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Overview

On Saturday, 19 July 2025 a collaborative care workshop was held in Auckland, New Zealand to discuss the key
principles and scope for a proposed plan for one-month post-operative cataract reviews to be undertaken by
community-based local optometry clinics for suitable patients.

The workshop was jointly organised by the Royal Australian and New Zealand College of Ophthalmologists
(RANZCO) and the New Zealand Association of Optometrists (NZAO) and supported by an educational grant
from Roche.

Attendees

The event was chaired by Dr Justin Mora (RANZCO) and attendees included six ophthalmologists, three optom-
etrists, two consumer representatives (one representing Maori who are blind, have low vision or are deafblind,
and one representing parents of children who are blind or have low vision) and two from the RANZCO secretariat.
Four of the attendees were Maori and one was Pasifika.

Background and context

Cataracts are a leading cause of vision impairment and blindness in New Zealand. Surgical treatment of cataract
is highly effective and safe, resulting in restored vision. Prior to 2023, there was significant variation between
districts in access to cataract surgery, resulting in long waiting times in some areas and an inequitable ‘postcode’
lottery for consumers. These access issues particularly impacted Maori and Pacific Peoples who typically present
with worse vision at an earlier age than other ethnic groups.

In 2023, following successful advocacy by RANZCO and other stakeholders, the then Labour government pro-
posed a nationally consistent Clinical Priority Assessment Criteria (CPAC) threshold of 46 to improve equity and
access to cataract surgery across New Zealand. The current government has committed to retaining a nationally
consistent CPAC score for cataract and work continues towards achieving that goal.

This policy is supported by the eye health sector as one strategy to improve access to cataract surgery in order
to deliver the significant health, social and economic benefits that result from reducing preventable vision loss.

Peak eye health groups, including RANZCO, NZAO and Kapo Maori, are working to further improve access to
cataract surgery through strengthening collaborative care. One component of this is to develop a model for
optometrists to undertake one month post-operative cataract surgery checks in local clinics, for suitable patients
who would prefer this option.

This model would help address current pressures on hospital ophthalmology services, which are growing
significantly faster than population growth due to the aging population as well as the increasing number of
people with diabetes in our communities. It is aligned with current evidence-based approaches to collabora-
tive care, outlined below.

Collaborative care

Collaborative practice in health care occurs when multiple health workers from different professional back-
grounds 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 the eye healthcare sector, the delivery of collaborative care involves ophthalmologists, optometrists, ortho-
ptists, nurses, kaiawhina 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 pubilic clinics, especially in regional areas, without
compromising the quality of care or patient safety.

For consumers, 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 numbers of visits to a healthcare provider
needed and delivering services closer to home.
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Further developing collaborative models of eye healthcare and advocating for their broader and more uniform
implementation across New Zealand is a key strategy in RANZCO's Te Kitenga - Vision 2030 and beyond plan: to
address inequity in access to eye healthcare; eliminate avoidable blindness; and close the gap in eye health for
Maori and Pacific Peoples.

This workshop follows a number of similar collaborative care workshops held in Australia focused on paediatrics,
diabetic eye disease, glaucoma and AMD.

Workshop outline

Introduction

Opening acknowledgements were made to Maori as Tangata Whenua and Treaty partners in Aotearoa/
New Zealand, and to Aboriginal and Torres Strait Islander Peoples as the Traditional Custodians of Australian
lands.

Considerations of practicality, value for patients, cultural safety, cost benefit and clinical safety were identified as
the most important issues to include in the proposal to government.

In developing the proposal, participants discussed the importance of broad alignment with current government
policy priorities and commitments, including the health workforce plan’s focus on transformational ways of
delivering care and the government'’s statements on supporting health professionals to work to their full scope
of practice. The need for cultural considerations to be built into the proposal was also identified.

Benefits

The group discussed the many benefits of shifting one-month post-operative cataract reviews from hospital set-
tings to local optometry clinics for eligible patients who choose this option. Increased flexibility and con-
venience were seen as the main benefits to patients of receiving checks in their local communities. This was seen
as particularly valuable for people living in rural or regional areas, offering them care closer to home, reducing
the cost and time burden of travel and minimising the disruption of having multiple appointments. The abil-
ity to combine post-operative reviews with other eye health care, such as spectacle assessments, would also
provide patients with added convenience and could help foster long-term relationships between patients and
their local optometrists.  For Maori and Pacific Peoples, this option could provide additional cultural benefits
by facilitating the involvement of whanau in eye health care and allowing a greater choice of provider. Also
noted was the fact that benefits could vary significantly for individuals based on factors such as geographic
location and existing relationships with health care providers. This means that maintaining flexibility isimport-
ant as not all patients will benefit equally.

