in a collaborative context with eye health professionals, only as one part
of an eye health test, and according to collaboratively developed guidelines.185
Standards for Refraction
The Minister chose not to act on the recommendation, leaving the 2001 Minister’s
direction to the College in place.
Nonetheless, the College of Opticians of Ontario developed a standard of practice for its
members respecting refractions, without the participation of the other two Colleges, and
this standard of practice was approved by the College Council in September 2007.186
The College’s standard of practice stated that an optician may only perform refractions
based on a clearance from an authorized prescriber, presumably a physician or an
optometrist. The clearance could take three forms, all requiring the patient to have had a
full eye examination within 365 days: the prescriber has issued a prescription; or has
determined that a patient meets certain predetermined health standards; or makes a
referral and issues a prescription after the refraction is performed.187 “Clearance” is not a
word that is recognized in the statute, or in regulations under the Act.
The College then proceeded to issue “refracting designation” status to its members who
had completed approved post-graduate courses in refraction based on this new standard
of practice.
Following discussions with the Ministry in June 2008 that placed an “administrative
hold” on refraction designations, and a letter to the College from the Assistant Deputy
Minister in July 2008 reiterating this, the College continued to issue the refraction
designation.
In consequence, the Minister of Health and Long-Term Care, Hon. David Caplan, wrote
to the College on July 16, 2009 requesting that “the College immediately take steps to
prohibit the performance of refractometry and the altering or generation of a prescription
by its members”. He reiterated “that no further members of the College are to be granted
“refraction status” until further notice and no further applications for refraction status
may be accepted or considered.”188
His letter also said that
Members who have received approval to refract as of the date of this letter
may continue to perform refractions.189
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Accompanying this concession was a requirement that the College report to the
Assistant Deputy Minister a list of the names, addresses and dates of designation of
the members of the College who were granted refraction status, and provide an
indication that these members are performing refractions in accordance with the
Act.190 According to a notice on its website, the College has complied with the
Minister’s directions and is neither accepting nor approving applications for
refraction status until further notice.191
Approximately 40 members of the College had completed course requirements and been
granted refraction designations; additional members had completed course requirements
but had not been granted the designation by the College; and the remainder of the College
registrants had not completed course requirements. In any case, the 2001 direction from
the Minister to the College of Opticians of Ontario to prohibit the performance of
refractometry and the altering of a prescription by its members remained in place.

HPRAC’s Observations
In consultations and in literature and jurisdictional reviews undertaken in the preparation
for this report, HPRAC found no new evidence that would alter the advice to the Minister
that was presented in New Directions in 2006.
A summary of the essential elements of that advice is:
•
•
•
•
•
•

•
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That opticians are authorized to dispense eyewear, which means providing, fitting
and adjusting eyeglasses, contact lenses and low vision devices; this is within
their scope of practice;
That opticians are not trained or authorized to diagnose and treat eye diseases or
conditions, nor to prescribe eyewear;
That refraction is only one part of a full eye health examination leading to a
diagnosis;
That members of the public can be misled into believing that a refraction test
constitutes a full eye health examination;
That members of the College of Opticians of Ontario should not be authorized to
dispense eye wear solely on the basis of a refraction test;
That members of the College of Opticians of Ontario, working in collaboration
with optometrists, ophthalmologists and family physicians, should be able to
conduct refraction tests when those tests are one part of a full eye health
examination, and
That when opticians are conducting refraction tests, the tests should be done only
according to standards or guidelines that are agreed to by the professions of
optometry, medicine and opticianry.

Ibid.
College of Opticians of Ontario, “Refraction: Message from President and Executive Committee”, online:
http://www.coptont.org/MEMBERS/refraction.asp.
191

55

Adjustments to Prescriptions
According to the College of Opticians of Ontario, “opticians are capable of refracting and
should be able to refract.” The College describes as “typical” a situation where the
optician would have a relationship with a physician or optometrist and would send the
results of the refraction to them to prescribe or authorize a visual correction. HPRAC
notes that in this instance, the physician or optometrist might not have examined the
patient.
The College insists that it is not seeking to give opticians the power to prescribe. Rather,
“opticians will be augmenting existing lens powers to fine-tune visual acuity within a
specified age group and power, and in accordance with appropriate Standards of
Practice.”192
The Georgian College School of Health and Wellness proposed that opticians should be
able to make a certain percentage adjustment while filling the client’s prescription:
“perhaps a 25 percent adjustment to ensure the prescription works for the client and
eliminate the need for the client to go back to the optometrist.”193
In New Directions, HPRAC noted that there are four steps in the dispensing process, one
of which is Adaptation:
Sometimes it is necessary to adapt the power of the lens based on the fit of the eye
wear and the physical attributes of the individual. This requires professional
judgment to avoid errors that affect the overall effectiveness of the eye wear.194
Another step is Delivery:
Ensuring the proper fit of eye wear and adjustment of eye glasses are an important
part of delivery.195
While Georgian College has suggested that an optician should be able to make a 25
percent adjustment to a prescription to ensure it works, the Minister has instructed the
College of Opticians of Ontario to “take steps to prohibit the performance of
refractometry and the altering or generation of a prescription by its members”.
In HPRAC’s view, the result of extensive fine-tuning and adjustment, without
collaboration between the prescriber and the dispenser, would likely be seen as “the
altering or generation of” a new prescription. A prescription can only be made by a
physician or optometrist. Hence these activities, when not performed in conjunction with

192

College of Opticians of Ontario, “Submission to HPRAC”, Nov. 2009, p. 13.
Georgian College School of Health and Wellness (November, 2009), “Submission to HPRAC: Response to Questionnaire re Eye
Care Sector Issues”, p. 2, online: http://hprac.org/en/projects/resources/HPRACEyeCareQuestionsRepliesNovember162009.pdf.
194
New Directions, p. 281.
195
Ibid., p. 281.
193

56
a full eye health examination, might not be distinguishable from prescribing, which is
outside the scope of practice of opticianry.
However, HPRAC recognizes that there are different interpretations of the words
“adjusting”, “adapting” and “altering” of prescriptions.

To make this distinction clear, HPRAC recommends:
2. That paragraph 13 of section 1 of O. Reg. 828/93 – Professional Misconduct
under the Opticianry Act, 1991 be repealed, and the following substituted:
13. Failing to refer a patient to a physician or optometrist when the member
recognizes, or ought to recognize, a condition of the eye or adnexa that
appears to require medical examination.
13.1 (a) Altering a prescription without the express prior authorization of the
optometrist or physician who prepared the prescription.
(b) Clause 13.1 (a) does not apply in respect of alterations required, in
the course of fitting a contact lens using information contained in a
prescription for eyeglasses, to ensure that the contact lens dispensed will
provide refractive values equivalent to the eyeglass lens prescription.
This matter also relates to the College of Optometrists’ 2009 proposal respecting the
provision of prescriptions to patients. This is discussed later in this report.

Barriers to Collaboration
In New Directions, HPRAC identified barriers to interprofessional collaboration in the
College of Optometrists of Ontario’s conflict of interest regulation that prevent
optometrists from associating with opticians. HPRAC was optimistic that these barriers
would be lowered, commenting:
A new regulation should take into account the ability of opticians to perform
refractions as part of a complete eye examination performed by an
optometrist.196
In 2010, HPRAC reiterates the advice it gave in 2006. In doing so, it recognizes that
impediments to collaboration resulting from optometry’s current conflict of interest
regulation that restricts association between opticians and optometrists remain. When that
regulation is updated, as HPRAC recommends and will be more fully discussed in this
report, opticians should be able to work with optometrists and physicians in providing
eye services. Nonetheless, HPRAC reiterates that, because of the risk of harm to the
196
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public, opticians should not be authorized to dispense eye wear solely on the basis of an
automated refraction test.

Two-Tier Regulation
In the New Directions report, HPRAC considered a proposal from the College of
Opticians of Ontario for two-tier regulation of stand-alone or independent
refractometry.197 Under such a system, opticians would be allowed to perform the
refractive portion of an eye exam and then prescribe eye wear based on those results
alone, for people believed to be at low risk for underlying health issues. The low-risk
group included those between the ages of 19 and 65 who did not have any of the
conditions indicated on a list of eye or health concerns. Individuals seeking a refraction
test would be screened to exclude those at high risk, and patients would be informed
about the difference between a refraction test and a full eye examination.
In New Directions HPRAC rejected the two-tier option, on the grounds that it would be
challenging to administer, difficult to oversee and confusing to the public. Moreover, the
risk of missed diagnoses remained, even for low-risk groups, as patients might not have
symptoms, or disclose or know how to describe an existing eye condition, and opticians
are not trained to determine the underlying causes of eye problems. These issues were not
extensively revisited during the consultations for HPRAC’s current report.
However, as this report was going to press, HPRAC learned of plans announced on
March 19, 2010 by the government of British Columbia to implement new regulations for
dispensing eye wear that are scheduled to become effective in May 2010 following a six
week notice period.198 One of the provisions appears virtually identical to the two-tier
approach that HPRAC rejected in its New Directions report. In British Columbia, under
new regulations, opticians will be permitted to independently conduct sight tests for
healthy clients aged 19 to 65, eliminating the “extra step” of having the test results
reviewed by a physician or optometrist who then issues a prescription. The regulations
also implement a screening process to ensure clients are fully informed about the
limitations of the automated refraction test.
HPRAC recognizes that the British Columbia changes are designed in part to empower
health care consumers, who in the information age, as HPRAC has previously observed,
are more knowledgeable than ever. HPRAC also understands that the practice
environment in British Columbia has been shaped by regulatory changes that overturned
the ban on association between opticians and optometrists that had existed until 1998. As
a result, it has been possible for opticians and optometrists to collaborate in British
Columbia, including in the same premises, for a number of years.
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HPRAC looks forward to much closer working relationships between the two professions
in Ontario once the conflict of interest regulation of the College of Optometrists of
Ontario is modified. HPRAC considers that new working relationships for opticians
might be feasible in a climate of strong referral and consultative links with optometrists
and physicians. HPRAC, and no doubt others in Ontario’s eye care sector, will be
following developments in B.C. carefully. For the present, however, HPRAC remains
persuaded that, because of the risk of harm, opticians should perform automated
refractions only when this is undertaken in collaboration with an optometrist,
ophthalmologist or family physician as part of a comprehensive eye examination.
Internet Dispensing
HPRAC notes that the British Columbia measures to modernize the regulation of
opticians and optometrists include changes to address the Internet dispensing of
eyeglasses and contact lenses. While Internet dispensing was identified during HPRAC’s
latest consultations as an emerging issue, it was not explored in depth. Several
respondents identified Internet dispensing as a trend that requires more extensive review,
but it was not uppermost in the minds of those who responded to HPRAC’s requests for
information.
The College of Opticians of Ontario said:
By requiring a prescription and the involvement of an Optician who must perform
in accordance with the Professional Standards of Practice of their College, the
public is assured that a professional will determine a person’s suitability for the
particular ocular device and that they will provide any necessary advice and followup care accordingly. Prescription contact lenses are under no circumstances to be
supplied to the public as if they were merely equivalent to an “over the counter”
device.199
The Society of Eyecare Professionals has recommended that a “special task force should
be commissioned to study the impact of Internet dispensing and how to regulate the new
direction taken by technology”.200
Other comments from the Ontario Association of Optometrists, Georgian College and the
College of Optometrists of Ontario recognized that Internet dispensing of eyeglasses and
contact lenses presents major challenges to regulation and the protection of patient safety.
HPRAC believes that some of these challenges also relate to competitive issues.
Since dispensing falls within the scope of practice of opticianry, optometry and medicine,
HPRAC concludes that the growing role of the Internet as a retail channel is a matter that
demands interprofessional collaboration at the regulatory level. HPRAC urges that the
College of Opticians of Ontario, the College of Optometrists of Ontario and the College
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of Physicians and Surgeons of Ontario work together on issues involving Internet
dispensing of eye wear and the roles of the respective health colleges in regulatory
initiatives. HPRAC also acknowledges that this might be a matter impacting on
interprovincial labour mobility issues, and that these should be taken into account in
future discussions.

Recommendation:
3. That the College of Opticians of Ontario, the College of Optometrists of Ontario,
and the College of Physicians and Surgeons of Ontario work together to analyze
the trend to Internet dispensing of eye wear products and its implications for
consumer convenience and public safety, and develop joint proposals for
regulatory responses and possible enforcement actions.

Interprofessional Context Essential
The use of automated refraction by opticians makes sense only in an interprofessional
context. Allowing opticians to perform automated refraction in conjunction with a
professional who is authorized to prescribe eye wear increases the need for opticians to
work collaboratively with optometrists, family physicians and ophthalmologists.
Consequently, concurrence, understanding and collaboration are needed to produce
guidelines and define best practices for their members that reflect changing roles in the
delivery of services.
HPRAC has concluded that automated refraction tests, in today’s world, are routine,
computer-generated analyses and that the joint development by the three health colleges
of standards of practice or guidelines relating to their use as part of a full eye health
examination should be relatively simple. Standards of practice should clearly specify the
relationship among professionals when opticians perform refractions in conjunction with
care provided by a member of the College of Optometrists of Ontario or the College of
Physicians and Surgeons of Ontario.201

Governance
HPRAC also concludes that the recent actions of the College of Opticians of Ontario
were such that it put certain interests of the profession ahead of those of the public. While
the intentions might have been well meaning, the standard of practice developed did not
reflect the scope of practice of the profession, and defied the 2001 direction from the
Minister of Health. HPRAC agrees with the Minister’s assertion that the actions of the
College were troubling, and reflect on the way it serves and protects the public interest.
Recommendations:
201
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4. That the Minister revoke the direction issued by Hon. Elizabeth Witmer to the
College of Opticians of Ontario on February 7, 2001, and
5. That the Minister issue a new direction to the College of Opticians of Ontario
pursuant to section 5 of the Regulated Health Professions Act, 1991 requiring it to
develop a standard of practice limiting the authority of members who perform
refractions to those circumstances where such refracting is undertaken in
collaboration with an optometrist or a physician for the purpose of informing a
comprehensive ocular assessment. This standard of practice should be developed
in collaboration with the College of Opticians of Ontario, the College of
Optometrists of Ontario and the College of Physicians and Surgeons of Ontario,
and should be completed and approved so it will come into effect immediately
upon changes to the optometry regulation concerning conflict of interest.
6. That the Minister direct the College of Opticians of Ontario to confirm that
members with refraction designations are performing refractions only as part of
a comprehensive eye examination in collaboration with an optometrist or
physician.

Public Information
Under the Health Professions Procedural Code in the RHPA, health colleges are required
to post on their websites the public register. The College of Opticians of Ontario explains
the contents of its register as follows:
The public register includes a wide variety of information, such as each member’s
name, any nicknames or previous names used by the member, practice name,
practice location and telephone number and, if applicable, the name of each health
profession corporation in which he or she is a shareholder.
The public register also includes information about each member’s registration
status and class (i.e., is the optician’s certificate of registration current, or have they
been suspended). If a member’s certificate of registration has been suspended, the
reason for the suspension is listed.
In addition, certain information about each member’s qualifications is noted,
namely, any areas of service and details regarding contact lens mentor status (or
Certified Contact Lens Fitter designation).
The public register also notes any terms, conditions and limitations on each
member’s certificate of registration. Information about any current allegations or
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previous findings of professional misconduct, incompetence or incapacity, which
relate to the member are also specified.202
HPRAC notes that since a number of members of the profession have been granted a
refraction designation by the College, that status should be recorded in the public register
and reported on the College website.
HPRAC recommends:

7. That the College of Opticians of Ontario amend its by-laws to place in the
register a record of those members who have been granted refraction
designations and to require this information to be made public.

