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Executive Summary
RANZCO’s Vision 2030 and beyond strategic statement highlights the importance of collaborative care 
to improve the prevention, diagnosis and management of eye disease.  As part of the implementation of 
this initiative, RANZCO established working groups in key disease areas, including Age-related Macular 
Degeneration (AMD).   

Over the past 12 months, RANZCO’s AMD Working Group has documented various collaborative models of 
care for AMD management across different settings in Australia. These focus on how public hospital clinics 
can facilitate the delivery of outpatient services for the different clinical stages of AMD.

On 10 August 2024, RANZCO convened a stakeholder workshop in Melbourne to present these models 
to a broader audience of eye health professionals and to seek their feedback and endorsement. The event 
was attended by 26 eye health stakeholders, including ophthalmologists, optometrists, orthoptists, GP and 
representatives from consumer organisations and policy and advocacy peak bodies. 

(L-R) Dr Kristin Bell (ophthalmologist), Dr Angelica Ly (University of NSW), Dr Tim Gray (ophthalmologist), 
Assoc Prof Khyber Alam (University of Western Australia) and Prof Robyn Guymer AM (ophthalmologist)

During the workshop, attendees discussed three key issues relating to AMD in Australia: education and 
advocacy; collaborative care models for AMD; and management of geographic atrophy and low vision from 
advanced AMD. A range of recommendations were made to raise awareness amongst patients and health 
professionals of different stages of AMD, to scale up collaborative care models in order to improve service 
delivery for AMD management and to increase access to low vision services.

This report documents the main findings of the workshop and the key recommendations from participants. 
RANZCO looks forward to working with them and other eye health care stakeholders to progress these 
recommendations in order to improve the accessibility, sustainability and patient experience of AMD 
management.  

https://ranzco.edu/wp-content/uploads/2023/06/RANZCO-Vision-2030-and-beyond-v2.pdf
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Background and context
Age-related Macular Degeneration (AMD) 
Despite the significant advances in diagnosis and management, AMD remains a leading cause of blindness 
and low vision in Australia. AMD is considered suitable for collaborative care, due to its high prevalence in the 
community and the existence of early or pre-clinical stages of disease, such as early AMD changes prior to the 
onset of symptoms (approximately 80% AMD is early and intermediate stage). 

Relevant health care providers for AMD management include ophthalmologists, optometrists, orthoptists, 
GPs, occupational therapists, low vision service providers and other healthcare workers and organisations 
involved in the eye health sector. For the foreseeable future, collaborative care that includes these service 
providers will remain a mainstay for some patients with AMD. Low vision services remain essential for many 
patients with AMD.

Overall, the management of AMD should be based on the updated RANZCO ‘Referral Pathway for AMD 
Management’, published in 2024. These guidelines summarise the assessment of patients with AMD, leading 
to a clinical classification of disease and culminating in referral and treatment pathways for patients. A notable 
update on these guidelines is the inclusion of late AMD with geographic atrophy (GA), which has become 
relevant with the approval of anti-complement treatments for GA in the USA and their possible approval for 
use in Australia in the future. 

Public ophthalmology departments are struggling to meet the demand for intravitreal injections (IVIs) for 
patients with neovascular (wet) AMD.  The alternative is private ophthalmic care, which may not be affordable 
or geographically accessible for some patients. This means that some patients with wet AMD are missing out 
on treatment to avoid vision loss. 

Beyond the walls of metropolitan and large regional hospitals, the expansion of services for AMD may 
include involvement of GP practices in metropolitan, rural and remote areas. 

Collaborative care
Collaborative practice in health care occurs when multiple health workers from different p rofessional 
backgrounds provide patient centred, comprehensive services by working with patients, their families, carers 
and communities to deliver the highest quality of care across a variety of settings.

Collaborative models of care are evidenced to improve access to healthcare and specialist services in particular, 
reduce the cost of healthcare delivery and increase patient convenience. For best practice all care should be 
safe, patient focussed and evidence-based, with no compromise in the overall standard of care or outcomes.  
Any model of collaborative care should deliver a more efficient service than the status quo, and ty pically 
utilise existing services. To enable this, providers should have clearly defined roles and responsibilities, and 
established guidelines should be used to guide risk assessment, treatment decisions and follow up intervals. 
Protocols should also guide which patients are suitable for collaborative care, and when patients should 
return to the ophthalmologist for review. The ophthalmologist should be responsible for developing specific 
individual patient management plans. 

