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Financial Disclosures

None
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Academy Highlights
1. Education

o Ophthalmology Emergency Care Coverage
o Surgical Coaching
o Leveraging AI
o VR Program

2. Quality & Clinical Care
o FQHC Pilot

3. Mid-Year Forum 
o Advocacy Ambassador Program 

4.  AAO 2026 (New Orleans)
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Background
• Hospitals EDs
o Full time, in-person physician staff in ED

• ED & hospital in-patient consults
o Many/most subspecialists in the hospital most of the day
o Able to come to the ED/in-patient floor or have patient transferred to 

their office
o Teaching hospitals have residents/fellows and their attendings



• Many physicians are on hospital staffs
o Admit their patients there
o Operate there

• Hospital by-laws can “mandate” physicians take call
o Cover their ED and in-patient consults 

Background



Since ~2000
• Many/most ophthalmologists
o Don’t operate at a hospital
o Don’t admit patients to the hospital
o Don’t need to be on hospital staffs
o In fact, new hospital credentialing regulations require a physician 

admit a certain number of patients or perform a certain number of 
procedures to remain on the hospital staff

o SO, they leave hospital staffs



• Vicious cycle for those who remain
o Fewer doctors operate at the hospital
 Equipment not upgraded/maintained
 Supplies not updated/available
 OR staff no longer competent
 Less & less OR time dedicated to ophthalmology

Since ~2000



• Ophthalmologists are more & more subspecialized
o Not comfortable outside their subspeciality

• If they haven’t taken call for a while
o They aren’t comfortable seeing emergency cases or doing 

emergency surgery

Since ~2000



• Many (younger) doctors feel their workday doesn’t extend 
to evenings and weekends

Since ~2000



Additional issues
• Hospital systems acquiring additional facilities
o Doctors are on call for many locations

• Many patients are uninsured

• Some hospitals pay for call, many don’t



Knock-on effect
• More & more patients transferred to academic programs
o Burden on trainees
o Contributes to burnout
o Possibly less willing to take call when go out into practice



Potential solutions
• No “one size fits all” answer

• Location/community dependent

• Depend on:
o Clinical need 
o Existing practice patterns
o # ophthalmologists, hospitals/systems, academic centers, 

etc.



• Negotiating with hospitals
o Fair compensation
o Medical staff guidelines (time to respond, malpractice 

coverage, etc.)
o Appropriate equipment in ED & OR
o Appropriately trained staff in ED & OR
o Available OR time for emergency cases

Potential solutions



• Develop standards
o Subspecialty specific “Damage Control Ophthalmology” guidelines 

for all those seeing eye emergency pts
o A basic list of necessary ophthalmic equipment and supplies to 

treat eye patients in the ED and in the OR

• Telemedicine
o ?? aided by AI

Potential solutions



• Education
o Clinical education regarding eye emergencies
 On-line “program” to improve “Call Confidence”

o Video surgical education for eye emergencies
 Especially open globe repairs

o Just-in-time education
 Provide quick references for specific questions regarding 

ocular emergencies
 Provide quick references including videos for specific 

questions regarding treating ocular trauma
 AAO Education app
 Wills Eye Manual, EyeWiki, surgical videos

Potential solutions













On-Call Confidence
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• Cross-division focus for 2026: 
Improve coverage for trauma and non-
trauma emergencies and hospital consults

• Multi-dimensional approach 
o Online tools (ONE Network and 
EyeNet)

o Webinar (March)
 Navigating Legal and Ethical 

Obligations
o Mid-Year Forum 2026 Hearing (April)
 Ophthalmology On Call in Crisis 


