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RECOMMENDATION STATUS OVERVIEW
# of Status of Actions Recommended

Actions Fully In Process of Little or No Will Not Be
Recommended Implemented Being Implemented Progress Implemented

Recommendation 1 2 2

Recommendation 2 3 3

Recommendation 3 2 2

Recommendation 4 3 2 1

Recommendation 5 3 2 1

Total 13 4 8 1 0
% 100 31 61 8 0

Background 

Diabetes, which results from the body’s partial or 
complete inability to produce and/or properly use 
insulin, is one of the most common chronic diseases 
in Ontario. It can lead to kidney failure, heart 
attack, stroke, amputation and blindness if poorly 
managed or left untreated. Type 1 diabetes, which 
accounts for 10% of cases, is not preventable and 
its cause remains unknown. However, Type 2 dia-
betes, which accounts for the other 90% of cases, is 
most often preventable with lifestyle changes that 
include healthier eating and exercise. 

The number of people with diabetes in Ontario 
more than doubled from 546,000 in 2000 to 
1.2 million in 2010, increasing further to 1.5 mil-
lion in 2014. According to estimates made by the 
Canadian Diabetes Association, the number is 
expected to grow to 2.2 million by 2024. People 
with diabetes use the health-care system at about 
twice the rate of the general population, and 
the annual cost to Ontario’s health-care system 
is expected to grow from $5.8 billion in 2014 to 
$7.6 billion in 2024. 

Our audit objective in 2012 was to assess 
whether the Ministry of Health and Long-Term 
Care (Ministry) had adequate systems, policies and 
procedures in place to:
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•	monitor and assess whether service providers 
are meeting the needs of people with diabetes 
by providing them with timely access to 
appropriate and quality care;

•	 ensure funding and resources provided for the 
Ontario Diabetes Strategy (Strategy) are used 
cost-effectively; and

•	measure and report periodically on the results 
and the effectiveness of the Strategy.

In 2008, the Ministry established a four-year, 
$741-million Ontario Diabetes Strategy (Strategy). 
The Strategy’s short-term results were mixed. 
The availability of diabetes care was definitely 
improved. However, most diabetes service provid-
ers that were set up with Strategy funding were 
underused, and many told us that more of their 
funding should go toward preventive services. We 
noted in our 2012 audit that 97% of the funding 
was earmarked to treat people who already had 
diabetes, with only 3% for prevention initiatives. 

In our 2012 Annual Report, some of our other 
more significant observations were as follows:

•	Efforts by eHealth Ontario (eHealth) to pro-
duce an electronic Diabetes Registry to allow 
physicians and the Ministry to monitor patient 
data had been problematic. eHealth had been 
working with a private-sector vendor on the 
Registry, but the original completion deadline 
of April 2009 was not met, and the proposed 
release date was extended many times. The 
contract with the vendor was eventually ter-
minated in September 2012. 

•	 In 2010, eHealth and the vendor signed 
a $46 million contract stipulating that 
the vendor would be paid only after the 
Diabetes Registry was launched. eHealth 
has acknowledged that this contract traded 
away much of the province’s control over the 
project’s design, progress and delivery time in 
exchange for price certainty. Although no pay-
ment had been made to the vendor and the 
Registry was cancelled in September 2012, 
the Ministry and eHealth incurred about 
$24.4 million in internal costs related to the 

Registry between 2008/09 and the time the 
project was cancelled. 

•	There has been considerable duplication and 
overlap in education programs on diabetes. 
The provincial Strategy runs 152 Diabetes 
Education Programs (DEPs), each with one or 
more Diabetes Education Teams consisting of 
a registered nurse, a registered dietician and 
other professionals. However, many hospitals 
and physicians’ clinics have set up education 
programs of their own, with funding from 
other sources, leading to service overlaps and 
under-utilization of 90% of the DEPs. 

