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1. Purpose
To outline good practice for RANZCO Fellows who are involved in clinical activities in developing
countries.

2. Background
RANZCO’s development approach1 is modelled on that of both the Australian and New Zealand
governments’ aid organisations. 2,3 RANZCO supports the concept of sustainable development to
improve the situation of people living in developing countries, and accepts the Paris Declaration
on Aid Effectiveness (2005) and the Accra Agenda for Action (2008),4 which commit donors,
partner governments and multilateral development organisations to undertake actions to
accelerate progress towards improved aid effectiveness. RANZCO is committed to contributing to
the realisation of the Millennium Development Goals 5 and the related Sustainable Development
Goals,6 particularly those related to achieving good health and wellbeing.

3. Clinical Activity in developing countries
A development approach to public health interventions in developing countries is now widely
recognised as more effective than a charity approach.7,8 This has changed the paradigm for aid
contributions made by ophthalmologists based in developed countries.1,9 Isolated, brief clinical
interventions that create no legacy of ongoing care are now understood to be often counterproductive and unacceptable. However, there remains a place for isolated clinical activities in
some circumstances, particularly in small remote populations as occur, for example, in some
Pacific Island Countries.10
When applying current development best practice 11 to eye care, it is recommended that clinical
activities performed by external ophthalmologists incorporate clinical teaching of local eye care
practitioners. However, care must be taken to ensure such clinical activity does not disrupt and
distort local services.12 Such disruptions may have further implications, including: leaving
unrequited patient expectations; producing poor surgical and other outcomes that go
unrecognized and untreated; creating an increased and inappropriate workload for insufficiently
trained local eye care practitioners; and leaving behind (even with the best of intentions) out-ofdate, inappropriate medications and unrepairable equipment.13
To maximize the impact of the time and effort invested, ophthalmologists should carefully vet the
organisations and projects to which they contribute.1,14 When that contribution includes clinical
activity, ophthalmologists should ensure that any assignment undertaken meets standards of good
practice.1,9,13,14,15,16 As with clinical practice at home, the onus is on the ophthalmologist to strive
to provide eye care and outcomes of the highest standard possible.17 Although not comprehensive
and no substitute for experience, Table 1 provides a checklist the ophthalmologist may use to
determine if standards are likely to be met.

Table 1: Checklist for the assessment of the clinical content of assignments offered to developedcountry ophthalmologists who wish to contribute to international ophthalmology / blindness
prevention activities in developing countries
Check item for a
clinical assignment:
Appropriate practices
and standards should
be documented and
adhered to

If required, an
interpreter should
be used

Comment:
At a minimum, all clinical activity should:
 Use appropriate13 well-maintained equipment (in the case
of electrical equipment, protected by voltage stabilizers,
with standby generators as required) and instruments.18
 Use appropriate in-date medications and other clinical
consumables.13,15
 Have documented protocols adhered to for:
- adequate sterilization of surgical instruments19
- management of clinic, ward and operating theatre
activities20
- clinical pathways16
- clinical care15 (with evidence-based minimum
standards16)
- recording service data
- recording and monitoring outcomes21
- clinical audit21
- implementation of improvement suggestions arising
from review of adverse outcomes
- monitoring patient satisfaction
 Protect and promote patient well-being
 Not discriminate on the basis of ethnicity, age, gender,
religion or inability to pay for services22
 Offer, if appropriate, supervised, in-service, high quality
training of local eye care practitioners
 Be initiated and developed in such a way that it has fair
prospect of continuing at a high standard beyond the
duration of the expatriate ophthalmologist’s
assignment and the project she/he is working for.
An interpreter is essential if the ophthalmologist is not fluent in the
local language and communications beyond simple patient
instructions (such as “look up”) are required. Preferably, the
interpreter should have previous experience working in the
circumstances prevailing because knowledge of technical terms
and their translation is essential. This is especially so for clinical
teaching. Otherwise, the ophthalmologist will spend her/his time
teaching the interpreter and not health practitioners.

There should be
opportunity for
appropriate
formal debriefing
at assignment end

This should involve two-way assessment and comment by and of
the organization/project employing the ophthalmologist and the
ophthalmologist. Fair appraisal with positive and negative
assessments presented in a nonthreatening manner is essential.
The aim should be improvement of the organisation and its
projects and workers, and of any future contribution the
ophthalmologist may make to the same or similar projects.
A mutually satisfactory experience of the ophthalmologist’s input
and outcomes should encourage the organisation and
ophthalmologist to commit to recurring contribution by the
practitioner. This is likely to be all the more productive and
rewarding if that commitment is to the same project. This opens
the possibility of the ophthalmologist being a resource and mentor
for local practitioners, both between visits and after the project’s
completion.

Local cultural
protocols need to
be understood
and adhered to, as
appropriate.

When planning to practise overseas, the ophthalmologist should
broadly familiarise herself/himself with the local cultural context,
and any relevant local cultural protocols.
Having a basic understanding of such protocols, which govern dayto-day interpersonal interactions, may be key in establishing
effective communications with local patients, as well as building
rapport and establishing long-term working relationships with
local health professionals.
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