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Message from 
the President

Message from the President

Stormy waters ahead for health professionals.

The semester one, 2016 
RANZCO advanced clinical 
examination (RACE) saw a 
96% pass rate. 

This wonderful result reflects very 
well upon our hard-working trainees 
and the excellence of the teaching 
they have received from their clinical 
tutors. It would be disingenuous of 
me to deny that I was delighted with 
this result occurring in the midst 
of our Australian Medical Council 

(AMC) accreditation. By the time 
Eye2Eye goes to press, the College will 
have received its preliminary AMC 
assessment report. I wish to thank 
the trainees, supervisors and RANZCO 
HQ staff for providing the AMC team 
with the information they have 
required to complete their report.

On many occasions since I 
commenced my presidency, I have 
spoken of the Australian and New 
Zealand medical systems as currently 
undergoing a ‘paradigm shift’ and 

have used metaphors alluding 
to RANZCO needing to ‘navigate 
stormy waters’. The rate of change 
within the health care environment 
is accelerating and will continue to 
do so for the next few years. These 
changes are important as they are 
crucial drivers of how well we are 
able to treat our patients, and in 
some cases, may alter behaviour.

After 20 years of targeted medical 
student overproduction, successive 
federal governments have achieved 
their aim of structural medical 
workforce oversupply. The Australian 
Medical Association estimates that 
this year there will be approximately 
480 unemployed junior house officers, 
rising to 1000 per year by 2018. 

New Zealand’s largest private 
health insurer enjoys overwhelming 
market dominance and is driving 
radical healthcare change. Recently 
introduced New Zealand private 
health contracts will determine 
which ophthalmologist patients are 
permitted to consult and will dictate 
which patients an ophthalmologist 
may treat. The same contracts will 
dictate which surgical technique is 
used to remove a patient’s cataract, 

Dr Bradley Horsburgh
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which intraocular lens may be used and 
of course, what the doctor will be paid. 
Our New Zealand Fellows are justifiably 
concerned.

On this side of the Tasman, if it were 
not for specific constitutional obstacles 
and the existence of Medicare, the 
private health insurance funds would 
be aggressively seeking to achieve 
exactly the same result. The ability of 
patients to be treated by the doctor 
of their choice, in the location of their 
choice, is underappreciated. Australian 
ophthalmologists’ ability to treat their 
patients, in their preferred clinical 
manner, with their patients being able 
to access both Medicare and private 
health insurance is unique. The 
Australian fee-for-service healthcare 
system has been taken for granted 
and such an arrangement is not 
permitted in the United States, United 
Kingdom, Western Europe, Canada 
or New Zealand. Our fee-for-service 
healthcare model has few supporters, 
either side of the aisle in Canberra.

The Australian fee-for-service health 
care system places medical specialists 

in a very privileged position; with 
privilege comes responsibility. It is 
baldly obvious to state that it is our 
Hippocratic duty to treat our patients 
in an ethical and caring manner 
and to expect fair remuneration for 
our services in return; the Australian 
community expects no less. 

Recently, the Royal Australasian 
College of Surgeons (RACS) released 
a Variance Report in conjunction with 
Medibank Private, identifying outlying 
practice patterns and surgical fees. RACS 
are to be congratulated for this genuine 
initiative to confront the thorny issue of 
patient out-of-pocket costs. RANZCO 
also has been working with the 
Department of Health. We are working 
on a snapshot of Medicare billing data 
for our Fellowship, outlining median, 
average and standard deviation 
variances across common ophthalmic 
Medicare Benefits Schedule (MBS) 
item numbers. 

Medical workforce oversupply is 
not limited to junior graduates. An 
oversupply of anaesthetists is leading 
to opportunistic, predatory behaviours 

by a small number of surgeons, seeking 
to leverage this situation to their 
financial advantage. The Australian and 
New Zealand College of Anaesthetists 
are concerned, as evidence has been 
disclosed of some surgeons offering 
surgical lists to prospective young 
anaesthetists, on the proviso that the 
surgeon receives a fixed percentage 
of the anaesthetist’s billings. Thankfully, 
to the best of my knowledge, these 
activities have not involved any 
ophthalmologists. Such behaviour is 
both unconscionable and unethical. 
Such behaviour would be a clear breach 
of RANZCO’s Code of Conduct and 
as such would attract a very negative 
response from the College Council.

The MBS Review continues. We 
have not been informed as to when 
ophthalmology will be before the 
Committee. Progress is slow and it 
is likely to be 2017 before we find 
ourselves in Canberra.

Dr Bradley Horsburgh
President, RANZCO
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Censor-in-Chief’s 
Update
Mark Twain said “continuous improvement is better than delayed 
perfection”. He might have had the Vocational Training Program in 
mind.

In 2015, Fellows, trainees 
and College Education and 
Training staff reviewed the 
tools and processes used 
in the Vocational Training 
Program (VTP) work-
based assessments. Their 
deliberations were informed 
by reviews of the education 
literature and of the practices 

of other medical specialist 
colleges. The Federal 
Qualification and Education 
Committee (QEC) has 
introduced these changes to 
better support the progress 
of trainees through the VTP.

Defining the expectations 
of trainees
A guiding principle behind work-
based assessment is that trainees 
are assessed according to the skills, 
knowledge and behaviours that are 
expected of them at their level of 
experience. No trainee is expected to 
be a proficient ophthalmic surgeon 
on day one, but by the same token, 
respectful communication with 
patients and colleagues is what we 
might call a threshold standard of 
behaviour on entry to the program.

Changes to current work-based 
assessment reflect the feedback 
from trainees and supervisors about 
what works effectively in practice, 
and what does not. Most assessment 
instruments have been retained, and 
all have been revised to ensure that a 
more complete picture — backed by 

evidence — of a trainee’s progress can 
be captured.

The assessment team
The clinical and surgical competencies 
that a general ophthalmologist will 
need when starting out in practice 
have been reviewed comprehensively 
over the course of the recent 
curriculum review. Some of the more 
generic competencies — captured in 
the foundation curriculum standards 
and at a higher level in the Social 
and Professional Responsibilities 
curriculum standard — are more 
difficult to assess. 

The introduction of a multi-source 
feedback tool acknowledges the 
contemporary reality of a team-based 
approach to ophthalmic practice. It 
will draw on a rich source of data on 
trainee progress and performance that 
has not been available in the past. As 
with any new assessment tool, QEC 
will be working with supervisors and 
trainees to smooth its implementation 
and will review the outcomes it 
yields. QEC is very grateful to have 
the endorsement and support of the 
introduction of this tool from health 
departments across the jurisdictions.

Dr Mark Renehan
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What supervisors need 
to know and do
There are several important changes 
to the assessment scheme, and to the 
forms that will be used from mid-2016.

The first work-based assessment that 
trainees complete draws on the Basics 
of Ophthalmic Surgery curriculum 
standard. Those of you who serve as 
Clinical Tutors or Term Supervisors will 
only participate in this assessment if 
you are in a training post that has  
Year 1 trainees. 

The assessments — Core Induction 
Standards Assessment (Form 1A) and 
Basic Ophthalmic Surgery: Pre-Surgical 
Assessment (Form 1B) — were designed 
to protect the safety of patients and 
trainees in the early days of training. 

This assessment is completed 
within the first three months of 
training and will not change in the 
short term.

The Intentions for the Term  
(Form 2) meeting gives Term 
Supervisors and trainees an 
opportunity to start the process of 
getting to know one another. Taking 
the time to engage and commence 
the development of a relationship 
makes it much more likely that 
constructive feedback will follow 
during the term. It’s where to lay out 
learning goals for the term, and make 
sure that the trainee can be assured 
access and make best use of the 
opportunities available in the training 
post.

The date that this meeting is held 
must be recorded at the end of term, 
on the Term Supervisor’s Assessment of 
Trainee (Form 5). It’s like the old medical 
records maxim says, “If it wasn’t written 
down, it didn’t happen”.

Theatre Performance Assessment 
(Form 3) records a trainee’s performance 
in theatre, during a procedure chosen 
by a Clinical Tutor serving in the role of 
supervising surgeon. Only one needs 
to be submitted per month, but 
the trainee must be prepared to be 
assessed at any session. 

On its introduction from Term 3,  
Multi-source feedback and self-
assessment (Forms 4A and 4B) will 

for the first time in the VTP draw 
together feedback from the broader 
team, for the Term Supervisor and 
the trainee to review and act upon. 
By including a self-assessment 
element to this tool, a formal 
reflective activity for trainees will 
also be added.

Within two weeks of the end of 
each rotation, the Term Supervisor 
must complete the Term Supervisor’s 
Assessment of Trainee (Form 5). 
Form 5 is a summative assessment 
of a trainee’s performance in 
each of the seven key roles of an 
ophthalmologist. In the domain 
of medical expert, the form now 
records performance regarding 
ophthalmic knowledge, and clinical 
and surgical skills as three separate 
competencies. 

It’s important for all of us to 
remember, and to remind trainees, 
that only the Term Supervisor is 
authorised to complete Form 5.
The new more informative 1–9 rating 
scale has four anchors:
• not up to standard (1–3);
• borderline (4);
• satisfactory (5–6); and
• superior (7–9).

Feedback and planning for learning, 
and if necessary, formal remediation 
processes support the trainee who is 
not progressing as expected through 
the program.

This form has been revised so that 
evidence of the Terms Supervisor’s 
consultations with Clinical Tutors can 
be recorded. 

Giving feedback relating to poor 
performance is one of the most 
important and most difficult tasks 
you undertake. If you need to 
give feedback to a trainee who is 
not performing well, the College 
requires you arrange for a third 
person (a Clinical Tutor or hospital 
administrator) to be present at 
the feedback meeting, to act as an 
independent observer.

With all assessments, it is the 
trainee’s responsibility to ensure that 
the College submission deadlines 
and requirements are met.

Feedback on supervision
Seeking and acting on feedback is 
central to the VTP. Introducing a 
feedback survey on supervisory practice 
helps QEC hear the ‘trainee voice’. 
Along with input from the Trainee 
Representative Group, the work of 
the Regional QECs and the Training 
Post Inspectorate will help ensure 
that the diversity of trainee and 
supervisor experience and insight 
comes to the QEC for review and 
action.

Two key principles guided the 
development of the survey. The first 
is respect for trainee opinion. The 
QEC is committed to taking action 
arising from the feedback that will 
contribute to the improvement 
of learning and teaching in the 
VTP. The second is anonymity and 
confidentiality.

All trainees in Years 1 to 4 will be 
invited to complete online feedback 
surveys twice per training year. 
Only the training network will be 
identified. 

The survey has ten questions, 
addressing a range of issues 
regarding Term Supervisors and 
Clinical Tutors, overall satisfaction 
with learning and teaching in the 
training program, good educational 
practices trainees have observed and 
what suggestion they might have for 
improvements. Trainees will be asked 
to respond with respect to their last 
completed training term.

For its first use, the survey will be 
distributed to New Zealand trainees 
in July 2016, and Australian trainees 
in August 2016 (to account for 
the staggered start to the training 
year). To view the survey tool, those 
involved in supervision may go to 
the supervisor support section on 
Moodle.

Fair’s fair
Effective and equitable assessment 
is the goal of the College. The QEC 
has adopted assessment policies 
and procedures that set out the 
expectations of trainees and their 
supervisors. These policies allow some 
flexibility in decision making, to take 
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into account particular situations that 
supervisors and QECs might need to 
address. In any potentially contentious 
situation, early attention can often 
defuse tension and find a way forward 
acceptable to all parties.

Where can you learn 
more?
Members of the Education and Training 
team are out and about, talking at 
annual scientific meetings and other 
gatherings about the changes to work-
based assessment in the VTP. Make 
sure to keep your eye out for these 
information sessions and join in.

Details are also available on the 
RANZCO website and on Moodle. Don’t 
know how to jump on to Moodle? Call 
the College Education and Training 
team for your username and password.

Dr Mark Renehan
Censor-in-Chief, RANZCO

Within the first
3 months, in 

Year 1

Within the 
first 2 weeks 
of a rotation

Submitted 
once per 
month

Twice per year

Within 2 weeks 
of the end of 
each rotation

FORM 1A & FORM 1B

FORM 4A & FORM 4B

FORM 5

FORM 3

FORM 2

Work-based 
assessment in 
the VTP
New forms are available 
now on the RANZCO 
website. To find them, 
just type ‘work-based’ 
into the search tool 
at the top right of any 
of the pages on the 
website.

NO 
CHANGE

REVISED

NEW

NEW
RATING 
SCALE

REVISED

Changes to VTP work-based 
assessment forms
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Adapting to the changing healthcare environment: accreditation and 
revalidation.
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Scrutiny of the medical 
profession at all levels is 
increasing. It is not going 
to go away, so all Fellows 
should be prepared for a 
greater level of oversight 
and adapt their practices 
accordingly. There are a 
number of initiatives from 
regulators which will in time 
become mandatory. These 
are practice accreditation, 
which largely already 
exists in New Zealand, and 
revalidation. 

By now all Fellows would be 
aware of their obligations around 
mandatory reporting under the 
Health Practitioner Regulation 
National Law. Mandatory reporting 
is another oversight which has been 
passed onto the medical profession. 
Overall these initiatives are probably 
not a bad idea as they are designed 
to protect the public and the health 
profession. If managed appropriately 
they will become routine, but like 
all change there will be a period of 
adjustment.

Practice accreditation is already 
a requirement for general 
practitioners, and we fully expect 
it will become so for specialists 
within a few years. In anticipation, 
RANZCO has been working with 
external consultants to develop 
materials to assist practices in 
obtaining accreditation, and in being 
appropriately audited. A pilot program 

started in May with a number of 
practices varying in size. Pending 
the success of this, more information 
will be made available to all within 
12 months. I know a number of 
large practices already have their 
own accreditation systems and are 
approved. Dr Tim Roberts and the 
Vision Group in particular, which are 
well resourced in this area, have been 
very helpful in supporting the RANZCO 
Professional Standards Committee 
charged with developing materials. 
I’m sure advice from those already 
accredited will be readily available at a 
local level. If it is managed properly all 
practices will in due course reach the 
required standards.

Revalidation is a term feared by 
many who have seen or experienced 
it in the UK or USA. The Medical Board 
of Australia (MBA) and Medical Council 
of New Zealand (MCNZ) have for a few 
years now been considering how it 
will look here, but have not yet made 
a final decision. To a large extent it 
will be driven by the medical colleges, 
all of whom have participated in a 
number of workshops to help shape 
the future. Following this consultation, 
and an independent report to the 

Dr David Andrews
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MBA, a number of options are under 
consideration. It will likely involve the 
sort of activities that are required for 
Continuing Professional Development 
accreditation, multi-source feedback, 
practice visits and reporting, and 
consideration of patient/colleague 
complaints. It will almost certainly 
not require regular re-examination, 
as occurs in the USA. Again there 
is no fixed timeframe to introduce 
this, but RANZCO is working towards 
having the resources in place so all 
Fellows will be able to transition to 
requirements when required. 

On another note about scrutiny, 
I have heard reports of partners or 
carers of patients filming procedures 
on smartphones. This is clearly a 
worrying trend, and one which can 
and should be resisted. It’s probably 
done innocently as part of people 
wanting to share their lives with 
everyone on social media, but the 
legal consequences are real.

Outside of a genuine and properly 
informed training context, I see very 
little to commend the practice of 
allowing people to record procedures.

I’m sure Fellows will continue to 
practice in a safe manner as they have 
always done, but need to be aware of 
the oversight that is here or coming.

Dr David Andrews
Chief Executive Officer, RANZCO 
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They have every right to manage 
their practice as they see fit and 
should refuse to perform any 
procedures under any circumstances 
which, in their professional opinion, 
are unacceptable. Recording 
procedures can clearly be distracting 
or distressing to the treating doctor 
and the patient and, as such, should 
not generally be agreed to.

They are not able to contract out of 
relevant legislation and their duty 
of care to the patient. Doctors who 
permit recording are likely to be 
liable for any loss or damage caused 
by permitting the recording to take 
place.

That any such recordings may be 
used as evidence in a Court of law.

1

2

3

Generally, Fellows should 
note:
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Members of the RANZCO 
Education and Training team 
attended the recent Ottawa 
and the Australian and 
New Zealand Association 
for Health Professional 
Educators (ANZAHPE) 
joint Conference in Perth, 
Western Australia. Together 
with a couple of RANZCO 
Fellows, and a large 
contingent of educators and 
staff members from other 
specialist medical colleges, 
we explored a program 
that brought together 
some of the world’s best in 
contemporary educational 
practice. 

The biennial Ottawa Conference 
for educators in the healthcare 
profession crosses the continuum of 
basic, postgraduate and continuing 
education. Ottawa conferences 
address the important topic of 
assessment of competence in 
medical education, and recognise 
that assessment has to be integrated 
with curriculum development 
and the teaching and learning 
experience. This year, the conference 
was held in collaboration with the 
ANZAHPE meeting.

A/Prof Suzanne Pitama, 
University of Otago,  
New Zealand
How to integrate cultural 
competence and clinical skills 
learning outcomes into a groovy 
learning session.
A/Prof Suzanne Pitama called us to 
order. “Get into groups, get out your 
phone — we’re going to make a video 
lesson on taking blood pressure.” 
Groovy? Maybe. Not quite sure what 
I expected.

I don’t consider myself culturally 
incompetent, but I chose this 
workshop to investigate further what 
this term means, and how educational 
leaders in this area approach it.

After much laughter and one 
rehearsal we had our two-minute 
video, complete with Hitchcock-
worthy tracking shots pulling focus 
onto the action. Our doctor — a 
real general practitioner, thankfully 
— and the patient hit all the spots: 
communication, consent, and clearly 
demonstrated and skilful practice. 
Very constructive and complimentary 
feedback when we returned to the 
group.

“Now,” smiled A/Prof Pitama, “make 
another video, this time about how 
to take the blood pressure of an 
Indigenous patient.” Off the groups 
went again.

Reviewing our efforts raised a slew 
of issues and questions. One group 
chose not to ‘imitate’ an Indigenous 
patient. Another chose more of a 
one-size-fits-all approach based on 
good communication. A third, more 
experienced group, adopted a 
‘yarning’ approach and put the blood 
pressure into the patient’s context.

What are our personal and collective 
models of cultural competence? They 

certainly play out in the learning and 
teaching we conceive or deliver.  
A/Prof Pitama also presented a 
keynote lecture at the conclusion of 
the conference, and urged educators 
to think about what sorts of curricula 
we might have.

Will a ‘no culture’ curriculum do, 
where we treat everyone to the same 
high standards or do we see ‘culture 
as risk’, and take population-based 
approaches? In multi-cultural Australia 
and New Zealand, should we take a 
‘many cultures’ approach? How are 
we progressing toward an approach 
that acknowledges the complexities 
faced in day-to-day practice where 
any individual patient or clinician is 
a mix of many cultures? She urged 
a personal commitment to health 
equity, as a starting point.

More questions than answers, but 
questions well worth asking.

Clin/A/Prof Margaret 
Potter, The University of 
Western Australia
Managing conflict when providing 
feedback
That this session was oversubscribed 
is an understatement. “Says a lot 
about the topic,” muttered one of our 
number, as we found places sitting 
cross-legged on the floor between the 
jam-packed tables.

Clin/A/Prof Potter began the session 
by asking participants about their 
models for feedback. We agreed that 
ideal feedback should be FIT (frequent, 
interactive and timely) and ABLE (at an 
appropriate level, behaviour-specific 
and balanced, labelled as ‘feedback’, 
and empathetic). But even with well-
intentioned feedback informed by 
these criteria, conflict may arise.

The diverse crowd brought a 
common experience of ‘feedback gone 

Assessment stars at the combined Ottawa and 
ANZAHPE 2016 Conference.

Here’s a snapshot of some 
of our favourite sessions.
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wrong’ and shared their various 
means of dealing with the inevitable 
conflict. One clinician described 
the three responses to conflict that 
plagued him and his colleagues as 
physiological: fight, flight or fright!

Clin/A/Prof Potter explained that 
conflict has several levels. She 
emphasised the importance of 
being able to recognise these, and 
appreciate what other parties might 
be thinking and feeling, to arrest the 
‘downward spiral’. 
• Discomfort: you or your trainee 

or colleague felt or seemed 
uneasy.

• Incident: harsh words were 
exchanged.

• Misunderstanding: the 
relationship was under threat.

• Tension: ongoing interactions 
were strained.

• Crisis: the relationship broke 
down.

It’s a fact of life: giving feedback is 
more difficult in some situations than 
in others. When dealing with a trainee 
or colleague in a challenging situation, 
Clin/A/Prof Potter suggested a list 
of things we can do to ensure the 
feedback session is as positive as it can 
possibly be:
• muster support;
• prepare well;

• deal with the immediate issue, 
particularly when teaching in the 
clinical setting;

• de-escalate; and
• name the issue.
Good advice here, applicable in many 
aspects of life.

Prof David Boud, Deakin 
University and University 
of Technology Sydney
The changing faces of feedback: 
challenges to our practice
Prof David Boud is a world-renowned 
expert in workplace learning. His 
keynote lecture presented some 
conceptions of sustainable feedback 
— an issue RANZCO has grappled 
with in its recent review of work-
based assessment. Worth continued 
reflection, as we go about their 
implementation.

Feedback ‘Mark 0’ has its place. It 
is a conventional approach that’s an 
adjunct to a summative assessment, 
and more about giving information 
and justifying ‘marks’. It’s teacher-
focussed, and no direct response from 
learners is expected or sought.

Feedback ‘Mark I’ is more behaviour-
focussed, and is an example of 
feedback as a ‘control system’ like the 
fly-wheel governor on a steam engine. 

In this closing-the-loop approach, 
the learner is still dependent on the 
teacher. The proof of its impact is on 
performance in subsequent tasks, 
something that’s hard to guarantee will 
be monitored.

Feedback ‘Mark II’ is agentic 
(edu-speak for enabling the learner 
to act) and focuses on developing 
the capacity for self-assessment. This 
model puts learners at the centre by: 
encouraging two-way interactions 
between learner and teacher; calling 
on other ‘data sources’ (e.g. peers and 
others); and enabling the learner 
to calibrate judgement of his or her 
performance against agreed standards.
For clinicians as teachers, the following 
practices are key:
• Explain the intent of your feedback: 

your notions and purpose.
• Position the learners as feedback 

seeker.
• Engage in dialogue about good 

work, what it looks like and how it 
can be achieved.

• Put yourself in the learner’s place 
— ask what the learner needs.

Is the RANZCO Vocational Training 
Program at Mark II? We’re certainly 
working towards it!

Neridah Baker
Manager, Curriculum and Course 
Development, RANZCO

Ottawa and ANZAHPE 2016 Conference delegates
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Membership 
Spotlight

The RANZCO Clinical Audit Tool (RCAT) has 
been designed by Fellows for Fellows and 
provides a simple platform to manage your 
clinical audits.
RCAT will help you to:
• Improve patient care leading to better outcomes
• Learn more about your clinical practice through 

benchmarking
• Provide quality service
• Earn compulsory Clinical Expertise Continuing 

Professional Development points.

RCAT is provided to RANZCO Fellows as a member benefit and 
is free to access and use. 

RCAT has been further developed to include several 
enhancements, including updates to current reports and 
the development of a new report.

Updates to reports
Raw data on cataract outcomes now includes intraocular 
lens (IOL) power and the Lines of Improvement outcome 
has been updated so that a positive value means an 
improvement in visual outcome.

The complications pie charts are now defaulting to a percentage view. Click the radio button ‘View Counts’ to view the 
raw data counts.
The cohort charts now have ability to toggle between data from the total group of RCAT users and a matched cohort of 
doctors.

New RCAT features

IOL power added to outcomes report

Default view is 
by % but click to 
view counts

Toggle between cohort 
of all RCAT users and just 
your peers matched on 
years of experience

Individual logged in clinician 
- no other party can see this 
graph (unless you share your 
password)
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The vertical axis has been changed on the scatterplot 
graph of refractive outcomes to view outcomes relative to 
IOL power. A toggle between refractive outcomes and lines 
improvement has also been added. You can also see your 
patient details by hovering over the data item on the plot.

New report – Refractive Outcome 
Summary Statistics
This report shows the mean, the median, standard 
deviation from the mean, the count of records and the 
percentage of records in that grouping. These are broken 
up into four groups as shown below. The top grid shows 
the individual clinician's data and the bottom grid shows 
the RCAT cohort data.

Eye2Eye Winter 2016

Fellows and members 
will be very familiar with 
the RANZCO logo, and of 
course we all use RANZCO 
in preference to The Royal 
Australian and New Zealand 
College of Ophthalmologists, 
which is just as hard to say 
as it is to spell. Fellows 
are also proud to be able 
to put the post-nominal 
FRANZCO after their name, 
a badge of achievement for 
all the years of hard work to 
become an ophthalmologist. 
In 2013 RANZCO developed a 
standalone logo for Fellows, 

which seems to have been 
well adopted.

We are pleased to advise that 
RANZCO and FRANZCO, and 
the associated logos, are now 
trademarked in both Australia and 
New Zealand. This protects not only 
the College brand, but the brand of a 
RANZCO qualified ophthalmologist. 
This shouldn’t be taken lightly by 
Fellows as it certainly isn’t by the 
College.

The College licences Fellows, 
through payment of their fees, to 
use the FRANZCO letters and logo as 
they see fit in running their business 
or promoting themselves. We DO 
NOT, however, licence the use of 
the RANZCO name or logo. This is 

carefully controlled by the College 
to protect our brand and reputation. 
As such, Fellows should be careful 
not to use the RANZCO letters or 
logo on websites or other material 
without the express permission of the 
College, which in most cases will not 
be granted. Please take the time to 
check your website manager is using 
the correct logo, that is the FRANZCO 
version. If you see others using the 
RANZCO name or logo in a way that 
you think is inappropriate we would 
like to hear from you at  
ranzco@ranzco.edu. 