Optometry Conflict of Interest and Professional Misconduct Regulation
The most regularly identified barrier to collaboration among eye health professionals and
others who might be a part of an eye care team is the current College of Optometrists of
Ontario regulation on conflict of interest ... a construct that predates the Regulated Health
Professions Act, 1991.
Under present conflict of interest regulations, optometrists are prohibited
from practicing within an optical retail store or associating with an
optician. OAO agrees that these prohibitions have created obstacles to
collaboration between optometrists and opticians and would like to see
them removed.
Ontario Association of Optometrists
Submission to HPRAC, November 2009
A principal hurdle to a productive patient-centric eye care network is the
College of Optometrists’ current Conflict of Interest Regulation which
prohibits optometrists from working together in multidisciplinary
arrangements with opticians ... The College of Opticians’ position has
been, and continues to be, that there is a lack of evidence to support the
assumption that underlies the prohibition of interprofessional collaboration,
i.e. that being employed by an Optician, or any other Regulated Health
Professional, may result in a conflict of interest such that it may require the
Optometrist to choose between his/her fiduciary relationship to the patient
and his/her loyalty to an employer.
College of Opticians of Ontario
Submission to HPRAC, November 2009
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We don’t believe that restricting collaboration of any sort including
partnerships and employer/employee relationships amongst health care
professionals serves anybody’s best interest.
Ontario Association of Opticians and
Canadian Association of Opticians
Joint Submission to HPRAC, November, 2009
Stakeholders told HPRAC that a major impediment to collaboration in vision care is the
restrictions that keep Ontario optometrists from working with most other health
professions or with some businesses and facilities. These strictures are found in conflict of
interest regulations under the Drug and Pharmacies Regulation Act (DPRA) that were not
repealed when the RHPA was proclaimed in 1993.203
These regulations have led to optometry practice that is predominantly independent and
isolated from other eye care professionals. They have placed optometry practitioners who
want to employ the services of opticians in their own practices in a position where they
can be disciplined by their College for associating with other skilled health professionals.
Background information on this issue is provided in order to describe the rationale for the
recommendations for change which follow.
Prior to December 31, 1993 (the proclamation date of the Regulated Health Professions
Act, 1991 and the Optometry Act, 1991), Regulation 550 under the DPRA was the sole
regulation governing optometrists. It prohibits optometrists from associating with
opticians, who have technical expertise in dispensing eye wear, either by employing them
or engaging with them, and it also prevents opticians and others (except for physicians
and a few limited others) from associating with or employing optometrists.204 It requires
optometrists to ensure that there is a physical wall and separate doors between their
offices and those of opticians.
HPRAC heard that since 2007 discussions have been pursued between the respective
Colleges of Optometrists and Opticians, but they have been abruptly cancelled by one or
another of the participants. Before that, numerous facilitated meetings led by the Ministry
of Health and Long-Term Care made no progress. There has been no – or very limited –
continuing, healthy and positive dialogue between the two professions. In HPRAC’s
view, this lack of progress has prevented meaningful advances in protecting the public
interest.
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Current Regulation and Steps Towards Change
Under Regulation 550, the only health professionals with whom optometrists can
associate are physicians.
Over a period of time, the College of Optometrists of Ontario has faced singular
difficulties in ensuring the law is upheld – or has chosen to selectively enforce the law
when faced with legal challenges. Many members of the College openly admit to
associating with opticians by employing them. Innovative collaborative practice models
were discouraged from operating given the regulation, and have led to discipline cases
against members of the College. The College agrees that this is an unacceptable situation.
For more than 15 years, the College has been attempting to amend
the Conflict of Interest provisions in the Regulations. In the
College’s opinion, this delay in bringing a new Conflict of Interest
Regulation into force has not been in the public interest.
College of Optometrists of Ontario
Submission to HPRAC, November 2009
In July 2007, the College of Optometrists of Ontario initiated disciplinary action against
four IRIS optometrists. IRIS is a company, led by optometrists, that operates across
Canada and has adopted a model of collaboration among optometrists, opticians and
ophthalmologists. It co-locates these professionals to provide integrated patient services.
In response to the College’s action, IRIS filed a challenge against the College citing
issues of freedom of expression and association among others. In May 2008, the College
and IRIS announced they had agreed to withdraw both the legal and disciplinary
proceedings, and to focus efforts on developing new appropriate regulations.
The juxtaposition of the current regulation (that prohibits collaborative arrangements
between opticians and optometrists) and the College’s settlement with IRIS has created
an untenable climate. HPRAC heard that many optometrists employ opticians and that
the required physical barriers between co-locating optometrists and opticians are either
coming down or not being erected in the first place, all in violation of existing law.
In 2007, the College of Optometrists of Ontario circulated a revised conflict of interest
regulation designed to become part of the professional misconduct regulation under the
Optometry Act, 1991, and submitted this draft to the Ministry of Health and Long-Term
Care in the regulation approval process.205 HPRAC commented on this document in its
March 2008 report.206 The 2007 regulation proposal no longer deems it a conflict of
interest for a member to engage in the practice of optometry where any of the public
entrances or exits of the member’s premises are within, or connect with, the premises of a
retail merchant, optical company or ophthalmic dispenser (optician).
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However, the proposal still classifies it as a conflict of interest to practise optometry, with
some exceptions, in any kind of association with certain other persons, including most
regulated health professionals or some corporations. The exceptions do not include
opticians or retail optical companies, although there is an exception for arrangements
approved by the College Council. Moreover, it does not address the situation of the
optometrist who is an employee, owner or director of a professional corporation offering
multi-professional, integrated eye care services with an interdisciplinary approach to
patient care.
Under the proposal, no conflict would arise “where a reasonable person knowing the
relevant facts” would conclude that the member was engaging in the practice of
optometry as an independent contractor. Thus, if an optometrist were to be recognized as
an independent contractor, and not as an employee or employer of an optician or in a
practice association with a corporate retail ophthalmic dispensary, the prohibition on
association would not apply.
According to the College’s website, “based on further discussions with the Ministry and
other stakeholders, the College determined that some of the proposals contained in the
2007 submission could be improved upon or clarified. A revised regulation proposal was
circulated to members and stakeholders in January 2009 ...”207 The College indicated that
it had considered suggestions to amend the proposed regulation to expand the allowable
business relationships between optometrists and other vision care providers. The College
said it has not fundamentally changed that aspect of the proposed regulation in order to
protect the public interest.208
The 2009 version of the draft regulation has been circulated but has not been submitted to
the Ministry for approval, and the 2007 submission has been withdrawn. Thus, there is no
proposal from the College of Optometrists of Ontario for amendments to the regulation at
the Ministry for consideration.209
In both the 2007 and 2009 versions of proposed amendments, HPRAC assumes, although
it was not made clear by the College, that the intent was that Regulation 550 under the
DPRA would be repealed, and that conflict of interest and other provisions of that
regulation would move in their entirety to regulations under the Optometry Act, 1991. If
that is the case, to HPRAC the repeal of DPRA Regulation 550 would be a major step
forward in ensuring transparency and clarity for members of the profession, other
professions and the public, since all optometry regulations would be accessible under one
Act, the Optometry Act, 1991.
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Recommendation:
8. That Regulation 550 made under the Drug and Pharmacies Regulation Act be
repealed in its entirety, and relevant sections, as they are amended, be made in a
regulation under the Optometry Act, 1991.

Proposals for Amendment of the Professional Misconduct Regulation
The proposed amendments to the Professional Misconduct Regulation under the
Optometry Act, 1991 (O. Reg. 859/93), circulated in January 2009, are most concerned
with conflict of interest provisions. They add new definitions to the regulation and
include provisions regarding patient and professional relations, advertising and the use of
titles and names and some business practices. The College also proposes some
amendments that update some and echo other provisions of Regulation 550 under the
DPRA. Some other provisions of the DPRA regulations, such as prohibitions against
optometrists owning an interest in, or financially benefiting from, a business that
manufactures, fabricates, supplies or dispenses eye wear, are not addressed in the new
proposal.210
The proposed amendments will be discussed below, and for clarity will be referred to as
the “2009 proposal”.

Requirement for Prescription to be Available to Patient
The current regulation under the Optometry Act, 1991 requires optometrists to make a
prescription available to a patient only when the patient has specifically requested one. It
is an act of professional misconduct for:
14. Failing to make available to a patient who requests one a written, signed and
dated prescription for a subnormal vision device, contact lenses or
eyeglasses.211
The 2009 proposal makes it an act of professional misconduct for:
14.

Failing, without reasonable cause, to make available to a patient a written,
signed and dated prescription for vision correction that the member has
determined to be appropriate for that patient.

14.1 Failing, without reasonable cause, to make available when requested to do so
by the patient, the specifications and parameters of an ophthalmic appliance
that the member has determined to be appropriate for that patient.
210
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This change responds to a longstanding grievance of opticians that optometrists do not
automatically provide a patient with a copy of a prescription for eyewear, and as a result
subtly control where the patient has the prescription filled. Since both professions,
optometrists and opticians, are authorized to dispense eye wear, the provisions were seen
to restrict patient choice in where the prescription could be dispensed.
However, the 2009 proposal continues to require a patient to specifically request
additional details regarding components of a prescription for an ophthalmic appliance,
which is to be newly defined in the regulation as:
‘ophthalmic appliance’ means a subnormal vision device, eyeglasses or contact
lenses;212
The 2009 proposal makes a distinction between a prescription for vision correction and
the specifications or parameters of an ophthalmic appliance, including eyeglasses and
contact lenses. HPRAC was concerned about this particular proposal for change in the
regulation, since its provisions might be difficult for patients to understand. A patient
would expect a prescription to include all details needed for a professional authorized to
dispense to do so. The amendment would mean that a patient would automatically receive
a copy of a prescription for eyeglasses, but would only receive specifications for
eyeglasses or contact lenses when the details had been explicitly requested by the patient.
In the absence of specifications or parameters described by the optometrist, the dispenser
of contact lenses would need to make adjustments to the eyeglass prescription to
accommodate the dispensing of contact lenses.
In the United States, before 2004, only consumers in certain states were entitled to a copy
of their contact lens prescription. Under the federal Fairness to Contact Lens Consumers
Act, all U.S. consumers must be given a copy of their contact lens prescription.213
In Ontario, opticians have for many years adjusted prescriptions for eyeglasses when the
patient prefers contact lenses. The selection of contact lenses, unless there is a
contraindication noted by the prescriber, is essentially a matter of patient choice, and the
dispenser has implied authority to make these adjustments. To make this more
transparent, HPRAC has recommended (see recommendation 2 above) that this be more
explicit in the professional misconduct regulation under the Opticianry Act, 1991.
While HPRAC is not recommending a change to this proposal at this time, it
acknowledges that it could limit patient choice about where to purchase eye wear,
including through Internet dispensers. This might be a matter that the College was
considering in the 2009 proposal. However, more work needs to be done, as indicated in
212
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recommendation 3 above. HPRAC recognizes that other jurisdictions, such as California
and British Columbia, are tackling these issues, and that regulators in Ontario should do
so as well.

The 2009 Proposal on Conflict of Interest
The central College position in its 2009 proposal for a regulation change regarding
conflict of interest is that optometrists should only associate with other health professions
(except physicians) and some entities (those named specifically in the regulation, such as
hospitals and community health centres), if they are recognized as “independent
contractors”.
Under the 2009 proposal, optometrists would have a conflict of interest if they practise
optometry as an employee, associate, partner or another similar arrangement other than
with:
i) A member who is engaged in the practice of optometry;
ii) An optometry professional corporation which is engaged in the practice of
optometry;
iii) An optometry partnership;
iv) A member of the College of Physicians and Surgeons of Ontario who is engaged
in the practice of medicine or a health profession corporation which holds a
certificate of authorization issued by that college and is engaged in the practice of
medicine;
v) As an employee or agent of a municipal or other government, an agency of a
municipal or other government, a health centre, university or hospital or similar
organization approved by Council, provided that the organization takes all
reasonable steps including co-operating with the College to ensure that the practice
of optometry engaged in by its employees or agents complies with the Act, the
Regulated Health Professions Act, 1991 and the regulations under those Acts;
vi) As an employee of a corporation, other than one referred to above, for the
purpose of providing services solely to the employees of that corporation; or
vii) Under an arrangement approved by Council.214
The 2009 proposal continues the “independent contractor” concept:
5 (3) No conflict of interest shall arise under clause 4 (d) where a reasonable
person knowing the relevant facts would conclude that the member was engaging
in the practice of optometry as an independent contractor.
5 (4) For the purposes of subsection (3), a member shall not be considered an
independent contractor where a reasonable person knowing the relevant facts
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would conclude that the member could be controlled by a person or corporation,
in respect of
(a) the professional service provided;
(b) who the member may accept as a patient;
(c) the ability to provide a patient with a copy of his or her prescription;
(d) the fee to be charged or collected in respect of the optometric services;
or
(e) the maintenance, care, custody and control of the records required to
be maintained in respect of the practice of optometry including patient
records.215
Because of the limitations on association, the 2009 proposal means that optometrists still
cannot employ opticians or otherwise engage their services, and also prevents opticians
and others (such as physicians and those entities specifically named) from employing or
having other business associations with optometrists. The only exception is if the College
has approved a particular business arrangement.
The College of Optometrists of Ontario holds that association (such as employment) with
certain other health professions or entities, other than as an independent contractor, could
lead to negative influence on the professional judgment of the optometrist and interfere
with the fiduciary duty of the optometrist to a patient. In its response to stakeholder
submissions to HPRAC, the College stated:
Some stakeholders asserted that there is a lack of data to prove that employment is
inherently evil. The College strongly disagrees with this statement both in
principle and in fact. On a principled basis, employment is all about the power
and control relationship between employer and employee. This is evidenced by
the birth and development of the union movement as a means to protect
employees because of the nature of the employment relationship.216
The College clearly is of the opinion that an employment relationship, other than in
certain circumstances, equates with control over the ethics, values and professional
judgment of its members, although it seems also to hold the opinion that some
employment situations, such as the employment of an optometrist by a hospital, another
optometrist, a physician or a government agency, are less problematic than others. It
holds that an employment relationship is likely to have the effect of influencing the
exercise of a member’s professional judgment or influencing or impeding a member’s
ability to engage in the practice of optometry in an ethical manner or in accordance with
the standards of practice of the profession.
HPRAC carefully reviewed the 2009 proposal put forward by the College, looked at
circumstances where optometrists could and should be part of collaborative and
integrated eye health care, and considered what it heard from others, including comments
215
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made by the Competition Bureau of Canada. In the meantime, under the current
regulation that is still in force, a member of the College can face disciplinary action for
failure to abide by the existing conflict of interest provisions.
As HPRAC has noted previously, although the original intent of the regulations might
have been to resist financial pressure on the practitioner, they are also being viewed as an
attempt to impose a monopoly and limit competition.
The federal Competition Bureau recently observed that in view of the complementarities
between the activities of the two professions of opticianry and optometry, it would be
“natural for members of both professions to work under the same roof”, likely resulting
in greater efficiency and lower costs for consumers. The Bureau argues that present
restrictions are forcing most optometrists into the same business model, making it less
likely that meaningful competition will develop. The Bureau’s recommendation in this
regard is that the "Colleges of optometry should remove restrictions that prohibit or
discourage optometrists from working in multidisciplinary arrangements with
opticians.”217
The Ontario Association of Optometrists explains its support for the independent
contractor concept over an employment relationship as follows:
While many business associations are acceptable, an employer/employee
relationship introduces a third party into the fiduciary relationship between the
optometrist and the patient and has the potential to influence the care and services
provided to the patient. This influence, often invisible to the patient, can extend to
include pressure to provide unnecessary services and product recommendations;
compromise the type of care delivered and restricts timely access to care. Further,
as an employee, the optometrist has a contractual obligation to the employer and
the patient’s interests become secondary. This hierarchy of duty is acknowledged
in employment law. By definition, an employment relationship means that an
employer maintains the right to direct and control when and how work is to be
performed.218
On the other hand, the College of Opticians takes the position that the 2009 proposal
“would effectively prevent Optometrists from associating with Opticians as equals. The
only association permitted would be where the Optician is subordinate to the Optometrist
[...]” 219
The Vision Council of Canada argues that no evidence has ever been produced to support
the contention that optical corporations will put undue pressure on optometrists to overprescribe or to limit their time to patients who will generate an optical prescription.
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Moreover, “the Vision Council of Canada fully supports that there should be no
interference with the optometrist’s professional judgment and that the decisions he or she
makes should be based only on the best interests of the patients.”220
HPRAC also notes the strong opposition to the 2009 proposal by a number of those with
an interest in collaboration among the professions or who would be impacted by such a
regulation.
The College has suggested that these amendments are necessary to
protect the public interest. With respect, there is no evidence to
support such an assertion. Indeed, evidence from other
jurisdictions, including independent academic research in the
United States, supports the opposite conclusion: namely, that these
amendments are protectionist in nature and harm the public interest
by decreasing access to eye care and increasing costs for
consumers. They are also anti-competitive and vulnerable to a
constitutional challenge under sections 2(b) and 2(d) of the
Canadian Charter of Rights and Freedoms.
IRIS The Visual Group
Letter to the College of Optometrists of Ontario, March 13, 2009

