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Introduction

Age-related Macular Degeneration (AMD) is a leading cause of vision loss in Australia, placing increasing strain on both
public and private services. With rising demand and limited resources, new approaches are needed to maintain timely,
safe, and effective care.

Collaborative care provides a way forward. By integrating the skills of ophthalmologists, optometrists, orthoptists,
general practitioners, and other health professionals, it ensures patients receive the right care, in the right place, at the
right time.

Collaborative Care in AMD Management was developed by the RANZCO Vision 2030 AMD Working Group, in consulta-
tion with retinal specialists and a wide range of stakeholders in the eye health sector. This document outlines current
and emerging models of collaborative care for AMD in Australia. It highlights practical examples, essential compo-
nents, and workforce considerations, offering adaptable pathways suited to local needs.

The goalis to strengthen partnerships, improve access, and deliver better outcomes for people living with AMD, while
supporting long-term system sustainability.

Definitions

Collaborative care is defined as an integrated approach to healthcare, where multiple providers are involved with,
and communicate about, a patient’s diagnosis and treatment.

Collaborative healthcare models are considered a method of quality improvement, initially developed by the Institute
of Healthcare Improvement in the United States, and supported by the Australian Commission on Safety and Quality
in Health Care (ACSQHC). These models aim to enable rapid and sustainable improvements in outcomes for patients
in an identified area of health care delivery.

In eye care, collaborative care involves ophthalmologists working together with optometrists and orthoptists, as well
as other health care providers such as non-ophthalmic physicians, General Practitioners, nurse specialists, ophthalmic
technicians and Aboriginal Medical Services, to provide safe, effective and timely eye care, in any health service loca-
tion. These health services can learn from each other through the involvement of qualified practitioners working in
their identified area of expertise.

Telehealth, or'Virtual care] is defined as the use of telecommunications technology to support the delivery of med-
ical, diagnostic and treatment-related services by a wide group of healthcare professionals including doctors, nurses
and optometrists. It includes remote consultations as well as remote monitoring where results and data are shared
with the doctor or other health care provider. The benefits of virtual care for patients with glaucoma and other disease
entities are numerous. In facilitating access to healthcare closer to home, it reduces time and travel costs for the pa-
tient, whilst also improving access to specialist health care and enabling care collaboration and flexible service delivery
models. Further information on telehealth is provided by the RANZCO Digital Health Working Group.

Community Optometry can be categorised as primary or intermediate tier. Primary care optometry refers to a pa-
tient’s first point of entry into the eye health care system. An optometric ‘intermediate-tier 'step is an intermediary
health care service accessed between primary care and secondary specialist ophthalmologic care. [1]

Purpose and Scope

This document aims to provide a focused resource on collaborative care for Age-related Macular Degeneration (AMD)
in Australia (but not New Zealand). Relevant health care providers include ophthalmologists, optometrists, orthoptists,
low vision service providers, and other healthcare workers and organisations involved in the eye health sector. AMD
may be 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.

Beyond AMD, Collaborative Care is expected to be of relevance to other eye diseases, and other aspects of the eye care
sector. For example, this resource will overlap with the efforts of other Working Groups and Specialist Interest Groups
within RANZCO, such as the Glaucoma, Diabetic Retinopathy, Workforce Distribution and Digital Health Working
Groups.

For AMD, the scope will include references to collaborative care in both public and private healthcare systems. The
emphasis is on promoting collaboration between ophthalmologists and other healthcare providers, rather than fo-
cusing solely on interactions among ophthalmologists themselves. Collaborative care models that are currently being
used in Australia will be described, including those that may monitor patients with earlier states of disease, and the
management of advanced (neovascular or atrophic) stages of disease. Low vision services are identified as a priority
area, but not explored in detail within this document.
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The Collaborative Care space is set to grow with tailored solutions becoming available, and ophthalmology leading
the collaboration. The overarching philosophy is outlined by ACSQHC (https://www.safetyandquality.gov.au/about-
us). The key is to secure the patient journey, along the lines of the right care, by the right practitioner, in the right place
and at the right time. Collaborative Care is essential to implement this principle, with all groups adding their expertise
and ‘doing what they do best’