If Fellows do not already have the 
FRANZCO logo in a suitable format 
for use on websites or printing they 
can obtain this from the College 
Membership Services team.

Fellow of The Royal Australian
and New Zealand
College of Ophthalmologists

RANZCO, FRANZCO trademarked

For more information or to register to use RCAT, visit the RCAT page of the RANZCO website www.ranzco.edu or 
contact Tanya Parsons, General Manager, Post-Vocational Education & Standards  
Email: tparsons@ranzco.edu Phone: +61 2 9690 1001

Vertical axis of IOL Power

You can hover over your 
plot data to see the 
patient detail

Cohort stats by whole RCAT group and 
click other radio button to view cohort of 
matched peers by years of experience

Different graphs for lines improvement

Summary stats for the logged in clinician

http://ranzco@ranzco.edu 
http://www.ranzco.edu
mailto:tparsons%40ranzco.edu%20%20?subject=
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RANZCO’s Professional 
Standards Committee 
have made excellent 
progress with the practice 
accreditation program since 
the last edition of Eye2Eye. 

Preparation of resources including 
policies, procedures, guidelines, 
forms, registers, meeting minutes 
and agendas has been completed. 
Our preferred accreditation provider, 
Quality Innovation Performance 
(QIP), has reviewed all documents, 
put them through a test audit to 
ensure they meet the National 
Safety and Quality Health Service 
(NSQHS) Standards, and provided 
feedback on the audit outcome 
and any required amendments. 
Amendments have been made 
and the pilot has commenced, 
with 22 practices participating. It is 
anticipated that feedback from 
pilot practices will be analysed in 
September and October with the 
view to launch the program during 
the Annual Scientific Congress in 
November.

What is accreditation?
Accreditation is independent 
recognition that an organisation, 
program, product or activity meets 
the requirements of defined criteria 
or standards. It provides assurance 
for owners, managers, staff, funding 
bodies and consumers about 
quality and performance. Quality 
accreditation doesn’t just concern 
the medical care provided, it is an 
assessment of all practice processes 
and concerns all practice staff, 
including non-medical staff such as 
receptionists. Quality accreditation 
is not a one-time activity. Practices 
that are accredited commit to an 
ongoing cycle of monitoring and 
review in order to ensure they are 
operating at the highest possible 
standards and providing the best 
care to patients.

How are standards set?
The NSQHS Standards were 
developed by the Australian 
Commission on Safety and Quality in 
Health Care (ACSQHC). They provide 
a nationally consistent statement of 
the level of care consumers should 
be able to expect from health 
services. The NSQHS Standards 
drive the implementation and use 
of safety and quality systems and 
improve the quality of health service 
provision in Australia. 

The Professional Standards 
Committee and QIP reviewed the 
applicability of the Standards to 
ophthalmology alongside New Zealand 
standards to ensure the practice 
accreditation program is relevant for 
both jurisdictions. It has been agreed 
that Standards 1–6 and 10 are relevant 
to ophthalmology. There are no 
requirements from the New Zealand 
Ministry of Health for practices to be 
accredited, however Southern Cross 
Insurance has stated that: “for office 
and room based procedures the 
service location must comply with the 
standard/s produced by RANZCO which 
apply to the services provided under an 
Affiliated Provider agreement.”

Is practice accreditation 
mandatory?
Accreditation and adherence to the 
standards is mandatory for licensed 
hospitals and day procedure services, 
but not currently for ophthalmology 
practices. RANZCO anticipates that 
the standards will become mandatory 
in the future and is taking a proactive 
approach to promoting and assisting 
with accreditation.

What is the process and 
how long does it take?
Accreditation is an ongoing cycle 
consisting of the following steps:
1. Registration: Ophthalmology 

practices register and pay 

6. M
onitoring                  5. Decision                      4. Assessm

ent

   
1.

 R
eg

ist

ration                  2. Self-assessment                       3. Application 

The 10 Standards are:
1. Governance for safety and 

quality in health service 
organisations

2. Partnering with consumers
3. Preventing and controlling 

healthcare associated 
infections 

4. Medication safety 
5. Patient identification and 

procedure matching 
6. Clinical handover 
7. Blood and blood products
8. Preventing and managing 

pressure injuries
9. Recognising and responding 

to clinical deterioration in 
acute health care

10. Preventing falls and harm 
from falls.

Practice accreditation program update
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the accreditation fee, and 
subsequently receive a Welcome 
Pack which includes support 
resources for accreditation. 
Registration is valid for 12 
months.

2. Self-assessment: Practices 
undergo self-assessment using 
a structured framework for 
internal review.

3. Application: When 
ophthalmology practices have 
completed the self-assessment 
and can show achievement 
through the range of acceptable 
evidence sources, they submit 
their online application.

4. Assessment: Assessment 
is undertaken via desktop 
assessment by an experienced 
assessor who compiles a report, 
which includes a rating for each 
Standard, as well as narrative 
commentary or recommended 
improvements (as applicable).

5. Decision: Ophthalmology 
practices are granted 
accreditation where full 

compliance is demonstrated 
with the NSQHS Standards. 
Accreditation is awarded for 
a period of three years from 
the date of the accreditation 
decision.

6. Monitoring: Ophthalmology 
practices awarded accreditation 
maintain their compliance by 
submitting a mid-cycle report 
against their quality improvement 
plan 18 months after the date of 
their accreditation.

It is difficult to estimate how long 
the process will take as all practices 
operate differently and have 
various staff numbers. Some have 
established operational systems 
and processes in place and others 
do not. Another contributing factor 
is if the practice or staff have an 
understanding of accreditation and/
or quality assurance processes. Some 
QIP clients complete their process in 
2–3 months and others can take the 
full 12-month registration period.

What resources will be 
available?
RANZCO will offer the following 
assistance to encourage practices to 
undertake this quality process:
• a description of the steps required 

to achieve accreditation status;
• a package of documents which 

can be used as templates;
• a list of trusted consultants who 

work in this space whom you may 
choose to employ to guide you 
through the process; and

• a list of Fellows who have been 
through the process and who are 
prepared to offer their own time or 
that of their staff to help you along 
the way.

If you have previously had your 
practice accredited and would be 
willing to provide advice to others, 
or would like further information, 
please contact Tanya Parsons, General 
Manager, Post-Vocational Education & 
Standards at tparsons@ranzco.edu or 
on +61 2 9690 1001.
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As part of the continued 
professional development of 
the RANZCO Human Research 
Ethics Committee (HREC), 
the College provides triennial 
training opportunities for 
its members. This year we 
again plan to meet on a 
Saturday in August to further 
explore some of the issues 
surrounding the National 
Statement on Ethical Conduct 
in Human Research, or 
National Statement as it is 
sometimes abbreviated to. 
The National Statement is 
the document that underpins 
decision making parameters 
around submitted scientific 

studies and Committee 
members refer to this when 
making their evaluations of 
research proposals. 

In addition to the National 
Statement there are professional 
qualities that each member brings 
to the meetings when discussing 
submitted studies. For the Committee 
to be effective each member 
contributes in writing the core issues 
that they see as being central to the 
ethical considerations of a proposal 
and this can include comments about 
whether the research is scientifically 
sound in terms of experimental design. 
E-mail correspondence relating to 
submitted proposals are further 
discussed in our quarterly meetings 
and each of the discussion points are 
synthesised into a letter for the principal 
investigator. A proposal rarely gets 

A comprehensive approach to ethical research

Dr Chris Basten

mailto:tparsons%40ranzco.edu?subject=
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approved on its first submission as there 
are usually some issues that are picked 
up by Committee members. The 
principal investigator is normally able 
to clarify or make modifications to their 
study and successfully resubmit their 
study documents on the appropriate 
forms.

As part of its institutional 
responsibilities, RANZCO is required to 
make sure that its Ethics Committee 
is properly constituted in terms 
of having the correct number of 
persons from different categories. 
Apart from the other categories, the 
minimum membership requires us 
to have “at least one person with 
knowledge of, and current experience 
in, the professional care, counselling 
or treatment of people; for example, a 
nurse or allied health professional”. 
To fulfil this category role, the College 
has in the past engaged qualified 
clinical psychologists to serve pro 
bono on the Committee. Several years 
ago due to a vacancy, we were able 

to invite Dr Chris Basten to take on the 
important role of a person with clinical 
counselling expertise.

Dr Basten has been an integral 
Committee member who has been 
actively involved in the decision making 
processes of the Committee. Recently 
he was able to write down some of 
the past and present experiences and 
expertise that he brings to the role and 
these are outlined below.

“I am on the Committee because of 
my training as a clinical psychologist 
who can consider issues such as 
potential emotional impact on 
study participants. I also have some 
experience in conducting research 
in health (in a PhD program and 
clinical research) that enables me to 
comment on research design. The 
science of each project is taken into 
consideration, because if the design 
of a study is flawed to the degree that 
the hypotheses cannot be properly 
tested, then the ethics is likely to 
be compromised (e.g. wasting the 

participants' time) and we all wish to 
help advance research in the College. 
The primary considerations are 
whether the application is complete 
and thorough, including whether 
the patient consent and participant 
information sheets are included and 
compliant with requirements. If there 
are potential emotional issues that 
could arise for patients, then I have a 
particular examination of those issues. 
I also take an extra interest if surveys 
and questionnaires are used, as I have 
training and skills in the design of such 
tools in research.”

In future editions of Eye2Eye we will be 
profiling other Committee members.

For more information about 
submitting research proposals click on 
the ‘Research’ button in the Quicklinks 
section of the RANZCO website. This 
will take you to the page of the Human 
Research Ethics Committee. 

Prof Mark Radford 
Chair, RANZCO HREC

With greater diversity in the 
workplace, it can seem difficult to 
develop effective communication 
with, tolerance of and be inclusive of 
another person or persons who on 
face value, seems so different to you. 

Workplaces are rapidly becoming 
vast, vibrant and engaged multicultural 
and cross-generational communities, 
comprising people of different 
cultural backgrounds, religions, ages, 
genders, abilities and lifestyles. The 
geographical, social and cultural 
scope is now increasingly diverse and 
there is great benefit in sharing and 
understanding new perspectives that 
can bring new ideas, ways of thinking 
and knowledge. 

Curiosity and tolerance are really 
useful mindsets in breaking down 
the barriers of diversity, be it different 
cultural backgrounds, religions, ages, 
genders, abilities and lifestyles. There 
are a number of ways to explore and 
communicate with others to highlight 
common understandings and shared 
goals. 

If you are struggling to 
communicate with a colleague, 
friend, community or family 
member, Converge International 
can help you gain strategies 
and support to increase your 
confidence and effectiveness. Call 
1300 our eap today. 

1300 our eap
1300 687 327
convergeinternational.com.au

Breaking down the 
barriers of diversity

RANZCO has an Employee Assistance 
Program offered through Converge 
International. This program, despite 
the name, is extended to all RANZCO 
members, trainees and staff, as well 
as their immediate family members. 
Additional details can be found on 
the RANZCO website on the personal 
‘Dashboard’ which appears once 
logged in. In short, at no cost to you 
or your immediate family, you can 
access a network of providers to 
assist with a broad range of personal 
and work-related issues, not just 
stress, but things such as conflict, 
financial management and lifestyle 
choices. RANZCO urges anyone 
in need of the support, which is 
provided on a confidential basis with 
no reference of any names back to 
RANZCO, to use this service.

Looking after each other 
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RANZCO online learning 
resources 
RANZCO offers a number of online learning 
resources designed to assist its Fellows 
and trainees with educational activities 
and professional development, as well as 
provide ways to stay connected, informed 
and up-to-date with the latest research. 

The following resources are available on your personal 
‘Dashboard’ which appears once logged in to the RANZCO 
website, www.ranzco.edu.

Moodle – RANZCO’S online learning 
portal 
Fellows and trainees may be familiar with the RANZCO 
online learning portal (commonly called Moodle) which 
was launched in 2008 as a web-based site for hosting 
ophthalmology related resources. Moodle originally contained 
information directly linked to the Vocational Training Program, 
however, other committees and groups have periodically 
made use of its functionality. 

Perhaps one of the many great features of the Moodle 
platform is its ability to run online quizzes. The quiz function 
was in the past used for the now reassigned ophthalmic 
science subjects (genetics and microbiology), but several years 
ago there was a decision to put the basic ophthalmic science 
subject COPEM into an online quiz format and several hundred 
trainees have now sat the COPEM examinations. 

Since its launch there have been many more pages 
added to various courses and there are even resources 

for international ophthalmology initiatives as well as 
a leadership development course. In addition, Fellows 
and other contributors have over the years developed 
different static and interactive material for trainees, 
including voiced-over PowerPoint presentations and 
study guides. 

A little known feature of Moodle is its ability to allow 
discussion threads on various topics; RANZCO advanced 
clinical examination (RACE), Ophthalmic Pathology 
and Ophthalmic Science subjects have made use of the 
discussion boards whereby trainees have posted subject 
specific questions in the lead up to their examinations.

Apart from Moodle pages specifically dedicated to the 
training program, there are also resources for Fellows 
including videos of past RANZCO Annual Scientific 
Congresses, cultural learning and telehealth modules.

There are currently plans underway to modernise the 
portal with a more graphical user interface, thus allowing 
a more intuitive navigable experience.

Moodle is currently hosted on a different server so if 
the RANZCO website is ever down then there is a good 
chance that Moodle will not be affected. This means 
that any trainee or Fellow using a resource or sitting a 
quiz would not be affected. Because of this, there is a 
separate login from that of the RANZCO website. The 
College is currently researching the possibility of a single 
login for both the RANZCO website and Moodle.

There are two ways to access Moodle: the shortcut 
MOODLE on ‘Other Services’ located on your personal 
‘Dashboard’ will take you to the Moodle home page or 
alternatively you can use the direct address  
http://moodle.ranzco.edu/login/index.php.

For any additional information, or to reset your Moodle 
username and password, contact Adam Kiernan at  
akiernan@ranzco.edu or on +61 2 9690 1001.

Continuing Professional Development 
resources
The RANZCO website contains a wealth of information, 
tools and templates to assist you with Continuing 
Professional Development (CPD) program participation. 
These resources include:
• The CPD Handbook containing comprehensive 

information regarding the CPD program, framework and 
recommended activities.

Your personal 
Dashboard will 

appear once 
logged in

http://moodle.ranzco.edu/login/index.php. 
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• The CPD Diary, a centralised online repository to record 
your CPD activities, run reports and download letters 
of participation, letters of good standing and CPD 
certificates.

• The RANZCO Clinical Audit Tool — designed by Fellows 
for Fellows, providing a simple platform to manage your 
clinical audits.

• The Surgical Audit and Peer Review Guide and a range 
of associated spreadsheets to assist with participating in 
clinical audits.

• The Peer Review Practice Visit Guide and a range of 
associated templates to assist in preparing for and 
conducting peer review practice visits.

• Office Record Review templates for a range of 
ophthalmic diagnoses.

• Online education courses developed by RANZCO and 
other medical colleges, hosted on Moodle (RANZCO’s 
teaching and learning platform).

• A listing of professional development events and 
ongoing online opportunities, developed by providers 
including medical indemnity insurers, universities and 
other professional organisations, and reviewed and 
approved by the RANZCO CPD Committee.

All CPD resources are available on your personal 
‘Dashboard’, simply click on ‘CPD Resources and Tools’ in 
the ‘Resources’ section. If you have any problems accessing 
CPD resources, please contact Laura Khalil at  
lkhalil@ranzco.edu or on +61 2 9690 1001.

CEO Journals
Clinical and Experimental Ophthalmology (CEO) is the 
eminent professional journal of RANZCO, published by 
Wiley Blackwell. Edited by A/Prof Salmaan Al-Qureshi 
and Prof Robert Casson, CEO publishes peer-reviewed 
original research and reviews dealing with all aspects of 
clinical practice and research which are international in 
scope and application.

CEO, formerly known as the Australian and New 
Zealand Journal of Ophthalmology, was first published 
in 1973 and is now ranked amongst the most influential 
ophthalmology journals worldwide. 

The shortcut CEO JOURNALS on your ‘Dashboard’ 
will redirect you to Wiley Online Library where you can 
access current as well as previous issues of CEO. 

If you have any problems accessing CEO Journals, please 
contact Laura Sefaj at lsefaj@ranzco.edu or on  
+61 2 9690 1001.

Research databases
The shortcut JOURNALS on the RANZCO website will 
redirect you to EBSCOhost Research Databases and 
Publication Finder Interface which allow you to search for 
and access numerous articles and journals from various 
disciplines including Health and Medicine, Science, 
Anatomy and Physiology, and many more.

If you have any problems accessing journals, please contact 
Laura Khalil at lkhalil@ranzco.edu or on +61 2 9690 1001.

Eye2Eye Winter 2016

Clicking on 
CEO Journals 
will log you in 

to Wiley Online 
Library

Here you can 
access all 

CEO issues, 
including the 
very first one 
published in 

1973

mailto:lkhalil%40ranzco.edu%20?subject=


22

One Network
Through a partnership with the American Academy of 
Ophthalmology (AAO), RANZCO is able to provide Fellows 
and trainees with access to the AAO's Ophthalmic News and 
Education (ONE) Network. The ONE Network is a powerful 
online educational resource that brings together the most 
clinically relevant content, news and tools from a variety of 
trusted sources for ophthalmologists worldwide.

The ONE Network helps you maintain skills, get targeted 
information and stay up-to-date through:
• a large media library, featuring hundreds of surgical 

videos and conversations with the experts;
• full-text access to peer-reviewed journals;

• precise clinical searches;
• diagnostic challenges and self-assessment tools to test 

your knowledge;
• standards of care with the Academy's library of practice 

guidelines; and
• current ophthalmic news and education.
To access One Network, click on the ONE NETWORK link 
on your ‘Dashboard’, which will redirect you to the AAO 
website. You will need to log in to ONE Network using your 
email address and password provided by AAO. 

If you have any problems accessing the ONE Network, 
please contact Laura Khalil at lkhalil@ranzco.edu or on  
+61 2 9690 1001.Viverbi se none horacte mquit;
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The RANZCO Leadership 
Development Program (LDP) 
was launched in 2012 as an 
initiative to build leadership 
and advocacy skills among 
RANZCO Fellows. The 
LDP runs every two years 
over an 18-month period 
consisting of sessions and 
master classes including 
workshops and talks focusing 
on personality profiles, 
leadership, negotiation and 
management skills, and 
effective problem-solving and 
critical thinking. Part of the 
LDP is to also complete a self-
directed project which allows 
participants to demonstrate 

and develop their leadership 
skills and add value to 
ophthalmology as a profession.

New Zealand ophthalmologist,  
Dr Andrew Thompson was one of ten 
Fellows to successfully complete the 
2014-2015 RANZCO LDP, graduating 
at last year’s RANZCO Annual Scientific 
Congress. 

Eye2Eye Editor Laura Sefaj spoke to 
Dr Thompson about his self-directed 
project and experiences gained from 
the LDP program. 

Q LS: Your self-directed project 
‘Where you live determines how well 
you can see’ focused on access to 
Avastin treatments for age-related 
macular degeneration in New 
Zealand, tell us more about this 
project and how you came to this 
issue.

RANZCO Leadership Development Program — advocating 
equal access to treatment in New Zealand

Dr Andrew Thompson



23Eye2Eye Winter 2016

A AT: The project set out to 
ascertain patients’ equitability of 
access to Avastin treatment for wet 
macular degeneration (MD) in each 
of the 20 District Health Boards (DHB) 
in New Zealand. New Zealand has the 
lowest public funding of anti-VEGF 
drugs of all the OECD countries and 
it has been known for some time that 
patient access to Avastin treatment 
for wet MD in New Zealand has been 
inequitable. However, the extent of 
the disparity has not been formally 
investigated until now.

Avastin funding in New Zealand 
is determined autonomously by 
each DHB rather than directly by the 
Ministry of Health. This has led to 
huge variance between DHBs funding 
anywhere from 40 to 140 treatments 
per 10,000 population.

I work in a provincial practice in 
New Zealand that is underfunded 
for Avastin treatment of wet 
MD. Our practice is not alone in 
this regard. My colleagues and I 
constantly have to prioritise patients 
according to criteria established 
by ophthalmologists who face the 
same issue, in an effort to ensure 
patients get the best visual outcomes 
possible under the current funding 
arrangements.

I am also a trustee and board 
member of Macular Degeneration 
New Zealand (MDNZ), a charitable 
organisation charged with increasing 
awareness and promoting education 
about MD. The project has provided 
information useful for MDNZ in their 
discussions with the New Zealand 
Government regarding adequate 
funding and ensuring equitable 
access for patients to sight saving 
treatment.

Q LS: What were some of the 
outcomes of your project?

A AT: Currently DHBs loosely adhere 
to a standardised intervention rate 
(SIR) of 40 injections per 10,000 
population when planning funded 
Avastin treatment. Treatment 
numbers were obtained from each 
DHB under Official Information Act 
requests and the SIR for each DHB 

was calculated using census data. 
This highlighted significant inequity 
of access to treatment between DHB 
regions with the most overfunded at 3.3 
and the least at 0.3 (adequate funding is 
represented by a value of 1.0).

Adjusting population for age and 
ethnicity yielded differences in MD 
prevalence per DHB ranging between 
1 in 7 to 1 in 11. Further analysis gave 
a population adjusted intervention 
rate that is far more appropriate than 
a standardised rate in determining the 
number of funded treatments required 
per DHB. With this approach and the 
current number of treatments funded, 
there still existed significant inequity of 
access between DHBs. In other words, 
where you live determines how well you 
can see.

Every individual affected by wet MD 
has the right to equal access to Avastin 
treatment irrespective of the DHB in 
which they are domiciled. In order to 
ensure this, a national planning strategy 
is required and this can only come from 
the Ministry of Health. This project 
only considered access to Avastin for 
wet MD and did not include other eye 
conditions that benefit from Avastin. 
In order to treat other conditions, such 
as retinal vein occlusion and diabetic 
macular oedema, additional funding 
will be required if visual outcomes are 
to be optimised.

Findings of the project have been 
disseminated to all DHBs, PHARMAC 
and the Ministry of Health.

Q LS: What are some of the skills 
you acquired through the RANZCO 
LDP and how did you apply these in 
your project?

A AT: Collaboration and involvement 
of allied health personnel in the 
planning of the project were critical 
in undertaking the project and enabled 
me to gain the specific information I 
was looking for in a timely manner.

My presentation skills were improved 
through experiential learning on 
the LDP. This was one of the more 
challenging but most fun aspects of 
the program, and culminated in the 
presentation of project findings at the 
RANZCO 2015 Congress in Wellington.

Q LS: What are some of the ways the 
program has impacted you?

A AT: I think it is too easy to think of 
one’s attributes and abilities as being 
inadequate but through the program 
I developed a stronger belief in myself 
that I can effectively lead a team.

I gained insight into different 
personality types, as well as my own 
(including the good, bad and the ugly 
aspects), how to involve and motivate 
different personalities, how different 
personality types benefit a team and 
how they react in various circumstances. 
I realise the importance of effective 
communication. 

I developed skills to manage 
workshops and meetings more 
effectively. For example, I have been 
involved with the University of 
Health Sciences Faculty in Cambodia 
developing online examinations and 
running a strategic development 
workshop to ensure ongoing 
development and success of the 
program.

The skills learnt and developed on the 
LDP have been extremely useful in the 
day-to-day running of my practice (and 
my life), with my involvement in MDNZ 
and as a College examiner. Following 
completion of the LDP I took on the role 
of Chair of Ophthalmic Sciences and 
enjoy the challenges associated with 
this.

A significant benefit of participation 
in the LDP has been maximising 
relationships and enhancing 
interactions with people both within 
and outside the College. This is 
important in my current roles as Chair 
of Ophthalmic Sciences and with MDNZ 
in advocating for patients with macular 
degeneration to achieve equitable 
access to anti-VEGF therapy at a national 
level in New Zealand. 

Q LS: How can leadership 
and advocacy skills benefit 
ophthalmologists?

A AT: As ophthalmologists we are 
all responsible for such things as 
managing people and resources, 
patient advocacy and teaching trainees 
and ancillary health personnel. I believe 
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good leadership skills are important for 
developing an excellent team through 
the development of strategic networks, 
collaboration and utilisation of each 
team member’s expertise to bring about 
change. Developing skills in these areas 
can help motivate people and bring 
about change more effectively.

Q LS: How do you define 
leadership?

A AT: This is not an easy question 
to answer succinctly given that 
leadership has so many different 
facets. However, I personally believe a 
leader is someone who moves 

other people to action. They must 
be reliable and consistent and be 
able to inspire and motivate others 
effectively.

Q LS: What advice would you give 
to those considering doing the 
RANZCO LDP?

A AT: As the Nike slogan goes, Just 
Do It!

The participants of the 
third RANZCO Leadership 
Development Program  
2016-2017 are:

• Dr Anu Mathew (Vic Branch); 
• Dr Clare Fraser (NSW Branch);
• Dr Jenny Danks (NSW Branch);
• Dr Jo Richards (WA Branch);
• Dr Kenneth Chan (NZ Branch);
• Dr Mark Chiang (Qld Branch);
• Dr Shenton Chew 

(Ophthalmology NZ); and 
• Dr Simon Skalicky (ANZGIG).

Membership Spotlight
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Clinical & Experimental 
Ophthalmology

Clinical & Experimental Ophthalmology  
Publishes Diabetes Special Issue

Diabetes is a major cause of blindness, and 
the number of people with diabetes has nearly 
quadrupled since 1980. The World Health 
Organization estimates that about 422 million 
people worldwide currently have diabetes. 

In order to increase diabetes awareness and knowledge 
among the ophthalmic community, Clinical & Experimental 
Ophthalmology (CEO), the scientific journal of RANZCO, has 
published a Special Issue devoted to the topic of ‘Diabetes and 
the Eye’. Launched online in June 2016, the issue contains seven 
invited review articles from world experts on the theme of 
diabetes and the eye. 