In an open letter to its colleagues on February 12, 2009, the Coalition of Ontario
Optometrists for Reform (COOR) stated:
The College has demonstrated a complete lack of respect for the profession of
optometry in Ontario. Essentially, the College is communicating to the MOHLTC
that optometrists are unprofessional, cannot be trusted, and will disregard clinical
standards of care, depending on the environment or business arrangement in which
they practice. COOR is extremely dismayed by this portrayal of our profession to
the Ministry.221
HPRAC chose to examine this variety of opinion more closely, along with other critical
concepts that are included in the 2009 proposal. HPRAC therefore reviewed the nature of
professionalism itself, along with conflict of interest, association and what being an
independent contractor means.
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What is a Professional?
HPRAC found that the employment status of a professional was not generally considered
an impediment to the exercise of independent professional judgment that is based on
specialized knowledge and skill.
Professionals are expected to exercise high standards of professional ethics and behaviour
in all work circumstances. In law, professionals have knowledge upon which others rely
and therefore are held to a higher standard of care than non-professionals.
There are a number of elements that together help to define what it means to be a
professional:
1. Self-Regulating
2. Attaining a license
3. Professional Development
4. Following codes of ethics and standards of practice.
Self-Regulating222
Professionals in Ontario, including health professionals, are generally regulated by
statute, the enforcement of which is delegated to a respective professional body.
Accordingly, these professionals are self-regulating and autonomous from government.
The College of Optometrists of Ontario, the College of Opticians of Ontario and the
College of Physicians and Surgeons of Ontario are the self-regulating bodies for
optometrists, opticians, and family physicians and ophthalmologists, respectively.223
Health profession regulatory bodies such as these are charged with serving and protecting
the public interest and ensuring “adequate numbers of qualified, skilled and competent
health professionals.”224
Attainment of Certificate of Registration
Professionals in Ontario, such as health professionals, lawyers, chartered accountants,
teachers, social workers and social service workers must generally be registered by their
respective professional bodies before they will be permitted to practise the profession.
This involves completing education and practical training requirements.225 In some but
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not at all cases, applicants must also pass a professional examination.226 Being granted a
certificate of registration allows professionals to exercise independent professional
judgment that is based on their specialized knowledge and skill.
The educational and practical training requirements of each profession vary, but may be
quite onerous. For example, a specialist designation in ophthalmology requires
certification by the RCPSC. The traditional route to certification by the RCPSC involves
the completion of five years of approved residency training and completion of the
examination administered by the RCPSC.227
Professional Development
Being a professional means ensuring that one is competent to provide services and advice
to the high standard expected. Professionals must constantly ensure they have adequate
and up-to-date knowledge and skills, and are able to exercise appropriate judgment.
Accordingly, continued professional development is not only a key aspect of being a
professional, but also often a mandatory requirement.228
The Health Professions Procedural Code under the RHPA, for example, requires the
Council of a professional regulatory body to make regulations prescribing a quality
assurance program.229 The quality assurance program must include “(a) continuing
education or professional development designed to, (i) promote continuing competence
and continuing quality improvement among the members … (ii) address change in
practice environments, and (iii) incorporate standards of practice, advances in
technology, changes made to entry to practice competencies and other relevant issues in
the discretion of the Council.”230 Recent changes to the Act, not yet proclaimed, will
require quality assurance programs to include mechanisms to foster interprofessional
collaboration.
Following Rules of Professional Conduct, Codes of Ethics and Standards of Practice
Being a professional means adhering to regulations, standards of practice, codes of ethics,
clinical guidelines and rules of professional conduct.
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Definitions:
(1) Regulatory Standards
Regulatory standards are legislated and mandated requirements for a profession. The
Optometric Practice Reference defines regulatory standards as follows:
Regulatory standards are found in the legislation of the Province of Ontario, such as
the Regulated Health Professions Act, 1991 the Ontario Regulations
(O.Reg.859/93), and the Optometry Act, 1991. These standards are mandatory
requirements for the profession, and must be complied with by the optometrist.
Non-compliance with these standards could result in an allegation of professional
misconduct.231
(2) Professional Standards
Professional standards define what is expected of a prudent professional.
The Optometric Practice Reference defines professional standards as follows:
Professional standards describe what a prudent practitioner would do in certain
circumstances. Every profession has unwritten standards of practice expected of
members that are the generally accepted consensus of “right-thinking” practitioners.
They come from a variety of sources such as educational programs, professional
literature, informal “shop talk”, professional training, and the decisions of a College
and the Courts. Rather than putting standards into a regulation, the College may
publish documents that describe the existing generally accepted standard on
recurring or significant issues. These types of standards do not have the force of
law, yet are statements of what the prudent practitioner usually does in a given set
of circumstances. While the strongest evidence of the professional standard of
practice is usually expert testimony, College publications may support or reinforce
the expert testimony and make it more likely to be accepted. The value of the
publications is increased if they are the result of a consultation process with the
members of the profession.232
The College of Opticians of Ontario defines professional standards as follows:
The Standards of Practice serve the following purpose:
1. The Standards of Practice set out the College’s expectations for how members
will conduct themselves in their practice.
2. They provide the College of Opticians of Ontario with benchmarks against which
it can measure members’ conduct in the course of investigating complaints, as well
231
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as in peer assessments and quality assurance reviews.
3. They provide the public with a clear understanding of the quality of care they
should receive from an Optician.
The College of Opticians of Ontario is legally required to develop, establish and
maintain programs and standards of practice to assure the quality of the practice of
the profession of opticianry. The College is also responsible for developing,
establishing and maintaining standards of knowledge and skill and programs to
promote continuing competence among the members; and to develop, establish and
maintain standards of professional ethics for its members.233
Richard Steinecke’s guide to the Regulated Health Professions Act, 1991 states:
The standard of practice of the profession “generally relates to clinical conduct by
the practitioner. The standard of practice has been defined as the standard which is
reasonably expected of the ordinary competent practitioner in the member’s field
of practice”.234
Evidence about standards of practice can come from three sources:
1. related regulations that apply to the member
2. advisory notices published by the College, and
3. opinion evidence by expert witnesses as to the standard of practice.
A finding can be made in the absence of written standards of practice; it is assumed
that there exists an unwritten standard about which there is a consensus within the
profession.235

(3) Codes of Ethics
The College of Opticians of Ontario distinguishes between standards of practice and
codes of ethics. The code of ethics is defined as follows:
The ethical foundation of the practice of Opticianry consists of general principles of
conduct, which the profession has come to accept as a prerequisite to maintaining
the dignity and integrity of the profession. This Code is intended to outline in broad
fashion the duties and responsibilities which members of the profession are
expected to adhere to in their relationships with the public, with their patients and
with their fellow practitioners.236
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Industry Canada has described voluntary codes of ethics as codes of practice and other
arrangements that “are designed to influence, shape, control or benchmark behaviour
...that are to be applied in a consistent manner or to reach a consistent outcome.237
(4) Clinical Guidelines
The Optometric Practice Reference defines clinical guidelines as follows:
Guidelines are suggestions of voluntary behaviour that will assist prudent
practitioners. They are not mandatory. They “raise the bar” and give the practitioner
recommendations on how to practice at a higher, or “best practice” level.
Guidelines are found in various locations including journals and publications of
associations or societies. While guidelines usually describe desirable practice
methods and behaviour, their application may be limited by the legal scope of
practice within the jurisdiction.
Given the changing nature of optometric care, scientific knowledge and public
need, standards and guidelines are evolutionary.238
The College of Physicians and Surgeons of Ontario (CPSO) provides a definition of
clinical practice guidelines.
Clinical Practice Guidelines (CPGs) are systematically developed and updated,
evidence-based or consensus-based statements whose purpose is to help improve
the quality and consistency of care in specified clinical situations.
CPGs synthesize large bodies of evidence, information and professional opinion
into a form that is brief and as easily understandable as possible. They incorporate
the most current evidence-based or consensus-based clinical information into a
framework that promotes the best patient outcomes.239
The CPSO does not expressly incorporate CPGs into its regulations or standards of
practice, but interprets them as expert documents that serve to inform clinical practice
standards. Its definition reflects the usual definition of CPGs:
Clinical practice guidelines are systematically developed statements to assist
practitioner and patient decisions about appropriate health care for specific
clinical circumstances.240
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(5) Rules of Professional Conduct
The Law Society of Upper Canada defines Rules of Professional Conduct as follows:
Law Society by-laws and Rules of Professional Conduct - both based in the Law
Society Act - set out the professional and ethical obligations of all members of the
profession. Members failing to meet these obligations are subject to the Society's
complaints and discipline process. The discipline process is governed by the Rules
of Practice and Procedure.241

Common Rules and Standards:
The following are common rules and standards that help define and inform what it means
to be a regulated health professional.
1. Ensuring that the well-being of patients/clients is the primary consideration;
2. Advocating for and on behalf of patients/clients;
3. Acting within scope of practice and being competent to perform services of the
profession to the standard expected;
4. Performing controlled acts as permitted by law; delegating controlled acts only
where permitted by law, and only performing controlled acts that have been
appropriately delegated;
5. Requiring the informed consent of patients;
6. Communicating relevant information clearly to the patient and collaborating with
the patient;
7. Informing client/patient of errors and omissions;
8. Adhering to stringent record keeping practices and reports;
9. Maintaining client/patient information in the strictest of confidence, and only
disclosing patient information as required by law;
10. Avoiding and managing conflicts of interest;
11. Charging reasonable fees;
12. Complying with rules regarding advertising (i.e. certified/specialist designations);
13. Maintaining professional integrity, honesty and judgment;
14. Being courteous, acting in good faith, and maintaining a respectful relationship
with members of the public and of the profession;
15. Preventing unauthorized practice, including reporting incompetence, misconduct
and/or unethical behaviour;
16. Ensuring the safety of equipment and the practice environment;
17. Avoiding discrimination (i.e. when accepting new patients/clients);
18. Only discontinuing needed services in accordance with the law.242
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What Is Conflict of Interest?
In law, conflicts of interest may be actual, potential or perceived.
The Royal College of Dental Surgeons of Ontario’s Guidelines for Conflict of Interest
provide a succinct outline of conflict of interest for its members:
[...] A conflict of interest is created when you put yourself in a position where a
reasonable patient could conclude that the exercise of your professional expertise or
judgment may be influenced by your personal financial interest. It is not necessary
for your judgement to be actually compromised. If the facts are such as to create in
a reasonable person’s mind the possibility that your judgment may be even slightly
affected, then that constitutes a perceived conflict of interest.243
The sentiment that a conflict of interest may not be by itself confirmation of wrongdoing
or deceit is echoed in an editorial in the British Medical Journal that speaks of conflict of
interest as “a common problem”.
Conflict of interest has been defined as “a set of conditions in which professional
judgment concerning a primary interest (such as patients’ welfare or the validity
of research) tends to be unduly influenced by a secondary interest (such as
financial gain).” It is a condition not behaviour, and there is nothing wrong with
having a conflict of interest. It is common. [Definition from Thompson D.F.
Understanding financial conflicts of interest. N Engl J Med 1993; 329:573-576]244
T. Lemmens and P. A. Singer drew similar conclusions in an article for the Canadian
Medical Association Journal:
A conflict of interest occurs in a situation in which professional judgement
regarding a primary interest, such as research, education or patient care, may be
unduly influenced by a secondary interest, such as financial gain or personal
prestige. Conflicts of interest exist in every walk of life, including medicine and
science. There is nothing inherently unethical in finding oneself in a conflict of
interest. Rather, the key questions are whether one recognizes the conflict and
how one deals with it. Strategies include disclosing the conflict, establishing a
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system of review and authorization, and prohibiting the activities that lead to the
conflict.245
The College of Dental Hygienists of Ontario describes in its Registrants Handbook the
fiduciary duty of members of the profession to their clients, and how conflicts of interest
can be managed or mitigated.
Many conflicts of interest can be managed through safeguards that involve
openness and transparency in addition to fostering an environment where clients
are not pressured to make choices. These safeguards are developed using the
DORM principle: (Disclosure, Options, Reassurance & Modifications). It is fair
to say that most conflicts of interest can be successfully managed by the DORM
principle.
Disclosure. The primary safeguard in managing any conflict of interest is
disclosing to your client and any other interested party, such as your employer,
the nature of the conflict, including the potential benefit to yourself. While simply
disclosing the conflict may not always be sufficient, failing to disclose it will
almost always be a breach of your professional obligations...
Options. Providing clients with additional options will permit them to make an
informed choice and reduces the pressure on them.
Reassurance. A common concern for clients facing such a choice is that you will
be insulted ... if they do not accept your recommendation. It is important to
reassure them that choosing another product or service ... will not affect their
ability to receive professional services from you. The only exception would be
where choosing the other supplier could result in inconsistent treatment...
Modification. Occasionally making a small modification in a situation can
remove or greatly reduce the potential for conflict.246
The DORM formula substantially follows the Guidelines for Drafting Conflict of Interest
Regulations by Health Regulatory Colleges issued by the Ministry of Health and LongTerm Care in July 2005. The Guidelines state:
Conflict of interest regulations should be drafted to:
 define terms that may assist the profession in understanding the
application and scope of the conflict of interest regulation;
 prescribe situations that may give rise to a conflict of interest;
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 prescribe the measures that may allow members to practise while in a
conflict of interest situation;
 prescribe disclosure as the minimum measure;
 describe the minimum elements or acceptable methods necessary to
appropriately disclose the conflict to patients, and
 prohibit conflict of interest where no appropriate and/or sufficient
measures exist to manage the conflict.247