•	The Ministry needed to significantly enhance 
its monitoring of funds used by a not-for-
profit organization to which it had been 
giving $20 million a year to manage and 
fund 47 DEPs in northern Ontario and a 
number of other diabetes service providers. 
The organization had paid a consulting firm 
$105,000 from the 2009/10 fiscal year to the 
time of our audit for such services as “advice 
on election strategizing” and “developing 
relationships with relevant political decision-
makers.” There were also instances where 
staff meal expense claims were not in line 
with government policy. 

•	The Ministry had significantly increased the 
number of in-province bariatric surgeries—
from 245 in 2007/08 to 2,500 in 2011/12—to 
combat Type 2 diabetes in obese people. 
However, this still did not meet the current 
demand and was actually lower than the 
2,900 surgeries done in 2009/10.

We made five recommendations in our 2012 
Annual Report for improvement and received 
commitments from the Ministry that it would take 
action to address them. 
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Status of Actions Taken on 
Recommendations

The Ministry provided us with information in the 
spring and summer of 2014 on the current status 
of our recommendations, indicating it has made 
significant progress in implementing several of the 
recommendations we made in our 2012 Annual 
Report. In particular, to improve accountability and 
to ensure more effective regional system planning, 
the Ministry has transferred the oversight of most 
of the Diabetes Education Programs (DEPs) to the 
14 Local Health Integration Networks (LHINs), 
which are responsible for planning, integrating 
and funding local health care. Subsequent to our 
audit fieldwork, the Ministry also terminated its 
agreement with a not-for-profit organization that 
managed and funded the DEPs in northern Ontario 
and pediatric DEPs across the province on behalf of 
the Ministry; our audit found that this organization 
did not use the Ministry’s funding appropriately 
and did not comply with the Broader Public Sector 
Expense Directive. In addition, the Ministry has 
allocated additional funding to enhance access 
to specialized diabetes services, such as foot and 
wound care. Apart from the actions taken by the 
Ministry, eHealth Ontario (eHealth), which was 
responsible for developing and implementing the 
then-cancelled Diabetes Registry, has improved its 
contract terms for procurements of information 
technology projects. Work was still under way to 
address our recommendations regarding diabetes 
prevention and health promotion, improving dia-
betes education programs, and strengthening co-
ordination of and access to diabetes-care providers.

The current status of the action taken on each of 
our recommendations is as follows.

Diabetes Registry and Baseline 
Diabetes Dataset Initiative
Recommendation 1

To allow for efficient and effective diabetes surveil-
lance at the provincial level and to gauge the progress 
of the Ontario Diabetes Strategy, the Ministry of 
Health and Long-Term Care (Ministry) should 
work closely with eHealth Ontario (eHealth) and 
Infrastructure Ontario to:

•	 ensure that eHealth’s initiatives for chronic-
disease prevention and management are imple-
mented with an appropriate quality assurance 
process so that they meet the needs of physicians 
and other users; and
Status: Fully implemented.

•	 implement measures based on lessons learned 
from using the total outsourcing system develop-
ment model for the Diabetes Registry if this pro-
curement process is used for future information 
technology projects.
Status: Fully implemented.

Details
At the time of our audit in 2012, eHealth had 
worked with a private-sector vendor on develop-
ing the Diabetes Registry; Infrastructure Ontario 
had also been involved in providing eHealth 
with procurement-management services such as 
performing a risk analysis before eHealth signs 
a contract with the vendor and monitoring the 
progress of the Diabetes Registry project. However, 
the original completion deadline of the Diabetes 
Registry was not met, and the proposed release 
date was extended many times. Subsequent to our 
audit fieldwork, eHealth terminated the Diabetes 
Registry project in September 2012. Since then, 
eHealth has taken the following actions to ensure 
that other information technology projects for 
chronic-disease prevention and management are 
implemented in a way that meets the needs of phys-
icians and other users: 

•	 eHealth is training its staff to use a business 
requirements framework to identify needs and 
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develop solutions through business analysis 
for future information technology projects. 