For the eye healthcare sector, the delivery of collaborative care involves ophthalmologists, optometrists, 
orthoptists, nurses, Aboriginal Medical Workers, and other health care providers such as general practitioners, 
and non-ophthalmic specialists, all working together to provide safe and effective eye healthcare. Effective 
collaborative models of eye health care should alleviate pressure on overburdened public clinics as well as 
private clinics, especially in regional areas, without compromising the quality of care or patient safety. 

For patients, the overall aim of collaborative care is to minimise the burden of accessing care by reducing 
unnecessary duplication of testing and service deliveries, reducing the number of needed visits to a healthcare 
provider and delivering services closer to home. 

Further developing collaborative models of eye healthcare and advocating for their broader and more uniform 
implementation across Australia is a key strategy in RANZCO’s Vision 2030 and beyond strategic statement: 
to address inequity in access to eye healthcare; eliminate avoidable blindness; and close the gap in eye health 
for Indigenous Australians. 

https://ranzco.edu/wp-content/uploads/2023/06/RANZCO-Vision-2030-and-beyond-v2.pdf
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RANZCO AMD Collaborative Care Working Group
The AMD Collaborative Care Working Group was established as part of implementation of Vision 2030 and 
beyond. The Working Group, chaired by A/Prof Hessom Razavi, was tasked to collate and document various 
collaborative models of care for AMD in both public and private healthcare systems. 

A draft report, developed by the working group, outlining the following models of collaborative care currently 
being implemented in Australia served as a basis for stakeholder engagement:

	` Model A: ‘Intermediate tier’ community optometry in formal collaboration with public and private 
ophthalmology.  

	` Model B: University optometry in formal collaboration with public ophthalmology.

	` Model C:  Telehealth between regional optometrists and ophthalmology.

	` Model D:  Informal collaborative care between public ophthalmology departments and community 
eye care.

	` Model E:  Supervised provision of intravitreal injections (IVIs) by nurse practitioners.

AMD Collaborative Care Workshop
To facilitate stakeholder engagement, the RANZCO Advocacy Team and the AMD Working Group organised 
a workshop on 10 August 2024 in Melbourne, with 26 attendees including ophthalmologists, optometrists, 
orthoptists, a GP and representatives from consumer organisations and policy and advocacy peak bodies. Please 
refer to Appendix 1 for the list of attendees. The draft collaborative care models document, developed by the 
Working Group, was circulated to all attendees prior to the workshop.

The workshop was co- facilitated by A/Prof Hessom Razavi and Prof Robyn Guymer and supported by educational 
grants from Roche and Bayer.

This report outlines the key goals, issues discussed and main findings from this workshop.   Outputs from this 
Workshop will guide future advocacy efforts in improving AMD management.

Aims of the Workshop
This workshop aimed to facilitate discussion among stakeholders on three key issues relating to AMD in Australia: 
education and advocacy; collaborative care models for AMD; and management of geographic atrophy and low 
vision from advanced AMD. 

Structure of the Workshop
A/Prof Hessom Razavi, Chair of AMD Working Group, opened the workshop with a warm welcome to attendees 
and an Acknowledgement of Country.

Whote group discussion
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Prof Nitin Verma (Chair, Vision 2030 and beyond steering 
committee) who was unable to attend in person, sent a video 
message to encourage workshop attendees to share their 
perspectives drawing on their professional expertise and 
personal experience and focusing on optimal patient care.

Dr Kristin Bell (Clinical lead, Vision 2030 and beyond) presented 
an overview of collaborative care for eye health, including key 
principles, essential elements as well as challenges and barriers 
to the implementation and sustainability.