Background and Context

As part of the RANZCO's 'Vision 2030 and Beyond'plan, a Working Group has been developed to address Collaborative
Care. This Group aims to describe a range of evidence-based models for collaborative care for AMD and Glaucoma.
In this context, regardless of the form, a primary goal is to alleviate the strain on both public clinics, which are often
overburdened, as well as private clinics, without compromising the quality of care or patient safety. Demand on highly
specialised services is potentially reduced by redirecting some aspects of care to other appropriately trained practi-
tioners. Health resources are more efficiently utilised, with reduced healthcare system costs, improved access to spe-
cialist services and increased patient convenience. A high standard of care must however be maintained.[2]

We aim to provide direction for safe and appropriate collaborative care, based on the training and expertise of eye
care professionals. We will define how collaborative care clinics may best function, including the roles of various craft
groups, and where such clinics could be sited. A dossier of various models of care currently in use and/or considered
viable in Australia have been assembled. This will be a practical resource for RANZCO fellows and Department Heads
wishing to develop collaborative care within their hospitals, with links to available documents and contacts.

As with most areas of medicine, a “one size fits all” approach does not work. Regional workforce variations for health
care professionals, region specific population needs, and differences in or absence of funding will dictate an individu-
alised program, which is likely to evolve overtime.

For AMD, the Working Group will focus on how public hospital clinics can facilitate the delivery of outpatient services
for the various clinical stages of AMD. Overall, the management of AMD should be based on the updated RANZCO
‘Referral Pathway for AMD Management, published in 2024.[3] 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 approval by Therapeutic Good
Administration (TGA) for use in Australia.[4]

For patients with neovascular (wet) AMD, there is a burden of demand on public ophthalmology departments to deliv-
erintravitreal injections (IVIs). The alternative is private ophthalmic care, which may not be affordable or geographical-
ly accessible for some patients. These issues present barriers to treatment for some patients with wet AMD. To address
these gaps, the Macular Disease Foundation Australia (MDFA) has recently proposed a suite of recommendations.[5]
These include a government-funded Ophthalmologist Treatment Incentives Program, to enable more private ophthal-
mologists to provide low cost (bulk billed), high volume injection clinics for patients with wet AMD.

Beyond the walls of metropolitan and large regional hospitals, the expansion of services for AMD may include in-
volvement of GP practices in both metropolitan, rural and remote areas. Here, a separate RANZCO Working Group on
Workforce Distribution has helped to establish a tri-College commission involving the RANZCO, The Royal Australian
College of General Practitioners (RACGP) and The Australian College of Rural and Remote Medicine (ACRRM), to ex-
plore the idea of a pilot program aimed at training GP/rural generalists in intravitreal injections. Two delivery sites
and two training sites have been selected for this proof-of-concept trial. Training and assessment will be delivered
by the Curriculum Committee for RANZCO, and the program will be rigorously assessed with a report generated for
publication.

Another significant hurdle in any collaborative care program are the modes of communication between partners. A
universally accepted electronic medical record system with the capability to share records and investigations, partic-
ularly images, in real-time has yet to be identified and put into practice. This remains one of the largest barriers to the
expansion of collaborative care and will be further explored in this document.

Low vision services remain essential for many patients with AMD. Despite the significant advances in diagnosis and
management, AMD remains a leading cause of severe vision loss and low vision in Australia.[6,7] Vision2020 Australia
has previously undertaken a review of low vision services in Australia, finding that people with unavoidable vision
loss can develop skills to remain independent and fully participate in the community.[8] In addition to Vision2020, key
stakeholders here include but are not limited to the NDIS, Vision Australia, and Guide Dogs Australia. For the foresee-
able future, collaborative care that includes these service providers will remain a mainstay for some patients with AMD.
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Our aim is also to define a starting point for the Vision 2030 and Beyond steering group to commence negotiations
with the government to advocate for support for various collaborative care models which may currently be inap-
propriately reimbursed or not in common practice. Appropriate funding models are essential to allow engagement
and retention of the various health partners. For example, some centres have utilised in-house orthoptists for virtual
reviews performed by overseeing ophthalmologists in another location. This model is difficult to expand externally
as there are no Medicare related rebates for orthoptic services. Likewise, potential General Practitioner injectors will
appropriately seek funding for their services.

