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Objective: To report the results and feasibility of a pilot expansion of the Toronto Tele-Retinal Screening Program in an elderly long-
term care home.

Methods: Long term care patients with Type II diabetes mellitus (DM) were screened between April 1, 2022, and July 1, 2022.
Demographic and health data were collected through surveys.

Results: A total of 28 patients were screened, with 85.7% successfully undergoing retinal imaging. Among imaged patients, 8.3% (2/
24) required urgent follow-up. Pathologies identified included uncontrolled glaucoma (4.1%, 1/24), non-proliferative diabetic retino-
pathy (8.3%, 2/24), and age-related macular degeneration (45.8%, 11/24). The handheld camera successfully screened 60% (3/5) of
patients with mobility issues. Overall, 90% (17/19) of patients rated their experience as either “brilliant” or “really good”.
Discussion: This pilot project demonstrated the necessity for routine eye care in the elderly and the potential for widespread
implementation of teleophthalmology in long-term care facilities. With only 14.3% (4/28) of patients unable to be imaged, this
program offers a feasible, patient-friendly alternative to in-clinic screening. Future policies and practices in teleophthalmology should
consider the unique needs of long-term care residents and the potential for reducing healthcare disparities through such a program.
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Introduction

Diabetic retinopathy (DR) poses a significant threat to vision and affects approximately one-third of patients with
diabetes.! Furthermore, sight-threatening retinopathy develops in one-third of patients who develop DR. Globally, DR
stands as the primary cause of blindness among working-age adults.” Elderly individuals residing in long-term care
facilities face an elevated risk of various sight-threatening ocular conditions including DR, age-related macular degen-
eration (AMD), retinal occlusive diseases, and primary open-angle glaucoma.’ These conditions often manifest asymp-
tomatically, leading to missed opportunities for timely intervention and irreversible vision loss.* Recognizing this,
Diabetes Canada recommends annual retinopathy screening for individuals with type 2 diabetes.’

Despite these recommendations, the elderly face obstacles to timely and regular ophthalmic treatment such as
transportation to eye clinics and financial barriers to ophthalmic imaging. These barriers are particularly burdensome
considering the prevalence of comorbidities, reliance on pension plans, and the financial demands of long-term care
homes. However, emerging evidence suggests that early preventative screening for ocular diseases not only mitigates
vision loss but also yields cost-effective benefits for healthcare systems.®” Moreover, vision loss not only reduces quality
of life but also correlates with double the risk of falls, earlier placement in nursing homes, social decline, and
depression,® highlighting the importance of routine screening in elderly patients with diabetes.

Teleretina programs are the most widely established branch of teleophthalmology, specifically focusing on the remote
assessment of retinal conditions, such as diabetic retinopathy, and are increasingly used in diabetic screening.” Teleretinal
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screening programs demonstrate a diagnostic accuracy comparable to traditional face-to-face examinations for the
detection of DR and AMD.'® Over the past decade, the Toronto Tele-Retinal Screening Program has been successfully
implemented to circumvent the low rate of DR screening in patients.'' We have previously demonstrated that our
program can be effective in an urban, culturally diverse, and socioeconomically disadvantaged population.'?

Applications of teleophthalmology screening programs for the elderly have been explored to date and are essential for
identifying unknown ophthalmological diseases that require specialized management.'> Members of this population often
face intersectional vulnerabilities, including significant language barriers. Such barriers can impede navigation of the
healthcare system. The Toronto Tele-Retina Screening Program addresses these challenges by providing language
support to facilitate improved communication. Additionally, our program allows for remote consultations, reducing
travel time and allowing screenings in familiar community settings. Beyond the immediate benefit of disease identifica-
tion, teleretina programs hold significant potential to become established as the standard of care for vulnerable
populations in long-term care settings.'* By facilitating timely access to essential eye screenings, these programs not
only improve early detection and intervention but also contribute to a more efficient healthcare system and enhance
patient outcomes.'*!?

This study aimed to assess the feasibility and outcomes of implementing the Toronto Tele-Retinal Screening Program
in elderly patients with type 2 diabetes in a long-term care setting. Our findings will inform tailored DR management
strategies for this vulnerable patient cohort, serving as proof-of-concept for integrated care delivery to individuals with
diabetes and complex care needs.