•	 eHealth has adopted a policy that holds indi-
viduals accountable for approving business 
requirements and for ensuring that test results 
comply with the requirements. 

•	 eHealth has involved other stakeholders in 
its decision-making process. For example, 
a volunteer Patient Advisory Panel was 
established in April 2013. The panel, which 
includes patients with chronic diseases, care-
givers and Ontario citizens, provides advice 
on eHealth’s work. Working with eHealth, the 
panel has attended and participated in discus-
sions to provide input on specific projects and 
solutions, as well as to identify and address 
potential concerns of patients, caregivers and 
the citizens of Ontario.

eHealth has also used the lessons learned from 
the Diabetes Registry project to improve its project 
governance and procurement practices by: 

•	 requiring direct reporting from project teams 
to eHealth’s executives via a project review 
committee that is chaired by eHealth’s 
President and CEO, who reports to eHealth’s 
Board of Directors. The committee is a key 
governance mechanism in providing over-
sight, decision-making and management of 
projects in eHealth to ensure that all approved 
projects support and align with eHealth’s 
strategy; and

•	 improving the terms of the master agreement 
with vendors for procurements in any infor-
mation technology projects, such as the Drug 
Information System project. Examples of such 
improvements include:

•	 increasing eHealth’s ability to exercise 
assignment and refusal rights over the 
selection of vendors’ subcontractors;

•	 providing eHealth with intellectual prop-
erty and source code at various stages of 
the project, instead of only at the end of the 
project; and

•	 limiting eHealth’s liability and protecting 
eHealth against lawsuits and claims.

Diabetes Prevention and Health 
Promotion
Recommendation 2

To enhance the focus on prevention and early detec-
tion of diabetes as long-term, cost-effective strategies, 
the Ministry of Health and Long-Term Care should:

•	 re-assess whether allocating only 3% of total 
dedicated diabetes funding to prevention initia-
tives is the most cost-effective long-term strategy;
Status: In the process of being implemented.

•	 devise ways to identify, on a more timely basis, 
people with undiagnosed diabetes; and
Status: In the process of being implemented.

•	 develop comprehensive health-promotion strat-
egies that focus on all Ontarians and consider 
similar strategies used in other jurisdictions.
Status: In the process of being implemented.

Details
The Ministry has not re-assessed whether allocat-
ing only 3% of total dedicated diabetes funding to 
prevention initiatives was the most cost-effective 
long-term strategy, because the 3% figure includes 
only funding under the four-year Ontario Diabetes 
Strategy that came into effect in June 2008. In 
April 2012, the Ministry extended the Strategy for 
another four years, from 2012 to 2016, with new 
funding of $152 million, with about 6.6% of the 
funding being provided annually in the 2012/13 
and 2013/14 fiscal years for diabetes prevention 
programs. In addition to this funding, the Ontario 
government has adopted a broader approach of 
integrating prevention and health promotion by 
investing in various programs to address com-
mon risk factors associated with chronic diseases, 
including but not limited to diabetes. For example, 
in each of the fiscal years 2012/13 and 2013/14, 
different ministries invested over $500 million col-
lectively in various programs relating to childhood 
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obesity prevention and reduction to promote 
healthy eating, physical activity and maternal 
health. Examples of such programs included 
EatRight Ontario and the Healthy Communities 
Fund under the Ministry of Health and Long-Term 
Care; the Healthy School Recognition Program 
under the Ministry of Education; and the Student 
Nutrition Program under the Ministry of Children 
and Youth Services. 

The Ministry has taken the following actions to 
identify people with undiagnosed diabetes: 

•	 The Ministry established a Diabetes Prevention 
and Screening Working Group in 2012 to lead 
the development of a consistent, integrated 
provincial framework for diabetes screening 
and early detection in Ontario. In March 2014, 
the provincial framework was completed. 
Currently, the Ministry is reviewing options 
for the framework’s implementation.