A/Prof Hessom Razavi and Prof Robyn Guymerthen presented 
an overview of AMD and existing collaborative care models, 
as well as prospective treatment of Geographic Atrophy (GA). 
They highlighted that there are not many formal collaborative 
care models for AMD and suggested exploring opportunities 
to formalise existing models and, where possible, to scale 
them up. With regards to GA, new treatments will be assessed 
by TGA and they stress the need for proper processes to be 
developed to guide appropriate referral and treatment. 
Following the presentations above, workshop attendees 
were allocated to three breakout groups to discuss education 
and advocacy about different stages of AMD, the existing 
collaborative care models for AMD and strategies to scale up 
those models, and how to better manage patients with GA 
and low vision from advanced AMD. At end of each session, 
each group was asked to present its findings/outcomes for 
a whole group discussion. The workshop attendees were 
provided with a list of questions prior to the workshop to focus 
the discussions.

Summary of Discussions and Key Findings 
Education and Advocacy

Workshop attendees agreed that more education is required 
to cover all aspects and all stages of AMD and other eye 
diseases, and that this needs to be done through a targeted 
and consistent approach. Information provided should be 
co-designed by eye health professionals, community and 
educators. 

The key message to the community should be that that 
regular eye checks will help prevent people from losing vision 
even when they are older. This should be promoted through 
mass media, TV advertisement, local community engagement 
through collaborating with organisations such as Rotary Clubs. 
There is evidence from previous campaigns that these can be 
successful in raising awareness of macular degeneration and 
increasing the numbers of people seeking eye checks. 

Consumer organisations, such as Macular Disease Foundation 
Australia and Retina Australia, have developed a wide range 
of consumer information packs and educational programs. 
Those resources need to be better utilised and integrated to 
minimise duplication and ensure consistent messages are 
delivered to the public.  

A/Prof Hessom Razavi, Chair AMD Working Group

Prof Nitin Verma AM, Chair, Vision2030 and beyond Steering 
Committee

Dr Kristin Bell, Clinical Lead, Vision2030 and beyond

Prof Robyn Guymer AM, Co-facilitator, AMD workshop
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Introducing compulsory eye checks at certain ages could be a cost-saving initiative for government in the 
long term by reducing the burden on the National Disability Insurance Scheme (NDIS) and/or aged care. 
The current MBS review of health assessment items may provide an opportunity to advocate for appropriate 
Medicare funding for compulsory eye checks.

Educational resources for health professionals, such as optometrists, orthoptists, diabetes educators and 
pharmacists, also exist. However, those resources are often not known or under-utilised by ophthalmologists, 
low version services, aged care workers, dietitians, GPs etc, due to limited funding for their promotion.  
Mental health practitioners are also important given the mental health impacts of vision loss and their role in 
supporting lifestyle changes in people with eye disease.  

RANZCO’s AMD Referral Pathway Working Group, under the leadership of Prof Robyn Guymer, recently 
conducted two surveys, one for ophthalmologists and one for optometrists, to gather baseline data on 
knowledge and current practices relating to the management of GA. Questions included items exploring 
interest in upskilling and learning about emerging treatments, diagnosis, referral and management. These 
surveys found that among both optometrists and ophthalmologists there is a high level of interest in finding 
out more about new treatments for GA, in particular about how to identify patients who may be suitable for 
these treatments.

The need for this information to be targeted to the specific roles and interests of each practitioner group was 
discussed.  The role of all practitioners as educators was emphasised and scope for more inter-professional 
education was raised. 

It was acknowledged that GPs, as gatekeepers for the health system, are experiencing funding pressures 
and information overload and are often overwhelmed with demands from patients and other health care 
professionals. Participants suggested that it would be helpful to outline the essential information that GPs 
need to know about eye care, including referral guidelines for specific conditions.  Their important role in 
working with patients to support lifestyle changes and treatment adherence was also highlighted. 

Also raised was the need for better follow up and reminders for eye checks through GPs and optometrists, and 
improved communication between GPs, optometrists and ophthalmologists.  

Suggestions raised at the workshop:

	` To advocate at State government level to mandate the inclusion of a comprehensive eye test when peo-
ple are renewing their drivers’ licence from age 50 onwards, thus receiving an eye test at least every 10 
years. 