Materials and Methods

This prospective pilot project aimed to implement the Toronto Tele-Retinal Screening Program for elderly patients with
type II diabetes mellitus residing in the Mon Sheong Home for the Aged. Patients were referred to the Toronto Tele-
Retinal Screening Program for screening between April 1, 2022, and July 1, 2022. The inclusion criteria for the tele-
retinal screening program were adults aged >18 years with type II diabetes who had not undergone an eye examination
within the past year or could not recall their last eye exam, had no current eye care provider involved in their ocular
health, and had provided written informed consent for study participation. We specifically selected patients who had not
undergone an eye examination within the past year to ensure that we could identify undiagnosed ocular conditions.
Notably, the patient population primarily consisted of Chinese individuals with limited English proficiency. This project
was approved by the University Health Network Review Committee and Clinical Trials Ontario (Project ID#1514) and
adhered to the ethical principles outlined in the Declaration of Helsinki.

Data Collection

Prior to screening, demographic and health data were collected, including age, sex, marital status, ethnicity, native
language, health insurance status, education, diabetes-related information, ocular history, mobility status, and satisfaction
with the program. Surveys were administered at the beginning of the screening session to gather the health history and
mobility information (Appendix Figure 1). For patients with cognitive impairment, inquiries were directed to family

members or nurses, when available.

Screening Procedures

Team members from the Toronto Tele-Retinal Screening Program visited the Mon Sheong Home for the Aged for over
three days to conduct screenings using both tabletop and portable handheld cameras. Certified Cantonese translators
facilitated communication during the screening process. Visual acuity was assessed using the Snellen chart with habitual
correction and/or pinhole, and intraocular pressure was measured using a Tono-pen (Reichert Tono-Pen XL Applanation
Tonometer). Prior to image capture, all patients received 1.0% tropicamide. Monoscopic color fundus photographs and
optical coherence tomography (OCT) scans were obtained using the Clarion iFusion tabletop camera (Clarion Medical
Technologies, Cambridge, Canada) and the Volk Pictor Prestige portable fundus camera (Volk Optical, Ohio). Handheld
images were captured by the medical student, ophthalmology clinical fellow, and ophthalmology resident (M.L., M.G.,
and T.F)., whereas the tabletop camera was operated by two trained employees of the South Riverdale Community Health
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Centre experienced with its use (W.M. and H.M). Bedridden patients who were unable to sit independently for tabletop
camera imaging underwent screening solely using the handheld camera. Imaging specifications included a scan speed of
50,000 A-scans per second, lateral resolution of 20 um, and in-depth resolution of 6 um. Red-free images were acquired
when color fundus photographs did not provide sufficient clarity.

Data Processing and Analysis

All data were uploaded and stored using Store Forward technology provided by Ontario Health (OTN) and subsequently
graded by an experienced ophthalmologist in the medical retina fellowship training program under the supervision of
a senior retina specialist staff (M.H.B.) at the Department of Ophthalmology, Toronto Western Hospital. Following each
review of the images and clinical data, a summary report was generated which included the following graded data:
corrected visual acuity, intraocular pressure, presence of DR, classification of DR into non-proliferative diabetic
retinopathy (NPDR) and proliferative diabetic retinopathy (PDR), presence of macular edema, and presence of any
other ophthalmic pathology. Screening outcomes were categorized into four groups: “No pathology identified”, “Non-
urgent pathology identified”, “Urgent pathology identified”, and “Insufficient image quality”. Subsequent actions were
recommended based on screening results (Figure 1).

Comparison of Imaging Devices

The selection of the Volk Pictor Prestige portable handheld fundus camera and the Clarion iFusion tabletop camera was
based on their availability and previously demonstrated diagnostic sensitivity and specificity.'> Comparative assessments
were made regarding the resolution, clarity of the retinal anatomy (eg, retinal vessels), and absence of glare or artifacts.
Portability was compared by assessing the ability of each device to screen for bedbound patients and their ease of
transport. Diagnostic accuracy was evaluated through blinded diagnosis by a retina specialist (M.G)., with findings
presented in tabular format for comparison.