What Does Association Mean?
HPRAC has reviewed the jurisprudence on conflict of interest and freedom of association
in the eye care professions and is aware of the constitutional issues that must be
considered. In particular, the Canadian Charter of Rights and Freedoms guarantees
freedom of association, subject only to such reasonable limits as can be demonstrably
justified in a free and democratic society.248
In 1998, the Supreme Court of British Columbia in what has become known as the
Costco case found that rules prohibiting optometrists from having business associations
with non-optometrists selling optical products or services were invalid. The court held
that the rules of the Board of Examiners in Optometry violated freedom of association
guaranteed by the Charter, and the violation was not reasonable or demonstrably justified
in a free and democratic society.249
The court noted, however, that its decision was limited to the blanket prohibition against
optometrists associating with any group other than physicians and stated:
It does not follow… that there are no reasonable restrictions on the association of
optometrists with non-optometrists that could be demonstrably justified ... That is
obviously not the case, but, to the extent the Board sees fit to prohibit associations,
it must promulgate rules that can, if necessary, be properly proven to be both
rationally based and proportionally implemented.
Mr. Justice Lowry concluded:
The whole of the impugned Rules must be struck down as invalid pursuant to s. 52
of the Constitution Act, 1982. The matter should, with deference, be left to the
Board to promulgate such new rules as it may see fit based on the revised
assessment of the extent of the restrictions there should be on optometrists
associating with non-optometrists that is dictated by this constitutional challenge.
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As a consequence of that ruling, the by-laws of the British Columbia College of
Optometrists were amended to assert that the mode of practice of optometry is irrelevant,
but no business relationship should impede professional judgment or degrade or
jeopardize the quality of patient care.
An earlier Ontario court ruling, in 1988, upheld the College of Optometrists of Ontario’s
regulation on conflict of interest.250 In this case, there was no determination of the
constitutionality of the College’s regulation and no analysis of section 2 of the Charter of
Rights and Freedoms that guarantees freedom of association and freedom of expression.
The College had found an optometrist guilty of professional misconduct for renting
premises from a vendor of ophthalmic appliances at a below-market rent and engaging in
the practice of optometry in association, partnership or otherwise with the vendor. On
appeal, the Divisional Court upheld the decision of the College and established the test
for conflict of interest as: "can it be said that no reasonable person could conclude that
the prohibited private interest could influence the optometrist’s professional conduct?"
The guidelines of the Ministry of Health and Long-Term Care for drafting conflict of
interest regulations state explicitly:
The ministry will not support prohibitions on association that are broad and
general in nature. A specific prohibition on association may be permitted if the
ministry is satisfied that the prohibition:
 Is required to ensure the College’s effective regulation of the profession,
 Is in the public interest, and
 Does not contravene the Canadian Charter of Rights and Freedoms.
The ministry requires that health colleges prohibiting specific associations
consult with other colleges whose members may be affected by the prohibition.
The ministry expects that colleges will have resolved any outstanding issues
prior to requesting the ministry to process the regulation.
In determining the specific types of association that may be prohibited, Colleges
should consider relationships that have the potential to:
 Impair the member’s professional judgment,
 Increase the risk of patients being exploited or harmed, or
 Permit and/or promote undue influence over patients.251

250
Cox v. College of Optometrists of Ontario. [1988] O.J. No. 1347 (Ont. Div. Ct.). See HPRAC, “Eye Care Jurisprudence Review”,
December, 2009, p. 3, online: http://hprac.org/en/projects/resources/hprac-eyecareJurisprudenceReviewForPosting.pdf.
251
Ministry of Health and Long-Term Care, Health Professions Regulatory Policy and Programs Branch, “Guidelines for Drafting
Conflict of Interest Regulations by Health Regulatory Colleges”, July, 2005, s.4..

81
What Is an Independent Contractor?
HPRAC reviewed Canadian case law, which indicates that the factors to be considered in
determining whether a person is an independent contractor are not exhaustive, and that
every case is dependent on its own facts and circumstances.
The generally accepted test for whether someone is an independent contractor was
defined in the court case Montreal City v. Montreal Locomotive Works Ltd. et al.252 The
guidelines were adopted by the Federal Court of Appeal in Wiebe Door Services Limited
v. M.N.R. and have been adopted and applied by the Canada Revenue Agency and other
court rulings.253
The relevant factors as set out in Wiebe Door are:
(1) Control
(2) Ownership of Tools and Equipment
(3) Opportunity for Profit
(4) Risk of Loss
Other factors that courts have considered include:
(1) Ability to Hire Helpers
(2) Investment and Management254
In 671122 Ontario Ltd. v. Sagaz Industries Canada Inc.,255 the Supreme Court of Canada
adopted and approved the Wiebe Door test. The court indicated:
The central question is whether the person who has been engaged to perform
the services is performing them as a person in business on his own account. In
making this determination, the level of control the employer has over the
worker's activities will always be a factor. However, other factors to consider
include whether the worker provides his or her own equipment, whether the
worker hires his or her own helpers, the degree of financial risk taken by the
worker, the degree of responsibility for investment and management held by
the worker, and the worker's opportunity for profit in the performance of his
or her tasks.
An independent contractor is an individual who has a contract for services with an
entity (i.e., the client) to undertake a specific project but who is free to do the assigned
work and to choose the method for accomplishing it. The key difference between an
employee and an independent contractor is the employing entity’s authority to exercise
control over not only what work will be done, but the way in which it is done. With an
252
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independent contractor, the client can stipulate what is done or what result is achieved but
not the manner in which it is completed. Unlike an employee, independent contractors
have no employment status. They are not entitled to participate in traditional employee
benefits or other benefits prescribed under employment standards legislation. The client
may terminate the agreement with the independent contractor at any time (subject to the
terms in the contract).256
The Canada Revenue Agency also points out:
The determination of the degree of control can be difficult when examining the
employment of professionals such as engineers, doctors and IT consultants –
because of their expertise and specialized training; they may require little or no
specific direction in their daily activities. When examining the factor of control, it is
necessary to focus on both the payer’s control over the worker’s daily activities, and
the payer’s influence over the worker.257
To understand the limitations of the independent contractor provisions of the 2009
proposal, it is important to know that an optometrist or an optometric professional
corporation could provide professional services in association only if engaged by contract
to another entity, with the exception of physicians and certain institutions such as
hospitals. The entity could be a private nursing home, a retail ophthalmic dispenser, an
optician, an interdisciplinary integrated professional practice, or a family health team.
Employment or partnership or other business arrangements would not be authorized in
these circumstances unless they were specifically and particularly approved after
application to the College.

Other Jurisdictions
The prohibitions on association included in the 2009 proposal contrast with emerging
conflict of interest regulations, by-laws, guidelines and codes in leading Canadian
jurisdictions.
In Alberta, the Health Professions Act, Part 5, Business Arrangements provides statutory
requirements for “Practice in Association” that apply to all regulated health professionals.
These tend to be related to general office practice. Practice in Association is defined as:
[...] A practice conducted in co-operation with another person where one or more
of the following occur:
(a) joint advertising;
(b) shared office telephone number;
(c) combined client billing for services provided by more than one person;
256
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(d) shared office reception area;
(e) shared office or clinic expenses;
(f) shared administrative functions or expenses;
(g) shared ownership or use of premises, equipment, furnishings or other
property;
(h) shared employees;
(i) sharing or circumstances that the regulations under this section constitute as
practice in association.
A member of a health profession is responsible for how the member provides
professional services, and that responsibility is not changed by the practice arrangements
of the member. Practice arrangements include providing professional services as “a selfemployed individual, an employee, a partner, a partnership, a shareholder, a director, a
corporation other than a professional corporation or a physical therapy corporation, a
professional corporation or a physical therapy corporation, an employer or a practice in
association.” The Act specifies that unless restricted by the regulations under the Health
Professions Act, a code of ethics or by standards of practice, a member may “practise in
association with another regulated member or a person who is not a regulated
member”.258
The Alberta College of Optometrists has no regulations limiting practice in association.259
It issues practice advisories that serve as guidelines for members of the profession. It
notes that “to attempt to identify all potential forms of conflict is a daunting task and one
that is certain to be incomplete.” Therefore, it has produced a general principle-based
framework for conduct that all members are expected to follow. It states:
It is not ethical to:
a. have your professional decision making and judgment skills influenced or
controlled by other persons, business entities, corporations or any other factor
other than the optometrist’s own professional judgment, Health Professions
Act, Optometrists Professional Regulation, ACO By-laws, Code of Ethics,
Standards of Practice, Guidelines and Alberta College of Optometrists
Practice Advisories.260
In British Columbia, by-laws are created and enforceable by the College of Optometrists
of British Columbia under the authority of s. 19 of the Health Professions Act, 1996. The
College by-laws regarding Conflicts of Interest state:
132 (1) In all matters concerning the registrant’s practice of optometry, including
business relations, working conditions and professional judgment, the best interests
of the patient must be the primary consideration.
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(2) A registrant must not practice optometry in a conflict of interest, as defined in
the standards for the avoidance of conflicts of interest established by the board.
Regarding Mode of Practice, the by-laws state:
134. A registrant must not enter a business relationship which
(a) impedes his or her professional judgment,
(b) degrades or jeopardizes the quality of treatment a patient receives, or
(c) conflicts with
i. the Act,
ii. the regulations,
iii. these by-laws, or
iv. the policies of the College.261
In Nova Scotia, regulations under the Optometry Act, 2005 provide for optometric
practice associations, defined as business associations between an optometrist and a
separately-owned ophthalmic dispensary. The regulation requires that:
• The location of the optometric practice must be accessible by the optometrist, the
optometrist’s staff and patients 24 hours a day;
• Public entrances and exits must be sealed when the optometrist or staff are not
present;
• The optometrist must have control and access to patient files with access limited
to the optometrist and optometrist’s staff, along with a secure facility for storing
patient files;
• There must be a secure facility for storing diagnostic and therapeutic
pharmaceutical agents with access limited to the optometrist and the optometrist’s
staff;
• Rent paid by the optometrist to the practice association must be reasonable for the
market area of the optometric practice and unrelated to the volume of patients
seen or number of patient referrals made to the practice association; and
• Any signage must indicate that the optometrist’s office and the dispensary are
separate and independent businesses and operations.
If the dispensary is owned or controlled by an optometrist, these conditions do not apply.
With respect to conflict of interest, the Nova Scotia regulations expressly apply to
optometrists acting independently or as employees or agents of another person, firm or
corporation.262
The College’s Code of Ethics requires that members “avoid any conflict of interest,
including conflicts outlined in the Act, regulations, by-laws, standards of practice and
college policies”.
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Manitoba, in its new Regulated Health Professions Act, 2009, has taken a lead from
Alberta with provisions respecting Business Arrangements: Practise in Association. Part
5 of the Act states:
Practising in association
57(1) Unless restricted by the regulations, a member may
(a) practise in association with another member of the same college, a member
of any other college or any other person providing health care; and
(b) refer persons to, and receive referrals from, those persons with whom they
practise in association.
Meaning of "practise in association"
57(2) In this section, "practise in association" means to conduct a practice in cooperation with another member of the same college, a member of any other college
or any other person providing health care that includes one or more of the
following:
(a) joint advertising;
(b) sharing an office telephone number;
(c) combined client billing for health care provided by more than one person;
(d) sharing an office reception area;
(e) sharing an office or clinic expenses;
(f) sharing administrative functions or expenses;
(g) sharing ownership or use of premises, equipment, furnishings or other
property;
(h) sharing employees;
(i) circumstances that the regulations describe as practising in association.
Ethical and confidential obligations
57(3) The ethical and confidential obligations of a member to a person receiving
health care from the member
(a) are not diminished by the fact that the member is practising in association;
and
(b) apply equally to all the persons practising in association.263
Saskatchewan, through its optometric professional bylaws, Conflicts of Interest sections
9.7-9.18 states:
(9.8) It is a conflict of interest for a member to be employed by an ophthalmic
dispensary, or to practice under any form of arrangement or contract whereby
patients are referred to the member by an ophthalmic dispensary.
However, the by-laws further provide that it is not a conflict of interest for a member to
practice with an ophthalmic dispenser pursuant to an arrangement whereby the
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ophthalmic dispenser practices solely on the premises of the optometrist and under the
direct supervision of that optometrist.
Similar to the current Ontario Regulation 550 under the DPRA, with the exception of that
circumstance, it is a conflict of interest for a member to employ or be employed by an
ophthalmic dispenser, or to engage in the practice of optometry in any form of
association with or partnership with an ophthalmic dispenser.
But the bylaws also provide, comparable to Nova Scotia, that
[...] it is not a conflict of interest for an optometrist to practice in a form of
business association with an ophthalmic dispensary or ophthalmic dispenser, if
each and every one of the following conditions is met in that association:
a) the location containing the optometric practice shall be accessible to the
member and the member’s staff, and the member’s patients on a 24 hour
basis. Any public entrances or exits of the optometric practice that are
within or inter-connected with an ophthalmic dispensary must be sealed
when the optometric practice is not occupied by the member or the
member’s staff.
b) the location containing the optometric practice shall have independent
and direct telephone services which are separate from those of the
ophthalmic dispensary, has a mail delivery system that is independent of
and separate from the ophthalmic dispensary, and has a computer network
that is independent of and separate from the ophthalmic dispensary.
c) patients are made aware, through signs, brochures or other means which
will bring to the attention of patients of the optometrist that the optometrist
is practicing in a relationship with the ophthalmic dispensary or
ophthalmic dispenser; and,
d) patients are offered a written prescription for their vision correction
following their assessment by the optometrist, and are made aware that
they are not required to have their prescription for eyewear filled by the
vision care provider with whom the optometrist is practicing in an
association. The optometrist shall ensure that neither the optometrist nor
any member of the optometrist’s staff delivers the prescription to the
ophthalmic dispensary or ophthalmic dispenser with whom the member is
associated; and,
e) the optometrist’s practice has a secure facility for the private and
confidential storage of patient records and medical information, including
all financial dealings with the optometrist’s patients connected with the
practice. These records will be maintained as confidential and accessible
only to the optometrist and the optometrist’s staff. The optometrist shall
ensure that no person, including the ophthalmic dispenser or ophthalmic
dispenser’s staff, has access to such records.
f) the optometrist’s practice has a secure facility for the storage of
diagnostic and therapeutic pharmaceutical agents. These drugs will be
accessible only to the optometrist and the optometrist’s staff. The
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optometrist shall ensure that no person, including the ophthalmic dispenser
or ophthalmic dispensers staff, has access to such drugs; and
g) the relationship with the ophthalmic dispensary or ophthalmic dispenser
provides the optometrist control over all advertising done by the
ophthalmic dispensary or ophthalmic dispenser which relates to the
services provided by the optometrist so as to ensure that the advertising
which relates to the services provided by the optometrist meets the ethical
and bylaw requirements for advertising by optometrists. 264