•	 The Ministry provided multi-year funding of 
$504,000 for 2013/14 and 2014/15 to sup-
port expansion of the Primary Care Diabetes 
Prevention program across six out of over 180 
Family Health Teams. This program is intended 
to improve prevention, screening and early 
intervention for Type 2 diabetes in primary-
care settings such as Family Health Teams. 

•	The Ministry provided the University of 
Ottawa Heart Institute with one-time funding 
of $423,000 for three years from 2013/14 
to 2015/16 for the implementation of a 
project to help identify undiagnosed diabetes 
and dysglycemia (abnormally high, low or 
unstable blood glucose levels) in five out of 
over 150 hospitals across Ontario. 

The Ministry has developed and implemented 
health promotion strategies to improve health 
outcomes within different population groups, 
including Aboriginal people, children and youth, 
and smokers. These strategies share a focus on 
vulnerable and high-risk populations and the 
common risk factors—such as unhealthy eating, 
lack of physical activity, smoking and alcohol 

addiction—that contribute to chronic diseases, 
including diabetes. For example: 

•	The Ministry has increased its funding by 
60% (from $4.7 million in the 2012/13 
fiscal year to $7.5 million in the 2014/15 
fiscal year) for existing health promotion 
programs run by Aboriginal organizations 
and tailored to their unique cultural 
traditions and knowledge. The programs 
include the Healthy Eating and Active Living 
Initiative; the Urban Aboriginal Healthy 
Living Program; and the Northern Fruit 
and Vegetable Program. They are based on 
Aboriginal culture and holistic approaches 
to address the multiple, related risk factors 
impacting the health of Aboriginal people 
and communities. 

•	 In May 2012, the Ministry set up a Healthy 
Kids Panel to develop recommendations for 
government action to achieve a 20% reduc-
tion in childhood obesity in five years. To 
implement the panel’s recommendations, the 
Ontario government launched an interminis-
terial Healthy Kids Strategy in 2013 aimed at 
promoting the health of children and youth 
by focusing on supporting healthy pregnancy, 
achieving healthy weights and childhood 
development, and building healthy environ-
ments for children. This strategy is supported 
by a Ministers’ Working Group that includes 
representatives from the Ministries of Health 
and Long-Term Care; Children and Youth 
Services; Agriculture and Food; Tourism, 
Culture and Sport; Municipal Affairs and 
Housing; Education; and Aboriginal Affairs. 

•	The Smoke-Free Ontario Strategy combines 
programs, policies, legislation and social mar-
keting to reduce tobacco use, lower the risk to 
non-smokers, and reduce the overall smoking-
related impact on the health of Ontarians. As 
part of the provincial strategy, the Ministry 
has implemented a school-based tobacco use 
prevention pilot program in 24 elementary 
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and secondary schools during the 2013/14 
and 2014/15 school years. 

•	 In September 2013, the Ministry announced 
new investments to increase supports for 
breastfeeding, which has been demonstrated 
to have a significant beneficial impact on long-
term health outcomes and reduced incidence 
of chronic diseases, such as diabetes. 

The Ministry engaged an external consultant to 
conduct an evaluation of health promotion initia-
tives for diabetes prevention. The evaluation report 
issued in January 2013 indicated both strengths 
and weaknesses of the initiatives based on consulta-
tion with diabetes-care providers:

•	For strengths, the report noted that the dia-
betes prevention initiatives delivered a full 
spectrum of evidence-based diabetes preven-
tion activities focused on high-risk popula-
tions across Ontario. Specifically, the activities 
directly reached over 48,000 people at risk of 
Type 2 diabetes and delivered public educa-
tion and resources on diabetes prevention and 
risk factors to people across the province. 

•	For weaknesses, the report noted that the 
diabetes prevention initiatives did not flow 
from a clear overall strategy aligned with 
major agendas. To maximize the return on 
investment in diabetes prevention, the report 
provided several recommendations to the 
Ministry. For example, the Ministry should 
articulate an overall diabetes prevention 
strategy and should develop a comprehensive 
long-range diabetes prevention strategic 
plan that aligns with Ontario’s Chronic 
Disease Prevention Framework as well as 
with international, federal and provincial 
strategies and programs. 

