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Background and context

In response to a federal government request RANZCO has worked in consultation with the wider
healthcare community to develop its Vision 2030 and beyond strategic statement aimed at ensuring
equitable eye health service provision across Australia and beyond our borders. The plan covers six
areas: workforce and training, service delivery, preventative healthcare, sustainability, global eye health
and Aboriginal and Torres Strait Islander eye health.

In 2023, the Vision 2030 and beyond steering committee established working groups to progress the
aims of the strategy in key priority areas of collaborative care, paediatric eye health, diabetic eye
disease, cataract and digital health. Supported by educational grants from Roche and Bayer, these
working groups are holding a series of stakeholder workshops throughout 2024 to progress the
implementation of Vision2030 and beyond.

A/Prof Samantha Fraser-Bell and Dr Amy Cohn are the ophthalmologists co-chairing the Diabetic
Retinopathy Working Group (DRWG). One of the major activities undertaken by the DRWG in 2023 was
to lead the development of RANZCOQO'’s submission in response to the Parliamentary Inquiry into
Diabetes.

This submission informed the development of a collaborative care workshop on diabetic retinopathy
(DR) held on Sunday 8 September 2024. Collaborative care refers to an integrated approach, where
ophthalmologists work with optometrists and orthoptists as well as other health care providers such as
endocrinologists, pharmacists, general practitioners and nurse specialists to improve outcomes in
patients with diabetic retinopathy.
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Aims of the Workshop

This workshop aimed to bring together ophthalmologists, optometrists, general practitioners,
endocrinologists, pharmacists, orthoptists and other stakeholders to discuss strategies for optimising DR
screening processes and ensuring timely referrals for individuals with serious eye conditions. The
workshop focused on three key issues relating to collaborative care of patients with DR: referral
pathways and models for DR screening; data and information technology; and collaboration challenges
and solutions.

Participants

To ensure the discussion canvassed a mix of perspectives from diverse professional groups,
invitations were sent to a number of individuals from the eye health sector. In total, 20 eye
health care professionals, one GP, one endocrinologist, along with five policy/advocacy
professionals from patient and professional peak bodies, participated in the workshop.
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Structure of the Workshop

In consultation with the DRWG co-Chairs and members of the Vision2030 and beyond
steering committee, it was agreed the workshop would be face-to-face involving interactive
sessions led by ophthalmologists with a retinal subspecialty.

The workshop was structured into three sessions, each focussed on one of the key issues
(above). Each session included a brief presentation by an ophthalmologist to provide an
overview and stimulus for discussion, followed by facilitated discussion in breakout groups
around identified questions (see below). Following the discussions, a representative from
each table reported on the main outcomes of the discussions to the wider group.

Working Group Co-Chair,
Dr Amy Cohn
\

Prior to the workshop participants were provided with the following questions to focus
discussion on in each of the three sessions:

Topic 1: Referral Pathways and Models for DR Screening

e What are the current DR screening models both in Australia and worldwide?

o \What are the key enablers/success factors for those pathways?

o What needs to be done to improve existing screening pathways, (e.g. how to improve
efficiency & reduce duplication)

o What is the role of hon-eye health professionals and services who treat people with
diabetes (e.g. GPs, endocrinologists, hospital-based clinics, ACCHOs, pharmacists) in
DR screening?

¢ What are the minimum requirements for DR screening (e.g. BCVA, DR grading, DME
status, OCT, fundus photography)? How will eyes be graded? How will the grading of
DR be validated? What is the scope for audit and quality assurance?

Topic 2: Data and information technology:

¢ \What steps are needed to standardise patient data?

o What are some of the obstacles/challenges to a shared electronic record for capturing
data on diabetes patients?

o Isthere arole for Al diagnostic tools in screening and referral of diabetes/DR patients?

o What are the concerns about sharing data and participating in screening programs?

e |sthere a need for a dedicated item number for DR screening?

Topic 3: Collaboration Challenges and Solutions
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o \What are the barriers to improving collaboration between ophthalmologists, optometrists
and other healthcare professionals?

e What are some strategies to improving collaboration between ophthalmologists,
optometrists and other healthcare professionals?

o How do we engage underserved communities?

¢ What would be required for non-eye care professionals to have the skills and capacity to
screen diabetes patients for DR?

