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Message from 
the President

Message from the President

Keeping surgical fees in check

Surgical fees in the 
spotlight
Doctors’ fees have become 
the focus of attention recently 
as both the government and 
the private health insurance 
industry try to reign in the 
cost of health care. While 
the vast majority of doctors 
are doing the right thing by 
charging no gap or known gap 
at a reasonable level, there 
remain anecdotal reports of 
a small number of surgeons 
charging extremely high fees 
for surgical procedures. These 
fees are clearly excessive 
and, as set out in the Royal 
Australasian College of 
Surgeons’ (RACS’) Position 
Statement, bear little if any 
relationship to utilisation of 
skills, time or resources, and 
are exploitative and unethical. 
This not only harms patients 
who may struggle to pay, but 
damages the reputation of 
the profession and provides 
leverage to those keen 
to control surgical fees, 
especially in government and 
the private health industry.

Clearly there is tension between 
the competing priorities of patients 
who demand affordable care, doctors 
who have the right to charge what 
they feel they are worth for their 
services, the professionalism of 
the doctor who adheres to ethical 
and non-exploitative conduct and 
the value proposition for health 
insurance. Excessive out-of-pocket 
expenses reduce the value of private 
health insurance and potentially 
drive patients back into the already 
overburdened public system. Private 
health, government, patients and 
doctors’ groups all have different 
agendas in this area and finding a 
satisfactory solution has proven to be 
difficult. In this complex mix, RANZCO 
has been asked to play a role through 
a ministerial roundtable on out-of-
pocket expenses.

The role of colleges
While colleges have avoided 
recommending fees and monitoring 
fellows’ behaviour in this area, colleges 
do have an important role in setting 
appropriate standards for professional 
behaviour. RANZCO’s Code of Conduct 
discusses inappropriate behaviour 
in regard to billing and gives some 
exemplars of good practice, including 
informed financial consent and the 
right to a second opinion.

RACS’ Position Statement has led the 
way in this area and has presented a 
reasonable position. The main points 
articulated in RACS’ statements on 
surgical fees are:

• RACS supports patient choice in 
selecting their treating doctor.

• Full informed consent regarding 
the surgical procedure and 
likely outcomes form the moral, 
ethical and professional basis of 
the doctor-patient relationship. 
This includes informed financial 
consent for the proposed course of 
treatment. 

• RACS believes that extortionate 
fees or where they are manifestly 
excessive and bear little if any 
relationship to utilisation of skills, 
time or resources, are exploitative 
and unethical. As such, they are 
in breach of the College’s Code of 
Conduct and will be dealt with by 
the College. 

• The RACS Code of Conduct 
recommends that the surgeon 
ensures that the fee is reasonable 
and does not exploit a patient’s 
need. It is a breach of the Code 
of Conduct to take financial 
advantage of a patient. RACS is not 
prescribing fees or mandating any 
schedule of fees but is requiring full 
disclosure and transparency. 

• There are published fee structures 
produced by organisations which 
propose fair and reasonable fees. 
During the course of obtaining 
informed financial consent, it 
is reasonable that reference be 
made to suggested fee schedules 
and an explanation provided by 
the surgeon as to fee variances if 
questioned by the patient. 
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• Discussion of surgical procedures with a patient and their family or friends 
can be emotionally charged and may involve discussion regarding major 
peri-operative complications and risk. It is fair and reasonable to recommend 
to the patient to contemplate the procedure and fees and to offer a further 
consultation to the patient before listing the patient for surgery. Allowing 
sufficient time for assessing the financial impost, where possible, is an 
important aspect of informed financial consent. 

• It is the surgeon’s duty to disclose to patients any relevant interest the surgeon 
may have in or with a third party. 

• Where there is disagreement or disquiet over fees to be charged it is appropriate 
for the surgeon to suggest the option of a second opinion or that the patient 
discuss their options and the fees to be charged with their referring practitioner. 

• Any negotiation between a surgeon and a patient over fees should not 
restrict or unduly delay a patient’s access to quality surgical care.

These points are echoed in RANZCO’s Code of Conduct, which includes 
the Standard of Commercial Professionalism. The Standard emphasises the 
professional responsibility of Fellows to ensure that the patient’s interests are 
paramount when providing advice, opinion or intervention.

At a recent AMA round table on surgical billing and fees, a number of these 
issues were discussed. Informed financial consent is mandatory and should 
really be termed ‘informed financial agreement’. This implies the patient’s 
ability to pay fees is taken into account and the agreement is not just a fee 
notification. 

Transparency of fees is important. Exactly what form this will take is still being 
debated, but it will involve some public presentation of data, with commentary 
comparing medical charges across the community. 

The roundtable discussions stressed that charging egregious fees is 
unprofessional conduct, especially if the fees are impoverishing or catastrophic 
to the patient and sanctions could be based on complaints made to the Medical 
Board, colleges, Medicare or the Health Ombudsman. Booking fees that are used 
as a mechanism to separate income from Medicare and insurance rebates were 
condemned.