Statistical Analysis
Descriptive statistics were used to report all collected outcomes for the entire cohort and subcohorts of patients with and
without DR. All parametric data are presented as mean and standard deviation (SD). All statistical analyses were
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Figure | Study design for the screening of residents at Mon Sheong Home for the Aged. Step |: Patients are identified using the inclusion criteria described in Methods. Step
2: For each patient, demographics, clinical information such as diabetes duration and past ocular history, and survey answers are collected. Visual acuity and intraocular
pressures were assessed. Finally, OCT and fundus photos were captured either with a handheld or tabletop camera. Images are uploaded to a secure database. Step 3:
Ophthalmologists from a different site review the images for pathology and decide on next steps. Step 4: Patients are categorized into requiring a repeat screening in
one year due to lack of pathology; repeat screening in six months due to non-urgent pathology; or immediate follow up with ophthalmologist due to urgent pathology. In
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some cases, patients are required to repeat screening due to insufficient image quality.
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performed using Microsoft Excel Version 15.31 (Microsoft Corporation, Redmond, WA, USA). Questions regarding
satisfaction with the Toronto Tele-Retinal Screening Program were completed using Likert scales.'®

Results

Patient Demographics

A total of 28 elderly patients with type II diabetes mellitus were screened by the Toronto Tele-Retinal Screening Program
pilot project during the study period. The patients who underwent DR screening were on average 86.5 years old (Table 1
and Appendix Table A.1). Notably, only 4% (1/28) of the patients spoke English, and only 16.67% (3/18) had college
education. Common medical conditions included hypertension (93%, 26/28), osteoporosis (57%, 16/28), previous stroke
(36%, 10/28), and arthritis (32%, 9/28). For patients who were unable to recall their health history, collateral information
was gathered from the nurses and family members.

Most patients were either unable to recall their last eye exam (33%, 5/15), had their last eye exam 3 years ago (33%,
5/15), had their last eye exam more than 10 years ago (20%, 3/15), or had never had an eye exam (13%, 2/15). There

Table | Aggregate Data on Baseline Patient Characteristics and Screening Results

Question Choices n %
Age <70 | 3.57
70-79 3 10.71
80-89 13 46.43
>90 I 39.29
Sex Male 6 21.43
Female 22 78.57
Marital status Married 13 48.15
Widowed I 40.74
Separated | 3.70
Divorced | 3.70
Single | 3.70
Health insurance No OHIP | 3.70
OHIP only 24 88.89
OHIP and private 2 7.41
Native language English | 3.57
Total non-English 27 96.43
Cantonese 22 78.57
Cantonese and Chaozhou | 3.57
Shanghainese | 3.57
Fukien | 3.57
Mandarin | 3.57
Vietnamese | 3.57
(Continued)
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Table | (Continued).

Question Choices n %
Highest level of education | College 3 16.67
Total less than college I 61.11
High school 4 22.22
Elementary (kindergarten to Grade 8) 4 2222
Homeschooled | 5.56
None 2 1.1l
Unsure 4 22.22
Wear glasses Yes 12 42.86
No 16 57.14
Ability to see No difficulty 9 47.37
Some difficulty 8 42.11
A lot of difficulty | 5.26
Legally blind | 5.26
Last dilated eye exam <3 years ago 0 0.00
3-10 years ago 5 3333
Over 10 years ago 3 20.00
Never 2 13.33
Unable to recall 5 3333

were 93 residents at the time of screening; therefore, 30.1% (28/93) of patients did not adhere to the recommended
screening guidelines. Most patients reported no (47%, 9/19) or some (42%, 8/19) difficulty seeing. Half of the patients
had a fall in the last year (50%, 14/28) and 35% (10/28) were fully dependent for mobility. One-quarter of the patients
(12/28) indicated difficulty rising from bed and independently sitting on a chair, whereas 32% (9/28) were unable to
perform these activities independently.

Screening Results
Four patients (14%) did not undergo fundus imaging due to severe cognitive impairment, dense cataracts, or refusal
(Appendix Table A.1). Of the patients successfully screened, the majority (79%, 19/24) had no urgent pathology

identified and required repeat screening within one year (Figure 2). Two patients (8%) were advised to undergo screening
at an increased frequency as they had non-urgent pathology identified (Figure 3), and another two had urgent pathology
identified (Figure 4). One patient (4%) had insufficient image quality and required follow-up to undergo in-clinic
screening.

Pathologies Identified

Of the two patients with urgent pathology identified, one had a history of glaucoma and had an IOP of 32 mmHg. The
other patient had a macular hemorrhage with pigment epithelial detachment and subretinal fluid in the right eye, likely
indicating wet AMD and moderate NPDR (Figure 4). Incidental findings included dense cataracts, disc cupping, drusen
(Figure 5), epiretinal membranes, lamellar holes, and orbital fat prolapse (Appendix Figure 2).
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Figure 2 Selected color fundus photographs taken with tabletop camera (A, B, D, and E) and cross-sectional 50-line raster OCT scans (C and F) of right and left eyes of
a patient recommended repeated screening in | year. This was an 86-year-old female with dementia who could not comment on her ability to see. She was diagnosed with

dry age-related macular edema requiring follow-up in one year.