Participants were asked to respond to the above questions from the perspective of a
healthcare professional or patient advocate drawing on their own expertise and personal
experience.

The facilitators acknowledged the support provided by educational grants by Roche and
Bayer in opening and closing presentations and in a holding slide displayed on arrival and in
the lunchbreak.

Working Group Co-Chair,

Dr Samantha Fraser-Bell

Summary of workshop sessions

Session 1: Referral Pathways and Models for DR Screening

Key questions

What are the current DR screening models both in Australia and
worldwide?

What are the key enablers/success factors for those pathways?

What needs to be done to improve existing screening pathways, (e.g.
how to improve efficiency & to reduce duplication)

What is the role of non-eye health professionals and services who treat
people with diabetes (e.g. GPs, endocrinologists, hospital-based
clinics, ACCHOs, pharmacists) in DR screening?

What are the minimum requirements for DR screening (e.g. BCVA, DR
grading, DME status, OCT, fundus photography)? How will patients be
graded? How will the grading be validated? What is the scope for audit

and quality assurance?
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Workshop findings

Minimum Requirements for DR Screening

e There's a need for a standardised dataset for DR screening, alongside regular audits
to ensure quality assurance. The minimum dataset should be incentivised via
support for time and resources to be invested in data collection, management and
system support.

e Minimum requirements include best corrected visual acuity (VA)*, (BCVA refers to
best refracted visual acuity, but can be estimated using a pinhole to measure the
vision over the current distance glasses or without correction), diabetic retinopathy
grading with retinal imaging (such as with Colour Fundus Photography), and
diabetic macular oedema (DME) status (preferably with OCT).

e Screening datasets may need to vary between metropolitan and regional areas,
where access to technology like OCT may differ.

(L-R) Prof Glen Maberly, Mr
\“ Garry Fitzpatrick, Ms Vicky

Heaton, Mr Michael Yapp

Screening vs. Comprehensive Eye Exam

There is a need to clearly differentiate between optometric DR screening and a
comprehensive eye exam.

e The majority of diabetic retinopathy (DR) screening in Australia is currently
undertaken by optometrists and ophthalmologists.> The minimum agreed
requirement of a diabetes eye examination, includes the need for retinal widefield
imaging, OCT and a report to the patient’s GP. A comprehensive eye examination
involves best vision based on refraction, assessment of all ocular structures
including cataract assessment, assessment for glaucoma, and central and
peripheral fundus examination.

e Some codes like 10194°are already used for DR exams. There was discussion
around appropriateness of financial incentives for dilated ophthalmic exam verse
financial incentive for widefield retinal photography or OCT imaging.

1 Best corrected acuity can be approximated using pin hole vision.

2 Garg S, Davis, R,. Diabetic Retinopathy Screening Update. Clinical Diabetes. 2009;27(4):140-145.

8 RANZCO Submission in response to Parliamentary Inquiry into to Diabetes: There is an opportunity to revise
Medicare item numbers for diabetic retinopathy screening by optometrists. For instance, amending the descriptor
for item number 10915 to include minimum agreed requirements for an appropriate financial incentive could
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e The duration of a comprehensive exam in practices varies (e.g., patients at the
Australian College of Ophthalmology expect dilation), but other practices are
bound by time blocks.

Barriers to Screening

e Successful DR screening requires coordinated pathways involving all relevant
health professionals, such as GPs, endocrinologists, and optometrists.

e Refusal of pupil dilation is influenced by patient fears, like driving post-dilation, and
practitioner time constraints.

e Underutilisation of the health workforce, particularly in rural areas, limits access to
screening.

e Two of the current Medicare billing codes 10910 and 10911 limit how often
services can be billed (e.g., once every three years for people under 65 years),
affecting the frequency of patient screenings.

e Not all optometrists report their patients’ diabetic status.