The issue starts with a major review by Prof Tien Wong of the 
global prevalence, risk factors, screening practices and public 
health challenges of diabetic retinopathy. Other topics include 
retinal imaging techniques in diabetic retinopathy, screening 
and preventative treatment in developing countries, diabetic 
retinopathy in pregnancy and surgical treatment for diabetic 
vitreoretinal diseases.

The issue has been offered as free content to enable all 
readers, even non-subscribers, to access these major review 
papers. To view this issue, or any other CEO articles from issue 1 
in 1973 to the current issue, simply login to the RANZCO website 
and click the ’CEO Journals‘ link on your personal ‘Dashboard’.

Fellows can access the latest Journal content on the go via the 
CEO iPad app, available via the Apple App Store. An updated 
version of this app will soon be produced with additional 
features, such as offline reading, new article notifications and 
saving favourite articles. The new app will also be available for 
iPhone and Android devices.
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Clinical & Experimental 
Ophthalmology

RANZCO Museum

Battery powered monopolar ophthalmic diathermy C1940

The RANZCO Museum website provides an exciting platform 
for users to search and browse the Museum’s amazing 
collections as well as access additional content such as 
narratives, PowerPoint presentations, audio, video, past 
exhibitions and other fascinating material. 
The Museum website can be accessed by clicking on the 
RANZCO Museum logo found in the footer of the RANZCO 
website (www.ranzco.edu). 
Alternatively https://ranzco.edu/museum will take you 
directly to the Museum website.

Treatment of corneal 

ulcer & hypopyon 

72 years ago

Treatment of corneal ulcer and hypopyon — 72 years ago, Transactions of 
the Ophthalmological Society of the UK 1944. Cauterisation and protein 
shock therapy!

It has been a busy time for the 
RANZCO Museum, as large quantities 
of museum artefacts have been moved 
from the RANZCO offices to the secure 
environment at the La Trobe University 
CAVAL centre where they have been 
unpacked, cleaned and catalogued. 

The RANZCO Museum website is also 
undergoing some changes as it is currently being 
renovated. When completed, the below pictured 
object as well as other fascinating ones will be 
available for your viewing on the web.

Preparations are well underway for the 
exhibition at the RANZCO Annual Scientific 
Congress in Melbourne later this year, with some 
fascinating lunchtime Museum lectures in the 
Seniors Lounge.

Dr David Kaufman 
Curator, RANZCO Museum 

WEBSITE

http://www.ranzco.edu
https://ranzco.edu/museum
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RANZCO’s Annual Scientific 
Congress— an event not to be missed!
The 48th RANZCO Annual 
Scientific Congress will 
be held at the Melbourne 
Convention and Exhibition 
Centre, Melbourne from  
19 to 23 November 2016.  
The RANZCO Congress 
brings together 
ophthalmologists from 
across Australia, New 
Zealand and overseas to 
share and discuss the latest 
innovations, techniques 

and advances in eye 
healthcare. With topics 
such as glaucoma, cataract, 
cornea, uveitis and surgical 
retina featured in our packed 
scientific program, delegates 
can be sure to walk away 
with not only good memories 
but a wealth of knowledge.

The Congress also features 
renowned named lectures such as 
the Sir Norman Gregg Lecture, the 
Ida Mann Lecture, and the Hollows 

Lecture, in which invited world-leading 
ophthalmologists explore important 
eye-health issues.

Meet this year’s invited 
speakers
We are pleased to welcome the 
following invited speakers who have 
shared their backgrounds, passion for 
ophthalmology and thoughts on the 
RANZCO Congress with Eye2Eye Editor 
Laura Sefaj. We will be featuring other 
invited speakers in the next edition of 
Eye2Eye — watch this space.
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Dr James Muecke is a Visiting 
Consultant and Senior 
Lecturer at the Royal Adelaide 
Hospital and Women’s and 
Children’s Hospital, Adelaide, 
and an ophthalmologist at the 
South Australian Institute of 
Ophthalmology. 

As co-founder and Chair of Sight for 
All, Dr Muecke has a special interest 
in blindness prevention in Aboriginal 
communities as well as in the 
developing world, and has worked in a 
number of different countries including 
Bangladesh, Bhutan, Cambodia, Laos, 
Myanmar, Nepal, Sri Lanka and Vietnam.

Dr Muecke has received wide 
recognition for his service to ophthalmic 
medicine and humanitarian work. He 
received an Outstanding Service to the 
Prevention of Blindness Award by the 
Asia-Pacific Academy of Ophthalmology 
in 2011. He was awarded a Member of 
the Order of Australia (AM) in 2012 and 
received a South Australian Community 
Achievement Award in 2013. In 2015, 
Dr Muecke was the national recipient of 
the Ernst & Young Social Entrepreneur 
of the Year Award.

Dr Muecke has also made 
outstanding contributions to the 
College. He was the Former Chair of 
RANZCO’s Ocular Oncology Special 
Interest Group, a former Member of 
RANZCO’s International Ophthalmology 
Committee and former Chair of the 
College’s South Australian Branch. 

Q LS: What inspired you to begin 
your many efforts in fighting 
and preventing blindness in the 
developing world?

A JM: I became keenly interested 
in medicine in the developing world 
while working as a young volunteer 
doctor in Kenya in 1988, however there 
have been several key experiences 
that ignited in me a fierce passion for 
blindness prevention that continues 
unabated. The first of these arose in 

2005, when during a study in central 
Myanmar, our team from the SA 
Institute of Ophthalmology discovered 
a blindness prevalence of 8%, at that 
time the highest ever recorded. The vast 
majority of the blindness in adults in this 
region was caused by cataract, however 
the staggering finding for me was the 
realisation that many of the blind and 
visually impaired were younger than 
myself. Another key experience has 
been the finding, during our studies, 
that the leading cause of childhood 
blindness in a number of our partner 
developing countries was measles. It 
is confronting and totally harrowing 
to be surrounded by children who are 
irreversibly and needlessly blind from 
a preventable disease such as measles. 
A third experience has arisen through 
my teaching efforts in the management 
of retinoblastoma in developing Asia. 
I have regularly seen children in a 
number of countries who were going 
to die from this highly curable disease, 
simply due to a lack of expertise. 
Unnecessary blindness, poverty and 
death are my inspiration. 

Q LS: What has been the biggest 
challenge and achievement of this 
initiative thus far? 

A JM: The most rewarding 
achievement for me has been 
our training of the first paediatric 
ophthalmologist for Myanmar —  
Dr Than Htun Aung is now treating 
20,000 children each year and is using 
the expertise he acquired during his 
fellowship in Australia to train his own 
paediatric ophthalmologists back 
home. The biggest challenge has been 
our attempts to train colleagues in 
non-English speaking countries to deal 
with conditions other than cataract, 
in particular glaucoma, diabetic 
retinopathy and the blinding diseases 
of childhood.

Q LS: What would you say is 
the main experience you have 
gained from working with patients 
and medical professionals in 
disadvantaged countries and how 
has this affected your work over the 
years?

A JM: The main and recurring 
experience has been the desire 
amongst my colleagues in the 
developing world to be able to deal 
with all blinding conditions, not simply 
cataract, and the desperate need 
amongst patients to have eye care 

Dr James Muecke AM, MBBS (Hons), FRANZCO

Presenting the Hollows Lecture — Cataract and beyond 

Dr James Muecke with a boy who has been cured of retinoblastoma at the Vietnam National 
Institute of Ophthalmology in Hanoi

Eye2Eye Winter 2016
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professionals who can competently 
deal with the full range of eye 
diseases. This need has bolstered 
my drive to train eye specialists who 
can not only prescribe spectacles 
and remove cataracts, but who can 
also identify and treat glaucoma, 
the leading cause of preventable 
blindness in the world; who can 
manage diabetic retinopathy, 
a rapidly growing yet highly 
preventable cause of vision loss in 
many poorer communities; and who 
can deal with the spectrum of vision 
and life threatening eye diseases 
that make up childhood blindness, 
the second leading cause of vision 
loss in the world. 

Q LS: What are some of the main 
projects you are working on at the 
moment?

A JM: We are currently training 
and equipping glaucoma specialists, 
retinal surgeons, paediatric 
ophthalmologists and retinoblastoma 
specialists in a number of countries 
in Asia. We are the lead organisation 
in the Asia Pacific Academy of 
Ophthalmology’s Gateway Project to 
improve the delivery of eye care in Laos. 
We are also working on a video to raise 
awareness amongst Aboriginal people 
of the various treatments that might 
be needed for patients with diabetic 
retinopathy.

Q LS: As a RANZCO Fellow, you must 
have attended many of the College 
Congresses in the past, what are 
some of your impressions of these 
events and what are you looking 
forward to the most at the upcoming 
Congress in Melbourne?

A JM: The Annual RANZCO Congress 
is a wonderful opportunity to catch 
up with colleagues from Australia 
and abroad, to mix with the trade, to 
learn a little (or a lot) more about our 
profession, and to share some of my 
own discoveries and experiences. I’m 
looking forward most to delivering the 
Hollows Lecture and sharing the work 
of Sight For All with my colleagues.

Prof Maarten P Mourits 
completed his medical studies 
at the University of Amsterdam 
in 1980. His first medical 
position was that of a general 
practitioner in Djoemoe, in 
the interior of Suriname. 
After one and a half years of 
general surgery not in training, 
Prof Mourits specialised in 
ophthalmology with  
Prof R.A. Crone in Amsterdam. 

He went on to specialise in 
orbital, lacrimal and eyelid 
surgery with Dr Leo Koornneef 
in Amsterdam and some  
time with Drs John Wright,  
Dick Welham and Richard 
Collin at Moorfields Eye 
Hospital in London. He 
did his PhD in 1990 on 
Graves' disease, in which 
he introduced the so-called 
Clinical Activity Score. He then 
joined the University Hospital 
of Utrecht where he founded 
Holland's second orbital 
centre. After the Chernobyl 
disaster, Prof Mourits was sent 
by his government to Belarus 
to set up thyroid eye clinics. 

Prof Mourits has been executive 
editor of the journal Orbit for 10 years 
as well as President of the International 
Society for Orbital Disorders and of 
the European Society of Ophthalmic 
Plastic and Reconstructive Surgery. 
He is the founding father of the Dutch 

Society of Meningioma Patients, and 
the Dutch Foundation of Aesthetic 
Surgery. Prof Mourits is currently 
President of the Dutch Orbital Society 
and became Chair of the Department 
of Ophthalmology of the Academic 
Medical Centre in Amsterdam in 2004. 
Prof Mourits has written more than 130 
journal articles and 23 book chapters. 
He has trained more than 20 foreign 
and overseas fellows, presented over 
100 invited lectures and performed 
thousands of oculoplastic operations. 
He developed a duction-metre and 
a parallax-free exophthalmometre. 
He recently set up an eye hospital in 
Amsterdam where he became the 
Medical Director. Prof Mourits is also 
involved in the training of residents 
and oculoplastic surgeons in Moshi, 
Tanzania. 

Q LS: How did you get interested 
in ophthalmology and specifically in 
orbital, lacrimal and eyelid surgery?

A MM: Ophthalmology gets little 
attention during the medical curriculum 
in the Netherlands. Therefore, it never 
occurred to me how fascinating this 
speciality could be until I started my 

Prof Maarten P Mourits MD, PhD

Presenting the Ida Mann Lecture —  
Pathogenesis and treatment of Graves’ orbitopathy: new insights

Prof Maarten P Mourits
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internships. In contrast to internal 
medicine, neurology and general 
surgery, ophthalmology encompasses 
both contemplative and interventional 
aspects, and treatment rests in the 
same hands. I was amazed by the 
diversity of pathology and options 
of treatment that ophthalmology 
offers. Under the inspiring guidance 
of my tutor Dr Koornneef, I discovered 
that a surgically orientated student 
finds everything he is looking for in 
the field of orbital and oculoplastic 
surgery. Immediately, I decided to study 
ophthalmology in order to become an 
orbital surgeon. I was very fortunate to 
find a second tutor in the person of the 
endocrinologist Prof Wilmar Wiersinga, 
who taught me clinical reasoning and 
putting methodology in the centre of 
my thoughts. This resulted in setting up 
randomised clinical trials, which were 
rather new at that time and I was taken 
by the research spirit.

Q LS: What are some of the most 
interesting cases you have come 
across in your career and how have 
these influenced you? 

A MM: Once, a young woman 
with minimal manifestations of 
neurofibromatosis asked for her 

prognosis. I tried to reassure her and 
then asked her to wait in our small 
waiting room for a while, not realising 
that my next patient was suffering from 
the most dreadful complications of that 
same disease. When I wanted to call the 
young woman in again, she had gone. 
She never returned to my office. What 
happened in that waiting room?

 Furthermore, I am sometimes 
haunted by those patients, fortunately 
not too many, in whom something went 
wrong. 

A very pleasant memory is that of 
a young lady whose intensive Graves’ 
orbitopathy treatment was extended 
because of intercurrent pregnancies. 
When I visited her at the maternity 
ward, I noticed that the protrusion of 
one of her eyes had again increased 
(after previous orbital decompression). 
Overwhelmed by joy of having 
delivered a healthy son, she had not 
noticed that the vision in that eye had 
become very bad. I had to take her 
back to the operation room at once and 
finally everything turned out to be fine.

Q LS: What do you believe sets you 
apart from other professionals in this 
field?

A MM: I think my fascination for 
Graves’ disease.

Q LS: What is some exciting 
research/work being done in your 
field of interest at the moment? 

A MM: For the last few years, we 
have been repeating some studies 
of the famous Australian clinician 
Francis F Rundle with techniques that 
present time offers. It is fascinating to 
see how his findings still stand after 
60 years.

Q LS: How do you feel about 
presenting the Ida Mann Lecture and 
what are some of your expectations 
for the RANZCO Congress?

A MM: In the second part of the 
last century, the zenith of medicine 
evolution somehow shifted from 
mid-Europe to the Anglo-Saxon world, 
which includes Australia. A pioneer 
in ophthalmic research, Ida Mann, 
embodies this transition. I am thrilled 
by the idea of going to present a 
lecture that carries her name. 

Prof Gerard Sutton is an 
ophthalmic surgeon whose 
areas of expertise include 
corneal transplantation, 
cataract and refractive surgery. 
He is the inaugural Sydney 
Medical School Foundation 
Professor of Corneal and 
Refractive Surgery at the 
Sydney Eye Hospital, Medical 
Director of the Lions NSW Eye 
Bank, Head of the Corneal 
Unit at Sydney Eye Hospital 
and a Visiting Professor at 
the University of Medicine 
Mandalay (Myanmar).

Prof Gerard Sutton MBBS, MD, FRANZCO

Presenting the Council Lecture 

Prof Gerard Sutton teaching corneal surgery in Mandalay, Myanmar
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Prof Sutton completed his ophthalmic 
training in 1993 at the Sydney Eye 
Hospital and subsequently underwent 
advanced surgical training at St Thomas’ 
and Moorfields Eye Hospital in London 
and the Friedrich Alexander University in 
Germany, becoming the first Australian 
to complete a Refractive Surgery 
fellowship overseas.

Career highlights include being 
appointed Chief Ophthalmologist to 
the Sydney 2000 Olympics, introducing 
a number of new surgical procedures 
to Australia including the use of the 
femtosecond laser in LASIK and, 
together with RANZCO Fellow  
A/Prof John Grigg, establishing the 
first university degree for refractive 
surgery in the world at Sydney 
University. He has been appointed to 
the Asia Cornea Society Council, the 
Asia Pacific Academy of Professors of 
Ophthalmology and in 2015 received 
Asia-Pacific Academy of Ophthalmology 
and Lions International Achievement 
Awards. He currently directs a Corneal 
Surgical and Eye Banking Program in 
Myanmar and is involved in the creation 
of an Australian Ocular Biobank. 

In late 2013 Prof Sutton co-authored 
The Naked Eye with RANZCO Fellow 
A/Prof Michael Lawless. The book 
received an International Independent 
Publishers Award in 2014.

Q LS: You are an internationally 
recognised corneal, refractive 
and cataract surgeon and have 
introduced many innovative 
technologies in these fields. What 
would you say is your most significant 
accomplishment in your career so far? 

A GS: Thank you for the compliment 
but really any achievements I have 
made in the area of innovation have 
been team efforts. I am a curious 
surgeon who, through pure serendipity, 
have been in a position to critically 
assess new surgical techniques. When 
I look back on my career so far I would 
have to say that my role, again as part 
of a wonderful team, in re-shaping the 
Lions NSW Eye Bank and eliminating 
the two-year corneal transplantation 
waiting list has had the most impact on 
eye health. Within that context I have led 
a number of other initiatives including 
pre-cut corneal tissue, a biomaterial 
research program and the creation of 

the Australian Ocular Biobank. I am also 
proud of what we have achieved in 
Myanmar to date. The Corneal Surgical 
and Eye Bank Program in Mandalay is 
proving to be very effective and our 
work was recognised in 2015 with 
a XOVA International Excellence in 
Ophthalmology Award.

Q LS: Who has had the biggest 
influence on your career and why?

A GS: I have had many great mentors 
in Sydney including Prof Frank Martin, 
Prof Frank Billson and A/Prof Michael 
Lawless. Prof Doug Coster in Adelaide, 
Prof John Marshall in London and  
Prof Fritz Naumann in Germany taught 
me how to think more critically about 
my medical decisions. Prof Charles 
McGhee in Auckland has been a reliable 
and rich source of support and advice. 
However, the biggest influence on my 
career was also a Prof Gerard Sutton. 
My father was Vice-Chancellor of 
Wollongong University for many years 
and he taught me many things. Most 
importantly, he taught me that a fulfilled 
and balanced life was not possible 
without a vocational commitment. 

Q LS: What are some recent 
interesting discoveries in corneal and 
refractive surgery?

A GS: Collagen Crosslinking for 
keratconus and new corneal transplant 
procedures such as DMEK are changing 
the way we treat disease.

Q LS: What are some changes you 
might expect to see in the next five to 
ten years in your area of expertise? 

A GS: Despite new changes in corneal 
surgery we are about to see another 
paradigm shift. I think the future of 
corneal surgery lies in bio-engineered 
tissue and I am excited to be involved 
in research in this area in collaboration 
with Wollongong University. Already 
one of my colleagues in Japan is 
injecting a cocktail of endothelial cells 
to treat Fuch’s Dystrophy. This is just the 
beginning. 

Q LS: As a RANZCO Fellow you 
must have attended many RANZCO 
Annual Scientific Congresses in the 
past, what do you enjoy the most 
about these meetings and what do 
you hope to gain from the upcoming 
Congress in Melbourne?

A GS: I went to my first RANZCO 
Congress when I was a registrar 
but was too overwhelmed to even 
say ‘boo’ to anyone. I remember 
coming back from Moorfields and 
presenting at the Congress in Perth 
in, I think, 1996 or 1997. I remember 
the following year being on a panel 
with Prof Coster and feeling both 
excited and nervous. I always learn 
something from the meeting but most 
importantly it is about catching up 
with friends for a meal and hopefully 
a glass or two of Central Otago pinot 
noir. 

The RANZCO Scientific 
Program Committee invites 
papers, posters, films and 
audit contributions to the 48th 
Annual Scientific Congress.

All submissions need to be 
completed by 5pm (AEST) on 
1 July 2016 — no extensions 
can be made to this deadline. 
To make a submission please 
visit the RANZCO Congress 
website at  
http://ranzco2016.com.au/

Closing Date: 1 July 2016

RANZCO

2016

48th Annual Scientific Congress 

MELBOURNE

RANZCO 48th Annual Scientific Congress

ANNUAL SCIENTIFIC 
CONGRESS PAPERS, 
POSTERS, FILMS & 
AUDITS 2016 

http://ranzco2016.com.au/
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Prof Ursula Schmidt-Erfurth 
is Chair of the Department 
of Ophthalmology at the 
University Eye Hospital in 
Vienna, Austria. Besides 
leading one of the largest 
European academic 
institutions in ophthalmology, 
Prof Schmidt-Erfurth is the 
founder of the Vienna Study 
Centre, which serves as the 
principal site for multi-centre 
clinical trials, and director of 
the Vienna Reading Centre, 
a digital image analysis 
platform evaluating phase  
II/III clinical trials throughout 
four continents.

She is also head of the OPTIMA 
project, an interdisciplinary task 
force of retinologists and computer 
scientists focusing on the development 
of automated algorithms and 
identification of biomarkers by 
machine learning methods under 
the umbrella of the Christian Doppler 
Laboratories supported by the 
Ministry of Economics. 

Currently she is President of 
EURETINA, the European Society of 
Retina Specialists, which is the largest 
international retina society world-wide.

Prof Schmidt-Erfurth’s clinical 
activities include surgical and medical 
retina. Her scientific research focuses 
on the development of novel diagnostic 
techniques such as retinal imaging and 
novel treatment strategies including 
intravitreal pharmacotherapy. 

Prof Schmidt-Erfurth has received 
numerous grants and awards, among 
others the Achievement Award of the 
American Academy of Ophthalmology, 
the Roger Johnson Award by the 
University of Washington and the 
Donald Gass Award of the Retina 
Society. 

Q LS: As Chair of the Department 
of Ophthalmology at Vienna’s 
University Eye Hospital you became 
Germany and Austria’s first woman 
to attain this type of position, what 
inspired you to pursue a career in 
ophthalmology and what are some 
of the challenges you encountered?

A US: The value of visual perception 
for a human individual and the 
aesthetics of the eye as an organ have 
attracted me from the beginning 
of medical school to focus on 
ophthalmology as a medical field. The 
magnificent visibility of morphology 
and pathology through the transparent 
ocular media to the retina has inspired 
my research in retinal imaging with 
the aim to ‘visualise vision’. Of course, 
I did not count on a ‘career’ in the 
beginning, but was engaged and 
serious about what I did both clinically 
and scientifically. And with enough 
endurance, motivation may turn into a 
career. Over time, I noted the famous 
glass ceiling which keeps women 
out of the boys’ club room and I 
experienced that more energy and 
tolerance is required to get along.

Q LS: What do you enjoy the most 
about being an ophthalmologist?

A US: I am particularly enjoying 
innovation and change in concepts. 
The improvements in diagnostic 

technologies have significantly opened 
the horizon for novel insight into the 
pathophysiology of diseases. Just think 
of OCT angiography which changes 
our view on diabetic macular disease 
entirely, as well as on the pathogenesis 
of age-related macular degeneration. 
Novel concepts become much clearer 
and old ones have to be deleted. To 
renew your own perspectives and 
views is most refreshing and satisfying. 
And to do this in a field which is 
relevant for human beings is even 
more fulfilling.

Q LS: You spent two years as a 
medical fellow at Harvard University, 
how did this experience influence 
your current research focus?

A US: I certainly learned a lot of 
professional skills and strategical 
scientific management. My way of 
admiration for successful science 
changed from respect for an overall 
institution to respect for academic 
personalities which reunite personal 
charisma, integrity and intelligence. 
My scientific aim has always been 
the development of novel diagnostic 
tools to identify promising therapeutic 
targets.

Q LS: What is the number one topic 
being discussed/researched in retina 
today and what might it lead to?

A US: There are plenty. The 
overriding topic is precision medicine 
which implies to adjust optimal 
medicine based on precise individual 
data sets. Retinal imaging provides an 
overwhelming amount of information, 
data and features. To benefit from 
these findings for each patient, 
computer science must be involved 
to cope efficiently with biomarker 
identification in a big data setting and 
empower the retinologist to draw the 
right conclusions on an individual 
as well as a population and disease 
management level.

Prof Ursula Schmidt-Erfurth MD

Presenting the Retina Update Lecture – Understanding retinal disease and therapy 
using advanced high-tech image analysis 

Prof Ursula Schmidt-Erfurth
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Q LS: This is your first time 
attending the RANZCO Annual 
Scientific Congress, what do 
you hope to achieve/learn from 
this event and how important is 
international networking for you? 

A US: International and 
interdisciplinary exchange is the key 
for progress. RANZCO is aware of this 
principle to bring experts from all over 
the world together and I am looking 
forward to lively and knowledgeable 
discussions scientifically and trust-
building encounters personally, which 
inspire for new collaborative nests. 
International networking is a great 
and enchanting mind opener!

RANZCO 201648th Annual Scientific Congress MELBOURNE

REGISTRATIONS NOW OPEN!
Register online now at www.ranzco2016.com.au 
for the RANZCO 48th Annual Scientific Congress 
to be held at the Melbourne Convention and 
Exhibition Centre 19-23 November 2016.
Early Bird Registration closes 1 September 2016

If you are aged 65 or over, or 
are retired, you will receive an 
invite to the Senior and Retired 
Fellows’ Group dinner held at 
the RANZCO Annual Scientific 
Congress in November. 

The Group dinner was first 
introduced in 2012 and has 
cemented its spot in the Congress 
program to great success and strong 
turnout each year. An invitation 
will go out in due course, however 

should you have any questions, 
please contact Keo Chiem at 
RANZCO on +61 2 9690 1001or at  
kchiem@ranzco.edu. 

The Senior and Retired Fellows’ 
Group Lounge will once again be 
available at Congress for Fellows to 
reacquaint with colleagues, meet 
new friends, tour the RANZCO 
Museum section and hear interesting 
lunchtime presentations. This year  
we have invited Dr David Kaufman, 
Mr Richard Travers and Dr Joseph 
Reich to share their talks with us. 

Reserved seating with the best 
view in the house will be prioritised 
to the Group at the Graduation and 
Awards Ceremony held on Sunday 
20 November. Make sure to identify 
yourself as ‘senior’ or ‘retired’ on the 
registration form and then simply 
announce yourself as ‘senior’ or 
‘retired’ on the night and a RANZCO 
staff member will escort you to the 
designated seats.
We look forward to seeing you at 
Congress! 