(L-R) Dr Kathy Chapman (CEO Macular Disease Foundation Australia), Ms Legend Lee (RANZCO), Dr Xavier Fagan (Chair, 
Australian and New Zealand Society of Retinal Specialists) 
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Dr Rodney Omond, RACGP

	` To advocate at Federal level for remuneration for the above through an appropriate Medicare item number.

	` To integrate educational resources from various stakeholders into one single information sheet including 
all useful links based on point of access to various services. 

	` To define the minimum dataset/information that GPs need to know in relation to AMD.

	` To explore opportunities to use health pathways to promote consistent AMD management across settings.

	` To develop core competencies in eye health for junior doctors.

	` To explore the possibility of establishing eye health multidisciplinary centres of care, similar to the diabe-
tes model. 

	` To link into cardiovascular disease education and health promotion programs to highlight the eye health 
impacts of cardiovascular disease and lifestyle modifications to reduce risk of both cardiovascular disease 
and eye disease.

	` Develop a “whole of life” manual for consumers on how to look after their eyes, starting in early childhood.  

Please refer to Appendix 2 for a list of resources shared by workshop attendees.

A/Prof Khyber Alam (Deputy Head of Optometry, University of Western Australia)
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Collaborative Care Models for AMD
Workshop attendees discussed strengths and weaknesses, barriers and enablers of each model and identified 
gaps and opportunities to build on those models.  Overall, participants suggested that collaborative models 
of care need to be consistent, with clear roles and responsibilities for each practitioner and be supported by a 
sustainable funding mechanism.  Key enablers identified were data sharing platforms and fair remuneration of 
practitioners. Challenges included an over-reliance on individual champions and the lack of adequate clinical 
governance in public hospitals. 

Participants highlighted the importance of training optometrists in collaborative care early to increase their 
interest, especially now that there is a surplus of optometrists with the capacity to engage. The importance 
of establishing protocol-based collaborative care with feedback loops was discussed, given that this is a 
relatively new concept for optometrists.  The growing interest among young optometrists in collaborative 
care was noted but attendees stressed they must be compensated for the additional work it requires. The 
need for funding for optical coherence tomography (OCT) was identified and health funds suggested as a 
potential funder. Designating specific locations where collaborative care is implemented could demonstrate 
its effectiveness, potentially attracting government support.

Funding and IT were identified as current barriers to the expansion of collaborative care models.  While a 
number of possible solutions was suggested for both these issues, it was noted that there was no simple 
solution that would work in all settings and jurisdictions.

L-R Mr Gerhard Schlenther (RANZCO), Mr Peter Larsen (Centre for Eye Research Australia), Ms Janelle Scully (Australian College 
of Optometry), Dr Tim Gray (ophthalmologist), Ms Kerryn Hart (Optometry Australia) at breakout session

Specific issues raised in relation to the identified models were: 

	` Collaborative care models within the Centre for Eye Health (CFEH), an intermediate-tier optometric centre, 
and the University of WA Optometry: the success of these models was found to be largely dependent on 
the formal relationship with tertiary hospitals and universities, excellent training and equipment in place, 
availability of optometry students to provide services, and sufficient resources to support both teaching 
and service delivery. Those enablers, however, were also recognised as barriers to scale up those two 
models, as not many practices are able to have all the key elements, i.e. partnership with universities and 
hospitals, workforce, equipment, medium- to long-term funding, etc to implement the collaborative care 
pathway. Other challenges faced by those models are lack of sustainable funding (e.g. Guide Dogs ACT/
NSW who provides 80% funding for the CFEH models has recently restricted funding support to pension 
card holders only), data and information sharing (e.g., a lack of clarity around ownership of data collected 
using software in individual practice), and hospital governance.
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A/Prof Ashish Agar (ophthalmologist) reports back from a breakout session

	` Telehealth models (both synchronous and asynchronous): these were found to work well in regional ar-
eas, as proven by the Lions Outback Vision, between optometrists and ophthalmologists. However, the 
requirement for patients, optometrists and ophthalmologists to be in the telehealth consultation at the 
same time to receive an MBS shared care rebate is a barrier. These models also require a high level of trust 
and good communication between optometrists and ophthalmologists, as well as appropriate funding 
support and well-designed process/protocols to enable the service delivery. 