We hope that by sharing insights, we can work and contribute together more effectively towards a common goal of
streamlined and effective patient care.

Workforce Considerations in Australia

Management of ophthalmic conditions in Australia involves several stakeholders.

Ophthalmologists are medically trained doctors who have completed extensive additional training — typically taking
between 12 to 15 years in total - to earn their speciality fellowship. They are responsible for treating and managing
sight threatening illness, through the use of medication, laser procedures, and surgical intervention. Patients that
require assessment by an ophthalmologist require a referral from a General Practitioner or optometrist in order to
claim a Medicare rebate. Ophthalmologists'role in collaborative care arrangements is to provide oversight, directly or
via telehealth, of patient care. Protocols and individualised patient care are created, and standards reviewed, to ensure
safe practice.

Optometrists in Australia are responsible for the majority of primary community eye care. The majority of these are lo-
cated at community based 'high street'type practices. Medicare billing arrangements mean eye testing is for the most
part affordable. Medicare covers eye tests done by optometrists once every three years for patients under 65 years, and
one a year for those aged 65 years and older. Not all optometrists bulk bill and add-on costs for more specialised tests
may be applied in some instances. Optometrists are also readily accessible across much of Australia, with many small
towns having access to either resident or visiting optometric services.

General Practitioners also have a vital role in identifying a potential issue with vision or eye disease and referring to eye
health professionals for appropriate care.. Some patients will not regularly see optometrists, and very small or remote
centres may be more likely to have a GP rather than an optometrist. The ability of General Practitioners to manage
chronic ophthalmic conditions tends to be limited due to the increasingly specialised and expensive ophthalmic
equipment required. There may therefore be an opportunity for the eye care sector to better collaborate with rural
and regional GPs to provide education and upskilling on certain eye conditions, including AMD.

Orthoptists are university trained eye health care professionals, often with a focus in optics, ocular movement dis-
orders, paediatric vision, and use of ophthalmic equipment. Many orthoptists are employed by hospital eye clinics,
or private eye specialists. Private orthoptic clinics do exist but are much less common than optometry clinics in the
community and may be performed collaboratively as part of ophthalmic practice.[9]

Nurse practitioners have been increasingly used in various areas of medicine, such as in hospital Emergency
Departments. There has been interest in their involvement in assisting to manage ophthalmic conditions, particularly
in the hospital and possibly regional settings. Access at a primary health care level, and lack of specific training/expe-
rience are challenges to the more widespread use of nurse practitioners.

Other practitioners that may also be involved in eyecare include other medical specialists (such as endocrinologists
and neurologists), community pharmacists, Indigenous health workers and Emergency Department physicians. The
majority of eyecare at a community level is overseen by either an ophthalmologist or optometrist, hence many of the
models of care pertain to these two professional groups. Collaborative care models seek to build inter-professional
relationships between these various groups of practitioners.

Essential Elements of a Collaborative Care Model

White and Goldberg summarised the critical elements of an ideal collaborative care program in their 2014 paper on
collaborative care in Glaucoma [10]. These elements may be generalised to apply more broadly to Collaborative care
for AMD and other ophthalmic conditions. Above all, the care must remain patient focussed, and evidence-based,
with no compromise in the overall standard of care or outcomes. Patients should always be able to access the most
appropriate provider for management of their condition. To enable this, providers should have clearly defined roles
and responsibilities, and established guidelines/protocols should be employed to guide risk assessment, treatment
decisions, and follow up intervals.
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Contractual agreements for collaborative care may be required. The ophthalmologist should be responsible for devel-
oping specific individual patient management plans.[11] Protocols should also guide which patients are suitable for
collaborative care, and when patients should return to the ophthalmologist for review. Here, the updated RANZCO
Referral Pathway provide guidelines for managing patients with AMD in Australia.[3]

Any model of collaborative care should deliver a more efficient service than the status quo, and typically utilise existent
services. Reducing duplication of testing, unnecessary provider visits, and inappropriate or unnecessary treatments is a
priority.[10] Provided it is clinically appropriate, patients should always have a choice in their preferred model of care,
and therefore any collaborative care arrangements should ideally be on an opt-in basis and be consensual.