Senior and Retired Fellows’ Group Congress activities

Lunch presentation at the Senior and Retired Fellows’ Group Lounge, RANZCO Annual Scientific Congress, Brisbane 2014

RANZCO 48th Annual Scientific Congress
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The 2016 Practice Managers’ 
Annual Conference will be 
held during the RANZCO 
Annual Scientific Congress 
from Sunday to Tuesday, 
20-22 November 2016 at the 
Melbourne Convention and 
Exhibition Centre.

The organising committee have 
been working hard to ensure that 
the program is robust and also 
includes time for interactive sessions, 
networking and social events. 

This year, a staff theme day will be 
introduced on Sunday with a focus on 
topics that will incorporate ongoing 
professional development for not only 
the practice managers but also the 
peers they work amongst, whether that 
may be medical receptionists, clinical 
staff or other health professionals. 

A special one-day registration price 
will be available for the staff theme 
day to encourage a broader range of 
delegates.

So far the following presenters and 
topics have been confirmed:
• Employee Assistance Program 

Awareness Session, presented by 
Employee Assistance Program;

• Customer service, Connection and 
Empathy Training, presented by 
Katarina Steele;

• Workplace Automation, presented 
by Marcus Wilson from Focus 
Eye Centre;

• What is an Ocular Emergency?, 
presented by Ana Alexandros;

• Managing Challenging Patient 
Conversations, presented by 
Simon Thiessen from The Real 
Learning Experience. Simon 
will also be running a full day 
workshop on Wednesday at a 
special rate for RANZCO delegates. 
The workshop is ideal for practice 
managers or for those who aspire 
to be practice managers. More 
details can be found below;

• Strategic Planning for your 
Practice, presented by Moira 
McInerney;

• Accreditation update, presented 
by Tanya Parsons (RANZCO) and 
Dr Alex Hunyor Snr;

• Going Paperless Discussion – 
Panel discussion with practice 
doctors;

• Open Forum Discussion – What 
would you do in this situation?; 
and

• Let’s Network – Get to know your 
Practice Managers.
A great opportunity to be 
introduced to other attendees and 
learn about each other’s affiliations, 
interests, experience and expertise. 
Hearing a little about each attendee 

makes it easier to introduce yourself 
to anyone with whom you share a 
particular interest.

Other presenters include Dr David 
Andrews (RANZCO CEO), Jacinta 
Spurrett (The Eye Surgeons’ Foundation 
CEO), Kelly Chard (Eye Learning Online), 
Colleen Sullivan, David Wenban and 
more to come….

Please check the Practice Managers’ 
page on the RANZCO Congress website 
(http://ranzco2016.com.au/practice-
managers-annual-conference) for 
regular updates regarding registration 
and program details including social 
functions.

RANZCO is also working on creating 
an Online Chat Forum on the Practice 
Managers’ page of the RANZCO 
Congress website to allow Practice 
Managers to network with peers and 
freely discuss all things related to 
practice management. More details will 
be available to members in due course.

Our experience working with hundreds of practice managers has made it clear: no 
matter how long you have been a practice manager, managing poor performance, 
dealing with poor behaviour and resolving conflict are among the greatest 
challenges.

These staff issues can consume more of your time than they should – and much 
more than you would like. However, your success as a practice manager depends on 
your ability to address performance and behaviour that is below your expectations.  

Left unresolved, these issues have the potential to undermine performance, create 
conflict, frustrate team members and compromise patient outcomes.

This course is designed for current and emerging practice managers. 

The key topics we will be covering:

- How does a practice manager become a practice leader?
- The three critical focuses for all practice managers
- Three behaviours that build practice leadership
- The link between your leadership style and the performance and 
motivation of your people?
- The three outcomes of performance management – and the one 
you can’t accept
- Increasing the commitment and engagement of your people - your 
options when the team is in conflict
- Leading people you don’t like
- Conflict styles and strategies
- Helping diverse personalities get along

Practice Manager or Practice Leader
Improving the performance of every team member

www.reallearning.com.au Date and time: Wednesday 20 
November, 9.00am – 4.30pm

Cost: $445 per person 
RANZCO members: $375 
(all registrations received 
after11 November - $495)

Registration and details: 
Online at http://pm-wellington.eventbrite.com or 
email simon.thiessen@reallearning.com.au

Facilitator: Simon Thiessen http://www. 
reallearning.com.au/our-team/simon-thiessen

Practice Managers’ Annual 
Conference 2016

http://ranzco2016.com.au/practice-managers-annual-conference
http://ranzco2016.com.au/practice-managers-annual-conference
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Significant progress is 
being made to close the 
gap for vision for Aboriginal 
and Torres Strait Islander 
Australians. 

The ‘Roadmap to Close the Gap 
for Vision’ was published in 2012 
and presents a sector adopted, 

whole-of-system policy framework 
to deliver equity in Aboriginal and 
Torres Strait Islander eye care and 
health. RANZCO has endorsed the 
recommendations and continues, 
with member ophthalmologists and 
other stakeholders, to contribute to 
the work.

A 2015 analysis by Pricewater-
houseCoopers showed that current 

funding in Indigenous eye care is 
inefficient, in large part because of 
the many ‘leaks’ in the pathway of 
care (‘the leaky pipe’). Currently each 
$1.00 spent on eye care only returns 
$0.90 benefit. The efficiency gains 
from the full implementation of the 
Roadmap will give real value as the 
additional dollars will give $2.50 
benefit. 

Indigenous 
Eye Health

'Clean Faces, Strong Eyes’ — trachoma health promotion activities in Oak Valley community in South Australia, March 2016

Progressing the Roadmap
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Some progress to date
The rates of trachoma in children in 
outback communities have fallen in 
five years from 14% to less than 5%. 
Well-organised teams are providing 
screening and treatment in the 
Northern Territory, South Australia 
and Western Australia and an 
enhanced health promotion 
initiative started in early 2016. 
The health promotion slogan is 
‘Clean Faces, Strong Eyes’ and is 
represented by Milpa the trachoma 
goanna. Activities in community 
with endemic levels of trachoma 
and broader national media 
messages will continue through to 
at least 2017. These efforts need 
to be sustained until trachoma is 
eliminated and continuity of funding 
is essential to maintain the gains and 
prevent rebound. 

The organisation of eye care 
services has been enhanced with the 
regional co-ordination of services 
proceeding in 15 regions. Four state-
level co-ordinating committees have 
been established to oversee and 
plan services at a state or territory 
level. Jurisdictional fund-holders are 
currently assessing additional needs 
for outreach eye care services, which 
have already received significant 
strengthening, so they can promote 
timely and equitable access to eye 
health care. State and territory 
co-ordination issues were discussed 
at a roundtable meeting held in 
Melbourne in March 2016 (see 
report at www.iehu.unimelb.edu.au). 

Jurisdictional and regional efforts 
continue to implement Roadmap 
approaches and these are being 
expanded and will draw in Primary 
Health Networks to include eye 
care within their currently funded 
co-ordination and case management 
responsibilities.

Eye care for Indigenous people 
with diabetes is of major importance 
and requires multiple actions such 
as the inclusion of eye care in care 
plans and clinical management 
software, a KPI of diabetes care 
co-ordination and management, 
additional Medicare support 
for retinal screening, and a new 
health promotion initiative ‘Check 
Today, See Tomorrow’ (CTST). The 
CTST resources were launched 
in late 2015 and provide a range 
of materials including a kit with 
posters, flip charts and brochures, 
and multimedia digital resources 
(see http://iehu.unimelb.edu.au/
diabetes-eye-care/resources). The 
messaging encourages Aboriginal 
and Torres Strait Islander people with 
diabetes to have their eyes examined 
every year.

The road ahead
Some bumps along the road have 
been identified and these include the 
immediate need to secure an early 
government commitment to fund 
trachoma initiatives for the 2017–2020 
period. The development of improved 
services was set back recently as, 
instead of new three year contracts, 
the government will only provide a 

one-year extension of funding for the 
Rural Health Outreach Fund, Visiting 
Optometrists Scheme and Medical 
Outreach Indigenous Chronic Disease 
Program in 2016–2017.

Significant positive news is 
the 2016–2017 Federal Budget 
announcement for a new Medicare 
Benefits Schedule item for retinal 
photography to be introduced from 
1 November 2016. This Medicare 
item will support improved retinal 
screening rates for Aboriginal and 
non-Aboriginal people with diabetes. 
Advocacy for this Medicare item 
was initiated way back in 1994 and 
it is considered a game changer to 
increase the annual retinal screening 
rates for the current low base of only 
20% for Indigenous Australians. 

Key indicators for accessing 
Indigenous eye health have been 
developed and recently the Australian 
Institute of Health and Welfare (AIHW) 
has been funded to report on these. 
Data and performance review is also 
starting at regional and jurisdictional 
levels. The National Eye Health Survey 
2015-2016 will provide key data 
to the oversight reporting being 
prepared by AIHW. It is necessary 
for this information to be reported to 
highest levels of government.

Much has been achieved already in 
progressing the ‘Roadmap to Close 
the Gap for Vision’, but more work is 
needed to continue to plug each ‘leak’. 

Additional information about the 
‘Roadmap to Close the Gap for Vision’ 
can be found at  
www.iehu.unimelb.edu.au.

CHECK TODAY, SEE TOMORROW

http://www.iehu.unimelb.edu.au
http://iehu.unimelb.edu.au/diabetes-eye-care/resources
http://iehu.unimelb.edu.au/diabetes-eye-care/resources
http://www.iehu.unimelb.edu.au. 
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Queensland, the second 
largest state by area, 
contains 30% of the 660,000 
Indigenous Australians. 
Their median age is 21 with 
3% living beyond age 65. Like 
the rest of us, Indigenous 
Australians mostly live in 
coastal towns and cities with 
a third in the South East 
Corner. Most Queenslanders 
live outside the capital city 
which is asymmetrically 
placed. Language is seldom 
a barrier to ophthalmic care. 
The Torres Strait Islanders 
are a distinct cultural group 
of 50,000 living in North 
Queensland with 10,000 
dwelling on Torres Strait 
Islands. 
Preventing blindness improves the 
wellbeing of the community both 
culturally and financially as the 
elders can better care for the young 
who are freed  to attend school for 
the community’s future prosperity. 
PriceWaterhouseCoopers released 
a report in November 2015 saying 
that “the elimination of unnecessary 
vision loss for Indigenous Australians 
will generate an estimated return of 
$1.60 for every $1 of funding for eye 
care". Ideally, the full implementation 
of the ‘Roadmap to Close the Gap for 
Vision’ would see greater returns to the 
community — $2.50 for every dollar 
spent.

Cicatricial complications of trachoma 
in Queenslanders are almost never 
seen and macular degeneration and 
glaucoma are uncommon, however 
diabetes affects up to a third of those 
over 40 years. 

The most common causes of low 
vision (less than 6/12) are refractive 
change (54%), cataract (27%) and 
diabetic retinopathy (12%). These 
are also the most common ocular 
complications of diabetes. 

The prevalence of low vision is 
7-10% across metropolitan, regional 
and remote health districts. Thus 
metropolitan populations, as well as 
regional and remote, need resources to 
close the eye health gap.

The 2 million square kilometres that 
constitutes Queensland has several 
distinct approaches to deliver services: 
boats and helicopters in Torres Strait 
bring patients to Thursday Island eye 
clinic; aerial ophthalmology in Cape 
York; IDEAS Van in regional and remote 
Queensland; metropolitan network 
of optometrists in Aboriginal Medical 
Services (AMS); primary care facilities; 
and a specialist ophthalmology service 
in the South East Queensland Centre of 
Excellence in Indigenous Health in Inala, 
Brisbane. These services, tailored to the 
local terrain and population distribution, 
enable ophthalmologists to overcome 
the tyranny of distance when combined 
with a network of screening cameras 
providing ‘store and forward’ telehealth.

The focus on diabetes has helped 
make retinal screening cameras the first 
line of care, with a new item number 
from November returning diabetic 
screening to the primary care in regional 

and remote Queensland. In the UK 
effective photoscreening has enabled 
ophthalmologists to make diabetes 
no longer the most common cause of 
blindness in working-age adults.

Cameras in primary care are hoped 
to improve the poor annual screening 
rates from the current 20% by catching 
images of those who visit clinics in 
between visits by optometrists and 
ophthalmologists. Retinal photos are 
essential for better management of 
their diabetes, being both a ‘window’ 
showing the state of the systemic 
microangiopathy and a ‘gateway’ 
to access specialist ophthalmology 
services. Optometrists also benefit from 
vision testing being a mandatory part 
of screening, plus the ungradable cases, 
making their AMS visits more focused 
on those needing care. 

Inala Indigenous Health Service 
in Brisbane was integral to the 
introduction of this item number, 
as primary care increased its rate of 
photoscreening from 13% to 84%.

Queensland has the lowest rate of 
public cataract surgery in the country. 
Outside the South East corner the 
problem is worse due to no regional 

Queensland Indigenous ophthalmology

Closing the gap in vision health requires a knowledge of the distribution of population in age, 
geography and density, the prevalence and incidence of disease, and an understanding of 
barriers to accessing services.
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fee-for-service surgical funding, unlike 
other mainland states. Indigenous 
Australians rely almost entirely on public 
hospitals and many do not like to go to 
the large teaching hospitals in the city, 
so urban populations also have low 
rates of cataract surgery. 

Queensland, Western Australia and 
Northern Territory have benefitted this 
year from access to a new line of federal 
funding for surgery on a fee-for-service 
basis. One hundred cataracts have 
been done in two centres, in Brisbane 
and Roma, as intensives. Cataract 

surgery is the ‘wow factor’ that provides 
the positive feedback loop to the 
Indigenous community that engages 
them to attend local ophthalmology 
clinics. It is vital for these states that 
this cataract blitz funding continues. It 
enables whole community groups to 
have their surgery at a large regional 
surgical facility sharing the experience, 
supporting and celebrating together. 
It improves compliance and saves 
a fortune in travel expenses. We are 
working toward regular Indigenous 
lists within Queensland Health that 

integrates the best features of a 
cataract blitz by being predominantly 
patients from the one community.

In summary, the advances in 
Queensland this year are fee-for-
service federal funding for cataract 
surgery and the new item number for 
photoscreening for diabetes which 
is potentially the greatest advance in 
the management of diabetes for many 
years.

Dr Rowan Porter  
Medical advisor for the IDEAS Van
RANZCO Representative ATSI V2020

The Lions Outback Vision Van 
represents a $5.1 million 
investment in regional and 
remote eye health by the State 
Government, Lottery West and 
the Lions Eye Institute. 

The van received $565,000 from the 
Australian Government for state-of-the-
art ophthalmic equipment, along with 
support by Telstra, Device Technologies 
and Newman’s Own Foundation. The 
end result is a high tech, customised 
mobile eye health facility that travels 

25,000 kilometers each year offering 
comprehensive eye health services in 16 
sites throughout Western Australia.

The Lions Outback Vision Van includes 
equipment previously unavailable across 
most of regional Western Australia, such 
as the latest visual field, biometry, optical 
coherence tomography, angiography, 
imaging and laser technologies. It has 
the capacity to manage 200 patients per 
week and visits both hospital facilities 
and Aboriginal Medical Services. While 
only minor procedures are conducted 
on the van, the integration with 
existing facilities enables larger surgical 

procedures to continue to be performed 
using local facility theatres. 

The van reduces the burden and 
pressure on existing clinic spaces that 
often struggle to accommodate visiting 
teams. Integrative care ensures that 
the new mobile facility complements 
existing service provision, rather than 
duplicates existing assets and services.

Since leaving Perth in March 2016, 
the Lions Outback Vision Van has 
provided services in Kalgoorlie, Leonora, 
Port Hedland, Roebourne, Onslow, 
Karratha and Derby. 

Lions Outback Vision Van 

The Lions Outback Vision Van
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Policy and 
Advocacy Matters

The Multiple Procedure 
Rule of the Medicare 
Benefits Schedule (MBS) 
is often misinterpreted or 
misunderstood. The Multiple 
Procedure Rule covers 
situations where, during a 
single occasion of service, 
more than one procedural item 
number is used. These items 
may be for procedures on one 
or both eyes.

For example, if a patient had both an 
intravitreal injection (42738) and retinal 
laser (42809) performed at the same 
appointment — not an uncommon 
occurrence — then the full Medicare 
patient rebate applies to the item of 
higher ‘value’ (42809) and for the next 
item, the patient only receives 50% of 
the applicable rebate (in this case, for 
item 42738). Similarly, if a patient has 
bilateral procedures performed on the 
same day (e.g. bilateral retinal laser) then 
the patient will receive the full Medicare 
patient rebate for the first eye and only 
50% for the second eye.

The fairness of this rule to patients is 
often questioned, and has been raised 
many times with the Department 
of Health by RANZCO and other 
professional organisations. It will be 
reconsidered during the process of the 
current MBS Review, but it would appear 
unlikely that there will be any change to 
this rule.

It is important to note that this does 
not apply to diagnostic items. If, for 
example, a patient has multiple tests 
(say a visual field and a fluorescein 
angiogram) on the same day, the patient 
receives the full patient rebate for both.

The issue of aftercare can cause 
further confusion. In many user-pays 
systems (such as the USA) there is 
the concept of a ‘global period’ for 
procedures and surgery. During this 
period (which varies usually from 30-90 
days), any consultations performed 
subsequent to the procedure will 
not be ‘billable’ — meaning, they are 
included as ‘aftercare’ following the 
procedure. In the Australian Medicare 
system, these periods are not generally 
defined. There are some surgical items 
for which it is clearly stated that aftercare 
is included, but the duration of this 
aftercare is not specified. The generally 
accepted principle is that postoperative 
attendances by a patient following 
a surgical procedure, which are 
considered to be routine postoperative 
follow-up, are included in the surgical 
fee and a Medicare patient rebate for 
the consultation (i.e. item 105) is not 
applicable for these attendances.

All clinicians need to be aware that the 
same rules apply regardless of whether 
the patient has had surgery in the 
private or public system. For example, 
an uninsured patient having cataract 
surgery in the public system, who is then 
seen in rooms for routine postoperative 
follow-up, is not eligible for a Medicare 
patient rebate for those attendances.

The exception to the above provisions 
is if a patient undergoes an attendance 
or procedure which is not part of 
normal postoperative aftercare. For 
example, Dr X performs cataract 
surgery and the patient calls on day 3 
postoperatively with pain and reduced 
vision, and his locum Dr Y sees the 
patient and diagnoses endophthalmitis, 
and arranges treatment. This patient 
is eligible for a Medicare patient 

rebate. This is a new condition and is 
an emergency. Thus item 104 (initial 
specialist consultation) is applicable 
for Dr Y. No referral is required as this 
is an emergency attendance. The 
invoice/receipt supplied to the patient 
must reflect two things: ‘Emergency 
Attendance’ and ‘Not Normal Aftercare’ 
for the patient to receive the appropriate 
specialist level rebate.

In the case of procedures such as laser 
or injections, the aftercare is generally 
not included but this is entirely at the 
discretion of the individual practitioner. 
If a patient is charged for a consultation, 
it is important that the criteria for a 
consultation are met. For example, if a 
patient simply needs to have a pressure 
check but does not need a consultation 
or examination, then this does not 
meet the full criteria for a professional 
attendance.

The issues of the Multiple Procedure 
Rule as well as aftercare emphasise the 
importance of establishing properly 
informed financial consent with patients 
prior to performing a procedure. Ideally, 
a patient should be advised in advance 
of the cost of the procedure and, in the 
case of most rooms-based procedures, 
that follow-up visits are not included in 
the cost of the procedure.

A/Prof Alex P Hunyor
Chair, RANZCO Medicare Advisory 
Committee

If you have questions about 
Medicare-related issues that you 
would like to see addressed in 
future editions of Eye2Eye, please 
email Guy Gillor, Policy Officer, at 
ggillor@ranzco.edu.

MBS explained: Multiple Procedure Rule and 
postoperative aftercare
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The purpose of Area of Need 
(AoN) locations in Australia 
is to address critical medical 
workforce shortages in 
designated areas that will 
result in improved patient 
access to services. Employers 
must apply to their relevant 
jurisdictional government 
to have a geographical 
location designated as an 
AoN. Specialist International 
Medical Graduates may 
subsequently apply to the 
Australian Health Practitioners 
Regulation Agency for limited 
registration to temporarily 
practice in that designated AoN 
location.

RANZCO endorses the following 
guiding principles for the assessment of 
AoN applications to both the public and 
private health sectors:

Consistency: The College supports a 
consistent approach to the assessment 
of AoN applications across Australian 
state and territory jurisdictional 
governments.

Fair and transparent process: The 
College supports AoN transparent 
assessment decisions that are capable 
of review by the College Board.

Evidence of a critical ophthalmology 
workforce shortage: College support 
for an AoN Declaration is dependent 
on an assigned geographic area with 
evidence of a critical ophthalmology 
workforce shortage. Short, medium 
and longer term ophthalmology 
health workforce planning 
requirements will be considered 
with the use of geospatial mapping 
technology.

Access to services: College 
support for an AoN Declaration is 
contingent on the assessment that 
ophthalmology services would fall 
below an acceptable level if the 
position vacant is not filled.

Market testing: College support for 
an AoN designation is contingent on 
the market being sufficiently tested 
(e.g. through national advertising) and 
that no appropriately qualified and 
registered Australian or New Zealand 
Fellow has been identified for the 
position.

RANZCO has developed a new 
consistent policy and standard 
operating procedure for the 
management of AoN assessments 
across Australia that has been approved 
by the College Board. This policy has 
been developed by the RANZCO 
Workforce Committee in collaboration 
with the State Branch Executives. Fellows 
are encouraged to become familiar with 
the RANZCO AoN policy and the College 
support available prior to submitting 
an application. For further details and 
information please refer to the ‘RANZCO 
Area of Need’ policy on the policies page 
of the RANZCO website. 

RANZCO Area of Need assessment policy

The RANZCO Public Health 
Committee’s (PHC) main aim 
is to prevent vision loss in 
Australia and New Zealand. 
In 2016, our key priorities 
are to develop strategic and 
targeted partnerships and 
to raise awareness of eye 
health in the general public. 
Outlined in this article are 
some of our recent activities.

RANZCO Public Health 
Committee objectives and 
campaigns
1. Establish RANZCO as a valued 

partner in eye health and chronic 
disease management
As leaders in collaborative care, it 
is essential that RANZCO works in 
partnership to influence eye health 
policy. 

Currently in Australia 575,000 
people live with blindness or a 
vision impairment, making vision 
loss one of the most prevalent 
chronic health conditions. Hence 
it’s important we ensure that eye 
conditions are considered by 
governments as chronic diseases 
and that public policies and 
health care funding is distributed 
accordingly. To assist this we 
have made submissions to the 
National Strategic Framework 
for Chronic Conditions and the 
Health Promotion Commission in 
Queensland.

By 2017 diabetes is predicted 
to become the disease that 
contributes most to the 
national burden of disability. 
The Committee is advocating 
for increased screening and 
earlier and more equitable 

access to treatment for diabetic 
retinopathy. Recent activities 
include:
• Endorsement of the 

proposed National Diabetes 
Blindness Prevention 
screening program; 

• Featuring a series of articles 
in Eye2Eye on models of 
collaborative care for diabetic 
retinopathy (see page 44); and

• Advocacy for eye health 
and diabetic retinopathy via 
Vision 2020 election platform 
and parliamentary forums. 

2. Raise awareness of eye disease 
to help address preventable 
vision loss and blindness
Over three-quarters of vision 
loss is preventable and raising 
public awareness of eye health 
and disease has the potential 
to save sight. Our strategy is to 
develop news releases, patient 

RANZCO focus on Public Health 
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information and partner with 
key players in the eye health 
sector to disseminate eye health 
messages. Recent activities 
include:
• ‘Choosing Wisely’ campaign 

focusing on the appropriate 
use of vitamin supplements;

• ‘Busting common eyes myths’ 
campaign with ‘Studio10’ in 
partnership with the Save Sight 
Institute; and

• ‘Do not rub your eyes’ media 
release in partnership with the 
Save Sight Institute.

3. Increase participation of 
RANZCO Fellows in Public Health 
Committee work
The PHC is still a new committee 
and as it evolves we would like 
to engage with members of the 
College and consider how we can 
best work with RANZCO’s other 
committees and specialist societies. 
Recent activities include:
• Trialled an informal Q and A 

with Fellows at the Annual 
Scientific Congress to 
understand what Fellows feel 
are important public health 
issues;

• Increased our PHC 
membership from 6 to 11;

• PHC members starting to 
become active on social media; 
and

• Increased contributions from 
Special Interest Groups to PHC.

Campaign: raising awareness 
on the use of supplements 
for age-related macular 
degeneration (AMD)
As part of the Choosing Wisely 
campaign we distributed a media 
release and created various infographics.

Outcomes:
• Australian Doctor coverage, 

providing advice on supplements 
to a key audience: general 
practitioners;

• Bump in RANZCO website views, 
increased social media activity, 
sharing of key messages by Macular 
Disease Foundation Australia 
(MDFA) and others;

• New patient information on AMD 
and on supplements with input 
from ANZSRS and MDFA; and

• Position statement on ‘Vitamin 
Supplements for AMD’.

Campaign: raising awareness 
on common eye myths
With an opportunity to present on the 
Channel 10 morning show ‘Studio 10’, 
RANZCO partnered with Save Sight 

Institute to put out a media release and 
produce infographics to increase reach 
to the general public via social media.
Outcomes:
• Key messages on how to protect 

your eyes reached a TV audience of 
approximately 68,000;

• Bump in RANZCO website views 
and increase in social media 
activity; and 

• New/revised RANZCO patient 
information on keratoconus, 
healthy eating and UV radiation.

In meeting our objectives, we have 
been working collaboratively with 
other groups in the College, such as the 
Australian and New Zealand Society of 
Retinal Specialists (ANZSRS). I would like 
to thank ANZSRS along with the Public 
Health Committee for their prompt 
replies and valuable contribution to 
public health over the last six months. 

Should you have suggestions for our 
Committee to consider, please don’t 
hesitate to contact me. 