HPRAC’s Observations
HPRAC heard anecdotal reports of attempts by retail companies to influence professional
decision-making, and took those seriously. However, often in those reports there were
other issues relating to reduced lease costs for adjacent location of an optometrist and a
retail ophthalmic dispensing corporation, which is another matter for action of the
College under its conflict of interest rules.
On several occasions, both in meetings with the College and with the Association of
Optometrists of Ontario, HPRAC posed the question as to how the professional
obligations of members were set out or understood by members of the profession.
HPRAC frequently asked what it meant to members of the profession to be a
professional. Often, the response was that young people may feel pressured to
compromise their judgment in light of concurrent personal responsibilities and financial
pressures.
What HPRAC heard was a fear that the professional judgment of an optometrist could be
compromised by a personal financial situation.
To HPRAC, this fear went to the heart of the trust that the College holds in members of
the profession to practise with the highest ethical standards and according to the
knowledge, skills and judgment of the member. It spoke to how unambiguous the
College’s own standards must be respecting ethical behaviour in a professional or
business relationship. It also suggests that the College could play a role in educating, not
just its members about what it means to be a professional (i.e. upholding professional
standards regardless of external pressures), but also optical retailers about the
professional obligations of optometrists toward their patients and the inappropriateness of
bringing commercial interests to bear in a health care setting. This might remove some of
the pressure from individual optometrists.
Optometrists themselves are authorized both to diagnose and treat eye diseases and
conditions and to dispense eye wear based on a prescription, in itself leading to a
potential conflict of interest situation. If anything, there is a more direct relationship
between dispensing optometrists and manufacturers or distributors of eye wear as
264
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compared to the relationship between opticians – who are most frequently employed by a
retail optical business – and manufacturers or distributors. HPRAC has been unable to
cite documented, peer-reviewed evidence that the judgment of dispensing optometrists
has been compromised by relations with manufacturers or distributors of ophthalmic
appliances, and this similarly applies to opticians.
HPRAC recognizes that many major ophthalmic retail organizations in Canada that
dispense eye wear are controlled by international business interests with several
subsidiary businesses operating in Canada. As an example, consumers might be surprised
to know that Pearle Vision, Sears Optical, Sunglass Hut and LensCrafters are owned or
franchised by the Luxottica Group, headquartered in Milan, Italy and the world’s largest
eye wear company. Its stock trades on the New York Stock Exchange and on the Milan
MTA.265 This company, illustrative of other national and international retail dispensers,
has marketing strategies designed to promote the sale of eyeglasses, contact lenses and
sometimes low vision devices.
Similarly, manufacturers and distributors that supply optometrists with eye wear products
for their optical dispensaries draw on marketing strategies, including volume discounts,
to promote the sale of their products.
To HPRAC, the obligation of the College is to ensure that its members are not influenced
by these marketing strategies and provide their professional services according to their
knowledge, skills and judgment and in the best interest of the patient. Restrictions on
association do not go to the heart of the conflict of interest issue.
Setting professional standards that require the professional to exercise independent
judgment, no matter in what setting or with what associations the practice is conducted,
and the enforcement of those standards, is the duty of the College.
HPRAC also points out that the 2009 proposal forbids association of optometrists with
other health professionals, such as occupational therapists and social workers who are
integral participants in low vision rehabilitation services, unless there is an “independent
contractor” relationship or special approval by the College. This provision lessens
opportunities for collaborative relationships with other health professionals who may be
intimately involved in eye care services.
Family health teams are one approach to primary health care that brings together different
health care providers to co-ordinate the highest possible quality of care for the patient.
They consist of physicians, nurses, nurse practitioners, dietitians, pharmacists and other
health care professionals who work collaboratively, each utilizing their experience and
skills. Some 150 family health teams have been created in Ontario, and another 50 are
being introduced. The integration of optometrists, physiotherapists and occupational
therapists into the family health team model is under consideration.266 Physician
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assistants are being added to family health teams in 20 demonstration sites across the
province.
The proposal by the Centre for Family Medicine Family Health Team and the School of
Optometry at the University of Waterloo to bring optometrists to the family health team
in Waterloo Region describes a new opportunity for inclusion of eye care in this
interprofessional primary care model. Were the 2009 proposal in place, a new barrier to
participation by optometrists in a primary care model that includes disease management,
rehabilitation and prevention – all of which are part of an optometrist’s work – could be
introduced. This would be the result of the limitations on association with health
professionals other than physicians. HPRAC views the possibility of such an impediment
to the delivery of interprofessional primary care as short-sighted.
HPRAC concludes that conflict of interest regulations should be developed based on
ethical codes that influence, shape, control or set benchmarks for behaviour of the
professional. They should not be based, as appears to be the case with the 2009 proposal
for changes to optometric conflict of interest regulations, on assumptions that unethical
behaviour will ensue in the absence of control over business and professional
relationships.
It is HPRAC’s view that prohibition of the association of optometrists with certain others,
as included in the 2009 proposal, is not the best way of regulating conflicts of interest.
Rather, HPRAC suggests that conflict of interest regulations should focus on individual
behaviour rather than prohibited or permitted associations.

Regulation of Optical Premises
At the outset of this review, HPRAC considered whether regulation of optical
dispensaries could support interprofessional collaboration and care by ensuring that
standards were developed and enforced. Such premises legislation would be comparable
to the regulation of pharmacies, independent health facilities or laboratories. It would
require that premises and equipment be inspected, and that clear rules over the control of
professionals who work in the premises would be in place.
While the concept generated considerable discussion, there was little enthusiasm for the
proposal. The costs would be high for management and enforcement, it was not clear
whether the College of Opticians of Ontario or the College of Optometrists of Ontario
would be responsible for inspections, and there were concerns about procedures and the
storage and security of products as compared to other regulated places of health care
business.
Thus, HPRAC is not recommending that optical dispensaries should be regulated at this
time. Instead, it is recommending other steps to ensure the quality of professional
services offered by optometrists in any work setting.
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Recommendations
As a result of its consultations and analysis of the 2009 proposal of the College of
Optometrists of Ontario for regulations regarding conflict of interest and the association
of optometrists with other regulated professionals and organizations, HPRAC
recommends:
9. That the Conflict of Interest provisions in a regulation under the Optometry Act,
1991 respecting practise in association specify that:
1. A member shall ensure that, in all matters concerning the member’s
professional practice, including business relationships, working
conditions and the member’s exercise of his knowledge, skill, judgment,
and ethics, the best interests of the patient are the primary consideration.
2. a) A member may practise in association with another member, another
regulated health professional, a professional corporation or a corporation
other than a professional corporation.
b) Practise in association means to engage in the practice of optometry as:
i. An employee;
ii. An employer;
iii. A contractor,
iv. A shareholder, director, officer, agent or employee of a
professional corporation, or
v. An optometric partner.
3. A member is responsible, for the purposes of the Act, the regulations, the
standards of practice, guidelines and practice advisories, and the code of
ethics for how the member provides professional services, and that
responsibility is not diminished, modified or affected by the practice
arrangements of the member.
4. When practising in association, a member shall control:
a) the professional service provided;
b) whom the member may accept as a patient;
c) the ability to provide the patient with a copy of his or her
prescription;
d) the fee to be charged or collected in respect of the optometric
professional services; and
e) the maintenance, care, custody and control of the records
required to be maintained in respect of the practice of
optometry, including patient records.
5. It is a ground of professional misconduct for a member to enter or
continue with a practice in association in which the member’s
professional judgment is or might be influenced, controlled or impeded.
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6. It is a ground of professional misconduct for a member to influence,
impede or control, or attempt to influence, impede or control, another
health professional’s decision-making or judgment or ethical obligations
towards a patient.
10. To assist members in meeting their ethical obligations when entering into
practice associations, HPRAC recommends that the College of Optometrists of
Ontario provide toolkits or publish standards in the Optometric Practice
Reference. These could include, among other matters:
a) Guidelines for members choosing to practise in association, with other
health care professionals or corporate entities, which may include
guidelines about:
i.
ii.
iii.
iv.

shared ownership or use of premises, equipment, furnishings or
other property;
shared administrative functions or expenses;
shared office or clinic expenses; or
shared employees.

b) Examples of contractual language or principles to comply with legislative
requirements;
c) A summary of the regulatory framework relevant to interprofessional
collaboration, including requirements regarding billing for services; and
d) Guidance concerning the option of obtaining independent legal advice
upon considering entering a practice association.
11. That the College of Optometrists of Ontario consider making available a
practice advisory service to provide members with information concerning
conflict of interest or a prospective practice association. Lessons learned could
be presented in the College’s newsletter.
The 2009 proposal addresses how conflict of interest in relations between an optometrist
and a related person or corporation can be mitigated. HPRAC has reviewed the issue and
concludes that the 2009 proposal adequately addresses these particular matters, and
should be contained in a revised regulation as proposed.267
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The Relationship between Optometry and Ophthalmology
The relationship between opticianry and optometry has been an ongoing issue in eye care
for decades. A second continuing issue has been the relationship between optometry and
ophthalmology. This has encompassed debate about the role of optometrists in providing
medical eye care as primary care practitioners and their relationship with
ophthalmologists as secondary care or specialist providers. Both of these professions
diagnose and treat eye conditions and diseases.
The debate often reflects a lack of knowledge about how the clinical competencies of
optometrists have evolved over the last two decades, and how their knowledge and skills
can complement and support the work of ophthalmologists in providing coordinated
patient care. The example of the prescribing of drugs by optometrists for therapeutic
purposes is illustrative.
For many years, optometrists have been authorized to use certain drugs in their practice
for diagnostic purposes. In New Directions in April 2006, HPRAC recommended that
optometrists be granted the authority to prescribe therapeutic pharmaceutical agents
(TPAs) with the exception of anti-glaucoma agents – addressing an issue that went back
to the 1990s.268
With respect to prescribing drugs for glaucoma patients, HPRAC found that this would
be better suited to a co-management arrangement between ophthalmologists and
optometrists. Under this arrangement, the consultant ophthalmologist would take the lead
as the main care giver, while the optometrist would monitor the status of the disease.269
HPRAC recommended that the College of Optometrists of Ontario and the College of
Physicians and Surgeons of Ontario undertake the development of joint guidelines
respecting co-management of glaucoma patients, referrals and other matters relating to
collaboration between the two professions.270
In 2007, the Health Systems Improvements Act amended the Optometry Act, 1991 to
include the authorized act of prescribing designated drugs. Following the change to the
Act, in May 2008, the College of Optometrists of Ontario submitted a list of proposed
TPAs for inclusion in the designated drug regulation under the Optometry Act, 1991 to
the Minister for approval. The categories, which have since been updated, did not include
drugs to treat glaucoma.271
In Critical Links in January 2009, HPRAC said that two years after it recommended comanagement of glaucoma patients, there had been little if any progress. As HPRAC
commented then, system, funding or co-ordination debates are not helpful to patients who
need skilled care. For patients, this is a question of who can provide them with the best
care to either save them from blindness or postpone its onset.272
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Having further investigated the training of optometrists, and the hopes of collaboration
with ophthalmologists, HPRAC in Critical Links recommended that:
•
•
•
•
•
•
•

Ontario’s optometrists be authorized to treat with topical therapeutic agents
patients diagnosed with open angle glaucoma;
Ontario’s optometrists be authorized to treat acute angle closure glaucoma in
emergency situations only, with immediate referral to an ophthalmologist;
Patients diagnosed with glaucoma who have diabetes should be immediately
referred to an ophthalmologist;
All patients under 18 who have been diagnosed with glaucoma should be
immediately referred to an ophthalmologist;
All patients with neovascular or malignant glaucoma should be immediately
referred to an ophthalmologist;
Any patient diagnosed with open angle glaucoma and not responding to topical
therapeutic treatment should be referred to an ophthalmologist, and
Any patient with a history of conditions that contraindicate drug therapy should
be immediately referred to an ophthalmologist.273

HPRAC emphasized that the College would need to be rigorous in determining how it
will qualify members of the profession and in establishing qualifications for glaucoma
care and testing them. New continuing education, competency testing and clinical
practice opportunities will be required.
As HPRAC concluded:
Under this new model of care, optometrists will have enhanced ability to
manage and treat primary glaucoma patients using topical anti-glaucoma
medications, and protocols for referrals and patient transfers will be put into
place. This change should enhance access to care for patients, while still
maintaining what HPRAC considers to be important safeguards in the
treatment of patients with glaucoma.274
As a result of this recommendation, the College of Optometrists of Ontario has submitted
a revised Designated Drugs Regulation for approval by the Ministry that includes the
authority to prescribe certain drugs for the treatment of glaucoma.
Leadership in Change Management
Despite what appeared to be a lack of tangible progress toward collaboration between the
two professions, HPRAC noted in its Critical Links report that it was encouraged by
leaders in some academic institutions and in professional associations representing
optometrists and ophthalmologists who were “keen to develop a new interprofessional
approach to patient care” and ready to set aside historical debates about hierarchy, power
273
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and control.275 Moreover, despite the lack of success in arranging formal collaboration on
guidelines at a regulatory level, on-the-ground experience at the practice level was
different.276
In the short time since the preparation of that report, increasing pressures on the
professionals who provide eye health care, and a more explicit emphasis on the quality of
care delivered, have sparked greater consultation among professionals on how optimal
collaborative patient care can be provided by optometrists and ophthalmologists in local
and regional communities.
In its submission to HPRAC for this report to the Minister, the Ontario Medical
Association Section on Ophthalmology indicated that ophthalmologists “are prepared to
work collaboratively with all groups involved in the delivery of eye care, as well as
regulatory bodies, to develop collaborative care models optimizing the skill set that each
group processes.” By working together, the OMA said, models can be developed that
ensure patient safety, improve patient access, and optimize resource utilization by
providing the right professional at the right time.
The submission described “tremendous potential benefits to encouraging the
development of “Eye Care Teams”:
This type of multidisciplinary structure could capitalize on collaborative
models developed through an “Eye Health Council” made up of
representation from the leadership of all groups encompassed by the teams
[...] These multidisciplinary teams would need to clearly define scopes of
practice of the groups involved.277
Volunteer leaders in the OMA Section of Ophthalmology and the Ontario Association of
Optometry, along with academic leaders, have been working together over several
months to develop the concept of an Ontario Eye Health Council and its terms of
reference. This group has initially developed a Model for Diabetic Eye Care that relies on
the professions of both optometry and ophthalmology in a collaborative and systemic
approach to vision care for people with diabetes. The participants see opportunities to
develop similar models that can apply to other eye conditions such as glaucoma, as well
as options for integrating these models at the local level. They have told HPRAC that
they are eager for Ontario government support for their initiatives to assist in dealing with
the impending crisis in the management of eye conditions and diseases.
HPRAC first heard of initiatives with respect to an Eye Health Council as it was
preparing advice to the Minister for its earlier reports on interprofessional collaboration,
and considered it a promising approach to collaboration between the professions that
provide eye health care. In consequence, and in preparation for this report, HPRAC
pursued discussions with several individuals and organizations concerning the concept,
275
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its benefits and how it could best be further developed. Comments from those who were
less enthusiastic about such a proposal were also noted.
An Ontario Eye Health Council – The Concept
Proponents of an Eye Health Council told HPRAC that the mandate of the Council
should be to engage the principal providers of eye health care in the province –
optometrists and ophthalmologists – in designing models to enhance interprofessional
collaboration and care in local and regional communities and make the best use of all
expertise available. They note that family physicians, often the first point of access for
patients with vision problems, should participate, along with clinicians and academic
representatives from ophthalmology and optometry.
The principal role would be to define collaborative processes or models that would
enunciate best practices for the management of specific eye conditions and diseases.
These models would incorporate the work of both primary and secondary care expertise
so the patient is connected with the appropriate health professional in the course of
receiving treatment for a particular disease or condition. The models would address
coordination of diagnoses, clinical management plans, reports and referrals between the
professions, and ensure that the patient continues to be at the centre of the process of
care.
The models could be expressed as algorithms, or flow diagrams illustrating guidelines for
care delivery at various stages of an illness or condition and the appropriate provider of
care at each stage. They would permit the application of carefully designed criteria, as
well as offering the flexibility to adapt to available resources in local situations.
As described to HPRAC, an element in the work of the Eye Health Council would be to
encourage the incorporation of the models into academic and continuing education
programs, so all members of the eye care team are aware of expectations for coordinated
care delivery. The Council would also foster awareness and trust in the competencies of
each of the professions by providing information on their respective scopes of practice,
knowledge, skills and training. As well, it would lead public education initiatives to assist
people in accessing the appropriate eye health professional for their needs.
Those involved in the development of the concept consider that a representative of the
Ministry of Health and Long-Term Care would be essential to provide support, observe
the proceedings and transfer knowledge.
The Role of Regulatory Colleges
The College of Optometrists of Ontario has developed several standards of practice and
guidelines for patient care that are outlined in its Optometric Practice Reference, which
was updated in 2009.278
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In this document, the College notes that standards of practice have regulatory and
professional components, and then defines the distinctions between the standards and
guidelines that optometrists are expected to follow in the course of practice. Most
particularly, it states that:
Given the changing nature of optometric care, scientific knowledge and public
need, standards and guidelines are evolutionary.279
The College includes in its Optometric Practice Reference a number of standards and
guidelines, including the appropriate use of drugs, standards for referrals, and matters
related to specific diseases, disorders and procedures. Many of these, such as caring for
people with diabetes, or pre- and post-operative care for people undergoing refractive
surgery, are applicable to shared or coordinated care among eye health professions.
Many if not most of the models or algorithms that would be developed by an Eye Health
Council would likely fall within the category of “clinical guidelines” as the term is
defined in the Optometric Practice Reference. The Colleges might choose not to adopt the
models as standards of practice, given the need for flexibility to adapt clinical pathways
to local circumstances, such as distance or the supply of providers.
It should be noted, however, that health colleges follow different approaches relating to
handling of guidelines and standards of practice. The College of Physicians and Surgeons
of Ontario, for instance, does not explicitly incorporate Clinical Practice Guidelines into
its standards of practice.
In 2007, the College of Optometrists circulated for comment a draft standard of practice
outlining three options optometrists could employ while managing patients with
glaucoma: referral, collaboration or consultation. At the time, the College told HPRAC
that glaucoma should be managed as a continuum of treatment from simple to advanced,
with continuing assessments to determine increasing complexity of the disease; each of
the options presumed that collaborative working arrangements between optometrists and
ophthalmologists would lead to more effective and timely ways of providing patient care.
280