A significant system benefit would be the freeing up of over 10,000 hospital appointments each year, enhanc-
ing access and reducing wait times across ophthalmology services. In the last financial year 23,000 cataract
surgeries were funded by Health New Zealand and an Auckland audit indicated approximately 50% would
likely be appropriate for community follow-up. Because post-operative reviews are generally brief, this model
could be equivalent to about 5,000 follow-up \visits or 2,500 first specialist assessments (FSA's) nationally. It
would also enable optometrists to work at the top of their scope, supporting workforce efficiency in the eye
health sector overall.

One possible negative identified was that this could lead to increased fragmentation of the patient journey,
within a health system that is already fragmented in many areas.

Inclusion and exclusion criteria

The inclusion and exclusion criteria for community-based follow-up was discussed. Participants stressed that this
should be based on both clinical assessment and patient and whanau preference. This could be determined at
the pre-operative appointment but may need to be revised dependent on clinical issues that arise during and/
or after surgery.

Participants agreed that patients with more complex clinical profiles, including those with maculopathy,
advanced glaucoma, extensive guttata, or those who had undergone complicated surgeries, would need to
be managed within hospital settings. Also discussed was the importance of ophthalmology trainees being
able to conduct post-operative checks to see the outcome of their surgery.
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Communication issues

Robust communication protocols were discussed as an essential component of this model, including both
between health professionals and patients and between ophthalmologists and optometrists.

For patients, participants highlighted the importance of clear communication that the follow-up appoint-
ment is an important and cost-free part of their surgical care, while also being clear about the scope of the
community-based appointment, including that the review might include broader eye health services which
would need to be self-funded. Also discussed was the need for written information for patients and consideration
of accessibility for non-English language speakers, including ensuring that interpreter support could be provided
by hospitals in community optometry clinics. Key points which should be communicated include that patients
can go to their optometrist or GP earlier than the scheduled appointment if their condition changes. The use
of “local optometry clinic” was suggested rather than “community optometry”to make clear to patients that this
service could be provided in a standard optometry setting or by a hospital employed optometrist working in
an outreach location rather than at a new and unfamiliar service. Also noted was the need to avoid information
overload and in particular not to provide patients with a large amount of written material.

Participants discussed clinical reporting processes and content, agreeing on the need for optometrists to
provide standardised clinical data, including measures of visual acuity, refraction outcomes and prescription
details, along with CPAC scoring for the second eye and notes on any anomalies such as reduced visual acuity or
IOL malposition.

A clinical pro forma was suggested as one way to facilitate two-way information exchange between hospital
and optometry providers, as long as it could be adapted to local IT systems. The need for strong privacy and
cybersecurity measures was noted. One potential barrier to effective communication identified as the restric-
tions within existing hospital patient management systems which only allow for one community-based provider
to be recorded (usually the patient’s GP). Also emphasised was the need to allow for local variation in communi-
cation processes and mechanisms to reflect existing differences between hospitals and regions. Communication
processes should also allow for optometrists to be informed if a patient experiences an issue before their review
and returns to the hospital for follow-up care.

Other issues

4 Participating optometrists would undergo induction and peer review and would sign a contract stipulat-
ing audit and reporting obligations. One important aspect of this would be to familiarise optometrists
with internal hospital organisational and communication practices, given that optometrists do not work
in this setting.

4 For patients without an existing optometrist, the hospital would maintain a list of local opt-in practitioners
and provide that to patients who could then choose a local provider aligned to patients' residential areas.

4 Management of non-attendance may be an issue and the option of charging a fee for non-attendance
was suggested, with notification to the hospital and the patient’s GP after two missed appointments.

4 Decisions regarding second eye surgery would ideally be made at the initial hospital consultation. CPAC
scoring could be undertaken during the optometry review to streamline this process.

4 The Dunedin region has been running a community optometrist follow-up program for over 12 months
and has reported strong satisfaction with the process

4 Audit processes would be developed to monitor outcomes such as return rates to hospital, cost-
effectiveness and variation between different types of optometry providers. These could take place at
regular optometry meetings.

4 Reimbursement arrangements could follow the Dunedin model with payment tied to data delivery. The
fee structures would be determined through negotiation between Health New Zealand and optometry
practices. This should reflect the additional administrative costs to optometry practices who participate in
the program. It was also noted that to achieve the goal of increased equity of access, there would need to
be sufficient geographical coverage of optometrists participating in the program.
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Next steps

Following the workshop, RANZCO and NZAO will consult more widely on the issues discussed at the workshop.
On the basis of the workshop findings and broader consultations, they will work together, in conjunction with
other stakeholders, to develop a joint proposal for optometry-led post-surgical cataract reviews to take to
government.

Conclusion

The event concluded with thanks to Roche for the educational grant enabling the workshop, RANZCO for facili-
tating it and to Auckland Eye Hospital for hosting the event. The meeting closed with a Karakia Whakamutunga
to acknowledge collective efforts and shared commitment to improving eye health equity.

'Kia tau 6té rangimarie ki runga i nga iwi o te ao" (Let peace settle upon all people of the world)
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