Figure 3 Selected color fundus photographs taken with tabletop camera (A, B, D and E) and cross-sectional 50-line raster OCT scans (C and F) of right and left eyes of
a patient recommended repeated screening at an increased frequency of six months. This was an 81-year-old female with dementia found to have moderate (OS) and
moderate-severe (OD) non-proliferative diabetic retinopathy as well as dry AMD OS requiring follow-up in six months.

Tt —

Figure 4 Selected color fundus photographs taken with tabletop camera (A, B, D and E) and cross-sectional 50-line raster OCT scans (C and F) of right and left eyes of
a patient recommended urgent follow up with an ophthalmologist within one month. This was an 89-year-old female who had not undergone eye screening in over 10 years.
She had some difficulty seeing and was found to have non-proliferative diabetic retinopathy in both eyes, as well as wet AMD OD and epiretinal membrane OS.
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Figure 5 Selected color fundus photographs taken with tabletop camera (A, B, D and E) and cross-sectional 50-line raster OCT scans (C and F) of right and left eyes of
a patient recommended for urgent follow-up with an ophthalmologist within one month. This was a 77-year-old male who had not undergone eye screening in over three
years. He did not express difficulty seeing but was found to have dry AMD OD, epiretinal membranes, and evidence of previous vein occlusion.

Survey Results
Eight patients (29%) were unable to answer the questionnaire because of cognitive impairment (Appendix Table A.2).

Most patients (81%, 21/26) were able to attend a hospital appointment if needed and had either a family member or
a public trustee who could take them to medical appointments (Table 2). Five patients (19%) did not have anyone to take
them to medical appointments. Of these five patients, three (60%) were willing to attend a hospital appointment if

Table 2 Aggregate Data for Survey Results

Question Choices n %
Would you be able to attend a hospital appointment if needed? Yes 21 | 80.77
No 5] 1923
Do you have anyone who can take you to medical appointments? Yes 20 80
No 5 20
If transportation was arranged, would you be WILLING to attend a hospital appointment if needed? Yes 14 70
No 4 20

Undecided 2 10

Rate your experience today Brilliant 13 | 68.42

Really good 4 | 21.05

Good 0 | 0.00
Not very good | | 5.26
Awful 0 | 0.00
Undecided [ 5.26
Likeliness to return for regular screening Very likely 14 | 73.68
Likely 2 | 1053
Neutral 0 0.00
Unlikely [ 5.26
Very unlikely | 5.26
Undecided | 5.26
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Figure 6 The benefit of the tabletop camera’s OCT imaging function. (A and B) While mild NPDR and macular drusen can be identified in the fundus photo, the presence of
macular fluid is unclear. (C) OCT supplementation shows pigment epithelial detachment (PED) with a small amount of subretinal fluid (SRF).

transportation was provided. A total of four patients (20%) were unwilling to attend a hospital appointment due to a lack
of interest in our program (two patients) or no reason provided (two patients). Overall, 89% (17/19) of patients rated their
screening experience as either “brilliant” (68%, 13/19) or “really good” (21%, 4/19). One patient could not rate their
experience, while another patient rated their experience as “not very good” because of the unfulfilled expectations of our
screening program. Upon further questioning, the patient revealed that they expected new glass prescriptions and felt
overwhelmed by the screening steps. Regarding the likelihood of returning for screening, 84% (16/19) of the patients
were either very likely (74%, 14/19) or likely (10%, 2/19) to return to the screening program.

Comparison Between Handheld and Tabletop Devices
Fundus images from the two modalities were retrospectively reviewed and diagnosed (Appendix Table A.3). Five

patients (20.8%, 5/24) were unable to undergo tabletop imaging because of mobility issues. Screening with the handheld
camera was successful in 60% (3/5) of the patients. The diagnoses missed by the handheld camera and identified by the
tabletop were dry AMD (12.5%, 3/24) and mild NPDR (8.3%, 2/24). The handheld camera’s ability to capture images of
wheelchair-bound patients was proven useful when the tabletop image could not capture the disc of one patient because
of mobility issues (Appendix Figure 3). The main drawback of the handheld camera was the glare on the inferior portion

of the images (Appendix Figure 4), which persisted in images of 7/24 (29.2%) patients. The advantage of the built-in

OCT imager of the tabletop camera was demonstrated when one patient’s equivocal macular edema on fundus imaging
was confirmed by OCT (Figure 6).