Optometrists outnumber ophthalmologists more than four to one, and are situated in
nearly every small community and large city in Ontario. Proponents of a wider role for
optometrists underline that an increase in qualified professionals to manage glaucoma
would allow patients to access care more easily.281 It was noted that as optometrists
manage glaucoma in primary care cases, ophthalmologists will be able to focus on more
serious secondary and tertiary care.282
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HPRAC welcomes the commitment to interprofessional collaboration and care expressed
by the College of Optometrists of Ontario through the draft standard, but notes that the
College of Physicians and Surgeons of Ontario was not engaged in the development of
the proposals for co-managing the care of glaucoma patients. In previous reports,
HPRAC has recommended that the two Colleges develop joint guidelines that indicate
how the two professions should work together in a continuous flow of care – with
optometrists and family physicians as the primary caregivers, and ophthalmologists as
secondary and tertiary providers.
In HPRAC’s view, it is vital that these guidelines be developed jointly by optometrists
and ophthalmologists so the parameters of their work and relations of one profession with
another can be not only respected, but put into effect in Ontario communities.
Advances in Other Jurisdictions
Non-regulatory bodies comparable to the proposed Ontario Eye Health Council have
been introduced in other jurisdictions with the goal of providing high quality patient care
through collaboration between primary and secondary providers, and promoting effective
teamwork among all members of the eye care team. While other examples exist, HPRAC
has selected two jurisdictions, Nova Scotia and Scotland, to illustrate where advances
have been made. The joint development of algorithms – sometimes known as patient
pathways – is central to each initiative.
Nova Scotia: The process of collaborative negotiation to develop a comprehensive and
integrated vision care initiative was started in 1994 by the Eye Care Working Group, a
multidisciplinary group of optometrists, ophthalmologists, family physicians and nonvision care providers. It aimed to identify specific ocular conditions and to define the
appropriate roles for family physicians, optometrists and ophthalmologists in the
provision of care to patients with these conditions. It has led to the successful
development of patient-centred vision care algorithms for the multidisciplinary
management of diabetic retinopathy and red eye.283
The working group was supported by the ophthalmology section and the family practice
section of Doctors Nova Scotia (the professional association of physicians in the
province), the Nova Scotia Optometrists Association and the Nova Scotia Department of
Health. Other algorithms are under development, including proposals for the management
of the glaucoma suspect, and for screening children for amblyopia and strabismus.284
Subsequent to the release of the diabetes and red eye algorithms, a survey was conducted
among all ophthalmologists, optometrists and general practitioners registered in Nova
Scotia to assess their knowledge and acceptance of the algorithms and to examine
barriers to the utilization of the proposed eye care frameworks. A majority of the
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respondents indicated an understanding of and willingness to use the diabetes and red eye
algorithms.285
Changes to the Nova Scotia legislation governing optometry and pharmacy were required
to allow optometrists to prescribe certain categories of drugs and broaden their statutory
scope of practice. As well, fee schedules under the provincial health insurance plan were
adjusted to reflect optometrists’ expanded role. Because there were still not enough eye
care professionals to see all patients with diabetes in the province, the Eye Care Working
Group partnered with the Diabetes Care Program of Nova Scotia to set up a series of
stationary and mobile screening clinics offering fundus photography. The images are
transmitted to a central reading centre, with reports sent to the patient, the eye health
professional and the family physician.
HPRAC spoke with Dr. Raymond LeBlanc, a professor of ophthalmology at Dalhousie
University and a founder and co-chair of the project, who described the Nova Scotia
journey in the development of the Eye Care Working Group.
He indicated that discussions were informal at the outset, and involved two optometrists
and two ophthalmologists who were concerned with deteriorating access to vision care in
the province and eager to find new ways to draw on professional expertise in shared care
arrangements. Those first involved, and those who later joined, agreed that the emphasis
on equitable access to safe, patient centred care must be the constant, central theme of the
dialogue, rather than unrelated ambitions of the professions. The informal discussions
soon expanded to involve the medical and optometry professional associations.
In the early stages of discussions, it became clear that it was essential that the words used
were similarly understood. For instance, “shared responsibility for” and “co-management
of” patient care were comprehended differently by the two professions. Agreement on
language, and on the concepts expressed through words, assisted both professions to be
more comfortable as the discussions proceeded.
It was decided that a neutral chair should be named to ensure that the discussions
remained on track and that differences did not become divisions. Dr. Richard Goldbloom,
a distinguished Halifax paediatrician with a record of national leadership, agreed to
assume the role. Additionally, the Department of Health concurred that a representative
should participate as an observer at the table and this individual was able to transfer
information to the Department to support change in legislation and in fee schedules under
the provincial health insurance plan. Both of these external participants were seen as
imperative in the successful development of the Eye Care Working Group.
Developing the algorithms was not without expense, and grants for the research and
literature and other reviews were sought. Research proceeded, for the most part, on the
basis of such awards. Volunteer activity added to the resources. Minimal funding was
available from the Department of Health.
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The algorithms were circulated broadly, along with specific information about their
development, to optometrists, ophthalmologists and family physicians. This effort created
a level of comfort with use of the algorithms at the clinical level. In addition, regional and
local networks of these professionals were engaged in the introduction of the algorithms.
The Nova Scotia Optometry Association adopted the algorithms as best practices for
managing patient care.
Subsequent work on algorithms for strabismus and amblyopia screening for children has
brought orthoptists and ophthalmologic technicians into the discussions, along with the
optometrists and ophthalmologists who are involved in this work.
Scotland: Ophthalmology Patient Pathways were first developed by the Centre for
Change and Innovation (CCI) for National Health Service (NHS) Scotland through a
group comprised of ophthalmologists, optometrists, ophthalmology nurse specialists,
orthoptists and patient representatives. These pathways were revised and updated based
on evidence and experience in 2007 and 2008.
The development group identified the pressures on eye care services caused by an aging
population with increasingly common eye disorders – in particular, glaucoma, cataracts
and age related macular degeneration. The pathways were designed to facilitate optimal
patient care, collaboration between primary and secondary care professionals, and
effective teamwork among all members of the eye care team. The group took into
account international literature, peer review, consensus opinion and lay opinion. A
principal aim was to increase the expertise available in the community and recognize the
close collaboration required between primary and secondary care providers.
The pathways were not expected to be prescriptive, but rather to influence the redesign of
local services. Local eye care teams were asked to:
• Adapt pathways to the needs of the local community;
• Ensure close communication (including IT links) between optometrists, general
practitioners, and hospital specialist services;
• Pilot the pathways and audit the quality of the eye care received (i.e. audit clinical
outcomes and effective use of resources);
• Address training needs and continuing professional development of all staff, and
• Work in teams and not in isolation.286
CCI Ophthalmology Pathways were developed for:
• Age-related macular degenerationBlepharitis
• CataractExternal eye diseaseFloatersGlaucoma, and
• Strabismus and amblyopia.
286

National Health Service Scotland, “National Patient Pathways”, online: http://www.pathways.scot.nhs.uk/index.htm.

100

The CCI pathways can be seen as algorithms since they offer a flow diagram format for
the decisions to be made for a specific patient or a patient group, for a specific eye
condition, and for the sequential steps to be taken in providing care. They seek to track
and improve the continuity and coordination of care across multiple disciplines and
sectors, and are expected to improve communication, teamwork and care planning and to
support evidence-based practice. They are not designed to be clinical pathways that
include intermediate and long-term outcome criteria and variance records, or aids to
clinical diagnosis.
A sample of the CCI patient pathway for age-related macular degeneration, which was
updated in 2008, follows:

While the Centre for Change and Innovation no longer exists, a process for the
continuing ownership and updating of the pathways is underway. Since early 2005, an
Improvement and Support Team has operated programs for all NHS Boards to improve
patient experience and service delivery. It applies “quality improvement science to
performance challenges” and “supports the NHS through its expert knowledge of service
improvement, innovative and leading-edge practice and by focusing on the spread and
sustainability of evidence-based improvements”.
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HPRAC’S Observations
The two examples cited were characterized by a clear commitment from the leadership of
the ophthalmology and optometry professions, at both the clinical and academic levels, as
well as the engagement of other professions and institutions.
In neither case were the algorithms established as regulations under health professions’
legislation; however, in Nova Scotia, changes to legislation were required to enable
optometrists to practise to their full scope and competence.
In both cases, the algorithms were designed to be flexible so that local and regional
adaptation could occur. In Scotland, patient representatives were involved as part of the
group shaping the development of the pathways.
In both examples, government support, either through a performance quality
improvement program as in Scotland, or as observers as in Nova Scotia, was key to the
successful introduction and implementation of the frameworks. In Nova Scotia, the role
of an impartial chair, respected by both professions, who facilitated the discussions and
kept the patient perspective at the forefront, was a major influence on constructive
decision-making.

An Eye Health Council in Ontario
HPRAC is interested in the potential of an Ontario Eye Health Council whose work can
help to address the developing crisis in vision care. The recognition by eye health
professionals that there is a shared interest and responsibility for ensuring optimal use of
their skills in responding to that crisis is heartening.
HPRAC has concluded, based on advice and comment from proponents of an Eye Health
Council, that the support of government would accelerate progress in the improvement of
interprofessional collaboration in the eye health sector. HPRAC therefore examined
different options for mechanisms to engage government in an eye health council, either
within a statutory framework or outside it.
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Expert Committee
Recent changes to the Regulated Health Professions Act, 1991 establish a new vehicle for
introducing external expertise in the development of regulations made under a health
profession Act: the Expert Committee.287
This instrument was the government’s response to HPRAC’s recommendation in the
Critical Links report that an external interprofessional committee was needed to provide
expert advice on lists of drugs authorized to a profession within categories established by
regulation, with the drug lists developed outside the regulation-making and approval
process. HPRAC saw this as a mechanism to ensure an efficient, timely, consistent,
effective and rigorous process. HPRAC supports the government’s adaptation of its
recommendation and welcomes the rolling incorporation provisions that might enable
drug lists to be incorporated into regulation and updated in a timely way.288
HPRAC considered whether an Expert Committee under the RHPA might be useful in the
context of collaborative eye care – that is, whether the Eye Health Council should be
established as an Expert Committee. The functions, duties, powers and membership of
the committee would be established by regulation. Its work, through the empowering
regulation and rolling incorporation into standards of practice regulations, could then be
adopted as standards for the conduct of interprofessional eye care under the Optometry
Act, 1991 and the Medicine Act, 1991.
While this option appeared viable at first glance, HPRAC rejected it for a number of
reasons:
• First, the timeline and process required for the making and approval of the
regulation to establish the Committee could negatively impact work already in
progress.
• Second, the membership of the Committee, since it would be established by
regulation, could be inflexible. For example, if in deliberations on low vision
services, the participation of occupational therapists was seen to be valuable and
they were not a part of the prescribed membership of the Committee, a lengthy,
formal route might have to be followed to add ex-officio or time-limited
appointees. Or, if patients were to have a role in the consideration of some
algorithms or other matters, they would likely be added on the basis of their
experience with a condition or disease under examination, and again, the
appointment process could be problematic.
These matters could be dealt with to an extent by careful crafting of a regulation to
provide for variation in the number of members. However, regulations made
under a statute might not be nimble enough to permit the creation of ad hoc
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committees or to involve unique expertise that would need to be accessed from
time to time.
• Third, algorithms or patient pathways were not seen to be appropriate for
adoption in regulation since they are by their nature evolutionary.
• Fourth, algorithms and patient pathways are designed not to be prescriptive, but
rather to take into account the clinical and professional resources available, along
with adapting to matters such as geography and distance in the local community.
Regulations issued by a health profession College are designed to apply to all
members of the profession in all circumstances. Standards of practice may add
some flexibility, but the Expert Committee model would require that they be
incorporated into regulations that could be updated from time to time.
• Next, the regulated mandate of an Expert Committee might not encompass current
or future work of an Eye Health Council, which might expand into evaluation,
performance measurement, continuing education and professional development,
continuous quality improvement or other endeavours that relate specifically to
clinical work. The Council might also choose to consider such matters as
providing advice on provincial health insurance coverage for diagnosis and
treatment of specific eye conditions. For the Council to pursue a wider mandate,
regulation amendments would be necessary and this could involve a lengthy and
cumbersome process.
• Finally, the prime relationship of an Eye Health Council is with members of the
professions who would pilot, adapt, implement and evaluate the algorithms to
meet the needs of patients in local communities. While the Minister and the
government would benefit from the work of the Council, and could adapt it
elsewhere, the key driver of such a Council is the link with the local eye care
professionals who provide patient care.
In discussions with professionals interested in further developing an Eye Health Council,
HPRAC found that there was eagerness for government support and involvement, but
there was no support for a body that was controlled by government, or that would require
one rigid model for delivery in all parts of the province. Variations in the use of the
models – by practitioner or by region – are seen as essential to the successful adoption
and improvement of the models over time.
Additionally, the view was expressed that incorporating algorithms into regulations under
health professions Acts could mean the perpetuation of the status quo. This could limit
the opportunity for flexibility and advances in clinical assessment and treatment, or for
increasing access to and equity of care in different parts of the province.
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A Statutory Council
HPRAC also examined the model of the Pharmacy Council that was introduced in
amendments to the Ontario Drug Benefit Act in 2006 and established as a public body
under the Public Service of Ontario Act, 2006.289
The Pharmacy Council was created to ensure the involvement of pharmacists in the
development of pharmaceutical and health policy, and to provide advice to the Minister
and to the Executive Officer of the drug benefit programs. By statute, it is co-chaired by a
representative of the Ministry (currently the Executive Officer) and a representative of
the Ontario Pharmacists’ Association (currently the President).
In announcing the Pharmacy Council, the Minister of Health and Long-Term Care, Hon.
George Smitherman stated:
In addition to providing expert advice to the Minister of Health and LongTerm Care and ministry officials on pharmaceutical policy, the Ontario
Pharmacy Council will review the delivery of pharmaceutical services in
Ontario, advise on education and training programs and build a strong
working relationship between the government and the pharmacy
profession. One example of the council’s work would involve advice on
professional fees for pharmacy services.290
The Council consists of up to 12 members who are appointed by the Minister of Health
and Long-Term Care. The Council may recommend to the Minister the appointment of
full or ex officio members, with expertise in public policy, medicine and/or health
economics or who possess other needed expertise. Applications for membership on the
Council are made through the Public Appointments Secretariat.291
In its first year of operation, the Pharmacy Council developed a professional services
program for patients: a medication review that evolved into the MedsCheck program
launched in April 2007. This program enables people in Ontario who take three or more
medications to have a pharmacist review the medications to ensure they are taking the
right drugs (including over-the counter medications) in the right dose and at the right
time. It also offers hospital pre-admission and discharge reviews. A Working Group on
Pharmacists’ Professional Services was established to provide physician input to the
Pharmacy Council’s future initiatives, and a Long-Term Care Working Group was
developed to examine pharmacists’ professional services in long-term care homes. The
Pharmacy Council was also expected to provide advice on educational programs for
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pharmacists, other health professions and the public about the best practices for
pharmaceutical management, including chronic disease management programs.292
In preparing its advice to the Minister, HPRAC interviewed the current pharmacy cochair of the Pharmacy Council to ascertain progress since its formation and whether it
might be a model for an Eye Health Council. He indicated that while the Pharmacy
Council had “powerful potential” when it began its activity, with strong representation
from pharmacists and cooperation with the Ministry, it is limited by its terms of reference
to recommendations to government, and has little latitude and autonomy in implementing
recommendations or introducing innovation. The Ministry representative is seen as a
“gatekeeper”, and there is concern that the work of the Pharmacy Council is not a
government priority. He added, disappointedly, that the Pharmacy Council has not met
for nine months.293
While the Pharmacy Council model appeared promising – particularly in relation to
policy work in chronic disease management, patient safety, relations with other
professions, and public and professional education programs – its limitations are evident.
For an Eye Health Council to succeed, it must depend on the expertise and collaboration
of two health professions – medicine and optometry – to lead the development of
algorithms or patient pathways, to build trust among the professionals who will
ultimately implement or adapt them, and to engage other health professions, facilities and
institutions as needed. These are less public policy and program matters and more the
clinical applications and organization required to improve the efficiency and
effectiveness of the delivery of eye care services. They do not lend themselves readily to
the active involvement of Ministry officials as a lead partner.
A statutory council could also lack the flexibility necessary for testing and adjustment of
algorithms at the local level, and for the evolution of Eye Health Council work that might
not be specified in government-approved terms of reference.