Prof Stephanie Watson
Chair, RANZCO Public Health 
Committee

RANZCO Public Health Committee Chair Prof Stephanie Watson with the ‘Studio 10’ crew
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Western Sydney is considered 
a diabetes hot spot as the 
numbers are higher than the 
NSW average. Combined with 
the rising rates for diabetes 
and high glucose across the 
board (up 9.4% from 2002 in 
NSW), the staff at Westmead 
Hospital are feeling the 
impact and rethinking how 
to treat the wave of patients 
coming through their doors.

An Australian first, the Community 
Eye Care Centre will open its doors 
for patients with diabetic retinopathy 
and glaucoma via a shop front clinic 
at Westpoint Shopping Centre in 
Blacktown. Expected to open mid-year, 
all low-risk referrals to Westmead will 
be sent on to the new Community Eye 
Care Centre where they will be assessed 
by optometrists employed by the Local 
Health District. 

The trial program is being modelled 
from the Cambridge Optometry 
Glaucoma Scheme and has evolved 
from the Community Eye Care 
(C-Eye-C) project supported by 
the Agency for Clinical Innovation. 
Dr Andrew White, Consultant 
Ophthalmologist at Westmead and 
Chair of the C-Eye-C project, was 
involved in the Cambridge program and 
has been instrumental in bringing a 
workable model to Western Sydney.

How does the model work? 
Dr Gerald Liew works alongside 
Dr White as a hospital Consultant 
Ophthalmologist at Westmead 
and will oversee patients referred 
to the new centre with diabetic 
retinopathy. We interviewed Dr Liew 
and Dr White to better understand 
how the service will operate.

“Westmead Hospital Eye Clinic 
currently sees all referrals regardless 
of risk level and this has contributed 
to long waiting times. This project 
will triage referrals to high risk and 
low risk. When the new Community 
Eye Care Centre opens, they will 
receive the low risk referrals while 
high risk referrals will remain with 
Westmead.

“Optometrists reviewing patients 
at the Community Eye Care 
Centre will transmit colour retinal 
photographs and OCT scans as 
well as their recommendations to 
consultant ophthalmologists such 
as myself at Westmead Hospital Eye 
Clinic. 

“This will enable specialist review 
and validation of the optometrist’s 
recommendation for follow-up, 
discharge back to the community 
or referral to the clinic. This is 
essentially a form of telemedicine  
to better utilise existing resources 
for the provision of eye care”, said  
Dr Liew.

Policy and Advocacy Matters

Eyes on collaborative care in diabetic retinopathy: 
the Western Sydney Community Eye Care model 

Diabetes is the 
world’s fastest 
growing chronic 
condition. In 
Australia, the 
number of people 
with diabetes has 
risen rapidly over 
the last 25 years, 
with the prevalence 
of diabetes now 
approximately 7.5%, 
and diabetes set to 
become the disease 
that contributes 
most to the national 
burden of disability 
by 2017. 
Consequently, diabetic 
retinopathy is becoming 
more common and this raises 
important public health 
considerations. How do 
ophthalmologists play a leading 
role in shaping the delivery of 
health services to meet demand 
and address the leading cause 
of vision loss and blindness in 
working age Australians?

In this three-part series, we 
explore our evolving roles in 
collaborative care for better 
diabetes management. 

We do hope you find the first 
article of interest.

Prof Stephanie Watson, 
Chair, RANZCO Public Health 
Committee 
A/Prof Anthony Kwan, Chair of 
the Australian and New Zealand 
Society of Retinal Specialists 

Visit our 5 question poll to share your views 
on diabetes management and collaborative 
care. The survey will take less than 1 minute 
to complete, results will be de-identified and 
shared with you via the RANZCO E-news. 
https://www.surveymonkey.com/r/K63T93R 

https://www.surveymonkey.com/r/K63T93R


45Eye2Eye Winter 2016

What are the benefits?
“Optometrists are well supported to 
manage low-risk cases, leaving capacity 
for ophthalmologists to manage high-
risk cases. A model such as this supports 
an effective referral process and is 
underpinned by a multidisciplinary 
team that has the support of the 
consultant ophthalmologist”, said  
Dr Liew.

“The numbers of patients needing eye 
treatment is growing and is expected to 
grow by 150% in Western Sydney. This 
means we need to do things differently. 
By introducing a new model of care, 
we can become more efficient, see 
patients earlier and hopefully prevent 
unnecessary and irreversible vision loss 
— which is life changing", said Dr White.

“Furthermore, having the Community 
Eye Care Centre at Westpoint Shopping 
Centre in Blacktown offers huge 
advantages for patients. They can be 
seen more quickly and the clinic is more 
accessible with easier access for those 
driving and parking or using public 
transport", added Dr White.

What are the challenges?
“One of the key challenges is changing 
people’s thinking about how things 
are done. For each of the professions 
there is a shift in thinking and doing 
that needs to occur to increase our 
communication. 

“For ophthalmologists, we need 
to focus more on the challenging 

aspects of diabetic retinopathy 
management and refer back to the 
optometrists for less severe cases. 
For optometrists, it’s about plugging 
patients back in to the broader health 
sector and closing that loop with 
general practice”, said Dr White.

“Under this initiative, our intention 
is that every patient and their health 
care team gets a letter back outlining 
our recommendations. We see this 
as important for communication 
with our patients but also with the 
providing optometrist. Through this 
process, we see an opportunity for 
upskilling and supporting appropriate 
referrals”, said Dr Liew.

Why is collaborative care 
important?
“We are seeing collaborative care as 
an essential approach for addressing 
the demand for services in Western 
Sydney. It’s important we are all on the 
same page, that we can look after the 
patient in a more integrated way and 
then everyone gets seen. 

Crucial to the effectiveness of 
our eye clinic is the work occurring 
concurrently in primary care under the 
Western Sydney Community Eye Care 
project,” said Dr White.

“Led by endocrinologist, Dr Mani 
Manoharan from Blacktown Hospital, 
this project is raising awareness 
of diabetic retinopathy, aiming 
to reach the 63% of people with 
diabetes in Western Sydney who 

are not being screened. They are 
teaming up optometrists with large 
general practitioner (GP) practices 
and introducing standardised referrals 
and electronic transfer of reports to 
streamline communication between 
providers. 

“Standardised reporting is enhancing 
the quality of referrals to the Eye 
Clinic, plus those discharged from 
the Community Eye Centre are then 
plugged back into their GP-led care,” 
said Dr White. 

Where to from here?
“The clinic will operate as a 3- to 
5-year trial and will be evaluated by 
The George Institute to assess cost 
effectiveness and clinical accuracy. This 
includes measuring impact on waiting 
times and patient safety”, said Dr Liew.

“We wait to see the results but we 
envisage this as a flagship model that 
has the potential for broader roll out”, 
added Dr White.

Acknowledgement
There were many stakeholders involved 
in making the Community Eye Care 
Centre a reality; in particular, Dr White 
would like to thank Western Sydney 
Local Health District, Western Sydney 
Diabetes Initiative, NSW Agency for 
Clinical Innovation, Glaucoma Australia, 
Diabetes NSW, Optometry Australia and 
RANZCO NSW.

Kellie Howe
RANZCO Public Health Liaison Officer

Diabetic retinopathy 
remains an important 
cause of decreased vision 
in our community, despite 
the existence of effective 
treatments for retinopathy and 
the sophistication of our health 
system. 

Screening rates for diabetic 
retinopathy are poor, with fewer 
than 50% of patients with diabetes 
being screened according to National 
Health and Medical Research Council 
guidelines. In addition, the demand 
for treatment of diabetic retinopathy 
is increasing, and is not being met.

These failures mean that 
opportunities to prevent or minimise 
vision loss due to diabetic retinopathy 
are being missed. 

The presence of diabetic retinopathy is 
a red flag for GPs and endocrinologists, 
indicating an urgent need for improved 
diabetic control in order to minimise both 
the progression of diabetic retinopathy 
and the development of other diabetic 
complications. If retinopathy is 
undetected, this important signal is lost.

The option of continuing with the 
status quo for diabetic eye disease is not 
tenable for Western Sydney, or the rest of 
Australia. I applaud Andrew and Gerald 
for their leadership in developing the 

Community Eye Care Centre model at 
Westmead. 

Staffing the Community Eye 
Care Centre with optometrists 
might be confronting for some 
ophthalmologists. However, it is 
a way for Westmead Hospital Eye 
Clinic to cope with the demand for 
its services by devolving screening, 
and follow-up of low risk diabetic 
retinopathy, to a supervised, lower 
resource centre. Doing so will hopefully 
free ophthalmologists and resources 
at the main clinic to review and treat 
more patients with sight threatening 
diabetic retinopathy, in a more timely 
fashion. 
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In part 2 of this series, we interview Dr Peter van Wijngaarden, Principal Investigator at the Centre for Eye 
Research Australia and Prof Greg Johnson, Chief Executive Officer of Diabetes Australia regarding diabetic 
retinopathy screening and the proposal for the National Blindness Prevention Program. 

Part 2 in the next issue of Eye2Eye

Policy and Advocacy Matters

Ophthalmologists, as medical eye 
specialists and leaders in collaborative 
eye care, need to be at the forefront of 
developing a response to the unmet eye 
health needs of patients with diabetes. 
This will involve increased engagement 
with local optometrists, GPs and 
endocrinologists, and probably a suite 
of other measures to cement functional 
management pathways. 

The ‘whole of area response’ that is 
being undertaken by the Western Sydney 
Diabetes Prevention and Management 
Initiative, of which the Westmead Eye 
Clinic and the Community Eye Centre 
at Blacktown are a part, is an effective 
example of this approach. 

Dr John Downie, member of the 
RANZCO Public Health Committee

Diabetic retinopathy is the most 
common cause of blindness in 
patients of working age in the 
Western world. In the anti-
VEGF era, the treatment burden 
of sight threatening diabetic 
retinopathy can be immense 
if early diabetic retinopathy is 
not identified promptly so that 
preventative measures can be 
put in place. 

This eye care model in Western 
Sydney can potentially provide valuable 
education to patients and identify 
diabetic retinopathy in their early 
stage so that appropriate advice and 
management can be given. 

By liaising with other stakeholders, like 
endocrinologists and GPs, this excit-
ing model can provide holistic care to 
diabetic patients in a local and conven-
ient environment and, if successful, 
may provide a platform for similar 
projects around the country.

A/Prof Anthony Kwan, Chair of the 
Australian and New Zealand Society 
of Retinal Specialists
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International 
Development

The Pacific region has a 
relatively small population 
of about nine million. 
However, that population is 
scattered across a large area 
that includes many remote 
islands and encompasses 
many nations, so there is 
often very limited access to 
health services. 

The Pacific Eye Institute (PEI) and 
RANZCO both believe passionately 
in the right of all people to have 
access to adequate health care, 
and collaborate on the delivery of 
ophthalmic training at the PEI in Suva, 

Fiji. PEI trains ophthalmic personnel 
for the entire region and RANZCO 
assists in many ways, including 
through short term visiting teaching 
engagements.

The teaching visits are conducted 
by RANZCO Fellows who volunteer 
their expertise and time. The visits 
are aimed at building the capacity of 
the PEI trainees and staff in special 
areas of interest relevant to the 
PEI curriculum, thus contributing 
to PEI’s overall capacity to train 
ophthalmologists from across 
the Pacific Islands region. The 
collaboration aims to contribute 
to the elimination of avoidable 
blindness globally by 2020, with 

training recognised as a key strategy 
in achieving this goal. Postgraduate 
students are trained specifically 
to provide eye care in the Pacific 
conditions, with a teaching curriculum 
developed to reflect local needs. 
They gain a solid academic basis 
for their practice and considerable 
supervised practical experience in an 
environment similar to the clinics in 
their own countries. 

Teaching subspecialties varies 
from year to year depending on 
course assessment and requirements. 
In 2016 subspeciality visits cover 
cornea, glaucoma and neuro-
ophthalmology, oculoplastics, 
paediatrics and retina. Engaged 

PEI ophthalmologist Dr Alma Nacuva during the March 2016 oculoplastic teaching week, Suva, Fiji

Subspecialty Teaching Visits in Fiji
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visiting Fellows have experience in 
teaching and mentoring doctors and/
or allied health personnel together with 
demonstrated commitment to sound 
development principles, with many 
Fellows having previous experience 
in teaching in the Pacific region and 
further abroad. 

In March 2016, RANZCO Fellow  
Dr Brian Sloan travelled to Fiji to deliver 
the one week teaching program in 
oculoplastics. Dr Sloan’s subspecialty 
area includes surgery for skin cancers 
and watery eyes, as well as surgical 
correction of drooping or baggy 
eyelids, and reconstructive surgery 
following injuries. A RANZCO Fellow 
for nearly 20 years, Dr Sloan sits on the 
RANZCO International Development 
Committee where he contributes to 
the strategic direction of the College 
in this area and also participates 
in international program activities. 
Dr Sloan has visited Lao, Vietnam, 
Cambodia and Indonesia, working 
as either a clinical/surgical teacher or 
an advisor on accreditation of local 
training schemes.

Having conducted a teaching visit 
at PEI in 2014, Dr Sloan was looking 
forward to visiting again PEI, to see 
for himself the positive developments 
and strength gained. “PEI trainees 
consistently impress me as well-
schooled and disciplined in the basics 
of the (Western) medical approach 
— history, examination, investigation, 
planned management, rather than 
the pattern recognition ‘cookbook’ 
approach I often see elsewhere”, said 
Dr Sloan.

In addition to the delivery of 
oculoplastics subspecialty teaching, 
Dr Sloan focussed on encouraging 
presentation of prepared cases. 
Trainees found these to be 
particularly worthwhile sessions, 
promoting involvement, ownership 
and confidence. He supervised 
trainees in oculoplastic clinic and 
theatre sessions, and found it 
beneficial sitting in on some general 
clinics to support trainees. Some 
of the more complex surgery was 
performed by Dr Sloan, and all cases 
seen over the week were discussed 

with photos, videos and drawings 
in the final teaching session of the 
week on Friday afternoon.

Visiting lecturers work together 
with the PEI Teaching Co-ordinator/
Consultant Ophthalmologist  
Dr Roger Dethlefs, and are supported 
by administration staff while on 
site and in preparation for the 
teaching week. Dr Sloan highlights 
the importance of local senior 
ophthalmologist support during the 
teaching period, which is not always 
possible due to conflicting demands/
priorities in low resource settings, 
regarding seniors as “the potential 
‘vector’ to propagate the visiting 
lecturers teaching long after we have 
gone”. Senior lecturers are also pivotal 
in encouraging continuity between 
clinic and theatre for trainees. 

The teaching takes on a varied 
structure depending on the 
requirements/priorities while 
keeping within the delivery of the PEI 
curriculum outline, complimented 
by Fellows’ expertise and additional 
resources they may bring to the week. 
Fellows learn quickly to adapt their 
teaching to cater for the variable 
spread of experience of trainees, 
building on basic principles relating 
to curriculum for junior trainees while 
also endeavouring to meet the needs 
of more advanced trainees. Visiting 
Fellows also need to gauge evidence 
of student learning and progress 
during the week (in a non-interrogative 
way), allowing for further adaption 
of interactive discussions about how 
to alter treatment techniques in very 
low resource settings — which is 
particularly fruitful and demonstrates 
the importance of teaching from first 
principles.

Most visiting Fellows have learnt 
to also ‘go with the flow’. As hard as it 
can be for an organised, disciplined 
subspecialist ophthalmologist, well 
laid-out and planned teaching sessions 
can be interrupted or dismissed at a 
drop of a hat due to perhaps a cyclone 
warning resulting in less case study 
opportunities, or less practical teaching 
because of the risk of infection as a 
result of a conjunctivitis. Dr Dethlefs 

recounts that for Dr Sloan’s visit, 
“PEI ‘turned on’ some harsh working 
conditions as the air conditioners had 
failed in the OPD, but ‘Dr Brian’ was 
equal to the task”.

‘Dr Brian’ was just pleased that he 
had missed the recent visit of Cyclone 
Winston, and pleased to see that PEI 
itself was unscathed.

Constructive recommendations are 
a result of the supportive visits and 
conducive learning environments. 
Valuable feedback received from 
co-lecturers and the experience gained 
by visiting Fellows can also provide 
opportunities and encouragement for 
Fellows to strengthen and improve on 
certain teaching methodologies. 

Co-lecturers/trainees also have the 
opportunity to reflect on what they 
will implement in practice as a result of 
collaboration from a visiting lecturer, 
always finding something of value to 
take away with them as a result of the 
visit, whether it be better management 
of a particular case or application of 
a technique. “Visiting lecturers from 
RANZCO help me in keeping abreast 
with the latest research in the field 
of ophthalmology and to discuss 
challenging cases, helping me to impart 
better teaching and training to my 
trainees and better care to my patients”, 
said one of the local ophthalmologists/
co-lecturers at PEI. Co-lecturers have 
also reported on the value of Fellows 
understanding the Pacific situation. 

The Project continues to 
strengthen the capacity of PEI to train 
ophthalmologists from across the 
Pacific Islands region; and ensure local 
eye care professionals have increased 
technical capacity. 

RANZCO would like to acknowledge 
Fellows for their contribution and 
commitment to the project; to 
on-ground support and liaison from 
PEI; funding from the Fred Hollows 
Foundation New Zealand and 
commitment of stakeholders involved. 

Dr Brian Sloan
RANZCO Fellow

Gail van Heerden
RANZCO Project Officer Asia-Pacific
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From RACO to RANZCO
from a New Zealand 
perspective

The Australian College 
of Ophthalmologists was 
formed in 1969 from the 
Ophthalmological Society 
of Australia (OSA). The 
main incentive was to 
create a single training and 
examination system and the 
same qualification for all 
Australian ophthalmologists, 
rather than what existed, 
which was some with 
diplomas from the 
Universities of Melbourne, 
Sydney or Queensland, 
others with the Fellowship 
of the Royal Australasian 
College of Surgeons (RACS), 
and still others with a 
British ophthalmic diploma 
or fellowship of a British 
college of surgeons. A united 

college in Australia with its 
own specialist qualification 
was thought desirable also 
because of the possibility of 
government registration of 
specialists in the near future. 

Incentives for 
Amalgamation
The Articles of Association 
of the Australian College of 
Ophthalmologists required that a 
candidate for membership must be 
a member of the Australian Medical 
Association. This precluded New 
Zealand ophthalmologists from being 
members of the College. However, 
New Zealanders had their own 
Ophthalmological Society of New 
Zealand (OSNZ), so initially this issue 
was of little consequence as they 
were eligible to take the ophthalmic 
examinations of RACS. The Australian 
College of Ophthalmologists 

commenced its training and 
examination program in 1971, and 
the ophthalmic examinations of 
both Colleges ran in parallel until 
1980. Australians who were granted 
Fellowship of the Australian College 
of Ophthalmologists could elect to 
also be a Fellow of RACS, but New 
Zealanders qualified as Fellows of 
RACS only. 

The final Fellowship examination 
in ophthalmology of RACS, and 
later of the Australian College of 
Ophthalmologists (Royal Australian 
College of Ophthalmologists from 
1977), was held in New Zealand once a 
year for any New Zealand candidates. 
It was difficult for the examiners to 
ensure even standards with only 
one or two candidates, so each 
year a New Zealand examiner was 
invited to examine in Australia. Over 
the years they included Sir Randal 
Elliott, Drs George de L Fenwick, 
Lindo Ferguson CBE, Rod Suckling, 

The Amalgamation Committee. (L-R): A/Prof Ian Favilla, Dr Peter Wellings and A/Prof Bruce Hadden 
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Jim Macdiarmid, Colin Fenton, Peter 
Wellings and Bruce Hadden. Also, an 
examination with few candidates was 
uneconomic. The last New Zealand 
Fellowship examination expressly 
for New Zealanders was in 1991 in 
Hamilton when the clinical examiners 
were Drs Macdiarmid, Wellings and 
Hadden from New Zealand, and 
A/Prof Ian Favilla from Melbourne. 
Since then, examinations have been 
held twice a year for candidates from 
both countries, with the examination 
being held once every two years in 
New Zealand, meaning that many 
Australians come to New Zealand to 
take the examination, and vice versa. 

In 1980, RACS ceased to examine 
in ophthalmology. New Zealand 
ophthalmology trainees were 
then left with no access to a 
specialist qualification in Australia 
or New Zealand. The OSNZ rightly 
considered that it was too small a 
body to have a competent training 
and examination system of its 
own. Therefore, negotiations with 
the Royal Australian College of 
Ophthalmologists (RACO) were 
opened to try to give New Zealand 
trainees access to the College’s 
examinations and qualification. 
Much depended on the New Zealand 
negotiators, who were Drs Ferguson 
of Auckland and Roy Holmes of 
Christchurch (pictured right, above). 
Their efforts were successful in so 
far as RACO established a category 
called ‘New Zealand Fellows’. This gave 
New Zealand trainees access to the 
College’s training and examination 
systems, and they were thus able 
to qualify as Fellows of the College. 
However, as ‘New Zealand Fellows’, 
they had no voting rights and were 
ineligible to hold office in the College. 
Nevertheless, they had a specialist 
qualification which by then had 
attained international standing, a 
tribute to the young College and 
its Board of Examiners. And like 
Australians, New Zealanders could 
also elect to become Fellows of RACS. 
Although RACO had taken over 
running the training and examinations 
in 1980, the qualification remained 

conjoint. To permit candidates to 
become Fellows of both Colleges 
from 1980 onwards, RACS maintained 
a presence at the examination by 
having a representative at the final 
examiners’ meeting, who usually was 
not even an ophthalmologist. He must 
have felt redundant; as indeed he 
was. The Chair of the Education and 
Qualification Committee of the OSNZ 
was generously granted a seat on the 
College’s federal Qualification and 
Education Committee. 

For decades there had been trans-
Tasman collaboration in several other 
areas. There had been regular conjoint 
congresses since 1962 (at Surfers 
Paradise) until 1984, the first two 
being conjoint with the OSA, and the 
later ones conjoint with the College. 
In 1982 Prof John Parr established the 
Dunedin annual ophthalmic basic 
sciences course, which was the most 
comprehensive course in Australasia 
for candidates seeking to pass the 
Part One examination of the Royal 
Australian and New Zealand College 
of Ophthalmologists (RANZCO), which 
by then had replaced the modified 
ophthalmic primary examination of 
RACS. It was a four-week residential 
course, and each year Australian 
students outnumbered New Zealand 
candidates. A/Prof Gordon Sanderson 
MNZM, the academic optometrist 
who joined the Dunedin department 

in 1972, contributed tremendously 
to organising the courses for many 
years, and also taught optics. He has 
since been made an Honorary Fellow 
of RANZCO. After Prof Parr’s retirement 
in 1987, the Dunedin Basic Science 
Course continued to be organised by 
Prof Anthony Molteno ONZM and  
A/Prof Sanderson, until the Part One 
examination ended in 2002. 

Towards Amalgamation
In 1992, discussions began on full 
amalgamation of the OSNZ with 
RACO. This move was strongly 
supported by A/Prof Ivan Goldberg 
AM of Sydney (pictured on the next 
page), who was the College’s Censor-
in-Chief, and also by Prof Frank Martin 
AM (pictured on the next page). 
An Amalgamation Committee was 
formed in 1994, comprising A/Prof 
Favilla of Melbourne, Dr Wellings of 
Wellington and A/Prof Hadden of 
Auckland (pictured on the previous 
page). Dr Wellings was chosen not 
only because of his wisdom, but also 
because initially he was not in favour 
of amalgamation, thus giving some 
balance to the committee, the other 
members all being in favour. A motion 
to the 1994 Annual General Meeting 
of the OSNZ was tabled, “That the 
Executive explore amalgamation 
of the OSNZ with the RACO”. It was 
passed only after extensive discussion.

Dr Lindo Ferguson CBE Dr Roy Holmes
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The reasons for seeking 
amalgamation were 1) that New 
Zealand Fellows did not have the right 
to vote or to hold office in the College; 
2) belonging to a strong trans-Tasman 
College would give security to New 
Zealand ophthalmologists being 
able to take the College’s Fellowship 
Examination, by now a world 
recognised specialty qualification; and 
3) giving New Zealand ophthalmology 
more political strength. The principal 
arguments against amalgamation 
were loss of local control and a rise in 
subscription fees. Another issue was 
that in just the previous year, Dr Dorothy 
Potter CBE had succeeded, after great 
personal efforts, in having the Garter 
of Arms formally approve a Coat of 
Arms for the OSNZ (pictured on the 
next page). A secret ballot was held at 
the 50th Annual General Meeting in 
1996, when 51 were in favour and one 
against. The niggling issues discussed 
were the fate of the OSNZ coat of arms 
(obtained only three years previously), 
the wish for a New Zealand emblem to 
be included in the new coat of arms of 
the combined College, and the name 
of the combined College.

The Council of RACO accepted full 
amalgamation, which took place on 
1 July 1997, when Dr Philip Boulton was 
the OSNZ President (pictured above). 
The New Zealand Branch was entitled 

to three seats on the College Council, 
in line with its number of members in 
relation to the other branches of the 
College.

There was further discussion about 
whether the new name should 
be the Royal Australasian College 
of Ophthalmologists or the Royal 
Australian and New Zealand College of 
Ophthalmologists. The College Council 
initially favoured ‘Australasian’, but later 
several Council members did not favour 
Australasian, as the word’s meaning 
had come to include Asian nations, 
some of which had their own colleges. 
Unsurprisingly, all New Zealanders 
favoured ‘Australian and New Zealand’, 
and that was the name the Council 
finally agreed on. 

Considerable correspondence was 
necessary before confirmation that 
the Royal Appellation, that is the word 
‘Royal’ in the name, could be retained 
with the change of name from Royal 
Australian College of Ophthalmologists 
to Royal Australian and New Zealand 
College of Ophthalmologists.