All providers should engage with other craft groups and be involved in ongoing education to maintain clinical stan-
dards. There should be ongoing review and optimisation of service effectiveness via established measures and clinical
governance.

In all collaborative arrangements, attention must be given to administrative demands, including management of ap-
pointments, correspondence, and preventing patients from being lost to follow-up. Data management is also a critical
aspect in the development of collaborative models of care, due to the high reliance on clinical investigations in mod-
ern ophthalmology. Managing data security and adherence to healthcare privacy legislation are mandatory consider-
ations. The efficiency with which information can be shared can also have an impact on the success of collaborative
care. Modern ophthalmic equipment generates huge amounts of data, and effectively summarising this in a single
page report is difficult. Different medical record software, referral systems, and a diverse array of ophthalmic equip-
ment manufacturers can pose a challenge to effective collaborative care. Complex progression analysis can often only
be performed on equipment from the same manufacturer, and use of proprietary software may make it difficult to
efficiently synthesize information from multiple sources. Practitioners may also be unfamiliar with investigation report
layouts from alternative equipment manufactures.

Any collaborative care program will need to deal with these issues, so consideration should be given to equipment
standardisation, or specialised software solutions created to streamline data integration and sharing between collab-
orators. Specific funding to deal with these challenges needs attention.

7. Locations

In scoping for the current models of collaborative care, several different sites were identified. These include the public
hospital, private ophthalmology clinic, university optometric clinics, and optometric practices. Optometric practices
were either a more specialised “intermediate tier” or the community based “high-street” type of practice described
above. For AMD, rural GP practices may be involved in pilot intravitreal injection clinics. More innovative locations
include mobile eye vans and Aboriginal health clinics or remote hospitals, which are further discussed below.

8. Current Models Of Collaborative Care: AMD

1. 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.

oA wN

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

Model A: ‘Intermediate tier' community optometry in formal collaboration with public and private
ophthalmology
Key features
»  Adedicated community optometry centre which is in a separate physical facility to ophthalmology practices.
» Imaging and optometric diagnostic services provided for referring optometrists, ophthalmologists, and GPs.
»  The centre can act as service to ophthalmologists to minimise false positive' referrals of low-risk patients.
4

Screening and assessment of patients with macular disease may be performed to expedite urgent referrals and
reduce unnecessary referrals.

v

Aims to enhance patient experience and overall eye-care quality.
»  Optometrists use advanced imaging and correspond with ophthalmologists for assessments and reports.
»  Promotes feedback between optometrists and ophthalmologists.
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Key requirements for effective function

»  Training and diagnostics: appropriate training of optometrists to enable accurate diagnosis and appropriate man-
agement plans for patients.

»  Equipment: availability of advanced imaging and diagnostic equipment.

»  Clear referral process: well-defined process for referrals and correspondence with ophthalmology on ambiguous
cases.

»  Funding support: adequate funding from various sources to sustain operations.

»  Recording keeping and communication: secure and confidential documentation between optometrists and
ophthalmologists.

»  Data analysis: Evaluation of referral patterns and patient records for continuous improvement.

Example
Centre for Eye Health - New South Wales

The CFEH is an intermediate-tier optometric centre, primarily funded by Guide Dogs NSW/ACT with funding also re-
ceived through Medicare (around 20%) and UNSW Australia. The Centre provides imaging and diagnostic services to
the general community at no cost to the patient. The service is used mainly by other optometrists, but also by private
ophthalmology practices and public hospitals. The main collaborating hospital is Prince of Wales Hospital (Tkm away),
but also Westmead Hospital.

The CFEH has developed a screening and diagnostic system for macular disease to stratify cases and streamline refer-
ral to ophthalmologists by mitigating false positive referrals and improving the dialogue for management of low-risk
patients.[12] The CFEH sees around 13,000 patients per year, the majority (60%) being glaucoma.