A Collaborative Working Relationship with Government
HPRAC heard the advice from leaders in Nova Scotia, who spoke of the need for
government to be represented as an observer, rather than as a director, of these important
initiatives. People with whom HPRAC met in Ontario said government representation
would be crucial, particularly at the health systems level, to participate in discussions, to
provide advice to the Council and to convey information from the Council to
government.
HPRAC has concluded that the best way to secure what could be a major breakthrough in
multidisciplinary collaborative relationships in eye health care is by reaching outside the
health regulatory dimension, while incorporating regulators’ expertise along with that of
292
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others. An Eye Health Council can drive systemic changes that will lead to better patient
care and coordination and embrace strategies leading to system improvement. HPRAC
perceives opportunities for the Ministry of Health and Long-Term Care to further these
health system goals, and to integrate a vision care strategy within those goals.
Within the professions, HPRAC sees a commitment to long-term, voluntary work, a
realistic appraisal of future needs, and a desire for the moral support and endorsement of
the Minister. HPRAC finds a need for a limited commitment of resources from
government and also recognizes the need for appropriate involvement of the health
profession colleges that regulate professionals engaged in vision care.
Therefore, HPRAC recommends
12. That the Minister:
•

Endorse an Eye Health Council, with initial and equal representation
from the professions of optometry and ophthalmology, including
clinical and academic members and representation from the health
Colleges;

•

Commit that the Ministry of Health and Long-Term Care will name a
senior representative to participate as an observer in the work of the
Eye Health Council, provide advice to the Council and provide
information to the Ministry and Minister on activities of the Eye
Health Council;

•

Underwrite an honorarium for an impartial chair of the Council to a
maximum government commitment of $25,000 for each of two years;

•

Ensure that the work of the Council is taken into account in disease
management strategies, including a province-wide diabetes strategy
and other programs, such as family health teams, where vision care
impacts patient outcomes and quality of life, and

•

Provide communications support, so that both patients and
professionals are able to obtain information about the best way to
access eye care and find information about conditions and diseases of
the eyes.

An Ideal Eye Health Council
HPRAC considered whether an Eye Health Council or a broader Eye Care Council could
or should be the first step to promote collaborative delivery of eye health care services to
people with specific eye diseases and disorders. An Eye Care Council would engage a
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wider network of interests, such as opticians and other relevant professions and groups, in
the discussions.
HPRAC has concluded that this wider participation could dilute the concentration on
delivery of integrated eye health services that are managed by ophthalmologists,
optometrists and family physicians. It is HPRAC’s view that a broader Eye Care Council
could be established at a later stage to consider matters such as professional development,
patient education and similar issues.
At the outset, therefore, HPRAC supports the concept of an Eye Health Council that
embraces those professions, usually optometry and ophthalmology, and often family
medicine, that are most intricately involved in the assessment, diagnosis and treatment of
vision conditions, diseases and disorders. These professions are engaged in the
continuum of eye health from primary to secondary and tertiary care, and the work of an
Eye Health Council must embrace the coordination of that continuum.
In consequence, to HPRAC, it is essential that ophthalmology and optometry professions
have equal places at an Eye Health Council table, and that the particular expertise and
scope of practice of each of these professions is recognized and respected. Academic
leaders from each of the professions should be engaged in its work, along with the
Colleges of Optometrists of Ontario and the College of Physicians and Surgeons of
Ontario, and members of each profession. Regulators can add their significant experience
to the forum. Further, as Nova Scotia learned, an impartial chair, acceptable to each of
the two professions, can assist in ensuring that the voice of each is heard and that
discussions are directed at meeting goals and timelines with high quality work.
It is anticipated that the Eye Health Council would operate as an incubator where models
and algorithms for delivery of eye health care can be developed, tested, implemented and
evaluated against best practice. In addition, the Council, in HPRAC’s opinion, could take
on further roles.
An Eye Health Council could have an important part to play in improving the clinical
component of optometric education through collaboration on short-term clinical
placements in ophthalmology practices and academic health science centres. While this is
a complex issue, it is one that should be addressed by willing minds.
Other roles for an Eye Health Council might include advising on how provincial health
insurance fee schedules can be made more equitable by providing coverage based on the
eye health service delivered, rather than the profession delivering the service. Examples
are found in low vision rehabilitation services or in Optical Coherence Tomography,
where both optometrists and ophthalmologists provide care, but only ophthalmologists
are compensated through the Ontario Health Insurance Plan.
Communication, both within the professions and to the public, could be an important
mandate, so that patients know the right professional from whom to seek care.
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Government can make an important contribution to supporting this work, as can the
health colleges.
The central goals of an Eye Health Council would be to improve the patient experience
and outcomes, to enhance the range and quality of primary care for eye health problems,
and to design effective protocols for referral to specialist care – in short, to build
partnerships and teamwork among eye health professionals for the ultimate benefit of
patients across Ontario.
There are no legislative or regulatory changes required to establish such a Council. What
is needed is a base of trust and respect from the eye health professions and from patients,
along with leadership and support from the Minister. HPRAC is convinced that in this
instance, legislative and regulatory changes, by themselves, will not advance progress;
rather a will to make the best vision care available to patients, in an increasingly difficult
environment – both in terms of financial pressures and the incidence of disease – can
make all the difference.
HPRAC encourages the Minister to celebrate the initial work that has already been
accomplished, and to provide moral suasion for work that might be expected in the
future. The Minister’s leadership role can provide a key influence and impetus for
continued progress.

Enforcement of and Respect for the Law
Many of those who participated in HPRAC’s review commented that the law has been
flouted in some cases, bringing the regulatory system into disrepute.
As several people pointed out, an optical chain operating as Great Glasses has ignored
numerous court rulings and continues to illegally perform eye tests and dispense eye wear
without a prescription from a physician or optometrist. The College of Optometrists of
Ontario brought legal actions against the organization, and the College of Opticians of
Ontario disciplined and suspended the registration of the principal of the company.
HPRAC observes that collaboration on discipline and enforcement makes sense where
more than one College is affected, and steps in parallel can be taken.
Many members of the public are unaware of these actions and continue to be misled by
the Great Glasses operations. They believe they are receiving a prescription for
eyeglasses based on a full eye health test, and that a professional optician or optometrist
is on site to oversee the examinations. Millions of dollars in fines have been assessed
against the company, and the collection of those fines is now in the hands of Ontario’s
Ministry of the Attorney General. The Ontario Opticians Association was advised in July
2009 that the Attorney General “has no authority to close the Great Glasses stores. It
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would be for the regulatory authorities to take whatever steps they consider appropriate
with respect to closing of the stores”.294
The Ontario Association of Optometrists, along with others, believes that the Ministry of
Health and Long-Term Care should take a proactive role in prosecuting unregulated
persons who perform controlled acts under the RHPA at substantial risk of harm to the
public.295
The Colleges
In the course of this review of the eye care sector, individuals have cited examples of
arbitrary and ineffective application of the law by health colleges, contravention of the
law by some college members, and health colleges acting as advocates for the profession
instead of protecting the public interest. HPRAC is greatly concerned about these
situations.
Part of the problem, in HPRAC’s view, is that some of the regulations, policies and
standards made by the health colleges have proven difficult to enforce because they fly in
the face of the interprofessional collaboration that is gaining momentum in actual
practice. HPRAC emphasizes that the health colleges should strive to make only
regulations, policies and standards that they can apply consistently and fairly and that
reflect the current law.
Health colleges should also heed requests and directives from the Minister and officials
of the Ministry of Health and Long-Term Care. They have not always done so. Under
section 5 of the RHPA, the Minister oversees self-regulation and has the power to require
a health college to do anything necessary or advisable to carry out the intent of health
professions legislation. Furthermore, recent amendments to the RHPA give the Minister
the power to appoint a supervisor to lead a College, replacing both the governing council
and the registrar. These changes reinforce the need for health colleges to respond in a
timely and appropriate way to communications from the Minister and Ministry officials.
For its part, the Ministry should be clear in its communications with Colleges. HPRAC
advises that when Ministerial action is being taken under section 5 of the RHPA, this
should be made explicit, so there is no confusion about the powers that the Minister
intends to exercise, and the results that are expected as a result of the Minister’s
directions.
More generally, HPRAC underlines that health colleges must always keep foremost in
mind the reason they exist: to serve and protect the public interest. Self-regulation is a
partnership in which the government confers certain rights and responsibilities on a
profession that has demonstrated the ability to administer them. As HPRAC has often
emphasized, the purpose of self-regulation is to advance the public interest, not the
294
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interests of the professions. Interprofessional collaboration can only function, at both the
regulatory and the clinical levels, in an atmosphere where regulators are committed to
this fundamental mandate.

Looking Ahead
HPRAC looks forward to the resolution of longstanding concerns among the health
colleges that regulate eye care professionals and a tangible increase in collaboration and
teamwork in patient care. As tensions dissipate, HPRAC suggests that it will be an
appropriate time to consider more fundamental changes to strengthen the regulatory
system.
HPRAC remains concerned about the sustainability of self-regulation in a climate where
demands on health colleges are increasing dramatically. This concern goes well beyond
the professions that provide eye care. To prosecute those who “hold out” as being
professionals, for instance, can be extraordinarily expensive. It should not be forgotten
that the members of a profession themselves provide the financial and human resources
for the operation of their college, and that the fulfilment of self-regulatory obligations is
not funded by government. These obligations include not only the registration,
complaints and discipline processes, but also quality assurance, continuing competence
and public reporting functions. One option for meeting this challenge, in eye care and
other health sectors, is the creation of joint health regulatory colleges.
As stated earlier in this report, shared scopes of practice can be the foundation for
collaboration, but they can also raise barriers if different professions develop different
standards and guidelines for the same controlled acts. While this can be avoided through
interprofessional collaboration, a single health college may well be in a position to
perform this role more efficiently and effectively. To HPRAC, joint, integrated regulation
appears to make eminent sense where professions have significantly overlapping scopes
of practice. These observations could apply to other regulated health professions as well
as those engaged in eye care.
HPRAC put the option of a single health college to regulate opticianry and optometry on
the table at the beginning of its consultative process in this eye care review, but quickly
removed it because of outstanding and long-held issues between the two health colleges.
Neither the health colleges themselves, nor the respective professional associations, were
ready to pursue this option at this time, although some thoughtful comments were
provided to HPRAC, both formally and informally, on both the positive and negative
outcomes that could be expected from such a proposal.
HPRAC recognizes that an in-depth analysis of the concept would be required and that
much research, planning and strategic thinking would be needed to have a fully informed
and dispassionate discussion. While integration might be premature now, it would be well
worth exploring in the future.
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As this report has made abundantly clear, Ontario is on the brink of a vision care crisis.
Joint regulation of these two eye care professions could spark creative responses to this
enormous challenge and may merit consideration as one element in a larger vision health
strategy. The best interests of patients require nothing less.
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Summary of Recommendations
The following recommendations, in the order they appear in this report, are made
to the Minister:
HPRAC recommends:
1. That the Ministry of Health and Long-Term Care and the Ministry of Training,
Colleges and Universities participate in discussions on options to ensure that
clinical practicums for optometry students are available in Ontario. These
discussions should include representatives of the School of Optometry at
University of Waterloo, medical schools offering ophthalmology programs in
Ontario, the Council of Academic Hospitals in Ontario and other relevant
organizations.
2. That paragraph 13 of section 1 of O. Reg. 828/93 – Professional Misconduct
under the Opticianry Act, 1991 be repealed, and the following substituted:
13. Failing to refer a patient to a physician or optometrist when the member
recognizes, or ought to recognize, a condition of the eye or adnexa that
appears to require medical examination.
13.1 (a) Altering a prescription without the express prior authorization of the
optometrist or physician who prepared the prescription.
(b) Clause 13.1 (a) does not apply in respect of alterations required, in the
course of fitting a contact lens using information contained in a
prescription for eyeglasses, to ensure that the contact lens dispensed will
provide refractive values equivalent to the eyeglass lens prescription.