The last hurdle was the question 
of the College’s Coat of Arms. Advice 
was that royal patronage would need 
to be applied for. New Zealand’s 
representative of Her Majesty’s College 
of Arms, Philip O’Shea, advised that 
should the OSNZ cease to exist as 
a distinct legal entity, its Armorial 

Bearings would become dormant. He 
went on to advise that “In England, 
the Arms may be transferred from the 
original grantee to a new corporate 
body by a Royal Licence, the fee for 
which is now similar to that for a 
new Grant (about 3750.00 pounds 
sterling for Arms with Supporters).” 
It was estimated that designing and 
applying for a new coat of arms might 
cost around $20,000. The decision was 
made that the existing coat of arms 
of RACO would be retained, but ‘put 
in the bottom drawer’. A new coat of 
arms, incorporating an emblem of 
New Zealand, would be designed and 
used, although it would never be the 
‘official’ coat of arms. Thus Dr Harold 
Coop of Auckland, ophthalmologist 
and renowned artist, was invited to 
design a new coat of arms. His design 
received trans-Tasman acclamation, 
cost the College nothing and now 
appears on all College publications. 
The ‘official’ coat of arms has not seen 
the light of day since! 

In 1998 the last scientific conference 
of the OSNZ was held in Auckland, 
and Dr Peter Ring was the last true 
OSNZ President. His successor  
Dr Ken Tarr of Christchurch was 
the first Chair of the New Zealand 
Branch of RANZCO. Because at the 
time the New Zealand Commerce 
Commission was investigating the 

Prof Frank Martin AM, President of RACO, with Dr Philip Boulton, President of OSNZ, in 
Palmerston North, 1997, the year of the amalgamation

A/Prof Ivan Goldberg AM

Feature article
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OSNZ and five of its members in 
regard to the infamous so-called 
Southland Cataract Affair, legal 
advice was that the OSNZ should 
not be wound up, but should remain 
intact with its assets frozen. This 
was in case the OSNZ lost the case, 
and became liable to a substantial 
fine. This indeed was the outcome, 
and the OSNZ was fined $NZ96,000, 
essentially its total worth. The 
Society’s bank accounts were closed 
with the residual sum of 64 cents. 
Every New Zealand Branch chair from 
1999 until the final winding up of the 
OSNZ in 2004 acted also as president 
of the OSNZ. In that sense only, 
Dr Kevin Taylor was the last OSNZ 
President, as the OSNZ was wound up 
during his term as Chair of the New 
Zealand Branch of RANZCO.

The College changed its name to 
the Royal Australian and New Zealand 
College of Ophthalmologists in 
2000, and the first Annual Scientific 
Congress of the newly named College 
was in 2001 in Adelaide. 

Establishing the New Zealand 
Branch of RANZCO was not simple. 
The New Zealand Branch had to be 
registered with the New Zealand 
Companies Office as part of an 
overseas company operating in New 
Zealand, and the federal College 
was required to send its annual 
financial returns to the New Zealand 
Companies Office. 

The Journal
Another issue was the College’s 
journal. The Transactions of the 
OSNZ ceased back in 1985, when 
it was amalgamated with the 
Australian Journal of Ophthalmology, 
which was renamed the Australian 
and New Zealand Journal of 
Ophthalmology. The editor of the 
Journal at that time was Prof Martin 
AM, who was the editor for 11 years. 
From 1988 the joint editors were Dr 
Ian Francis of Australia and A/Prof 
Richard Clemett of New Zealand. 
A/Prof Clemett continued as the 
New Zealand joint editor until the 
amalgamation was fully accepted, 
and appropriately resigned from the 

position in 1998. Editors following  
Dr Francis were A/Prof Alan 
McNab and Prof Mark Gillies. In 
2000 the name of the journal was 
changed to Clinical & Experimental 
Ophthalmology. Prof Charles McGhee, 
who in 1999 had been appointed the 
Foundation Maurice Paykel Professor 
and Head of the Department of 
Ophthalmology at the University of 
Auckland, took over as Editor-in-Chief 
in 2003. 

Since Amalgamation
At the College’s Annual Scientific 
Congress in Canberra in October 
2002, A/Prof Hadden was the first 
New Zealander to be elected College 
President and the Annual Scientific 
Congress of the College was held 
in Auckland in 2003. The Congress 
Chair was Prof McGhee, who also was 
the chair of the on-going Congress 
Scientific Program Committee, a post 
he held for six years. 

Quite quickly New Zealand 
ophthalmologists became included 
on many College committees. Special 
mention should be made of trans-
Tasman academic ophthalmology. 
Prof McGhee of Auckland has 
contributed hugely to the closer 
relationship, as Chair of the Congress 
Scientific Program Committee and 
as Editor-in-Chief of the College’s 
journal, both mentioned above, and in 
many other ways related to academic 
ophthalmology. Prof Helen Danesh-
Meyer of the University of Auckland 
Department is an Honorary Professor 
in the Department of Surgery of 
the University of Melbourne in 
recognition of her collaborative 
research. A/Prof Gerard Sutton holds 
a Doctor of Medicine from the 
University of Auckland. The Post-
Graduate Diploma in Ophthalmic 
Basic Sciences, established by  
A/Prof Sanderson in 2002, has been  
run jointly with the University of 
Sydney since 2004.

Amalgamation was initiated by 
New Zealand ophthalmologists 
after the RACS ceased examining in 
ophthalmology. This was the catalyst, 
but at the same time, other potential 

benefits were recognised. At the 
time, there were not quite a hundred 
ophthalmologists in New Zealand, 
too few to form their own college, yet 
enough to need the structures of a 
comprehensive college and enough 
to contribute towards it, which indeed 
New Zealanders have done. Australian 
ophthalmologists had little to gain, 
but nevertheless they gave their full 
support. Perhaps the global influence 
of the College is a little higher by 
being the College for both countries. 
No-one would now wish to go back. 
It has been a successful trans-Tasman 
marriage.

A/Prof Bruce Hadden  
Department of Ophthalmology, 
School of Medical and Health 
Sciences, University of Auckland
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RANZCO Coat of Arms

The short-lived OSNZ Coat of Arms
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New South 
Wales
Chair:
A/Prof Andrew Chang
Vice Chairperson:
Dr Robert Griffits
Hon Secretary:
Dr Daya Sharma
Hon Treasurer:
Dr Christine Younan
Country Vice Chairperson:
Dr Neale Mulligan

RANZCO NSW Branch 
Annual Scientific Meeting
We convened again in the 
Hunter Valley of New South 
Wales for another successful 
Annual Scientific Meeting held 
on 18–19 March. The theme 
for the meeting focused on 
‘Lasers in Ophthalmology’. 
The Organising Committee, 
including Drs Kim Frumar, 
Con Moshegov, Tasha 
Micheli, Christine Younan, 
Di Semmonds and myself, 
worked hard together to 
generate a stimulating 
scientific program with 
charismatic speakers. 

Following a review of the evolution 
of lasers within the profession, 
Fellows were brought up to date with 
lasers for oculoplastic, anterior and 
posterior segment of the eye. These 
scientific presentations spanned 
broad subspecialty interest in 
ophthalmology.

Eminent guest speakers provided 
educational and entertaining scientific 
highpoints. Prof John Marshall 
from the UK delivered enthralling 
presentations on the fundamentals 
and origins of lasers in ophthalmology. 
We also learned of newer laser 
approaches for corneal refractive 

surgery. Dr Paul Singh from the USA 
presented enthusiastically on his 
experience with laser vitreolysis and 
femtosecond laser. 

Distinguished local and interstate 
speakers shared their expertise and 
experiences in symposia on applications 
of laser in dermatology, oculoplastic, 
corneal, cataract, glaucoma and 
posterior segment pathology. There was 
educational value for all Fellows with a 
broad and cohesive program.

The Conference dinner highlight was 
the two young and talented Hunter 
Valley winemakers who guided Fellows 
through a delicious degustation dinner 
with accompanying wines. A most 
enjoyable evening was had by all!

Many Fellows expressed 
appreciation of the educational value 
of the scientific program, thoroughly 
savoured the dinner and welcomed 
opportunities to network with 
colleagues. 

Our appreciation goes also to 
continuing industry support and 
the superb organisation by Shan 
and her team from Conference Link. 
The Crowne Plaza Hotel has newly 
renovated conference facilities that 
accommodated the 330 delegates and 
the industry.

It was with great sadness that we 
heard of the sudden passing of our 
colleague Dr Kim Frumar shortly 
following this meeting. He made 
such a substantial contribution as the 
Honorary Secretary of the NSW Branch 
and Federal Councilor of RANZCO. He 
contributed greatly to the success of the 
RANZCO NSW Branch Meeting.

Kim had been the Vice Chair of 
Cambodia Vision, working on missions 
in rural and remote towns in Cambodia 
since 2011. It was his vision to leave 
a continuing legacy in addition to 
charitable clinical services. He aspired 
to train the Cambodian doctors to help 
their own people. The ‘Kim Frumar 
Clinical Training Scholarship’ has been 
created to support the training of 
Cambodian ophthalmologists. The 
Committee is honoured to donate 
$10,000 from the profits of the meeting 
towards this scholarship. 

Donations to the Kim Frumar 
appeal can be made at the Australian 
Humanitarian Health Aid website under 
‘Farewell to Dr Kim Frumar’ at http://
www.ahha.org.au/kim-frumar. All 
donations are tax deductible.

A/Prof Andrew Chang on behalf of 
the RANZCO NSW Branch Organising 
Committee

Branch Musings

Branch Musings

RANZCO NSW Branch Annual Scientific Meeting Organising Committee and guest speakers, 
Hunter Valley, March 2016

http://www.ahha.org.au/kim-frumar.
http://www.ahha.org.au/kim-frumar.
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Victoria
Chair:
Dr Andrew Crawford
Hon Secretary:
Dr David Van der Straaten
Hon Treasurer:
Dr Lewis Levitz

RANZCO Victoria Branch 
Annual Scientific Meeting 
The RANZCO Victorian 
Branch Annual Scientific 
Meeting was held recently 
and congratulations are 
extended to Dr Andrew 
Symons for curating another 
stimulating meeting. 

The theme of ‘Advances in Imaging’ 
provided a wide range of content 
across all ophthalmic interest areas. 
Invited guests Drs Michael Goggin, 
Celia Chen and Fred Chen all gave 
memorable lectures and the Branch is 
very grateful to them for sharing their 
special knowledge and experience. 
Drs Joe Reich, David Kaufman and 
Harry Lew added an extra dimension 
with fascinating presentations that 
looked to history, historic technique 
and visual art. Imaging is a fundamental 
area of ophthalmic technology that is 
constantly evolving and this meeting 
proved to be so successful and 
interesting that the Branch is planning 
to repeat and extend the theme, most 
likely on a second-yearly basis. The next 
Victorian Branch Scientific Meeting will 
be held on 4 March 2017 and members 
should save this date in their diaries.

The Branch extends its special 
thanks and acknowledgement to Fiona 
Fullerton who has recently completed 
a 5-year term as Victorian Director of 
Training. This important role is less 
visible to many Fellows but has great 
value to our trainees and Fiona has done 
a truly excellent job. Dr Jacquie Beltz has 
taken up the Director of Training role 
and she is assured of the Branch’s full 
support.

The Branch Committee recently 
heard reports on the redevelopment 
of The Royal Victorian Eye and Ear 
Hospital. Delays have occurred due to 

unanticipated construction issues but 
these issues have been dealt with and 
the Committee was pleased to hear 
that funding and construction plans 
are in place for the project to be fully 
completed.

The Committee has also recently had 
updates from representatives of the 
Australian Society of Ophthalmologists 
(ASO), which provides an important 
function that is complementary to 
RANZCO. All Branch members are urged 
to look carefully at what the ASO is 
doing and to actively consider joining 
and supporting their work.
Save the date: RANZCO Victorian 
Branch Annual Scientific Meeting,  
4 March 2017.

Dr Andrew Crawford
Chair, RANZCO Vic Branch

Queensland
Chair:
Dr Russell Perrin
Hon Secretary:
Dr Anil Sharma
Hon Treasurer:
Dr Oben Candemir

RANZCO Queensland 
Branch Updates
With winter approaching 
it is time to start thinking 
about attending the RANZCO 
Queensland Branch Annual 
Scientific Meeting to be 
held on the Gold Coast on 
29 and 30 July 2016. While 
beautiful weather cannot 
be guaranteed, an excellent 
scientific and social program 
is. This year’s theme is 
‘Ocular Oncology’ covering 
eyelids, ocular surface, 
intraocular and orbital 
tumours. 

The Queensland Branch, with 
assistance from the College, 
has made two comprehensive 
submissions to Queensland Health 
this year. The first submission 
was to the Queensland Health 
Promotion Commission looking at 

ways Queensland Ophthalmology 
can promote better eye care. The 
second was to the Queensland 
Health Workforce Plan. This looked 
at manpower needs, both now and 
in the future, and equitable access to 
eye care for all across our large state.

At our recent extraordinary general 
meeting, an overwhelming vote 
of support and thanks was given 
to Drs Stephen Ohlrich, Andrew 
Smith, Kate Slaughter and Russell 
Bach, who have all given 25 years 
of excellent teaching and support 
to Registrar training. The meeting 
also voted overwhelmingly for the 
need to support Fellows involved in 
registrar training.

We look forward to seeing you 
at the Queensland Branch Annual 
Scientific Meeting in July!

Dr Russell Perrin
Chair, RANZCO Qld Branch 

Eye2Eye Winter 2016

OCULAR ONCOLOGY 
& OCULOPLASTICS

ANNUAL SCIENTIFIC 
MEETING
29-30 July 2016
Sheraton Grand Mirage  
Resort, GOLD COAST

Email: tdf@conferencelink.com.au

QUEENSLAND BRANCH 
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Special Interest  
Groups
The Australian and New Zealand Glaucoma  
Interest Group Meeting 
A highlight of the Australian 
and New Zealand Glaucoma 
Interest Group’s (ANZGIG) 
year was again our successful 
two-day annual meeting held 
in Auckland from 12 to 13 
February 2016. Both local 
and international speakers 
and delegates attended the 
meeting. Fellows, trainees and 
overseas registrants brought 
attendance to 70, with six 
industry exhibitors. 

Dr George Spaeth, founder of 
Wills Eye Hospital Glaucoma Service 
(Philadelphia, USA), current Louis J. 
Esposito Research Professor and leading 
world glaucoma expert, was the invited 
international speaker. He delivered 
several lectures during the meeting 
including the Lowe Lecture. Dr Spaeth’s 
distinguished career in glaucoma has 
spanned over five decades. He has been 
a leading researcher, teacher, innovator 
and thinker in this field. He was and is a 
mentor to many people including the 
meeting’s organiser and Gillies Lecturer, 
Prof Helen Danesh-Meyer. In the Lowe 
Lecture, Dr Spaeth talked about the big 
picture in glaucoma. He gave profound 
insights into how we have thought 
about glaucoma and how this has 
changed over the years. His final big 
picture message in his Lowe Lecture was 
to ‘fall in love’: to love our patients is the 
fundamental key to our clinical practice. 
Dr Spaeth gave other lectures including 
shedding light into why we should 
abandon ‘cup-disc ratio’ as a parameter 
and how we could incorporate the 
‘Disc Damage Likelihood Scale’ into 
our practice. Dr Spaeth had last been 
invited to speak in New Zealand in 1986; 
his return, 30 years later, was highly 

appreciated and his contribution was 
quite inspirational to the audience. 

Prof Danesh-Meyer delivered 
the Gillies Lecture. An Australian/
New Zealand clinician-scientist, in 
honour of the late Dr William (Bill) 
Gillies, is invited to give the Gillies 
Lecture. Prof Danesh-Meyer is 
the W & S Stevenson Professor of 
Ophthalmology and Head of the 
Optic Nerve and Glaucoma Research 
Unit of the New Zealand National 
Eye Centre. Prof Danesh-Meyer is 
a leading Australian/New Zealand 
clinician scientist who divides her time 
between research and patient care. 
She has made many contributions to 
glaucoma and neuro-ophthalmology 
as well as teaching and mentoring 
other doctors and scientists. In the 
Gillies Lecture, Prof Danesh-Meyer 
challenged some of our thinking on 
glaucoma. She took us on a basic 
sciences journey, particularly her 
work with Connexin 43, and asked the 
audience to look with new eyes: could 
glaucoma be a glia-vasculopathy 
and the primary pathology be a 
neuroinflammation? The full lecture 
can be heard, as with all the other 
lectures, in the ANZGIG USB which 
is supported by Allergan and will be 
available to all RANZCO Fellows. This 

ANZGIG USB activity can be used 
to obtain Continuing Professional 
Development points.

At this year’s meeting, A/Prof Anne 
Brooks was elected Chair. A/Prof Brooks 
has given decades of service as secretary 
to ANZGIG. Dr Ridia Lim was elected 
as Secretary and Dr Guy D’Mellow was 
re-elected Vice Chair. Two committee 
members were elected from each State 
of Australia and two from New Zealand. 
Prof Jonathan Crowston became 
Immediate Past Chair, and A/Prof Ivan 
Goldberg AM was elected International 
Representative. Kathleen Poon 
continues as a most effective organiser 
(assisted by Esther Gmelig) and remains 
our much-appreciated Administrator. 

Membership of ANZGIG is easy — 
all those who attend the meeting 
are considered members. Glaucoma 
Australia and ANZGIG have scholarships 
to help trainees attend the meeting, 
which is usually held in February each 
year. Our next Annual Scientific Meeting 
will be 4–5 February 2017 in Brisbane. 
All Fellows are cordially invited to join us 
in our activities. 

A/Prof Anne Brooks, Chair, ANZGIG

Dr Ridia Lim, Secretary/Treasurer, 
ANZGIG

Group photo of the 2016 ANZGIG Scientific Meeting delegates, February 2016, Auckland
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The Australian and New 
Zealand Strabismus Society 
(AKA Squint Club) enters its 
25th year following the Annual 
Scientific Meeting at the 
Royal Children’s Hospital in 
Melbourne from 4 to 6 March 
2016. 

The guest speakers, Prof David 
Guyton (Baltimore, USA) and Dr Fiona 

Rowe (Liverpool, UK) contributed 
greatly to the success of the 
meeting. There were 120 registrants 
and highlights included patient 
presentations and discussions, and 
Prof Guyton’s Gillies Lecture: ‘Changes 
in strabismus over time: clinical 
implications for the future’. Ms Fiona 
Gillies presented the Certificate of 
Appreciation to Prof Guyton and 
commented on how pleased her father, 

Dr William (Bill) Gillies, would be with 
the enduring strength of the Society 
meeting. The meeting concluded with 
a Nystagmus Workshop on Sunday 
morning attended by 35 people.

Next year’s meeting will be in 
Auckland and guest speakers are 
Stephen Kraft and Kyle Arnoldi. 
We look forward to seeing you there!
A/Prof James Elder

The Australian and New Zealand  
Strabismus Society Meeting

Ms Fiona Gillies presenting the Certificate of 
Appreciation to Prof David Guyton

Dr Lionel Kowal, Dr Fiona Rowe, Prof David Guyton and A/Prof James Elder at the 
conclusion of the ANZSS meeting

Welcome Reception 
7:00pm Thursday 14 July 2016, Peppers Beach Club
Dinner 
Friday 15 July 2016, Nu Nu Restaurant
Program
Friday & Saturday case presentations  
(9:00am to 5:00pm)
The meeting will follow our well-established format 
of two case presentations per registrant and lots of 
discussion.

Enquiries 
James Elder - james.elder@rch.org.au

T H E  L E A D E R S  I N  C O L L A B O R A T I V E  E Y E  C A R E

PAEDIATRIC Special Interest Group Scientific Meeting
14-16 July 2016 
Peppers Beach Club and Spa, Palm Cove, Queensland

Eye2Eye Winter 2016

http://nunu.com.au/
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The 33rd Annual Meeting 
of the Australian and New 
Zealand Cornea Society and 
the Eye Bank Association of 
Australia and New Zealand 
(EBAANZ) was held in 
Melbourne, Australia from 
10 to 11 March 2016. This 
meeting is an important 
platform for EBAANZ 
staff, visual scientists, 
ophthalmologists, orthoptists, 
optometrists and other people 
with a special interest in 
cornea and eye banking to 
share their expertise, explore 
novel discoveries, and forge 
and renew friendships.

Organisers A/Prof Mark Daniell 
and Dr Jacqueline Beltz arranged an 
excellent scientific program for the 
meeting, which ran very smoothly 
and was reportedly enjoyed by all.

Prof Massimo Busin from Italy 
attended the meeting and gave 
exciting and engaging lectures 
on corneal transplantation. As 
one of the most highly respected 
corneal surgeons in the world, it was 
invaluable to have Prof Busin attend 

this conference and not only give his 
lectures but take part in discussion 
and conversations throughout the 
meeting. In particular, he spoke about 
his modifications to DMEK surgery, 
how to standardise DALK surgery, 
and how to choose the best surgical 
procedure for patients with corneal 
endothelial failure. 

Prof Kerryn Williams from South 
Australia delivered the Coster Lecture. 
It was excellent to hear from Prof 
Williams just prior to her retirement 
after an amazing career researching 
and reporting on the immunobiology 
of corneal transplantation, as well as 
her involvement in setting up and 
continuing the Australian Corneal 
Graft Registry. 

The Honorable Prof Barry Jones 
AC gave a wonderful lecture 
entitled ‘Science and Politics’. Prof 
Jones displayed amazing skill as an 
experienced speaker, and captivated 
the audience with his musings on 
politics, policy and science. In a day 
when politicians might be promoted 
for loyalty rather than thinking, and 
political processes are often driven by 
opinion rather than evidence, many of 
us were left wondering how we might 
be able to encourage more politicians 
who believe in evidence-based policy.

In addition to these engaging 
speakers, we heard from many other 
researchers and clinicians. Dr Enrique 
Graue Hernandez from Mexico spoke 
about combined treatments for 
keratoconus, Prof Charles McGhee 
from New Zealand outlined what we 
can learn from corneal transplantation 
in New Zealand, and Prof Stephanie 
Watson from New South Wales 
brought us all up to date with stem 
cell therapies for corneal disease.

A video competition was run in 
which presenters had five minutes to 
present a video related to eye banking 
or corneal surgery. The presenters 
provided live commentary and the 
session was engaging and fun.  
Dr Simone Beheregaray from Brazil, 
currently working as corneal fellow in 
Sydney, won the competition with her 
video entitled ‘Artificial Iris’.

Overall, the Cornea Society and Eye 
Bank Meeting was well attended and 
included content that was informative 
and of high quality. We look forward 
to the 34th Meeting, to be held in 
Brisbane next year on 4 February, just 
prior to the ARVO-ASIA meeting to be 
held in the same city.

Dr Jacqueline Beltz
Centre for Eye Research Australia, 
University of Melbourne

The 33rd Annual Cornea and Eye Bank Meeting

Delegates of the 33rd Annual Cornea and Eye Bank Meeting, March 2016, Melbourne

Special Interest Groups
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The International Society of Ocular Oncology  
Biennial Conference coming to Sydney
The 2017 International 
Society of Ocular Oncology 
(ISOO) Biennial Conference 
will be held conjointly 
with the Annual Scientific 
Meeting of the RANZCO NSW 
Branch, the theme for which 
will be ocular oncology/
oculoplastics. The RANZCO 
NSW Branch meeting will run 
from 24 to 25 March and ISOO 
2017 will run from 24 to  
28 March.

The venue for the ISOO/RANZCO 
NSW Branch Conference will be the 
newly and completely remodelled 
International Convention Centre on 
Darling Harbour, an agreeable, state 
of the art facility on the waterfront in 
the centre of Sydney. Numerous good 
hotels are situated within an easy 
walking distance from the convention 
centre.

The two separate Conferences will 
take place simultaneously in two 
separate side-by-side auditoriums, 
each with a capacity to hold 400 
audience members and separated by 
a sliding wall.

Although the two meetings will be 
largely separate, there will be one 
90-minute conjoint session on the 
morning of day 2, Saturday 25 March, 

ambitiously devoted largely, but not 
exclusively, to the lessons that can be 
learnt in the management of ocular 
melanoma from the study of cutaneous 
melanoma.

Day 1 will likely include basic research, 
an ISOO Working Day devoted largely 
to international trials and collaborative 
efforts, and a workshop, either half 
or full day, on ocular pathology run 
by Dr Hans Grossniklaus, a clinical 
ophthalmologist/ocular pathologist 
from the USA. This workshop 
should be of interest to the general 
ophthalmologist as well as trainee 
ophthalmologists. 

Dr Mandeep Sagoo from Moorfields 
Eye Hospital in London is Chair of the 
ISOO Scientific Program Committee, 
which includes Dr Max Conway as 
head of the Australian section of 
that Committee. For the RANZCO 
NSW Branch Annual Scientific 
Meeting a series of didactic sessions 
on the white pupil, eyelid, orbital 
and conjunctival tumours, as well 
as on ocular lymphoma is planned. 
Ocular melanoma will be covered 
in the combined session on ocular/
cutaneous melanoma on the morning 
of day 2 of the Conference. Dr Gina 
Kourt, well-known oculoplastic 
surgeon, is the convenor of the 
RANZCO NSW Branch component of 
the Conference.

The social program will commence 
with a welcome reception at the 
International Convention Centre 
on the evening of day 1, namely, 
Friday 24 March. It will be attended 
by RANZCO NSW Branch Fellows in 
addition to ISOO delegates. The ISOO 
Conference dinner will be on the night 
of Monday 27 March. The venue for 
the dinner is being finalised. 

Planned also is a cocktail reception, 
most likely at Sydney Opera House, on 
the night of either Saturday 25 March 
or Sunday 26 March. Tours in and 
around Sydney and around Australia 
and New Zealand will be on offer 
both before and after the Conference. 
Although these events are planned 
with an international audience in 
mind, RANZCO Fellows are warmly 
encouraged to attend.

Further details, including timelines, 
are on the ISOO website at  
www.isoo.org.

The Conference organisers are 
excited to welcome you to Sydney in 
2017.