Discussion

This pilot study aimed to assess the feasibility and clinical impact of implementing the Toronto Tele-Retinal Screening
Program in elderly patients residing in a long-term care facility. Of the 93 residents, 28 (30.1%) underwent retinopathy
screening, indicating that a significant proportion did not adhere to Diabetes Canada’s recommended annual screening.’
This adherence rate is comparable to that of the general Ontario diabetic population, where approximately 35% have not
undergone screening within a two-year period.'® A substantial proportion (35%) of participants relying on full mobility
assistance highlighted the necessity of extending such programs to nursing homes.

3888 "o Clinical Ophthalmology 2024:18

Dove!


https://www.dovepress.com/get_supplementary_file.php?f=491154.docx
https://www.dovepress.com/get_supplementary_file.php?f=491154.docx
https://www.dovepress.com/get_supplementary_file.php?f=491154.docx
https://www.dovepress.com
https://www.dovepress.com

Dove Lim et al

The intersection of cognitive impairment and vision loss doubles the risk of falls and dependence on activities of daily
living.!” Therefore, expanding teleophthalmology to long-term care settings circumvents transportation challenges and
facilitates direct healthcare delivery to patients. Notably, our program demonstrated a high success rate (85.7%) in
obtaining retinal images, making it a viable alternative to traditional clinical screening. This is in comparison to diabetic
retinopathy screening programs in Liverpool and Danish nursing homes, which were unable to screen 13—20% of
participants due to poor cooperation.'®!'? Importantly, the screening programs reported participant numbers ranging from
371 to 2427, therefore demonstrating the potential scalability of a teleretina program. Cognitive decline itself may also
act as a barrier to regular healthcare. Previous studies have demonstrated that patients with dementia have higher levels
of untreated dental decay than those without dementia, demonstrating the critical role of cognitive function in
healthcare.’>*' The Toronto Tele-Retinal Screening Program may mitigate cognitive decline as a screening barrier.

Beyond retinal pathologies, our screening program identified dense cataracts as well as various sight-threatening
conditions including severe glaucoma and wet AMD, both of which would likely result in irreversible blindness if left
untreated. Previous studies on eye examinations in nursing homes found that 35% of residents had sight-threatening eye
diseases'® and 36% required referral to an ophthalmologist.'” Evidently, ocular pathologies are present in the elderly
population; a mobile screening program brought to homes can help with the early identification and treatment of these
pathologies.

Transportation barriers remain a significant obstacle to accessing healthcare.”>** In our study, most patients were
willing to attend hospital appointments if transportation was provided, suggesting that this barrier could be eliminated. It
is important to note that, while most patients expressed readiness to attend hospital appointments with provided
transportation, a subset (14%) remained unwilling without a specified reason. This question was central to our screening
program, as it is currently not feasible to provide laser or intravitreal injections at the bedside because of the need for
specialized equipment, a sterile environment, transport of refrigerated medications, and lack of ophthalmologists
available to visit nursing homes. Thus, the success of this screening program requires patients to be willing to visit
the hospital for treatment if they have pathology, similar to other retinal screening programs.' 427

Additionally, inconsistent responses from participants, possibly attributable to cognitive impairment and/or language
barriers, demonstrate the complexity of communication in this setting. For example, one patient informed us of no
interest in the screening program but indicated that they would be very likely to return for regular screening. Cognitive
impairment was addressed by collecting collateral information from family members and enlisting help of nursing staff
who had established long-term relationships with the patient. This approach not only provided valuable insights but also
offered a sense of familiarity that helped guide the patient during the process. For patients with language barriers, we
were able to successfully explain our screening process and questionnaire using a certified translator. As a result, these
patients were able to navigate the screening process effectively. However, for less common languages such as
Shanghainese and Fukien, we encountered challenges in accurate communication among participants. This lack of
communication is an important issue to highlight as it has been previously shown that, in Chinese American immigrants,
English proficiency as well as health literacy are directly associated with health status.® Importantly, one patient was
dissatisfied with our program because she expected new glasses prescriptions and felt overwhelmed by the screening
process. As we are now aware of this, future screening sessions should clearly indicate goals of the session and what
patients can expect at a slower pace, especially for those with language or cognitive barriers. Finally, although
teleophthalmology enhances access to care, its equitable distribution remains unclear.”’ Investment in such technology
in resource-limited settings, which are often communities of racial and ethnic minorities, could promote equitable eye-
care access among vulnerable populations.