Optometrists at CFEH perform diagnostic imaging and provide a report, in consultation with an ophthalmologist as
required. [12] Consulting ophthalmologists from Prince of Wales Hospital are paid by CFEH to perform virtual (online)
reviews of results and co-sign reports. Ophthalmologists connect directly to the CFEH network using Citrix, giving
access to the electronic medical record as well as native review software for instruments (e.g., Zeiss Forum workplaces,
Heyex 2, Optos Advance etc.). Case discussion between optometrists and ophthalmologists is generally via email using
unique patient record numbers. Reports are sent electronically back to referrers via Heathlink and simultaneously to
MyHealth Record. This system purports to promote inter- and intra-professional feedback.

An evaluation of the CFEH model for non-urgent macular disease was published in 2016.[12] This retrospective review
of 291 patients resulted in the number of cases without a specific diagnosis decreasing from 47% to 23%, while cases
with no defect or normal aging changes increased from 1% to 15%. Diagnostic congruency for specified macular con-
ditions was 58-94%, with 10% having a completely different macular condition. Of the patients seen at CFEH, 84% were
recommended ongoing optometric care and 16% recommended referral to an ophthalmologist.

Model B: University optometry in formal collaboration with public ophthalmology
Key features
> Patients are seen in a community-based teaching clinic, located in a separate facility to ophthalmology clinics.

> Patients are seen by optometry students under the supervision of university staff optometrists, thus providing
teaching for students and eye care for patients.

> Initial triaging is performed by the hospital ophthalmology department, to identify patients who are suitable for
optometric assessment.

»  Clinical data and proposed management are virtually reviewed by a hospital ophthalmologist who can then ei-
ther expedite ophthalmic review or provide feedback to the optometrist as required.

»  Following the optometry visit, suitable patients may be followed up in the teaching clinic, while those with higher
clinical needs are referred to ophthalmology.

»  This model can include patients with earlier stages (early/intermediate) AMD.
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Key requirements for effective function

» A collaborating university optometry program with sufficient resources (staff, facilities, equipment) to support
combined teaching and service delivery.

»  Agreed clinical criteria for the collaborative care pathway, with processes for patients who do not meet criteria.

> Referral and documentation processes that are secure, confidential, and efficient enough to avoid costly admin-
istrative requirements.

»  Ophthalmicvirtual review clinics'where an ophthalmologist is available and funded to review patient results and
make management decisions.

> Aservice level agreement that encompasses items including governance, indemnity, quality assurance, privacy,
funding and incentives, and key performance indicators.

Example
UWA Optometry School - Western Australia

The UWA Optometry School has proposed to develop a collaborative care pathway with Royal Perth Hospital (RPH).
This model seeks to emulate the Community-EYE-Care (C-Eye-C) model, developed by the Westmead Ophthalmology
Department in New South Wales, which is governed by the public hospital and supported by community-based op-
tometrists. In one study, the C-EYE-C reported that 57% of patients avoided a hospital attendance, with 22% savings
on costs and 9.9 months reduction in waiting time for first assessment. [13]

While focussing on glaucoma, the UWA program aims to incorporate AMD in the future. The model aims to allow
suitable patients to be managed in the UWA clinic, with those with higher clinical needs referred to ophthalmology.
Suitable patients are to be triaged by RPH Ophthalmology, to be seen by UWA optometrists. Clinical data and man-
agement would be virtually reviewed by an RPH ophthalmologist who can either expedite an appointment at RPH or
co-sign optometric care (Figure 1).

This model seeks to include the management of patients with low risk and stable AMD. New AMD referrals are triaged
by an RPH clinician to determine clinical urgency. Clinical criteria have been developed for inclusion and exclusion, as
follows.

Proposed inclusion criteria:
»  No AMD, normal ageing, early AMD and intermediate AMD.
»  Non-vision threatening masquerades (e.g., pachychoroid spectrum disease).

» Late AMD with geographic atrophy (GA), already seen by ophthalmology with a recommendation against any
potential approved GA treatment - therefore in need of low vision services and/or monitoring the second eye.

Proposed exclusion criteria:

> Late AMD - any first presentation of GA that has not yet seen ophthalmology.
»  Non-foveal involving GA that may benefit from GA treatment.

»  Definite or suspected new neovascular AMD.

> Vision threatening AMD mimickers (e.g. Pseudo vitelliform lesions).