3. That the College of Opticians of Ontario, the College of Optometrists of Ontario,
and the College of Physicians and Surgeons of Ontario work together to analyze
the trend to Internet dispensing of eye wear products and its implications for
consumer convenience and public safety, and develop joint proposals for
regulatory responses and possible enforcement actions.
4. That the Minister revoke the direction issued by Hon. Elizabeth Witmer to the
College of Opticians of Ontario on February 7, 2001, and
5. That the Minister issue a new direction to the College of Opticians of Ontario
pursuant to section 5 of the Regulated Health Professions Act, 1991 requiring it to
develop a standard of practice limiting the authority of members who perform
refractions to those circumstances where such refracting is undertaken in
collaboration with an optometrist or a physician for the purpose of informing a
comprehensive ocular assessment. This standard of practice should be
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developed in collaboration with the College of Opticians of Ontario, the College
of Optometrists of Ontario and the College of Physicians and Surgeons of
Ontario, and should be completed and approved so it will come into effect
immediately upon changes to the optometry regulation concerning conflict of
interest.
6. That the Minister direct the College of Opticians of Ontario to confirm that
members with refraction designations are performing refractions only as part of
a comprehensive eye examination in collaboration with an optometrist or
physician.
7. That the College of Opticians of Ontario amend its by-laws to place in the
register a record of those members who have been granted refraction
designations and to require this information to be made public.
8. That Regulation 550 made under the Drug and Pharmacies Regulation Act be
repealed in its entirety, and relevant sections, as they are amended, be made in a
regulation under the Optometry Act, 1991.
9. That the Conflict of Interest provisions in a regulation under the Optometry Act,
1991 respecting practise in association specify that:
1. A member shall ensure that, in all matters concerning the member’s
professional practice, including business relationships, working
conditions and the member’s exercise of his knowledge, skill, judgment,
and ethics, the best interests of the patient are the primary consideration.
2. a) A member may practise in association with another member, another
regulated health professional, a professional corporation or a corporation
other than a professional corporation.
b) Practise in association means to engage in the practice of optometry as:
i. An employee;
ii. An employer;
iii. A contractor,
iv. A shareholder, director, officer, agent or employee of a
professional corporation, or
v.
An optometric partner.
3. A member is responsible, for the purposes of the Act, the regulations, the
standards of practice, guidelines and practice advisories, and the code of
ethics for how the member provides professional services, and that
responsibility is not diminished, modified or affected by the practice
arrangements of the member.
4. When practising in association, a member shall control:
a) the professional service provided;
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b) whom the member may accept as a patient;
c) the ability to provide the patient with a copy of his or her
prescription;
d) the fee to be charged or collected in respect of the optometric
professional services; and
e) the maintenance, care, custody and control of the records
required to be maintained in respect of the practice of
optometry, including patient records.
5. It is a ground of professional misconduct for a member to enter or
continue with a practice in association in which the member’s
professional judgment is or might be influenced, controlled or impeded.
6. It is a ground of professional misconduct for a member to influence,
impede or control, or attempt to influence, impede or control, another
health professional’s decision-making or judgment or ethical obligations
towards a patient.
10. To assist members in meeting their ethical obligations when entering into
practice associations, HPRAC recommends that the College of Optometrists of
Ontario provide toolkits or publish standards in the Optometric Practice
Reference. These could include, among other matters:
a) Guidelines for members choosing to practise in association, with other
health care professionals or corporate entities, which may include
guidelines about:
i. shared ownership or use of premises, equipment, furnishings or
other property;
ii. shared administrative functions or expenses;
iii. shared office or clinic expenses; or
iv. shared employees.
b) Examples of contractual language or principles to comply with legislative
requirements;
c) A summary of the regulatory framework relevant to inter-professional
collaboration, including requirements regarding billing for services; and
d) Guidance concerning the option of obtaining independent legal advice
upon considering entering a practice association.
11. That the College of Optometrists of Ontario consider making available a
practice advisory service to provide members with information concerning
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conflict of interest or a prospective practice association. Lessons learned could
be presented in the College’s newsletter.
12. That the Minister:
• Endorse an Eye Health Council, with initial and equal representation from
the professions of optometry and ophthalmology, including clinical and
academic members and representation from the health Colleges;
• Commit that the Ministry of Health and Long-Term Care will name a
senior representative to participate as an observer in the work of the Eye
Health Council, provide advice to the Council and provide information to
the Ministry and Minister on activities of the Eye Health Council;
• Underwrite an honorarium for an impartial chair of the Council to a
maximum government commitment of $25,000 for each of two years;
• Ensure that the work of the Council is taken into account in disease
management strategies, including a Province-wide diabetes strategy and
other programs, such as family health teams, where vision care impacts
patient outcomes and quality of life, and
• Provide communications support, so that both patients and professionals
are able to obtain information about the best way to access eye care and
find information about conditions and diseases of the eyes.
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GLOSSARY OF TERMS296
A
after-cataract, secondary cataract: Remnants of an opaque lens remaining in the eye, or opacities
forming, after extracapsular cataract removal.
age-related macular degeneration (AMD, ARMD): Group of conditions that include deterioration of
the macula, resulting in loss of sharp central vision. Two general types: "dry," which is more common, and
"wet," in which abnormal new blood vessels grow under the retina and leak fluid and blood
(neovascularization), further disturbing macular function. Most common cause of decreased vision after
age 60.
amblyopia or "lazy eye": Decreased vision in one or both eyes without detectable anatomic damage in the
eye or visual pathways. Usually uncorrectable by eyeglasses or contact lenses.
astigmatism: Optical defect in which refractive power is not uniform in all directions (meridians). Light
rays entering the eye are bent unequally by different meridians, which prevents formation of a sharp image
focus on the retina. Slight uncorrected astigmatism may not cause symptoms, but a large amount may result
in significant blurring and headache.
B
binocular vision: Vision that incorporates images from two eyes simultaneously. The slight differences
between the two images seen from slightly different positions make it possible to perceive distances
between objects in what is known as depth perception.297
C
cataract: Opacity or cloudiness of the crystalline lens, which may prevent a clear image from forming on
the retina. Surgical removal of the lens may be necessary if visual loss becomes significant, with lost
optical power replaced with an intraocular lens, contact lens, or aphakic spectacles. May be congenital or
caused by trauma, disease, or age.
cataract extraction: Removal of a cloudy lens from the eye. An extracapsular cataract extraction leaves
the rear lens capsule intact; with an intracapsular extraction there is complete removal of lens with its
capsule, usually by cryoextraction.
conjunctiva: Transparent muccous membrane covering the outer surface of the eyeball except the cornea,
and lining the inner surfaces of the eyelids.
cornea: Transparent front part of the eye that covers the iris, pupil, and anterior chamber and provides most
of an eye's optical power.
cryotherapy: a technique that destroys abnormal tissue by freezing the cells. Cryotherapy can be used in
the treatment of cataracts.298
D
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diabetes: A disease in which the body either cannot produce insulin or cannot properly use the insulin it
produces. This leads to high levels of glucose in the blood, which can damage organs, blood vessels and
nerves.299
diabetic retinopathy: A change in the blood vessels that feed the retina. In the early stages, the blood
vessels weaken and leak fluid or tiny amounts of blood. This causes swelling of the retina, or
"nonproliferative" or "background" retinopathy. At this stage, a patient may report normal or blurred
vision. Approximately 1 in 4 people with diabetes have some nonproliferative retinopathy.300
dilated pupil: Enlarged pupil, resulting from contraction of the dilator muscle or relaxation of the iris
sphincter. Occurs normally in dim illumination, or may be produced by certain drugs (mydriatics,
cycloplegics) or result from blunt trauma.
E
eccentric preferred retinal loci: A preferred retinal locus is an eccentric retinal area that behaves as
a pseudo fovea and is adopted by a person to see chosen objects, whereas a trained retinal locus is an
eccentric retinal area that a clinician has determined to be the best position in which to train a person in
eccentric viewing. Some researchers who have investigated the development of a preferred retinal locus
have stated that people with macular vision loss may use several preferred retinal loci and that the
development of the preferred retinal locus occurs naturally.301
enucleation: removal of an organ or other mass intact from its supporting tissues, as of the eyeball from
the orbit.302
F
fluorescein angiography: Technique used for visualizing and recording location and size of blood vessels
and any eye problems affecting them; fluorescein dye is injected into an arm vein, then rapid, sequential
photographs are taken of the eye as the dye circulates.
fundus: Interior posterior surface of the eyeball; includes retina, optic disc, macula, posterior pole. Can be
seen with an ophthalmoscope.
G
glaucoma: An eye disease caused by increased pressure within the eye. It is one of the most common
causes of blindness and affects 250,000 Canadians. Although it often occurs in older people, it can develop
at any age. People with glaucoma probably lose their sight because increased pressure in the eye and other
factors (such as poor blood flow) affect the optic nerve at the back of the eye. The eye slowly loses nerve
function, and loss of side (peripheral) vision. This occurs painlessly, even unnoticeably.303
I
intraocular pressure: 1. Fluid pressure inside the eye. 2. The assessment of pressure inside the eye with a
tonometer. Also called tension.
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iris: Pigmented tissue lying behind the cornea that gives color to the eye (e.g., blue eyes) and controls
amount of light entering the eye by varying the size of the pupillary opening.
L
lacrinal apparatus: The system that secretes and drains tears into the nasal cavity, consisting of the
lacrimal gland, the lacrimal lake, the lacrimal duct, the lacrimal sac, and the nasolacrimal duct.304
lacrimal gland: Almond-shaped structure that produces tears. Located at the upper outer region of the
orbit, above the eyeball.
legal blindness: Best-corrected visual acuity of 20/200 or less, or reduction in visual field to 20¡ or less, in
the better seeing eye.
low vision: A level of vision that is 20/70 or worse and cannot be fully corrected with conventional glasses.
Low vision is not the same as blindness. Unlike a person who is blind, a person with low vision has some
useful sight. However, low vision usually interferes with the performance of daily activities, such as
reading or driving. A person with low vision may not recognize images at a distance or be able to
differentiate colors of similar tones.305
low vision services: Multi-disciplinary model of care for individuals living with low vision. Services
typically involve ophthalmologists, optometrists or occupational therapists. Treatment options may include:





Optical devices that will help individuals’ eyes adapt, such as magnifiers, telephones or closedcircuit televisions;
Techniques that will help individuals utilize their remaining vision;
Environmental modifications to maximize remaining vision;
Adaptive non-optical devices, such as large-print cookbooks and talking watches.306

low vision specialist: A graduate of a post-secondary institution with a major in health science or vision
rehabilitation, and a professional background in nursing, orthoptics, and/or ophthalmology. Low vision
specialists provide education about medical diagnoses, training in the use of optical and non-optical visual
aids and on how to most efficiently use residual vision. They also complete visual acuity and field loss
testing, and refer clients to appropriate resources and organizations.307
LVR: low vision rehabilitation - see vision rehabilitation.
M
macular degeneration: See age-related macular degeneration.
N
neovascular glaucoma: An unusual type of closed-angle glaucoma which can be particularly difficult to
treat. In many instances, it is first recognized when a patient notes a sudden loss of vision, a red and
uncomfortable eye, or even pain. This condition is considered to be a type of closed-angle glaucoma
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because the trabecular meshwork, the tiny drain through which aqueous humor (the clear fluid which
nourishes the front of the eye) exits the eye, is closed or blocked. This results directly from the growth of
new blood vessels (neovascularization), which are not normally present in this location. This is why the
condition is known as neovascular glaucoma.308
neovascularization: Abnormal formation of new blood vessels, usually in or under the retina or on the iris
surface. May develop in diabetic retinopathy, blockage of the central retinal vein, or macular degeneration.
O
ocular adnexa: The adjacent structures of the eye such as the lacrimal apparatus, the extraocular muscles
and the eyelids, eyelashes, eyebrows and the conjunctiva. 309
P
perimetry: Method of charting extent of a stationary eye's field of vision with test objects of various sizes
and light intensities. Aids in detection of damage to sensory visual pathways.
periocular structures: musculo-skeletal and nervous areas surrounding the eye.
periodic eye examination (also know as periodic oculo-visual assessment): In Ontario, a periodic oculovisual assessment insured under the Ontario Hospital Insurance Plan includes the performance of refraction
and may include the following elements:
1. The history of the complaint.
2. The patient’s medical history.
3. A visual acuity examination.
4. An ocular mobility examination.
5. Slit lamp examination of the anterior segment.
6. Ophthalmoscopy.
7. Tonometry.
8. Advice or instructions to patient. 310

periodic oculo-visual assessment: See periodic eye examination.
pterygium: Abnormal wedge-shaped growth on the bulbar conjunctiva. May gradually advance onto the
cornea and require surgical removal. Probably related to sun irritation.
R
red eye: Enlarged, dilated blood vessels, leading to the appearance of redness on the surface of the eye.311
refraction: Test to determine an eye's refractive error and the best corrective lenses to be prescribed. Series
of lenses in graded powers are presented to determine which provide sharpest, clearest vision.
refractive error: Optical defect in an unaccommodating eye; parallel light rays are not brought to a sharp
focus precisely on the retina, producing a blurred retinal image. Can be corrected by eyeglasses, contact
lenses, or refractive surgery.
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retina: Light sensitive nerve tissue in the eye that converts images from the eye's optical system into
electrical impulses that are sent along the optic nerve to the brain. Forms a thin membranous lining of the
rear two-thirds of the globe.
Retinitis Pigmentosa: A group of diseases which tend to run in families and cause slow, but progressive
loss of vision. The retina is the tissue which lines the inside of the eye and sends visual images to the brain.
In RP, there is gradual destruction of some of the light sensing cells in the retina.312
S
slit lamp: Microscope used for examining the eye; allows cornea, lens and otherwise clear fluids and
membranes to be seen in layer-by-layer detail.
strabismus: Eye misalignment caused by extraocular muscle imbalance: one fovea is not directed at the
same object as the other.
T
20/20. Normal visual acuity: Upper number is the standard distance (20 feet) between an eye being tested
and the eye chart; lower number indicates that a tested eye can see the same small standard-sized letters or
symbols as a normal eye at 20 feet.
V
vision rehabilitation: To "recapture, strengthen and maintain self-confidence for safe, independent
functioning".313 This is achieved through the provision of goods and services such as adaptive equipment,
skills training, and social support for individuals whose visual impairment cannot be satisfactorily
addressed through corrective lenses, medication, or surgery. One of the more specific goals of vision
rehabilitation is improved functional independence through training in orientation and mobility. Areas of
orientation and mobility assessment may include indoor travel, public indoor travel, outdoor travel, and
public transportation. Vision rehabilitation plans are created following a functional assessment of activities
of daily living (ADL) skills. The individualized written rehabilitation plan may specify the client's goals for
improving performance, the skills to be addressed, and how long the instruction is expected to take place.
314

visual acuity: Assessment of the eye's ability to distinguish object details and shape, using the smallest
identifiable object that can be seen at a specified distance (usually 20 ft. or 16 in.).
visual field: Full extent of the area visible to an eye that is fixating straight ahead.
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