Ms Vianh Huyn reporting
back from a group
discussion

Collaborative care issues

e Communication between GPs and optometrists is often ad hoc - a systemic
approach would improve this. In general, a third of GP practices perform well with
communications, while another third does not communicate at all.

e Models that involve allied health workers have been explored but face scaling
challenges due to staffing and funding. Some examples include:

transform diabetic retinopathy screening in most areas that are well served by optometrists. Requirements may
include:
O The use of retinal imaging (photography and or optical coherence tomography).
o  Minimum data recording — visual acuity, grade of diabetic retinopathy, presence/absence of
diabetic macular oedema; management (review interval or referral) and sharing via
KeepSight and My Health Record.
o Correspondence with the patient’s general practitioner, including screening results and the
management plan.
O  Quality assurance mechanisms including audit and benchmarking, can be facilitated by
artificial intelligence and collaborative programs delivered jointly by Optometry Australia
and the Royal Australian and New Zealand College of Ophthalmologists.
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o Nurse-led Eye Screening involving a registered nurse/credentialled diabetes
educated tests vision and acquires retinal images for local or offsite grading
by ophthalmic clinicians *°

o Credentialled diabetes educators (CDEs) - Regional and remote WA based
service involving virtual multidisciplinary case conferences with GPs,
endocrinologist, CDE® and Aboriginal Health Workers to prevent
suboptimal or clinically delayed management of diabetes and reduce
unnecessary referrals to tertiary outpatient clinic.

e Train optometrists with an interest in diabetes to screen to provide DR grading
from patient or image.

e Non-eye professionals (e.g., GPs, endocrinologists, pharmacists) could play a crucial
role in identifying and referring DR cases.

e Collaboration among GPs, optometrists, and ophthalmologists is key.

e Automating systems (e.g., Specsavers’ GP notification system) could be expanded
to other practices to improve the referral process.

e Pharmacists regularly encounter diabetes patients and could be a vital resource in
DR screening through tests like HbA1c and retinal photography.

e Since optometrists interact frequently with patients with diabetes, integrating
pharmacists into a formal referral system with optometrists could improve
screening rates.

Suggested strategies

1. Guidelines and Best Practices:

e Establish a minimum data set for a diabetic retinopathy screening visit.
o Recognise that minimum screening datasets may need to vary between
metro and regional areas, largely due to access to imaging and expertise.

& Atkinson-Briggs S et al. Prevalence of diabetic retinopathy and reduced vision among indigenous Australian in the
nurse-led integrated Diabetes Education and Eye Screening study in a regional primary care clinic. Internal
Medicine Journal 2022

5Glasson N et al. An innovative Australian Outreach Model of Diabetic Retinopathy Screening in Remote
Communities. Journal of Diabetes Research. Volume 2016 | Article ID 1267215

€ https://www.diabeteswa.com.au/what-happens-when-you-call-the-diabetes-wa-helpline/

8|Page



e Increase funding to support the broader rollout of DR screening programs,
especially in underserved communities.

e Consider promoting flexibility by encouraging shorter DR screening eye exams at
yearly intervals, that, are not comprehensive, but involve widefield and OCT
imaging

e Recommend a comprehensive eye exam every 3 years for diabetes patients
reflected in an assigned Medicare Item number

e  Where pupil dilation is required or clinically indicated note that for some patients
this is a barrier to attend an eye screening appointment ,

2. Interdisciplinary Collaboration:

e Strengthen communication between GPs, endocrinologists, pharmacists, and
optometrists to create seamless referral systems.

e Advocate for pharmacists to take on a bigger role in DR screening, including HbA1c
tests and retinal imaging.

e Improve GP education on the role of optometry, need for DR screening and upskill
the broader workforce to better manage risk factors in diabetic patients.

e Advocate for multi-disciplinary approaches in DR screening, involving optometrists,
GPs, endocrinologists, and other relevant professionals.

Professor Peter van Wijngaarden
B leading a session on data
1

b
a \ ! ™ b

e Increase public awareness of the importance of DR screening through trusted
health channels, emphasising timely comprehensive eye exams.

e Ensure reminders for screening come from reliable sources to increase compliance.

e Educate both patients and practitioners to reduce barriers to screening, Patient
education on the need for regular eye exams involving widefield imaging is
essential, especially since many are unaware of the risks associated with diabetic
retinopathy.

3. Public Awareness and Education:

4. Funding and Flexibility:

e Push for greater Medicare flexibility to allow for more frequent DR screenings and
comprehensive exams.

e Explore the possibility of introducing a designated Medicare item number for DR
screening in optometry practices which would include:
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o The established minimum data set
o Communication back to GP and ophthalmology
o Entry of key criteria into MyHealth Record.