To address the above weaknesses, the Ministry 
developed and implemented a broader risk-factor-
based health promotion strategy that focuses on 
vulnerable or high-risk populations and common 
risk factors that contribute to chronic diseases, 
such as unhealthy eating and lack of physical 

activities. The Healthy Kids Strategy in 2013, noted 
previously, is one example of this broader strategy.

Diabetes Education Programs
Recommendation 3

To ensure that Diabetes Education Programs (DEPs) 
provide diabetes patients with consistent and quality 
care, and in compliance with applicable policies, 
the Ministry of Health and Long-Term Care should 
strengthen its oversight of DEPs and other recipients 
of diabetes funding by:

•	 developing appropriate service-delivery and 
cost-effectiveness measures and requiring DEPs 
to periodically report on these measures; and
Status: In the process of being implemented.

•	 conducting periodic site visits to selected 
regional, community and broader-public-sector 
organizations that receive diabetes funding.
Status: In the process of being implemented.

Details
The Ministry and the 14 Local Health Integration 
Networks (LHINs), which are responsible for plan-
ning, integrating and funding local health care, 
have taken the following actions to improve the 
accountability and oversight of Diabetes Education 
Programs (DEPs):

•	Effective April 2013, the Ministry transferred 
the oversight of most DEPs to the LHINs, 
retaining oversight only of DEPs located in 
Aboriginal organizations, not-for-profit organ-
izations and Family Health Teams because 
LHINs are not responsible for overseeing these 
organizations according to the Local Health 
System Integration Act, 2006. As of June 2013, 
the LHINs executed accountability agree-
ments with the DEPs they now oversee. The 
agreements specified the reporting require-
ments for the DEPs and provided performance 
measures and accountability mechanisms or 
processes, including conducting site visits 
to selected DEPs. The Ministry has executed 
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similar agreements with those DEPs for which 
the Ministry retained oversight responsibility. 
With respect to site visits, 301 were conducted 
by either a LHIN or the Ministry in 2013 and 
2014. Specifically, 171 site visits were done 
in 2013, and 130 were done in 2014 by the 
month of September, with at least three more 
site visits planned for the remainder of 2014.

•	To ensure more effective regional oversight 
and system planning, the Ministry terminated 
its agreement with a not-for-profit organiza-
tion that had for over 20 years managed and 
funded the DEPs in northern Ontario and 
pediatric DEPs across the province on behalf 
of the Ministry. Our audit in 2012 found that 
this organization did not use the Ministry’s 
funding appropriately and did not comply 
with the Broader Public Sector Expense 
Directive. After terminating the agreement 
with this not-for-profit organization, the 
oversight responsibility for all the DEPs previ-
ously belonging to this organization were 
transferred to either the Ministry or LHINs. 

•	 In May 2013, the Ministry and the LHINs 
established a Joint Diabetes Planning and 
Management Committee. This committee’s 
scope includes collaborative planning for the 
oversight, management and co-ordination 
of diabetes services and programs. In 
October 2013, a subcommittee, the Ministry–
LHIN Performance Working Group, was 
established to develop performance indica-
tors, common benchmarks and reporting 
templates for the DEPs to ensure reporting 
consistency across the province. The work-
ing group has completed consultations with 
diabetes service providers and administrators 
to ensure that the updated DEP reporting tem-
plates strengthen accountability and facilitate 
planning for diabetes services in communities 
across the province. The Ministry and the 
LHINs have worked together to update the 
Diabetes Policies and Procedure Manual in 
order to reflect changes made to the DEP 

reporting templates. The revised reporting 
requirements took effect on April 1, 2014, 
for all DEPs in the province. The Ministry 
held webinar training sessions on the revised 
reporting templates and the Manual for both 
LHIN-managed and Ministry-managed DEPs 
in March and April 2014.