Dr Michael Giblin
Convenor, ISOO 2017

http://www.isoo.org. 
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RANZCO Affiliates

The Ophthalmic Research 
Institute of Australia (ORIA) 
has received applications 
from 51 project teams within 
Australia for funding of 
medical eye research in 2017. 
Four projects from the Save 
Sight Society of New Zealand 
have been incorporated in 
our process.

Each application will be peer 
reviewed by two experts in their 
field, both within Australia and 
internationally. One hundred and ten 

peer reviews will need to be secured 
within two months. The assessment 
process will be complete at the 
ORIA’s Research Advisory Committee 
meeting in August in Sydney.

We are pleased that 13 New 
Investigators have applied for 
funding. Eleven of these projects 
are supervised by RANZCO Fellows. 
ORIA provides a percentage of their 
available funding to foster new and 
emerging scientists. This enables 
successful applicants to gain a track 
record to enhance their professional 
career and to then apply for more 
significant grants.

Previous New Investigator grants 
have been awarded to A/Prof Angus 
Turner for collaborative care between 
ophthalmologists and optometrists 
using telehealth for better eye 
health care in remote Australia; 
Dr Jingjing You from Save Sight 
Institute for her keratoconus 
research, and Dr Sandy Hung from 
the Centre for Eye Research Australia 
for research on Generation of an 
immortalised human retinal ganglion 
cell (RGC) line from pluripotent stem 
cells.

Anne Dunn Snape
Executive Officer, ORIA

Jacinta Spurrett, CEO of the Eye Surgeons’ 
Foundation with Drs Sandy Hung and Ray 
Wong 

A/Prof Angus Turner Dr Jingjing You

The Ophthalmic Research Institute of Australia

O R I A
ADVANCING EYE RESEARCH

RANZCO Affilliates
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Australians will go to the polls 
on Saturday 2 July and more 
than ever before health will 
be at the forefront of people’s 
minds when they cast their 
vote.

The Turnbull Government’s decision 
to extend the freeze on Medicare 
rebates for a further two years will 
spell the end of bulk-billing in many 
general practices across the country and 
inevitably patients will find themselves 
slugged with higher medical fees.

This clamp on rebates is simply 
further evidence of a Government 
dogged in its pursuit of finding savings 
in a sector where operating costs 
become more expensive by the day.

Healthcare delivered the cut-price 
way is not sustainable. For this reason 
I believe the force of a united medical 
profession will be critical during the 
election campaign. We must come 
together now to highlight the grim 
realities of flawed health policy.

I have written before about 
strength in numbers and a recent 
breakthrough regarding the Australian 
Society of Ophthalmologists (ASO) 
campaign against private health fund 
pre-approvals prompts me to do so 
again. Following concerted effort by 
the ASO and a rush of complaints by 
doctors and patients to the Private 
Health Insurance Ombudsman, as 
well as to various local members of 
Parliament, it has been announced 
the Ombudsman will launch a formal 
investigation into the issue. In addition, 
Federal Health Minister Sussan Ley 
has confirmed to the ASO that under 
the Private Health Insurance Act 2007 
private health insurance consumers and 

medical practitioners are not required 
to engage in any type of pre-approval 
process with a private health fund. This 
was an outcome achieved through 
people power.

Join the ASO today and 
make a difference
During this critical time for the 
Australian healthcare sector it is 
important to use your voice. If you are 
not a member of the ASO I urge you 
to consider joining the organisation 
today. This year the ASO has a goal to 
reach 100 percent membership among 
ophthalmologists practising in Australia. 
One hundred percent membership — 
imagine what we could achieve then!

Join the ASO by visiting  
www.asoeye.org or calling  
+61 7 3831 3006.

Expo success 
I am pleased to report on the 
unprecedented success of the 
ASO Business Skills Expo, held 
recently in Sydney. Now in its third 
year, the Expo has become the 

most important skills events on our 
calendar.

More than 100 ophthalmologists, 
practice managers, and day hospital 
owners and managers gathered at the 
Intercontinental Sydney Double Bay for 
a day-and-a-half of learning, networking 
and innovation.

The focus of the Expo is to explore the 
business-side of being an eye specialist. 
In three years it has grown and 
developed into an event where doctors 
can access expert advice on everything 
from medical practice set-up to 
succession planning; investigate trends 
and innovation in practice investments 
such as electronic patient records; and 
participate in valuable business-style 
professional development programs.

Thank-you to all the delegates who 
attended this year’s Expo and a special 
thank-you to Dr Nisha Sachdev and 
Katrina Ronne who organised the event. 
We look forward to bringing you Expo 
2017.

Dr Michael Steiner 
President, ASO

ASO Update: why health is the key election issue

ASO Business Skills Expo 2016 delegates

http://www.asoeye.org 
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RANZCO Fellows honoured for their service and 
contribution to eye health 
Asia-Pacific Academy of 
Ophthalmology Awards
RANZCO Fellows Dr Cathy 
Green and A/Prof Andrew 
Chang were honoured with 
prominent awards for their 
long-standing service to eye 
health in the Asia-Pacific 
region at the 31st Asia-Pacific 
Academy of Ophthalmology 
(APAO) Congress held in 
Taipei from 24 to 27 March.

Dr Cathy Green received the 
Nakajima Award, which is presented 
to individuals who are actively involved 
in international activities that assist in 
the development of ophthalmology, 
particularly in relation to the prevention 
of blindness, ophthalmic service and 
research.

“I was extremely surprised 
and delighted to be nominated. 
My involvement in international 
development and ophthalmic 
education adds an enormous amount 
of stimulation and enjoyment to 
an already fascinating career. I get 
enormous satisfaction from seeing 
the difference contributions at a 
systemic level can make and I love 
the opportunities of getting to know 
truly talented and inspiring people. 
The continuing learning and personal 
growth are reward enough, so being 
acknowledged by my colleagues in this 
way makes me feel extremely fortunate”, 
said Dr Green. 

Dr Green’s APAO Congress lecture 
‘Harnessing the Power of One: 
Think Global, Act Local’ focused on 
the effectiveness and outcomes of 
ophthalmologists receiving formal 

training in skills such as leadership, 
advocacy and education. “Prof Nakajima 
is a visionary Japanese ophthalmologist 
who was instrumental in leading the 
development of ophthalmology in 
Japan after WWII. He was a researcher, 
educator and advocate, and played 
a key role in establishing the World 
Health Organization Western Pacific 
Collaborating Centre for the Prevention 
of Blindness.

“My lecture focused on how although 
we ophthalmologists make a difference 
one patient at a time, if we ensure we 
are also good educators and teachers 
and continue to advocate for our 
patients, our sphere of influence is so 
much greater. I also showcased the 
education development work RANZCO 
has led in the Pacific and Cambodia, 
as well as the success of the APAO 
Leadership Development Program”, 
said Dr Green.

Dr Green is the convenor and 
designer of the RANZCO Leadership 
Development Program (LDP), which 
aims to develop and enhance 

leadership skills for ophthalmologists 
in Australia and New Zealand. She is 
an APAO LDP Program Director and 
has participated as invited faculty for 
leadership programs including the 
Royal College of Ophthalmologists of 
Thailand and the Philippine Academy of 
Ophthalmology. Dr Green has provided 
eye care and teaching in countries such 
as Cambodia, Fiji, Nepal, Myanmar and 
Timor Leste.

A/Prof Andrew Chang received the 
Distinguished Service Award, which 
is presented to ophthalmologists of 
APAO’s member organisations for their 
distinguished service to improving 
ophthalmology in their countries or 
tariff territories.

A/Prof Chang was delighted to have 
been nominated for this award. “I am 
grateful for opportunities to promote 
education and networking between our 
Asia-Pacific retinal ophthalmologists. 
I share this acknowledgment with the 
support of RANZCO Fellows and our 
regional colleagues through the Asia-
Pacific Vitreoretinal Society (APVRS).”

Dr Cathy Green receiving the Nakajima Award at the 2016 APAO Congress, Taipei 
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The APVRS was formed in 2006 
to create a platform for academic 
exchange for retinal specialists. The 
late Prof Yasuo Tano was the founding 
President and was instrumental in the 
early success of the Society. Under 
the continued leadership of Prof Ian 
Constable and the APVRS Council, the 
Society has grown stronger with each 
year. 

“I was fortunate for the privilege to 
represent Australia as Council Member 
in 2006. It has been challenging 
to serve as Scientific Secretary for 
the past three years but fulfilling 
to interact with our neighbouring 
colleagues. We learn so much from 
their clinical and research perspectives 
and experiences.

“Each year the APVRS Congress 
is held in a different country in the 
Asia-Pacific region, and we all were very 
excited that Sydney won the bid to host 
the meeting in 2015”, said A/Prof Chang.

The 2015 Congress was co-hosted 
and strongly supported by the RANZCO 
NSW Branch and the ANZSRS. A mixture 
of 42 local and international scientific 
co-ordinators of 17 symposia, 100 
invited speakers and 1100 delegates 
filled the congress venue with ‘warmth 
and buzz’. 

The 10th APVRS will be held from 
8–10 December 2016 in Bangkok, 
Thailand. It will be held in conjunction 
with the 38th Annual Academic 
meeting of the Royal College of 
Ophthalmologists of Thailand.

Eye2Eye Winter 2016

Research awards at ARVO
RANZCO Fellows  
Prof Jonathan Crowston and  
Prof Robyn Guymer received 
awards for their research 
in eye health at the 2016 
Annual Meeting of the 
Association for Research in 
Vision and Ophthalmology 
(ARVO) held in Seattle from 
1 to 5 May. 

Prof Jonathan Crowston received 
the inaugural Dr David L. Epstein 
Award from the ARVO Foundation 
for Eye Research in recognition of his 
research in glaucoma.

This Award is in honour of  
Dr David L. Epstein who is 
considered to be one of the most 
influential leaders in the world of 
glaucoma and glaucoma research 
over the past 30 years. The Award is 
given annually to a well-established, 
senior level investigator with 
documented history of conducting 
eye and vision research in glaucoma.

Prof Crowston, Ringland Anderson 
Professor of Ophthalmology, 
University of Melbourne, and 
Managing Director of the Centre 
for Eye Research Australia (CERA), 
was delighted to be selected as the 
recipient of this prestigious Award. 

Dr Peter van Wijngaarden (also from 
CERA) will be Prof Crowston’s mentee, 
and will investigate energy transport 
from oligodendrocytes to retinal 
ganglion cell axons and determine 
how this impacts the retinal ganglion 
cell response to advancing age and 
physical and metabolic stress at the 
optic nerve head.

Prof Robyn Guymer was honoured 
with the Carolyn K. McGillvray Award 
from the BrightFocus Foundation for 
Macular Degeneration Research.

The award will allow Prof Guymer 
to study the underlying mechanisms 
by which debris accumulates in 
the retina in age-related macular 

degeneration (AMD). Understanding 
this process may lead to novel 
treatments for early AMD.

Prof Guymer is a senior 
investigator at CERA who initiated 
the genetic study of AMD and 
established the McComas 
molecular genetics laboratory. Her 
research team conducts clinical 
trials into the treatment of AMD 
and epidemiological studies 
into its risk factors, and has been 
responsible for introducing new 
treatments and investigative tools 
into clinical practice. She is CERA’s 
lead investigator on the bionic eye 
project.

Prof Robyn GuymerProf Jonathan Crowston

A/Prof Andrew Chang
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RANZCO is very pleased to 
advise it has been selected by 
the Asia-Pacific Academy of 
Ophthalmology (APAO) to co-
host the 35th APAO Congress 
in Auckland, New Zealand in 
2020. 

The bid submission was expertly 
spearheaded by Prof Charles 
McGhee and his colleagues from 
the New Zealand National Eye 
Centre, Faculty of Medical and 
Health Sciences at the University 
of Auckland. Prof McGhee and his 
team worked closely with Auckland 
Tourism, Events and Development 
to put together a compelling 
proposition to secure such a 
significant event for the Asia-Pacific 
region.

It was gratifying to receive a 
ground-swell of support from 

Auckland City, including a letter from 
the Lord Mayor, Len Brown. “ 
As we move towards 2020, Auckland 
is in the midst of an impressive 
redevelopment project which will 
see the city open the New Zealand 
International Convention Centre, 
the venue for APAO 2020. This new 
conference space will provide the 
ultimate delegate experience with the 
latest technology and convenience, 
coupled with abundant natural light 
and uniquely Auckland feel.”

The Vice Chancellor, Prof Stuart 
McCutcheon and Dean of the Medical 
Faculty, Prof John Fraser added the 
substantial support of the University 
of Auckland in securing the successful 
bid. They anticipate supporting the 
development of the 2020 APAO 
conference via the activities of 
New Zealand National Eye Centre 
and access to University of Auckland 
facilities where required. 

During the recent APAO Conference 
in Taiwan, Prof McGhee was also 
successfully nominated to the 
position of President Elect of APAO. 
Thus he will be President of APAO 
when the Annual Conference returns 
to Auckland in 2020.

With strong enthusiasm from local 
Fellows and Associates, we have no 
doubt it will be a great success, with 
a robust scientific program and a 
memorable cultural experience for 
delegates. We congratulate  
Prof McGhee and his colleagues 
again for bringing this event to  
New Zealand.

RANZCO to host APAO 2020 in Auckland, New Zealand
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Eye health professionals 
conducted a final eye test in 
Kalamunda in April, marking 
the end of a year-long 
pioneering national research 
study mapping the eye health 
of Australians. 

The Western Australian suburb is 
one of nine testing sites in the state 
where eye health professionals have 
been collecting information for the 
National Eye Health Survey over the 
past two months.

The survey, which is being 
undertaken by Vision 2020 Australia and 
the Centre for Eye Research Australia 
(CERA), began rolling out across the 
country in March last year and is the first 
survey of its kind to map the prevalence 
of vision impairment and blindness in 
both Indigenous and non-Indigenous 
Australians.

While still in her position as Vision 
2020 Australia CEO, Ms Jennifer 

Gersbeck (Ms Gersbeck stepped down 
from her position in April), said the 
results from the testing in Western 
Australia would form an important part 
of the research and help to deliver a 
clearer picture of the state of Australian 
eye health.

“As Australia’s population ages, 
we expect to see an increase in the 
number of people with conditions such 
as macular degeneration, glaucoma, 
cataract, diabetic retinopathy and 
refractive error. Being armed with 
accurate data will help us to manage 
these conditions efficiently and 
effectively”, said Ms Gersbeck.

To mark the completion of the survey, 
eye health professionals and researchers 
were joined in Kalamunda by the 
Assistant Minister for Health and Aged 
Care and Member for Hasluck, the Hon 
Ken Wyatt AM.

Principal Investigator Dr Mohamed 
Dirani said “At present, interventions 
and future programs are being planned 

and implemented based on 20-year-old 
data. The National Eye Health Survey will 
give us an up-to-date, evidenced-based 
picture of the prevalence and causes of 
vision impairment in Australia.

“The results of the research will also 
provide invaluable follow up data for 
the National Indigenous Eye Health 
Survey conducted in 2008, where the 
effects of interventions since then 
can be assessed and specific eye 
health strategies for the Indigenous 
community can be better guided.”

The National Eye Health Survey 
is supported by funding from the 
Australian Government under the 
Chronic Disease Prevention and 
Service Improvement Fund, with other 
contributions coming from CERA, 
OPSM, Novartis, Zeiss, Brien Holden 
Vision Institute, Optometry Australia, 
National Aboriginal Community 
Controlled Health Organisation and the 
Royal Flying Doctor Service.

National eye health survey testing concludes in 
Western Australia

optos.com
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With an ageing population, 
aged care is an increasingly 
important area in which to 
ensure the best eye health 
is available, especially 
in Residential Aged Care 
Facilities (RACF). 

Macular Disease Foundation Australia, 
in collaboration with the Foundation’s 
National Research Advisor Prof Paul 
Mitchell, is undertaking a research study 
to improve the overall eye health of 
residents in RACFs. 

The two-and-a-half-year study is 
supported by the Federal Department 
of Health. Vision issues will include 
macular degeneration, glaucoma, 
diabetic retinopathy, untreated cataract 
and uncorrected refractive error. 

People with vision loss are 
significantly more likely to access the 
aged care system, and the rate of vision 
loss amongst people in aged care 
facilities is significantly higher than in 
community-dwelling older people. 
In a recent Australian study in RACFs, 
nearly half of residents (46.1%) were 
found to have uncorrected distance 
vision impairment, and nearly one-third 
(28.7%) had not had their eyes tested 
within the recommended two years. 

Impaired vision for residents can have 
many negative consequences, including 
significantly increasing the risk of falls. 
Falls are more common amongst RACF 
residents than the general population, 
with up to half of all residents falling at 
least once a year. 

Consultation with eye healthcare 
professionals, including optometrists 
and ophthalmologists, is a critical 
primary health intervention necessary 
to reduce morbidity (and potentially 
mortality) associated with eye disease. 
By the time a person notices lost 
vision, underlying disease is likely to 
have progressed significantly, with 
damage that is irreversible. Early 
detection is essential to prevent vision 
loss associated with undiagnosed 
disease and can only be achieved by 

thorough eye examinations, including 
examination of the macula at the back 
of the eye. 

With regard to the provision of care 
to people with vision loss, it has been 
reported that diagnosis of causes of 
vision impairment may not be recorded 
in care plans and that many staff do 
not feel confident to identify residents 
with low vision. These findings identify 
the need for staff development to 
facilitate evidence-based vision care 
for residents. The staff development 
program proposed for this study will 
focus on increasing the knowledge, 
confidence and skill of the aged care 
staff in participating facilities.

Specific objectives of the study are to:
• Gain a comprehensive knowledge 

base of current practices regarding 
the diagnosis, monitoring and 
recording of eye conditions; 

• Identify how the management 
of residents is adjusted based 
on their vision status including 
an understanding of different 
corporate policies and 
procedures;

• Develop a ‘minimum standard of 
vision care’ model; 

• Develop a practical guide to 
best-practice eye care which 
could include an online education 
program, publications or DVD 
programs based on the audit 
results and 'minimum standard of 
vision care' recommendations;

• Launch and disseminate best 
practice education/training 
resources;

• Identify changes in practice 
following the introduction 
of resources by re-auditing 
participating RACFs; and 

• Prepare and publish results.

These objectives will be achieved by 
both auditing participating RACFs and 
assessment of the vision and eye health 
of residents by an orthoptist. 

Tests will include auto-refraction, 
functional tests (near and distance 
visual acuity measurement, reading 
ability) and several structural tests/scans 
(including measurement of intraocular 
pressure, undilated retinal photography 
and ocular coherence tomography) to 
determine the presence of pathology. 
Residents' glasses will be tested against 
their refraction to determine the 
extent of uncorrected (or poorly 

Vision and eye healthcare in Residential Aged Care 
Facilities

RACF resident Hazel Walden signs up to participate in the study, with Senior Project Officer 
Jan Steen
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A recent Blind Foundation 
study provides an answer to 
the inaccurate records of New 
Zealanders with significant 
sight loss. 

Inaccurate and incomplete records 
mean it’s difficult to determine the 
number of people living with sight 
loss. That creates challenges for 
government and health agencies in 
being able to effectively plan ahead 
to provide services for people who 
are blind or have low vision. 

The Blindness and Low Vision 
Prevalence Study, by the Blind 
Foundation and Dr Simon Thornley, 
creates an estimate for the number 
of people who currently have a 
degree of vision loss of 6/12 or 
worse, which includes moderate low 
vision through to total blindness. 

The study deals with the annual 
incidence of blindness and low 
vision and with the prevalence 
of cases, aggregating to the total 
number of existing cases. 

Focusing on people aged 15 
and over, the study uses the 

capture-recapture method and 
data from the Blind Foundation, 
the five metropolitan district health 
boards and the Auckland University 
Optometry School. 

Blind Foundation Chief Executive 
Sandra Budd says the ground-
breaking study will be beneficial 
to both the public and private eye 
health sectors. 

“It will not only help the Blind 
Foundation in its planning work, but 
also government and health agencies 
and potentially the private sector. 

“Being able to accurately anticipate 
the level of service our clients will 
need in the future is a vital part of our 
work.” 

In the following results, ‘blind’ 
means a visual acuity of 6/24 or 
worse, which is the current eligibility 
level for Blind Foundation services. 
‘Low vision’ is defined as visual acuity 
of 6/12 to 6/23. These definitions 
are particular to this study and may 
need to be read in context where 
comparisons are made to other 
similar surveys. 

The key results of the study are: 
• The annual incidence of new cases of 

blindness (6/24 and worse) each year 
is approximately 3274. 

• Fewer than 40% of the blind 
group appear to be referred for 
rehabilitative services. 

• About 10% of the incidence is people 
who are estimated to have visual 
acuity of 6/24 or worse but who have 
not entered the health system and 
been diagnosed or treated. 

• The approximate number of new low 
vision cases (6/12 to 6/23) each year 
is 4319. 

• The prevalence estimate (that is 
the full number of current cases) of 
blindness is 30,356. 

• The full prevalence estimate of low 
vision is 44,300.

• The total blind and low vision 
prevalence is 74,675 (approx. 2.1% 
of the national population aged 15 
years and over). 

The Blind Foundation has commissioned 
further research to investigate the 
reasons for non-presentation and 
non-referral and to develop options on 
future policy. 

Blindness and low vision prevalence in New Zealand

Promoting orthoptics 
Orthoptics Awareness Week 
and World Orthoptic Day are 
two very important events 
in the Orthoptics Australia 
calendar each year. During 
these events, orthoptists 
from all around the world 
come together to promote 
the orthoptic profession 
and spread the word about 
orthoptics. Allanah Crameri, 
PR Coordinator for Orthoptics 

Australia talks to Paul Cawood, 
Orthoptics Australia’s newest 
President about Orthoptics 
Awareness Week and World 
Orthoptic Day 2016 and just 
what orthoptics is.

Q AC: What are Orthoptics 
Awareness Week and World 
Orthoptic Day all about Paul? 

A PC: Both National Orthoptic 
Awareness Week and World Orthoptic 
Day are set events in the calendar year 

that allow orthoptists to promote 
and celebrate their profession and 
the wonderful work orthoptists do 
in many areas of the health care 
industry. 

Q AC: When is it held this year? 

A PC: This year Orthoptic Awareness 
Week was held between Monday 
29 February to Friday 4 March 2016 
and the theme this year was ‘Look the 
right way’. We wanted to encourage the 
public and other health professionals 
to find out more about orthoptics 

corrected) refractive error. Test 
results of any resident with potential 
pathology will be reviewed by an 
ophthalmologist to confirm the 
diagnosis. 

The comparison of test results 
with the residents’ facility records 

will be undertaken to identify any 
shortfall in vision information which 
may impact residents’ care.

In collaboration with an Expert 
Reference Group, data from the 
facility audit and resident vision 
testing will be analysed and used 

to develop a model for ‘minimum 
standard of vision care’, a guide and 
educational resources for staff and 
families.
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whether that is online, in clinics and 
hospitals or from others. 

World Orthoptic Day was on Monday 
6 June. In keeping with the 2016 
International Orthoptic Association 
Rotterdam Congress, the theme this 
year was ‘Bridges’ — orthoptists bridge 
worlds to meet your eye care needs.

Q AC: Paul, how would you 
describe what an orthoptist is and 
does? 

A PC: This is a difficult question as 
the modern orthoptist now works 
in an amazing variety of roles and 
in most circumstances is not limited 
to just one area. Orthoptists are eye 
healthcare professionals who are 
university trained in the assessment 
and treatment of patients with eye 
disorders specialising in children’s 
vision, eye movement disorders 
and low vision care. We are not only 
wonderful clinicians but also teachers, 
lecturers, academics, researchers, 
business owners, marketers, managers 
and the list goes on. 

Q AC: How important is the 
relationship between an orthoptist 
and an ophthalmologist? 

A PC: Traditionally orthoptists and 
ophthalmologists have a very close 
working relationship and this bond 
continues today. Orthoptists value 
being part of the eye care industry and 
working with ophthalmologists. Being 
part of a team providing quality eye 
care is a very important one. 

Q AC: What do you like most about 
being an orthoptist? 

A PC: I was actually drawn to 
the profession by no other than Dr 
Fred Hollows and his work overseas 
and in the Aboriginal communities 
of Australia. My mum bought his 
autobiography for me for Christmas 
in my final year at school. For me 
personally it has always been about 
helping and caring for people. Making 
a difference to people’s lives who are 
facing some sort of adversity everyday. 
Having the one-on-one contact to 

educate and change someone’s 
outcome in a positive manner. 
Encouraging a child to wear a patch for 
example might seem simple (but quite 
often it is not) and it makes a dramatic 
difference to the final outcome, it is that 
end result that is fulfilling. 

Q AC: What is Orthoptics Australia 
and what do they do? 

A PC: Orthoptics Australia is the 
national peak body representing 
registered member orthoptists across 
Australia as well as members from 
other countries including New Zealand, 
United Kingdom, Singapore, Malaysia 
and Hong Kong. Orthoptics Australia 
strives to promote and advance the 
discipline of orthoptics across the 
gamut of the eye and health care 
industries. 

Allanah Crameri
Orthoptics Australia PR Coordinator 

Paul Cawood
Orthoptics Australia President

Eye2Eye Winter 2016
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It has been one year since 
University of Technology 
Sydney (UTS) Orthoptics 
opened in 2015, one of only 
two programs offered in 
the Asia-Pacific region. The 
anniversary is one marked 
with success due to the 
recognition and shift in the 
way teaching is delivered.

UTS Orthoptics, offered by the 
Graduate School of Health, has moved 
away from inductive instructional 
teaching — a technique still adopted 
by other universities — focusing rather 
on the interaction of our students in 
the form of workshops. The course has 
been designed to be delivered through 
a highly practice-based collaborative 
approach. 

“We challenge their way of thinking 
and problem solving, and try to get 
them to remove their blinkers to think 
laterally and with clinical reasoning”, said 
Associate Lecturer Mara Giribaldi from 
UTS Orthoptics. 