At the time of writing, the RPH-UWA collaborative care pathway is in discussion with RPH and WA Health to allow
implementation of a pilot phase.
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Figure 1. UWA Optometry-RPH pathway

Patient presents to GP/optometrist/specialist with query re:
glaucoma/diabetes/AMD/Plaquenil screening

+

GP/optometrist/specialist refers patient to outpatient clinic

+

Patient’s paperwork is triaged by central waitlist bureau

+

Patient triaged as suitable for UWA collaborative care model

+

Patient information forwarded to UWA eye clinic

+

Patient contacted by UWA eye clinic for appointment

+

Patient assessment at UWA eye clinic with preliminary diagnosis
and follow-up plan by optometrist

+

Patient files are reviewed remotely by an ophthalmologist for
confirmation of diagnosis and management.
Feedback provided to optometrist

+

Patient managed to UWA eye clinic or referred to
hospital specialist clinic if needed

+

Patient follow up with UWA eye clinic and/or
specialist clinic as needed
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Model C: Telehealth between regional optometrists and ophthalmology
Key features

» A secure online platform for regional health care practitioners to arrange synchronous (live) consultations with
ophthalmologists, with the patient present for the consultation.

> Patient results (clinical imaging and data) are shared with the ophthalmologist, either at the time of the consulta-
tion (synchronous), or in advance (asynchronously).

> The ophthalmologist is physically located in a different location to the optometrist and patient, e.g., in another
regional town, or in a metropolitan centre.

> Telehealth consultations attract MBS items for both referrers and ophthalmologist.

> Patients requiring ophthalmic management are provided with prompt referral to either the public or private sys-
tem, in either regional or metropolitan locations, as deemed appropriate by the consulting ophthalmologist.

»  Amanagement planis provided by the ophthalmologist for patients who may be managed by optometry in their
hometown, and who do not require transfer.

»  Arange of conditions, including AMD, are potentially suitable for telehealth.

Key requirements for effective function
> Secure software for sharing encrypted data and performing video consultations.
»  Reliable internet access and basic hardware (e.g., desktop or laptop computers).

»  Collaboration between visiting optometry services, resident regional optometrists, and ophthalmologists who are
available to perform telehealth consultations.

> Transport schemes to enable the transport of patients who require transfer to another location, e.g., from a region-
al town to a metropolitan centre.
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Example
Lions Outback Vision - Western Australia

Lions Outback Vision (LOV) is an outreach eye service has been operating in Western Australia (WA) since 2010. It is a
public-private partnership based at the Lions Eye Institute in Perth and Broome, which coordinates the provision of
both ophthalmology and optometry services to 51 regional and remote communities in WA. In addition to sending
visiting eye specialists to regional communities, the LOV uses real-time telemedicine. This allows patients in regional
and remote locations to be seen by a local or visiting optometrist, who then performs a telemedicine consultation
with an ophthalmologist based in another location (e.g., Perth or Broome). Imaging and other test results for the pa-
tient are shared in advance with the ophthalmologist through the conventional store-and-forward modality.

In 2021, 25% (n = 1,825) of all LOV ophthalmology appointments were conducted through telemedicine. During
face-to-face outreach specialist visits, 62% (n = 3,442) of appointments required specialist procedural management,
including intravitreal injections for neovascular ARMD. Additional benefits of videoconferencing are the ability to wait-
list surgical patients at the time of primary-care assessment, which eliminates the waiting time for the initial specialist
appointment with attendant logistical and cost implications. The LOV makes the case that teleophthalmology can be
delivered safely utilizing the correct expertise and case-selection, with diagnostic accuracy that is comparable to face-
to-face consultation.[14]

In the future, the LOV aims to incorporate artificial intelligence into its telemedicine model. They make the case that
similar models may be adapted to urban settings with the aim of reducing surgical waitlists and improving efficiency.