Co-ordination of and Access to 
Diabetes-Care Providers
Recommendation 4

To improve co-ordination among diabetes-care 
providers and access to specialized diabetes care, the 
Ministry of Health and Long-Term Care should:

•	 take into account the demand for and avail-
ability of diabetes services offered in community 
health centres, hospitals and Family Health 
Teams when allocating diabetes funding and 
other resources to avoid duplication or under-
utilization of services;
Status: In the process of being implemented.

•	 evaluate the need for the Diabetes Management 
Incentive, given the evidence indicating its lack 
of impact on encouraging physicians to provide 
continuous and co-ordinated diabetes manage-
ment; and 
Status: Little or no progress.

•	 monitor whether people have timely and equit-
able access to diabetes-care specialists in high 
demand, such as foot-care specialists, especially 
where there is evidence that a lack of timely 
treatment is likely to result in hospitalization.
Status: In the process of being implemented.

Details
To avoid duplication or under-utilization of dia-
betes services, both the Ministry and the LHINs 
support and promote the integration of diabetes 
programs through Health Links established in 
December 2012. Health Links are a new way of 
co-ordinating local health care for patients who 
often receive care from several different providers. 
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Health Links specifically focus on improving 
the services available to patients with complex 
conditions or multiple chronic diseases, including 
diabetes. All Health Links have a co-ordinating 
partner, such as a Family Health Team, Community 
Health Centre, Community Care Access Centre or 
hospital. Therefore, Health Links encourage greater 
collaboration between existing local health-care 
providers, including family-care providers, spe-
cialists, hospitals, long-term care, home care and 
other community supports. Greater collaboration 
helps avoid any gaps and duplication in the care 
provided to patients and helps ensure that patients 
do not have to answer the same question from dif-
ferent providers but have a care provider they can 
call, eliminating unnecessary provider visits. The 
Ministry has encouraged the Diabetes Education 
Programs (DEPs) to develop relationships with 
their local Health Links to ensure better co-ordin-
ation of services for individuals with diabetes. For 
example, in Toronto Central LHIN, health-care pro-
viders in DEPs have collaborated with Health Links 
and provided diabetes education and management 
services at the Health Link site.

The Diabetes Management Incentive (DMI) was 
introduced by the Ministry in April 2006 to promote 
quality diabetes care by paying a $75 annual pay-
ment to physicians for co-ordinating, providing and 
documenting all required elements of care for each 
diabetes patient. Subsequent to our 2012 audit, in 
April 2013, the DMI was reduced to $60. To evalu-
ate the need to continue this initiative, internal 
ministry consultations were under way at the time 
of our follow-up. 

The LHINs, in consultation with the DEPs, 
were assessing the state of foot-care services and 
related service gaps at the time of our follow-up. 
Specifically, they were determining and monitor-
ing whether people have timely, equitable access 
to diabetes-care specialists in high demand, such 
as foot-care specialists. Both the Ministry and the 
LHINs have taken the following actions to enhance 
access to diabetes-care specialists: 

•	 In December 2013, the Ministry allocated 
about $1.2 million to support enhanced access 
to specialized diabetes services, including 
foot and wound care, in Aboriginal and First 
Nations communities in which the preva-
lence of diabetes and related complications 
is among the highest in the province. The 
funding was provided to 19 diabetes service 
providers for management of diabetes and 
related health concerns, including foot or 
wound care, nutrition and physical activity. 

•	The Ministry has continued to implement 
programs that address equitable access to 
diabetes specialists, including foot care. These 
include six Centres for Complex Diabetes Care 
(which provide specialized interprofessional 
services for individuals with diabetes and 
complex needs) in the Central West, North 
East, North West, Central, Mississauga Halton 
and Central East LHINs; and the North West 
LHIN Mobile Diabetes Service (which delivers 
care to individuals with diabetes in remote 
and rural areas). 