Unlike a tabletop camera, a handheld camera can be disassembled in a compact briefcase, allowing for easy transport
between facilities. As the camera is not attached to a table, it can be easily maneuvered to view the retina of bedridden
patients who cannot sit for an exam (Appendix Figure 3). The importance of this point-and-shoot nature of the handheld

camera was demonstrated for one patient, whose disc could not be imaged with the tabletop but was successfully imaged
with the handheld camera to rule out diabetic retinopathy (Appendix Table A.3). However, handheld cameras also have

several limitations. First, the resolution and clarity of the images captured by the tabletop camera outweighed those of the
handheld camera (Appendix Table A.3). Consequently, images from tabletop cameras are preferentially used for
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screening. Glare at the bottom of the fundus photos was also a common occurrence, obscuring the inferior retina
(Appendix Figure 4). The tabletop imager provided OCT scans that supplemented the diagnosis. For example, tabletop

images from one patient showed an equivocal edema in the right eye. The presence of the edema was confirmed with
OCT (Figure 6). Interestingly, a recent study demonstrated that Volk Pictor Plus achieved an image quality, gradeability,
and diagnostic specificity comparable to those of the tabletop Zeiss Visucam.'* For example, the diagnostic specificity
between the Pictor and Visucam were observed to be similar (Zeiss, mean 82.0%; Pictor, mean 83.0%). In this study,
a notable proportion (41.6%, 10/24) of diagnoses between the tabletop and handheld images were identical despite
insufficient user experience. Thus, it is reasonable to believe that with more experience, the handheld camera may be an
excellent option in resource-limited settings or with a high proportion of bedbound patients who would not have been
screened otherwise.

Effective implementation of teleophthalmology requires a workforce of adequately trained providers, the availability
of the relevant technology, and the logistics of scaling such a program. The establishment of comprehensive training
programs for handheld cameras would be essential to the success of the program. As demonstrated by a village screening
camp in Nepal, ophthalmic technicians can be trained to carry out large-scale screening programs.>’ The initial
investment in high-quality imaging devices can be a barrier in itself for low-resource settings that would benefit the
most from a teleophthalmology program. Alternatives such as smartphone-based imaging systems (eg Remidio Fundus)
have shown high accuracy in detecting diabetic retinopathy and can be a less expensive alternative.>' Lastly, when
considering the scalability of these programs, logistical factors such as patient referral processes, data management
systems, and follow-up care coordination must be addressed. Establishing partnerships with local healthcare facilities can
facilitate a streamlined administration pathway, allowing for the smooth transition of patients needing in-person
consultations after remote screenings.

The limitations of this study include the small sample size and homogeneity of the patient population. Therefore, this
population may not adequately represent the diverse characteristics and needs of individuals in long-term care settings.
This lack of diversity can obscure important variations in health outcomes and healthcare accessibility that might be
observed in a more varied group, limiting the applicability of the results to the broader long-term care population.
Moreover, data inconsistencies and missing survey responses underscore the challenges inherent to conducting research
in long-term care settings. Inconsistent answers may be due to factors beyond our control, such as cognitive impairment
or dementia, or those within our control, such as inadequate language translation. Future studies should aim for larger,
more diverse nursing homes across Ontario that employ multiple translators in various languages identified beforehand,
to enhance data accuracy and reliability.

Conclusion

In conclusion, the pilot expansion of the Toronto Tele-Retinal Screening Program identified the need for routine eye care
in the elderly population in long-term care homes. It revealed the lack of regular screening despite recommendations
from Diabetes Canada, as well as multiple challenges contributing to this, such as language and mobility barriers. Our
study demonstrated that the implementation of teleophthalmology screening for the elderly in long-term care homes
mitigates common barriers to eye screening.

Abbreviations

AMD, age-related macular degeneration; DM, diabetes mellitus; DR, diabetic retinopathy; HCP, healthcare provider;
IOP, intraocular pressure; NPDR, non-proliferative diabetic retinopathy; OCT, optical coherence tomography; OHIP,
Ontario Health Insurance Plan; OTN, Ontario Telehealth Network; PDR, proliferative diabetic retinopathy.
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