NON-EYE HEALTH
PTOMETRY
PROFESSIONALS GRIO 19,0 opHTHALMOLOGY (&>

i ©

Clinic (Injections & Laser)
* Northwest Eye Hub

* Vision Van

* Public Visiting Specialist

* General Practice / * Private Optometry
* ACCHOs * Public Optometry
* Public Hospitals * LOV Visiting Optometry

Surgery

Real-time Video Conference

* Scheduled
* On-call
e wa Diabetic Retinopathy Screening
(G Lions Outback Vision

FIGURE 1 | Clinical pathway demonstrating the role of teleophthalmology within Lions Outback Vision. Teleophthalmology enables fast-track access (green) for
patients to specialist care compared to traditional referral pathways which are congested (red). By diverting referrals from non-eye care professionals via optometry
and diabetic retinal screening, specialist clinics can manage well-triaged pathology (brown). ACCHOs, Aberiginal Community Controlled Health Organizations; LOV,
Lions Outback Vision.

Further details on the use of telehealth for collaborative care are expected to be published by the RANZCO Working Group on
Digital Health.
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Model D: Informal collaborative care between public ophthalmology departments and community
eye care
Key features:

> Patients with early and intermediate stages of AMD are monitored in the community and not referred to tertiary
hospitals. This monitoring may be performed by community optometry or private ophthalmology.

> Patients with new onset neovascular AMD may initially be managed by public or private ophthalmology. Due
to resource constraints within the hospitals system, some public departments refer patients requiring ongoing
care to private ophthalmologists in the community. In some cases, this is through informal collaboration where
patients are provided with low cost (bulk billed) private care.

> Patients with geographic atrophy from atrophic AMD who are interested in potential treatment should be seen by
ophthalmology in public or private settings for consultation regarding emerging therapies (e.g. pegcetacoplan)
for GA.

»  Pilot programs are underway for trained nurse practitioners or rural General Practitioners (GPs) to perform intrav-
itreal injections in limited jurisdictions.
Key requirements for effective function:

»  The monitoring of AMD by community optometry requires effective (informal) collaboration, such that patients
with suspected progression to neovascular disease are immediately referred ophthalmology for assessment.

»  Effective collaboration is required in jurisdictions where the ongoing treatment of neovascular AMD is out-
sourced from public to private ophthalmology, to ensure that all patients have a pathway to timely and accessible
treatment.

Examples
Public ophthalmology departments in Victoria

The Victorian system currently recognises that the identification and monitoring of early and intermediate AMD may
safely be performed in the community and does not require referral to tertiary hospitals. Care for atrophic AMD (GA)
will need consideration due the potential future approval of GA treatment in Australia. The identification of patients
with GA will require some form of collaboration with community optometry and ophthalmologists.

At present, the current guidelines from the Victorian Department of Health state that AMD referrals are:
» Indicated for new onset of reduced vision or distortion due to neovascular AMD.
»  Not appropriate for:

Review or continuation of treatment of neovascular AMD.
- Early, intermediate, or atrophic AMD.

With the anticipated approval of new intravitreal treatments for GA from advanced AMD, it is expected that these
guidelines may need to be revised, to recommend that patients with GA who are interested in potential treatment
should first be seen by ophthalmology in an appropriate setting (public or private).

For neovascular AMD, adequate referral pathways (both public and private) are felt to exist for the initial (urgent)
management of new wet AMD. Ongoing treatment is thereafter provided predominantly in the community by private
ophthalmology, in some cases through informal collaborative care arrangements. Patients are provided with a list of
private ophthalmologists in their area, to whom they can be referred. This presents a potential barrier to treatment for
some patients due to the out-of-pocket cost of private care, meaning these patients stay in the public system. In turn
this makes some public injection clinics busier and challenging to resource.

Some consultant MBS clinics exist within hospitals but are felt to be expensive to run and overall have not been well
taken up. In one setting, injections are performed at an external ophthalmology clinic (outside the hospital) which is
partially funded by the hospital, potentially offering net financial savings to the hospital.

Examples of public ophthalmology departments practicing these guidelines include The Royal Victorian Eye and Ear
Hospital, The Alfred, The Austin, and Western Health.
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Model E: supervised provision of intravitreal injections (IVIs) by non-ophthalmologists
Key features

» In some locations with limited access to ophthalmology, it may be appropriate for approved non-ophthalmolo-
gists to perform IVIs for selected patients.

> These locations are likely to be remote areas with no resident ophthalmologist, and insufficient visiting ophthal-
mologists to meet the clinical need for IVIs.

» Inthese locations, approved rural GPs could be trained and assessed by a dedicated RANZCO Committee to en-
sure the safe provision of safe [VIs.