5. Data and Quality Assurance:

e Fully integrate KeepSight with other relevant databases and record systems, such
as the National Diabetes Services Scheme (NDSS) and My Health Record (MHR) to
capture diabetic status accurately.

e Implement a quality assurance program to regularly audit DR screening processes
and ensure relevant communication across healthcare providers.

e Link the National Diabetes Services Scheme (NDSS) with My Health Record to
enhance data accuracy and improve care coordination.

e Quality assurance in the use of Al and digital tools

o

Dr Nellie Dean reporting
back from a group
discussion

Session 2: Data and information technology

Key questions

What steps are needed to standardise patient data?
What are some of the obstacles/challenges to a shared electronic
record for capturing data on diabetes patients?

Is there a role for Al diagnostic tools in screening and referral of
diabetes/DR patients?

What are the concerns about sharing data and participating in
screening programs?

Is there a need for a dedicated item number for DR screening?

Shared Electronic Records
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e A national repository for diabetes and DR data would enable targeted care by identifying areas
of unmet need and mapping trends at a granular level.

e Integration of systems such as My Health Record, Oculo and KeepSight to improve cross-sector
collaboration and ensure public and private sector alignment.

o potential to match diabetes patient on KeepSight to NDSS.

e Current electronic records lack concise, tailored information specific to different practitioners,
such as GPs or endocrinologists.

e Optomate, Focus, Socrates and Oculo link relatively seamlessly into KeepSight. KeepSight has
been actively pursuing SUNIX as well. However, currently none of these are integrated with
MyHealth Record. Whilst a range of options for improving KeepSight was discussed at the
workshop, there was some debate about whether KeepSight is the best platform for tying data
into MyHealth record.

e There is potential for better utilisation of existing systems, such as KeepSight, for more effective
management of DR screening and patient reminders across the sector.

e Primary Health Networks (PHNs) have a role to play in raising awareness about regular eye
screenings and promoting the use of KeepSight among GPs.

Data Challenges and Gaps

e Data sharing between the diabetes care team, including GPs, optometrists, and
ophthalmologists, is patchy and inconsistent.

e My Health Record is not well-suited to integrate data from Oculo, especially in the private
sector. Whilst optometrists can log in to view MHR through their PRODA logins, they are not
able to enter patient data.

e |ssues around data security, ownership, and the accessibility of sensitive health information for
practitioners.

e There is currently no registry to track blindness in Australia, making it difficult to monitor
outcomes and public health trends.

o The lack of a dedicated Medicare item number for DR screening results in inconsistent tracking
and care.

e The National Diabetes Services Scheme (NDSS) underestimates the prevalence of diabetes in
certain populations, with higher risk in South Asian, Pacific Islander, and Aboriginal
communities.
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Mr Jonathan Kidd and
Mr Peter Larsen

Al issues

e Alintegration is on the rise, with the first FDA-approved device to grade DR in use since 2018.
However, there are barriers in the system preventing widespread adoption.

e Clear guidelines are needed to ensure quality assurance in the use of Al and digital tools.

e Al can be a powerful tool for DR screening if integrated into a standardised system, minimising
the burden on clinicians while improving screening outcomes.

Suggested strategies

e There is a need to apply a diabetes performance audit and use financial incentives to ensure
GPs complete a full cycle of care for patients with diabetes.

e Metrics to extract from imaging, such as standardised grading among practitioners, need to be
established.

e Community-level funding is required to support screening and monitoring activities, as per
RANZCO Screening and Referral pathway for Diabetic Retinopathy.

e There is a need for standardised protocols across various healthcare professionals to ensure
comprehensive assessments, particularly in diabetes and eye care.

e Consider automatic enrolment in KeepSight when patients register with NDSS to improve
screening rates and data collection.

e A new Medicare Benefits Schedule (MBS) item number specifically for DR screening could help
streamline the screening process and improve the quality of care.

e Stronger public health messaging is needed to emphasise the importance of DR screening and
comprehensive eye exams, especially for high-risk populations.

e Identify opportunities to leverage government initiatives to further support allied health
integration were discussed. In particular, the Australian Digital Health Agency call for tenders
an opportunity to advocate for integration of optometry data into MHR.

Session 3: Collaboration Challenges and Solutions
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Key questions

What are the barriers to improving collaboration between
ophthalmologists, optometrists and other healthcare professionals?

What are some strategies to improving collaboration between
ophthalmologists, optometrists and other healthcare professionals?
How do we engage underserved communities?