	` Informal collaborative care between public ophthalmology departments and community eye care or 
private ophthalmology practice: these models help to reduce the burden on public system, where the 
ongoing treatment of neovascular AMD is outsourced from public to private ophthalmology, to ensure 
that all patients have a pathway to timely and accessible treatment. However, it is not financially sustain-
able and viable for many private ophthalmology practices to bulk bill in the long term. To address this, the 
MDFA has proposed an Neovascular AMD Treatment Incentive Program which is being discussed with 
government. Providing private patients with cost certainty may also be useful in helping patients manage 
the cost of their care. 

	` Supervised provision of intravitreal injections (IVIs) by nurses: this model works well in Caloundra Hospital 
on the Sunshine Coast where all assessments are undertaken by ophthalmologists, and two experienced 
ophthalmic nurses are doing injections under their close supervision. Nurses performing injections are 
common in the UK and New Zealand in the public system. In Australia, given that 80% of IVIs are per-
formed by private ophthalmologists, the need for nurse injectors is likely to be different to, and lower than, 
that in the UK and NZ.  

	` GP injecting with supervision: RANZCO, in collaboration with RACGP and ACRRM, is exploring a pilot to 
upskill GPs/Rural Generalists (RGs) to perform intravitreal injections in rural and remote areas where oph-
thalmology services are not available. Rigorous standards for governance, training and assessment are 
required to ensure safety and quality of care are maintained. Appropriate Medicare funding and an IT 
platform for clinical decision making are also required to support GPs/RGs to perform injections. 

Workshop attendees concluded that there is no ‘one size fits all’ solution for the collaborative care models, and 
any model adopted will need to be tailored to local circumstances.
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Suggestions raised at the workshop:

` To explore the idea of high volume and low cost bulk billing centres for IVIs. However, this may change the
way of practicing as there will be time constraints to have proper discussions with patients.

` To focus the advocacy efforts on three key elements, which are virtual care, funding and public-private col-
laboration. Some of these are addressed by the MDFA’s proposed Neovascular AMD Treatment Incentive
Program.

` Advocate for the development of an atlas of health delivery standards, incorporating reportable Key
Performance Indicators (KPIs) from Local Health Networks (LHNs) to the Australian Institute of Health and
Welfare (AIHW) on their eye health workforce and outpatient services.

` Explore the potential for a Department of Veterans’ Affairs (DVA) card type system for Indigenous Australians 
and other groups with barriers to accessing care to improve affordability.

` Develop a concept paper for hospital administrators on the importance of outpatient ophthalmology
services.

Management of patients with geographic atrophy and low vision from advanced AMD
The workshop heard that currently, services for people with low vision are not provided equitably, leaving 
many without the support they need. While the uptake of low vision and mobility services in Australia is 
at approximately 20%, which is better than the global average of 5%, there is still significant room for 
improvement. For example, it can take up to a year for children with low vision to receive support, and the 
NDIS reportedly sometimes rejects people who are clearly blind. There is also a disparity in service access 
between the NDIS and aged care, with those diagnosed after age 65 not receiving the same level of support. 
While the care provided is excellent when the process is completed, it is essential to close the loop between 
providers and recipients to maximise the benefits. 

Low vision services are time consuming and typically involve multidisciplinary care. At the moment, it is 
difficult to measure the size of the problem and to identify solutions regarding low vision services due to 
a lack of data. There are gaps in knowledge about which people are being referred to low vision services 
and what services they have received.  Raising community awareness is important as well as promoting the 
importance of incorporating questions about low vision into routine care. As it can take time for people with 
low vision to be ready to seek help, so it’s important to ask them at every visit to a health professional if they 
are ready for care.

Digital transformation, such as Smart technology/assistive technology, apps, have improved low vision 
services, but there is a need to improve the uptake of these new developments.

MDFA and low vision services organisations have lots of information available for patients, but they need 
to be made more accessible to patients to increase the uptake. Vision 2020 Australia has developed a 
referral pathway for low vision services and mental health. Optometrists and ophthalmologists need to know 
about these resources and encouraged to share them with patients.