»  Thisis a new model of care in Australia, requiring careful scrutiny by the RANZCO.

»  Other models of care of injecting nurse practitioners (NPs) do exist in New Zealand and the UK. So far, the uptake
of NPs performing IVIs has been limited in Australia.

Key requirements for effective function
»  Close collaboration with the RACGP and other relevant Colleges to develop a new service delivery plan.
> Rigorous standards for governance, training and assessment to be provided by the RANZCO to ensure that safety
and quality of care are maintained.
»  Secure online platforms to allow case discussion and clinical decision making between rural GPs and
ophthalmologists.
»  Clear pathways for urgent referral and patient transport to ophthalmic services in the case of complications (e.g.,
infectious endophthalmitis or lens trauma).
Examples
RANZCO trial of rural GPs performing IVls

A RANZCO Working Group on Workforce Distribution has helped to establish a tri-College commission involving the
RANZCO, RACGP and ACRRM, to explore the idea of a pilot program aimed at training GP/rural generalists in intrav-
itreal injections. Two delivery sites and two training sites have been selected for this proof-of-concept trial. Here, it is
expected that decisions on treatment will be made by supervising ophthalmologists, with selected GPs trained to
safely perform the injections, to recognise clinical signs and symptoms of potential adverse events (systemic and/or
ocular), and to manage complications urgently and appropriately in collaboration with ophthalmology. Training and
assessment will be delivered by the Curriculum Committee for RANZCO, and the program will be rigorously assessed
with a report generated for publication. Further details of this trial are expected to be published by the RANZCO Work-
ing Group on Workforce Distribution.

Nurse practitioners performing IVIs — Caloundra Hospital (Queensland)

The Caloundra Hospital (Sunshine Coast) ophthalmology department utilises clinical nurse consultants (CNCs) to
perform some IVIs. The CNCs are required to undertake a training programme, and be observed performing 100
injections, prior to working independently. Two CNCs deliver approximately 40% of all IVIs, with the other 60% of IVIs
delivered by ophthalmology registrars. The CNCs do not provide clinical reviews or treatment plans.

Nurse practitioners performing IVIs - The Alfred (Victoria)

An injecting nurse practitioner model has been trialled but deemed unsuccessful at The Alfred. Reasons given for
this include:

> Nurses being unqualified to make treatment decisions.
»  Nurses unable to treat certain patients (IVTA, Ozurdex, only eyes etc.).
»  Low volume of care provided by injecting nurses (5-6 patients per session).

As a result, this model has not been further pursued or resourced at The Alfred. There has been little or no use of

nurse practitioners to provide IVIs elsewhere in the Victorian public ophthalmology system.
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9. Summary

This document summarises the various collaborative care models in current use in Australia. Some have been established for
many years, others just beginning or in concept. The differentiating features of the models are by (1) patient type (public vs
private) and hence funding, (2) location (hospital, private clinic, optometric clinic which can be University, more specialised
“intermediate tier" or community “high street”level, general practice (for AMD), or (3) ophthalmologist supervision (direct vs tele-
health). As every location has unique needs, a tailored approach is required. Low vision services remain critical for many people
with advanced AMD, and should be included in the design of collaborative care models in the future.

The elements for delivery of a collaborative care arrangement are multiple and complex, with issues including workforce sus-
tainability, infrastructure and equipment requirements, maintenance of clinical standards, and data management/ security,
requiring dedicated staff to deliver successful care. Paramount in the process is establishment and maintenance of collegiate
relationships between partners and lines of communication.

RANZCO AMD Management - September 2025 - 13



APPENDIX 1: Requirements for a formal co-management agreement be-
tween providers

Referral information

Contract Between providers
Includes list of requisite equipment

Includes mode of communication of results and manage-
ment of these results in a secure manner

Requires patient consent

Adequate administration: patient appointments, database
and tracking

Referral information Diagnosis

Baseline parameters at time of co-management agreement
and other relevant clinical information, in particular full
images

Current treatment

Follow up interval and testing required

Target intraocular pressure

Parameters for referral back to ophthalmologist/ eye clinic

Medicolegal Agreement between providers

Fee for service Pre-determined fee structure
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