What would be required for non-eye care professionals to have skills
and capacity to screen diabetes patients for DR?

Communication and Collaboration

e There is a need for better coordination between various healthcare professionals, especially
focusing on the patient perspective rather than just organisational efficiency.

e Collaboration between KeepSight, Specsavers, SUNX, and other optometric systems has
improved patient engagement with DR reminders, but there are challenges with public
ophthalmology and GPs due to platform incompatibility.

e Private ophthalmology and optometry often work well together due to the ability to share
electronic referrals and integrated care plans, but public ophthalmology can struggle due to
inflexible public hospital data systems.

e Embedding optometric services under multidisciplinary care teams is necessary to avoid missed
patients and improve care continuity.

e Strong public health campaigns are needed to target "at-risk" populations, raising awareness
about DR and other eye health issues.

e Patients face high costs ($200-$300) when referred to private providers, which raises concerns
about the accessibility and affordability of treatment, especially after screening.

e Public services are overwhelmed, pushing less complex cases to private care. Facilities like
Westmead handle only complex patients, creating disparities in care.

Referral Guidelines and Care Pathways

e RANZCO should update referral guidelines, as some referrals are being rejected by
ophthalmologists in public hospitals due to capacity issues. Diabetic retinopathy (DR)
management should remain with optometrists until treatment by an ophthalmologist is
necessary.

e GPs are often unaware of the services that optometrists can provide, leading to incomplete or
incorrect referrals.

e An optometry-specific item number for DR screening and monitoring could be supported by
micro-credentialing’, similar to models in the USA®.

Systemic Challenges

" In Australia micro credentials are awarded for short certification courses that build industry-
relevant skills at a university level.

8 American Optometric Association (AOA) offers micro-credentials as an avenue to
optometric professionals to gain targeted knowledge in particular practice areas AOA
website
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e There is no national coordination for healthcare delivery, and outpatient services remain
underfunded. The National Health Reform Agreement fails to address these systemic gaps.

e Despite great initiatives, healthcare programs often operate in silos and rely on personal
relationships rather than systematic collaboration, limiting efficiency and integration.

e The current system is fragmented, particularly in terms of integrating eye care into diabetes
management. Regional pilot programs could help demonstrate effective collaboration to the
government.

Mr Michael Yapp reporting
back to the group

Data Sharing and Secure Communication

e There is a need for clear communication protocols between healthcare professionals. Some
optometrists struggle with systems that don't support multi-provider communication.

e Secure messaging within My Health Record would enhance communication across healthcare
providers, particularly between GPs, optometrists, and ophthalmologists.

e Amalgamating services across teams and integrating this data into a central database would
allow better tracking of patient outcomes and improve care coordination.

Education and Awareness

e Many GPs lack awareness of the services that optometrists can provide. Consider advocating
for the inclusion of basic training about optometry services and referral in GP at the university
level and through Continuing Professional Development (CPD) initiatives.

Standardisation and System Limitations

e |tisimportant not to lower healthcare standards due to the limitations of some providers.
Instead, efforts should focus on maintaining high standards and improving system capacity.

e Privacy concerns and technological limitations hinder communication and data sharing.
Improvements in these areas would help create a more united, patient-centred healthcare
system.

Suggested strategies
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Conversations around collaborative care need to be integrated into relevant eye health
conferences, with a focus on small seed funding and shared intelligence to drive system-wide
improvements.

Strengthening the referral pathway between GPs and optometrists is crucial for improving
patient care, especially for patients transitioning across private public ophthalmology sectors
where there are current weaknesses.

Providing integrated support after diagnosis is critical for improving patient outcomes,
especially for those with DR.

Dr Kathy Chapman in a
breakout session

Feedback from participants

There was a high level of engagement on the day and feedback from all those involved in the
workshop was positive with all participants noting that they valued the opportunity for in depth

discussion around shared challenges and creative solutions to improve communication between

GPs, eye care providers (optometrists, orthoptists and ophthalmologists) and diabetes specialists.

Specific feedback included:

was collaborative and engaging

they learnt a lot and felt that their individual voices had been heard

a quote “the biggest distance between people is misunderstanding”; suggesting that this
stakeholder workshop is a great first step to build that bridge and create a foundation of
understanding the perspective of others working for better outcomes for diabetic
retinopathy patients

both a united voice and a consolidated approach are the way forward
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