“Getting students to research or get 
involved in group work to disseminate 
information about a particular topic in a 
workshop is very powerful. The method 
of teaching coupled with hands-on 
clinical practical sessions works very 
well here and actually cements students’ 
learning.”

There's a great demand for orthoptists 
in Australia, particularly due to an 
ageing population and the rise in eye 
conditions that are associated with 
age. Eye disorders and diseases are 
on an upward trend, and therefore 
so is the need for eye diagnosis and 
management. While most Australians 
have limited experience with 
orthoptists, they are becoming a 

necessity in dealing with this increase 
in the prevalence of conditions such as 
age-related macular degeneration and 
vision problems associated with stroke. 
They continue to lead in the detection 
and management of conditions such as 
strabismus (squint) and amblyopia (lazy 
eye) often seen in childhood, which, if 
untreated, can increase the risk of visual 
impairment in older age. 

“What has become apparent over 
the past year is the positive recognition 
from industry and colleagues alike 
who have commented on the way 
UTS Orthoptics teach and deliver high 
calibre students. The dialogue has 
now opened amongst our students 
and industry partners with a win-win 
situation. We have increased our 
collaboration significantly in regards to 
liaising with the industries that we have 
close ties with and also developing new 
ones — which is really quite exciting”, 
said Mara Giribaldi.

The interdisciplinary liaison is 
also one to be admired. The UTS 
Graduate School of Health also delivers 
masters’ programs in Pharmacy, 
Clinical Psychology and the proposed 
Physiotherapy in 2017 (subject to 
accreditation), providing a lot of 
overlap in allied health and the health 
industry at large. This collaboration is 
advantageous for students and their 
future patients as it produces a well-
rounded clinician with breadth across 
all studies. 

UTS Orthoptics’ research profile is 
looking very promising. Research and 
postgraduate education is uniquely 
integrated within the discipline, in 
areas such as myopia and strabismus. 
This has been augmented with the 
appointment of Dr Mojtaba Golzan 
specialising in glaucoma research. 

The first year cohorts are moving 
onto their second and final year of their 

master’s degree. Student Premkumar 
Gunasekaran, who is President of the 
UTS Student Orthoptics Society, said 
“UTS is my place of choice because it's 
so practice-based. We are placed at so 
many different clinical sites and it gives 
us a better advantage overall. We start 
placement in semester two of the first 
year and already, I've been to three 
different sites. I have another five I will 
go to, which include private and public 
settings and hospitals. Next semester, 
we have either international or rural 
placement.”

Prof Kathryn Rose, Head of UTS 
Orthoptics says “we are producing 
graduates that want to do orthoptics 
and want to work with the general 
public. Clinicians that are caring and 
patient-focused, at all times. Our aim 
is to ensure our graduates follow best 
patient practice and get the best patient 
outcomes.” 

“With that in mind, regardless of 
whether you are speaking to patients, 
taking their history, or taking a scan of 
their retina you want to be a clinician 
that does that in the best way possible 
in order to deliver the best care, and 
help through the diagnosis. Irrespective 
of which area you end up in, if you have 
that as a base, then it’s always quite 
a great foundation to have and build 
upon”, said Prof Rose.

UTS Orthoptics has a clear objective 
that will continue to remain front of 
mind: producing graduates that are 
confident clinicians, caring, innovative 
and ultimately working to increase the 
profile of whatever role they undertake 
in orthoptics. 

Michelle Price 
Marketing and Communications 
Officer, UTS Graduate School of 
Health

A year on from launching UTS Orthoptics
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Obituaries
Dr Grosvenor Charles Thomas Burfitt-Williams
23 December 1921 – 5 October 2015

Obituaries

Grosvenor, or ‘Burf’ as he 
was affectionately known, 
was born in Sydney on  
23 December 1921 to Drs 
Mary Burfitt and Grosvenor 
Williams above Mary’s 
practice on Glebe Point Rd, 
Glebe. He was delivered by 
Connie D’Arcy, later Dame 
Constance D’Arcy, who was a 
pioneering woman medical 
activist.

His mother, a physician and 
pathologist, was a founder and 
councillor (1929–1953) of Sancta 
Sophia College, a residential ladies 
college at Sydney University.

His father built up a chain of 
chemist shops, studied medicine and 
then specialised in ophthalmology, 
becoming a very successful 
practitioner while at the same time 
continuing his successful business 
ventures.

Grosvenor was the eldest of three 
boys all of whom studied medicine. 
Tom, the middle son, became a 
well-known gastroenterologist and 
Walter, his younger brother who died 
at a young age, became a general 
surgeon.

Grosvenor was educated at 
Marcellin College of Randwick, and 
studied medicine at Sydney University, 
graduating in 1947.

He enjoyed his time at university, 
becoming very involved in student 
life. Grosvenor was elected to the 
Student Representative Council, 
which was a forerunner to the many 
committees he was to serve on 
throughout his life.

After residency, he then went 
to Bristol where Lloyd Cahill, Jim 
Pendergast, Jim Rogers, Matt 

Quartermass and Lindsay Douglas 
were also trainees, he spoke warmly 
of these times with these fellow 
Australians. He happily worked in 
clinical practice, initially with his 
father, for over 50 years and he prided 
himself on having patient records 
going back to the 20s and 30s in a 
multitude of cards which looked like 
a concertina. He continued practising 
until well into his eighties. 

In 1956, while working at the 
Medical Eye Service in Commonwealth 
Street (which later became the home 
of RANZCO), Grosvenor met a young 
orthoptist, Judy Davies who, after a 
whirl wind romance, became his bride. 
They wanted a large family and he 
and Judy had five children,  

Grosvenor Jr, Robert, Mary, Sally and 
Walter. They bought a large house in 
Vaucluse in a somewhat neglected 
state and he and Judy transformed 
this into a wonderful happy family 
home with manicured gardens where 
he could display his horticultural 
skills. He was never happier than 
when dressed in gardening clothes 
working in the garden at one of his 
homes. 

Grosvenor held appointments 
as an Honorary Medical Officer of 
the Children’s Hospital, Balmain 
Hospital and Lewisham Hospital. The 
latter two were very busy general 
hospitals with large outpatient 
clinics. At the Children’s hospital he 
worked together with his very close 

Dr Grosvenor Charles Thomas Burfitt-Williams
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friend Reuben Hertzberg teaching 
generations of registrars paediatric 
ophthalmology.

He contributed significantly to 
his College, serving as Honorary 
Treasurer of the Ophthalmic Society of 
Australia, between 1969–1980 which 
subsequently became RANZCO, and 
was a long term member of the NSW 
Branch Committee and a founding 
member of the College. The College 
awarded him an honorary fellowship 
in 2014 in recognition of these 
services. 

Grosvenor involved himself in local 
government, initially as a member 
of the Woollahra Action Committee 
and was subsequently elected to 
Council serving as an Alderman from 
1965 to 1974, and a term as Mayor of 
Woollahra in 1970.

He had enjoyed university life so 
much as a student that he yearned for 
a quasi-university life as he grew older, 
and this was fulfilled by his being 
elected as a Fellow of the Senate of 
the University of Sydney from 1975 to 
1989.

Grosvenor was a member of the 
AJC, Australian Club, University Club, 
and of the Royal Sydney Golf Club for 
59 years, and the Australian Historical 
Society where he was its longest 
serving member.

In his semi-retirement, he bought 
a rural property in the southern 
highlands outside Bowral where 
he developed the property and its 
grounds into park-like gardens.

Grosvenor’s summer was spent with 
his family at his Whale Beach house. 
He spent many happy hours pruning 
his prize-winning roses.

Despite his many, varied and 
important positions, he was an 
extremely modest self-effacing 
man, a wonderful host and always 

interested and available for help and 
advice to the younger generations 
of registrars and ophthalmologists. 
His patients adored him and as well 
as their ophthalmologist, he was 
their friend. He was a successful 
businessman but was humble about 
this as well.

He was proud of his children; 
Grosvenor became a pilot, Robert has 
a senior position in the Department 
of Agriculture, Mary became a clinical 
nursing sister, Sally works in the 
electronic industry and Walter works 
in the property market.

We all extend our deepest sympathy 
to Judy, their children and families. 

Vale Grosvenor, we give thanks for a 
long life well lived for family, friends, 
colleagues and for long service to our 
College and to the community.

Dr Fred Wechsler, Dr Ralph Higgins 
and Prof Frank Martin
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Dr Frank Sullivan
14 February 1931 – 20 March 2016

Obituaries

Dr Francis Patrick Sullivan 
died on 20 March 2016. He 
was 85 years old. Frank was 
endowed with more than 
his fair share of natural 
abilities. He was educated at 
St Joseph’s College, Gregory 
Terrace, where in his senior 
year he was School Captain, 
Swimming Captain, First XI 
captain and First XV captain, 
a feat not repeated since.

He graduated from the University 
of Queensland Medical School in 
1954. He undertook his residency at 
the Royal Brisbane Hospital and was 
an eye registrar at both the Royal 
Brisbane and Princess Alexandra 
Hospital, in Brisbane. It was about 
that time that he met and married 
his wife, Colleen. As was common at 
the time, he undertook postgraduate 
ophthalmology training at Moorfields 
Eye Hospital, London, working his 
way in both directions as a ship’s 
surgeon.

Upon returning to Brisbane, he 
entered both public and private 

practice, following his passion for 
both medical student and ophthalmic 
registrar training. He loved people. 
During his 50 years of College 
involvement, three generations of 
students and registrars benefited from 
his teaching and wisdom. I vividly 
remember attending his clinic at the 
Royal Brisbane and Women’s Hospital, 
as a fifth year medical student. 

Frank was intimately involved 
with the College at a local, state and 
federal level. He was instrumental in 
the establishment of the Queensland 
ophthalmology registrar training 
program. Frank was a registrar 
supervisor, College examiner, a member 
and later chair of the Queensland 
Qualification and Education Committee. 
He strove to develop an esprit de 
corps within specialty. Many was the 
time that registrars would sit on his 
back verandah attending a tutorial, 
afterwards enjoying an occasional 
beer!

He served as Chair of the Continuing 
Education Committee and was Chair 
of the Part II Court of Examiners. 
He served as Vice President, before 
becoming President of RANZCO 

from 1988 to 1989. Over the years 
he developed a rich network of 
ophthalmic colleagues within RANZCO, 
as well as in the United Kingdom and 
the United States. He was held in 
high esteem by his colleagues. I recall 
excitedly reporting to my wife that I 
had been asked to join his practice, 
Terrace Eye Centre, which he had 
co-founded many years before.

In the latter years of his practice, he 
was a member of the RANZCO Training 
Post Inspectorate and Chair of the 
Queensland Compensation Tribunal.

In recognition of a lifetime of service 
to RANZCO, he was awarded our 
highest honour, The College Medal, in 
2010. For his services to the community 
in the field of ophthalmology, he was 
awarded the Medal in the Order of 
Australia (OAM) in the Australia Day 
Honours List of 2011. He was a mentor 
to many young ophthalmologists. 
On one occasion, when I sought his 
advice regarding career direction, he 
responded, “… to thine self be true”. 
He loved language.

Frank enjoyed a long and happy 
marriage to his wife Colleen. His eight 
children, Catherine, Timothy, Louise, 
Joanna, Fiona, Gabrielle, Harriet 
and Annabel were cosseted and 
encouraged by his love and example. 
He loved his family, his profession and 
life. He was a man who lived by his 
credo and will be missed by many.

Dr Bradley Horsburgh
President, RANZCO

Dr Frank Sullivan
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Dr Kim Frumar 
26 June 1950 – 10 April 2016

Eye2Eye Winter 2016

Sadly, Dr Kim Frumar 
passed away suddenly on 
Sunday, 10 April 2016 in 
Sydney. Kim was the loving 
partner to Teresa de Leon, 
wonderful father to Camilla, 
Lucinda, Joshua and Aaron, 
and younger brother of Dr 
Anthony Frumar. 

Kim’s thriving Northern Vision 
Institute practice in Chatswood and 
at Kempsey are testimony to his skills 
and reputation. Further to this, Kim 
had recently started a new practice in 
Canberra. 

Kim was a past Chair of the 
Departments of Ophthalmology at 
Royal North Shore Hospital, Sydney 
Adventist Hospital and Castlecrag 
Private Hospital; a Committee member 
of the International Society of Ocular 
Trauma and past Chair of the Society 
of Neuromuscular Sciences. He was 
an active member of the Society for 
Australian Aerospace Medicine. Kim 
was also the Honorary Secretary of the 
RANZCO NSW Branch and was on the 
Federal Council.

Kim’s 30 years of experience 
in ophthalmology included two 
fellowships in vitreo-retinal surgery 
from Moorefields Eye Hospital, 
London, and a fellowship from the 
Bascom Palmer Eye Institute, Florida, 
Milwaukee, Tennessee and Texas. 

As part of his personal commitment 
to better eye health throughout 
Australasia, Kim was also actively 
involved in the Cambodia Sight 
International Project. He was the 
International Chair of the Cambodian 
International Sight Association. He 
was Vice Chair of Cambodia Vision 
Australia since 2012 and worked 
in that country in a voluntary, 
humanitarian capacity as an eye 
surgeon for several weeks every year. 

In addition to his professional 
achievements, Kim was a man of 
many talents. Kim also played the 
saxophone and flute, spoke French 
fluently and was continuing to learn 
Spanish and Japanese. He prided 
himself on his skiing ability, loved 
the challenge of cycling hills and had 
started kayaking. Kim had a passion 
for maths, physics and optics, options 
trading and loved travelling and 

history. He and Teresa were patrons of 
the Sydney Symphony Orchestra and 
regularly attended the Opera.

Kim had a compassion for the poor 
and his mission was to provide the 
best eye care to all of his patients 
regardless of their circumstances. He 
will be sadly missed by so many and 
has touched countless lives across the 
world.

May he rest in peace and be 
remembered for his many passions.

Teresa de Leon  
and Dr Diana Semmonds

Dr Kim Frumar



76

SEPTEMBER 2016

OCTOBER 2016

NOVEMBER 2016

Calendar of Events 2016

JULY 2016
EVENT DETAILS CONTACT
PAEDIATRIC SPECIAL INTEREST 
GROUP SCIENTIFIC MEETING

14-16 July 2016
Peppers Beach Club & Spa 
123 Williams Esplanade,
Palm Cove, Queensland, Australia

C: James Elder
E: james.elder@rch.org.au 
Please go to the Calendar of Events 
on the RANZCO website to view/
download flyer for more information

QUEENSLAND BRANCH ANNUAL 
SCIENTIFIC MEETING
Ocular Oncology & Oculoplastics 

29-30 July 2016
Sheraton Grand Mirage Resort,  
Gold Coast, 71 Seaworld Dr
Main Beach, Queensland, Australia

C: Ty Fleming, Conference Link
P: +61 7 3851 4298 
F: +61 7 3851 1427
E: tdf@conferencelink.com.au

THE SYDNEY EYE HOSPITAL ALUMNI 
ASSOCIATION 11TH BIENNIAL 
MEETING

30 July 2016
Sofitel Sydney Wentworth
61-101 Phillip Street
Sydney, NSW, Australia

C: Meredith Damon 
MD Events & Conference 
Management

M: +61 414 474 042
P: +61 2 8006 1775
F: +61 2 8324 6472
E: meredith@mdevents.com.au
W: www.mdevents.com.au

EVENT DETAILS CONTACT
NOSA NEUROVISION MEETING
NeuroVision Meeting of the Neuro-
Ophthalomology Society of Australia

8-11 September 2016
Stamford Plaza Adelaide
150 North Terrace
Adelaide, South Australia, Australia

Please go to the Calendar of Events 
on the RANZCO website to view/
download flyer for more information

EVENT DETAILS CONTACT
IAPB’S 10TH GENERAL ASSEMBLY
Premier global event discussing public 
health topics related to blindness and 
visual impairment

27-30 October 2016
Durban International Convention 
Centre
45 Bram Fischer Road,
Durban, South Africa

W: http://www.iapb.org

EVENT DETAILS CONTACT
48TH RANZCO ANNUAL SCIENTIFIC 
CONGRESS

19-23 November 2016
Melbourne Convention and Exhibition 
Centre
1 Convention Centre Pl
South Wharf, Victoria, Australia

C: Think Business Events
P: +61 2 8251 0045
E: ranzco@thinkbusinessevents.com.au
W: www.ranzco2016.com

Calendar of Events
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arvo.org/arvo-asia

Early registration closes Dec. 12, 2016
Abstract submission: July 12 – Sept. 20, 2016
Online program available: Dec. 13, 2016

Bridging disciplines and disparities: 
Connecting eye research with health  
outcomes
The sixth ARVO-Asia meeting will explore the latest 
in basic, translational and clinical research through 
symposia, plenary, paper and poster sessions and 
special interest groups.

Chair: Mark H.B. Radford, MD, PhD

Co-chairs:  
Justine R. Smith, FRANZCO, PhD, FARVO 
Peter J. McCluskey, MD, FRANZCO

February 5 – 8, 2017
Brisbane Convention and Exhibition Centre
Brisbane, Australia

We'll discuss how we can build bridges that 
ensure  our discoveries translate into effective 
prevention,  diagnosis and treatments for patients 
with eye disease. 
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Dive into the detail

Please review the full Product Information before prescribing.
MINIMUM PRODUCT INFORMATION EYLEA® [aflibercept (rch)] INDICATIONS: EYLEA (aflibercept) is indicated in adults for the treatment of neovascular (wet)  
age-related macular degeneration (wet AMD); visual impairment due to macular oedema secondary to central retinal vein occlusion (CRVO); visual impairment due to 
macular oedema secondary to branch retinal vein occlusion (BRVO)*; diabetic macular oedema (DME), visual impairment due to myopic choroidal neovascularisation (myopic 
CNV)*. CONTRAINDICATIONS: Known hypersensitivity to aflibercept or excipients; ocular or periocular infection; active severe intraocular inflammation. PRECAUTIONS: 
Endophthalmitis, increase in intraocular pressure; immunogenicity; arterial thromboembolic events; bilateral treatment; risk factors for retinal pigment epithelial tears; 
treatment should be withheld in case of rhegmatogenous retinal detachment, stage 3 or 4 macular holes, retinal break, decrease in best-corrected visual acuity of ≥ 30 

letters, subretinal haemorrhage or intraocular surgery; treatment not recommended in patients with irreversible ischemic visual function loss; population with limited data (diabetic macular oedema due 
to type 1 diabetes, diabetic patients with HbA1c > 12 %, proliferative diabetic retinopathy, active systemic infections, concurrent eye conditions, uncontrolled hypertension, myopic CNV: no experience 
in the treatment of non-Asian patients, previous treatment for myopic CNV and extrafoveal lesions*); see full PI for effects on fertility, pregnancy, lactation, effects on ability to drive or use machines. 
ADVERSE EFFECTS: Very common: visual acuity reduced*, conjunctival haemorrhage, eye pain. Common: retinal pigment epithelial tear, detachment of retinal pigment epithelium, retinal degeneration, 
vitreous haemorrhage, cataract, cataract cortical, cataract nuclear, cataract subcapsular, corneal erosion, corneal abrasion, intraocular pressure increased, vision blurred, vitreous floaters, vitreous 
detachment, injection site pain, foreign body sensation in eyes, lacrimation increased, eyelid oedema, injection site haemorrhage, punctate keratitis, conjunctival hyperaemia, ocular hyperaemia. 
Others: see full PI. DOSAGE AND ADMINISTRATION*: 2 mg aflibercept (equivalent to injection volume of 50 µL). EYLEA is for intravitreal injection only. The interval between doses injected into the 
same eye should not be shorter than one month. Advice on treatment initiation and maintenance of therapy specific to each patient population is described in the section below. Once optimal visual 
acuity is achieved and/or there are no signs of disease activity, treatment may then be continued with a treat-and-extend regimen with gradually increased treatment intervals to maintain stable visual 
and/or anatomic outcomes. If disease activity persists or recurs, the treatment interval may be shortened accordingly. Monitoring should be done at injection visits. There is limited information on the 
optimal dosing interval and monitoring interval especially for long-term (e.g. > 12 months) treatment. The monitoring and treatment schedule should be determined by the treating ophthalmologist 
based on the individual patient’s response. If visual and anatomic outcomes indicate that the patient is not benefiting from continued treatment, EYLEA should be discontinued. For wet AMD: Treatment 
is initiated with one injection per month for three consecutive months, followed by one injection every two months. Long term, it is recommended to continue EYLEA every 2 months. Generally, once 
optimal visual acuity is achieved and/or there are no signs of disease activity, the treatment interval may be adjusted based on visual and/or anatomic outcomes. The dosing interval can be extended 
up to every 3 months. For CRVO: Treatment is initiated with one injection per month for three consecutive months. After the first three monthly injections, the treatment interval may be adjusted based 
on visual and/or anatomic outcomes. For BRVO: Treatment is initiated with one injection per month for three consecutive months. After the first three monthly injections, the treatment interval may be 
adjusted based on visual and/or anatomic outcomes. For DME: Treatment is initiated with one injection per month for five consecutive months followed by one injection every two months. After the 
first 12 months, the treatment interval may be adjusted based on visual and/or anatomic outcomes. For myopic CNV: EYLEA treatment is initiated with one injection of 2 mg aflibercept (equivalent 
to 50 μL). Additional doses should be administered only if visual and/or anatomic outcomes indicate that the disease persists. Recurrences are treated like a new manifestation of the disease. 
DATE OF PREPARATION: Based on PI dated April 2016. Approved PI available at http://www.bayerresources.com.au/resources/uploads/PI/file10294.pdf or upon request from Bayer Australia Ltd,  
ABN 22 000 138 714, 875 Pacific Highway, Pymble NSW 2073. 

*Please note changes in Product Information.
#Data on file. Bayer HealthCare.

EYLEA® is a registered trademark of Bayer Group, Germany. Bayer Australia Limited, ABN 22 000 138 714.  
875 Pacific Highway, Pymble, NSW 2073.  BRA155 L.AU.MKT.SM.05.2016.0539
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PBS Information: Authority required for the treatment of wet age-related macular degeneration, diabetic macular oedema  
and central retinal vein occlusion. Refer to PBS schedule for full Authority Required information.  

EYLEA is not listed on the PBS for branch retinal vein occlusion and myopic choroidal neovascularisation.
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Items for sale
EQUIPMENT FOR SALE
SYDNEY, NSW 
Available for inspection, lower 
ground suite 4, 135 Macquarie Street, 
Sydney
• Hag Streit (Goldman) Perimeter;
• Topcon photo slit lamps with 

35mm camera capability;
• Haag Streit 900 (old type) two 

handed slit lamps on table with 
legs (not wheels);

• Keratometer (manual) Bausch & 
Lomb;

• Heidelberg HR3 System, 
glaucoma/ retinal macular 
programs (not computer);

• Opto Diode micro laser for use 
with slit lamp or headlamp;

• Leica/ Wild Ophthalmic 
Microscope M-690;

• Rotating illuminated test chart; 
• Poised examination lamp.

C: Peter 
P: 0431 332 092

Classifieds
Positions vacant

OPHTHALMOLOGISTS WANTED ON 
SYDNEY’S NORTHERN BEACHES
MANLY, NSW 
Manly Waters Private Hospital has 
operating time available.

 We can offer you and your patients 
operating room facilities with 
theatre and ward nurses trained and 
experienced in ophthalmology. 

Our attending ophthalmologists are 
Drs James Smith, Simon Irvine and 
Freny Kalapesi.

We would appreciate the opportunity 
to discuss with you how we could 
provide for your patients and your 
operating needs. 

C: Linda Huxley 
P: +61 2 9977 9977
C: Margaret Woods 
P: 0407 017 538
E: mwoods@mhsmanly.com.au 

ASSISTANT FOR WELL-
ESTABLISHED OPHTHALMIC 
PRACTICE  
Brisbane Southern Suburbs, Qld 

Well established ophthalmic practice. 
Principal wishing to retire.

C: Jane 
M: 0402 930 617 

OPHTHALMOLOGISTS – SESSIONAL 
ARRANGEMENT 
Brisbane CBD & Northern Suburbs, 
Qld 

An opportunity exists for a sessional 
contract, RANZCO qualified specialist 
ophthalmologist to join the Brisbane 
Eye Clinic in 2016. 

The Brisbane Eye Clinic is a well-
established multi-doctor practice 
located in the Brisbane CBD with a 
satellite at Aspley in the northern 
suburbs of Brisbane. The clinic has 
a strong, well-established referral 
base, is professionally managed and 
utilises linked, high-tech equipment 
and IT in both locations. 

The practice is looking for an 
ophthalmologist sub-specialist in 
adult ophthalmology with a focus 
on retina, cataract and glaucoma at 
its CBD location and an adult and/
or paediatric ophthalmologist at its 
Aspley location. 

Doctors would be well supported by 
a business development relationship 
manager.

On-site parking is available at both 
locations. 

C: Nicole Doxey
E: accountant@brisbaneeyeclinic.com.au

Practices for  
sale/lease
SPECIALIST SUITES FOR LEASE 
IPSWICH, QUEENSLAND
Interested in opening and running 
your own private medical centre? 
DWS available.

The East Street Specialist Centre is 
perfectly situated directly opposite 
the newly redeveloped Ipswich 
Hospital. This proximity is ideal for 
specialist medical practitioners. We 
have 2 and 4 room spacious suits 
available, with large waiting areas 
and all consult rooms have windows. 
60m2 to 100m2

C: Dr Mahadeo 
P: 0400 116 982
E: drsmahadeo@gmail.com
C: Mr Cameron Bolter 
P: 0413 570 162
W: www.eaststspecialistcentre.com.au

ADELAIDE BASED LOCUM OFFERED
Adelaide, SA - Any location

Senior Adelaide-based 
ophthalmologist available for  
2-3 week locums. 
C: Dr Alec Jordan 
P: +61 8 8267 2192  
E: nthadelaideinteriors@gmail.com 