•	 The Ministry was seeking interested First 
Nations, Métis and Aboriginal organizations to 
submit proposals for the provision of diabetes 
services, including those related to foot and 
wound care. If the Ministry decides to proceed, 
the selected organizations will receive funding 
to serve both adult and pediatric populations. 

•	The LHINs have developed foot-care path-
ways (a decision-making aid for diagnosis 
and treatment) and a foot-care tool kit for 
health-care providers, and partnerships with 
chiropodists have been developed to enhance 
foot-care services. 

Bariatric Surgery
Recommendation 5

To ensure that people receive adequate, timely and 
quality bariatric surgical services across the province, 
the Ministry of Health and Long-Term Care should:
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•	 review trends of demand and capacity for 
bariatric surgery to identify gaps and needs, 
especially on a regional basis;
Status: Fully implemented.

•	 consider providing the public with information 
on the average elapsed time between a phys-
ician’s referral and completion of the required 
pre-surgery assessments; and
Status: In the process of being implemented.

•	 periodically monitor surgical outcomes to deter-
mine whether hospitals offering this surgery 
need to go through an accreditation process as 
hospitals in the United States do.
Status: Fully implemented.

Details
After reviewing trends of demand and the capacity 
of bariatric surgery, in order to identify regional 
gaps and needs, the Ministry made the following 
changes to the referral process for bariatric assess-
ment and treatment to ensure adequate and timely 
bariatric services across the province:

•	To shorten wait times and travel times, 
patients residing in the London, Ontario, area 
are now assigned to the bariatric assessment 
centre in Windsor instead of to the assessment 
centres in Hamilton and Guelph. 

•	The bariatric assessment centre in Thunder 
Bay began offering bariatric surgeries in 
summer 2014 to meet the need for bariatric 
services in that region.

•	The Ministry, in conjunction with the Ontario 
Bariatric Network, is considering requests 
from a bariatric assessment centre in Kingston 
and another hospital in London to become 
surgical sites in order to meet the need for 
bariatric services in those regions. 

With regard to providing the public with infor-
mation about the average elapsed time between a 
physician’s referral and completion of the required 
assessments before bariatric surgery, all patients 
who attend an orientation session before bariatric 
surgery are advised of the average timelines to 
surgery (that is, from the time of the orientation 
session to the time of the surgery). Bariatric sur-
gical centres also provide patients with informa-
tion explaining that wait times to surgery can be 
contingent on several factors, including a patient’s 
unique medical circumstances, the availability of 
specialists, and the booking of necessary medical 
tests. The Ministry has published wait times for 
bariatric surgery online. Between April 2014 and 
June 2014, for example, the wait time for bariat-
ric surgery once a surgeon had approved it was 
132 days, which is within the general surgery target 
of 182 days. These wait times published online are 
measured using Ontario’s standard definition of 
wait times: from the decision to treat to surgery 
date. The time from the initial physician’s referral 
to booking the surgery is not included in the wait 
times published online but is tracked on a monthly 
basis by bariatric surgical sites.

Regarding the oversight of surgical outcomes, 
the Ontario Bariatric Network hired a Clinical Lead 
in March 2013 to monitor bariatric surgical centres, 
improve sharing of best practices and provide input 
on quality of care, wait times and process improve-
ments. The Ministry has been working with the 
Ontario Bariatric Network to monitor the bariatric 
assessment and surgical centres, and to make fund-
ing adjustments when necessary. Surgical outcomes 
are also monitored through the Bariatric Registry, 
and each bariatric surgical centre is provided with 
a “scorecard” that shows its outcomes compared 
to other centres. With respect to the accreditation 
process in Ontario, the Ministry indicated that 
most aspects of the Ontario bariatric program are 
modelled on the standards set by the accreditation 
bodies in the United States, so whether bariatric 
surgical centres in Ontario obtain the U.S. accredit-
ation remains voluntary. 
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