(L-R) Mr Leighton Boyd AM, Ms Rosemary Boyd OAM from Retina Australia, Mr Michael Yapp from Optometry Australia
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New treatments for GA are currently being considered for approval by the Therapeutic Goods Administration 
(TGA).  It is important that people with GA who are suitable candidates for this treatment are able to be 
identified through comparing baseline images taken now and images in 6 or 12 months’ time.  There is a need 
for optometrists to be given more information about these treatments and be encouraged to start collecting 
data over time to inform GA treatment.

Interoperability of IT systems is essential to enable proper sharing of images.  Once the IT platform is available, 
minimum dataset needs to be identified and shared to enable co-management.

Suggestions raised at the workshop:

	` To standardise relevant terms such as “dry AMD” and “GA”
	` To establish a national registry of patients with GA to ensure they don’t miss treatments 
	` To undertake an audit of services available to have a good understanding of roles and services of each 

low vision service, and to establish a directory of low vision practitioners in order to know where to refer 
patients

	` To tap into and raise awareness of existing resources such as MDFA support counselling
	` To raise awareness of existing referral pathways and processes amongst patients and health professionals.
	` To develop a CPD program with low vision services programs for optometrists and ophthalmologists 
	` To advocate for better support from NDIS and My Aged Care through Vision 2020 Australia
	` To advocate for aged care legislation to ensure that patients with vision loss will have access to low vision 

aids
	` To explore the applicability of the UK model of eye care liaison officers for Australia
	` To link in with regular meetings between Vision2020 and NDIS/My Aged Care to present a shared sector 

view on low vision services. 

Feedback from participants
During the workshop, the participants were very engaged and collaborative. They provided positive feedback 
both during and after the workshop that it was a very informative, interactive and collegial event. 

A survey was distributed to attendees post workshop with the following questions:

	` In terms of the planning and background information provided, were the objectives of the workshop 
made clear for you? If not, what can we do to better communicate around the workshop objectives?

	` In your opinion, was the workshop format effective for facilitating discussion and enabling all participant 
voices to be heard? If not, what can we do to improve the workshop format?

	` In your opinion, was the workshop effective in achieving its overall objectives? If not, what can we do to 
ensure we meet the workshop objectives?

All the responses to the survey were positive, indicating that participants found the workshop to be very 
effective in achieving its overall objectives. The attendees expressed their interest in staying engaged and 
contributing to the next stage.

RANZCO acknowledges the financial support via educational grants from Roche and Bayer to make this 
workshop a successful event.
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Name Profession or Organisation State
Dr Hessom Razavi Ophthalmology WA

Prof Robyn Guymer AM Ophthalmology VIC

Dr Xavier Fagan Ophthalmology VIC

Dr Doron Hickey Ophthalmology VIC

Dr Jane Wells Ophthalmology ACT

Dr Kristin Bell Ophthalmology TAS

A/Prof Ashish Agar Ophthalmology NSW

Dr Fraser Imrie Ophthalmology QLD

Dr Rebecca Haward Ophthalmology VIC

Dr Tim Gray Ophthalmology SA

Dr Kathy Chapman
Macular Degeneration Foundation 
Australia

NSW

Ms Carol Kilkenny
Macular Degeneration Foundation 
Australia

NSW

Dr Rodneuy Omond General Practitioner NT

Mr Peter Larsen Centre for Eye Research Australia VIC

Mr Michael Yapp Optometry VIC

Mr Leighton Boyd AM Retina Australia VIC

Ms Rosemary Boyd OAM Retina Australia VIC

Dr Joel Paul Optometry VIC

Dr Angelica Ly Optometry NSW

A/Prof Khyber Alam Optometry WA

Prof Nicola Anstice Optometry SA

Ms Janelle Scully Optometry VIC

Ms Kylie Harris Optometry VIC

Ms Kerryn Hart Optometry VIC

Ms Catherine Mancuso Orthoptics VIC

Ms Vianh Huynh Vision 2020 Australia VIC

Appendix 1 - RANZCO Vision 2030 AMD Workshop Attendees 