The Chief Medical Officer has convened a Ministerial Advisory Committee on 
Out-of-Pocket Costs and has invited both RANZCO and RACS to join. I feel that it is 
always better to be engaged in discussion rather than have the solution imposed 
upon you and I am looking forward to taking part.

We will be involved in a series of meetings over the next few months and I will 
keep you informed of the outcomes. If you have any comments or views on this 
subject, please do not hesitate to contact me.

A/Prof Mark Daniell
President, RANZCO

The Standard of Commercial Professionalism highlights that to 
meet the required Standard members must:
• not exploit a patient’s vulnerability or fears;
• be honest in all financial and commercial matters;
• provide an accurate estimate of fees when obtaining consent to 

treatment;
• charge reasonable and commensurate fees for professional services;
• not take financial advantage of or exploit a patient;
• use accurate treatment codes and follow all rules and regulations 

when seeking reimbursement from government and third party 
payer systems ensuring always that systems are not manipulated for 
personal financial advantage;

• disclose to patients any relevant interest in or of a relevant third party.

Eye2Eye Autumn 2018

Do you have the 
necessary leadership  
and advocacy skills to 
drive change?

The RANZCO Leadership 
Development Program 
(LDP) aims to support 
ophthalmologists who work 
for the greater good of the 
community and ophthalmology 
as a profession, and to develop 
the next generation of 
ophthalmic leaders.  

The 2018-2019 RANZCO LDP is an 
18-month program, which includes 
developing greater self-awareness, 
exposure to College decision 
making, networking with peers 
and leaders, and participation in a 
three-day Masterclass. Participants 
are also required to undertake 
a self-directed project that will 
provide an opportunity for them to 
develop their leadership skills and 
present at Congress in 2019.

In order to be eligible, applicants 
must be endorsed by a RANZCO 
Branch, Society, Special Interest 
Group (SIG) or affiliated entity. 

Program overview and key dates: 
• RANZCO Council meeting and 

Program Orientation, Sydney  
7-8 July 2018 

• Attendance of LDP Alumni 
event, RANZCO Congress, 
Adelaide  
17-22 November 2018 

• Masterclass, Brisbane,  
8-10 February 2019

• Presentation of project at 
RANZCO Congress, Sydney  
7-12 November 2019  

• Self-directed project

Closing date for applications  
– 19 April 2018

For more information please see 
RANZCO website. For enquiries 
please contact Gerhard Schlenther at 
E: gschlenther@ranzco.edu 
P: +61 2  9690 1001
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The three Rs: regional, 
rural and remote service 
delivery
In 2017, a review of the 
national Specialist Training 
Program (STP) posts was 
undertaken by the Australian 
Department of Health to 
allocate funding for another 
three years. 

This review examined the 
effectiveness of the program, which 
has grown to 900 specialist training 
positions across specialisations 
Australia-wide. RANZCO has had 12 
of these positions allocated, focusing 
on providing training in regional 
remote areas or in areas of need 
(subspecialties). After an Expression of 
Interest (EOI) exercise conducted by 
state-based Health Departments, QEC 
Chairs, the Censor-in-Chief and the 
Chief Inspector, we have been granted 
funding for three new positions with a 
reserve list of five.

Over this time two new regional 
posts have come to light. Dr Clayton 
Barnes and his colleagues have 
established a year five position at 
Wagga Wagga and Dr Simon Permezel 
is hoping to set up a registrar training 
position in Shepparton. Trainees who 
are contemplating their fellowship 
year should be mindful of the richness 
these regional centres can bring to 
their training.

The geographical challenges in 
Australia require specialised service 

and training solutions. Several models 
seem to work well with one being the 
fly-in/fly-out (of consultants) system 
used in Broken Hill for many years. 
As well as meeting service delivery 
requirements, this provides an excellent 
range of sub-specialist teaching and 
good patient outcomes in terms of 
continuity of care and follow up. 

If you are in a regional, rural or 
remote practice and have an interest in 
being involved in training then please 
note that the Australian Department of 
Health is going to be organising a new 
round of expressions of interest in 2018. 
We will advise through Eye2Eye and 
e-news as soon as this process opens. 
You may be able to help us increase our 
trainees’ exposure to the joys of rural 
practice.

Forming the future – new 
Form 5
Late in 2017 we started implementing 
an enhanced supervisor feedback 
process for Work Based Assessments 
(WBAs). This has been introduced 
in part to address the following 
condition of the Australian Medical 
Council (AMC) accreditation findings:

Condition 27 
“To implement a process of review of 
borderline candidates in work based 
assessments before pass, remediation 
or fail determinations are made.”

Increasing the opportunity for 
feedback is also a powerful tool to 
help trainees boost their learning and 
performance in areas they struggle 
with.

One feedback model we have adopted 
is FIT1 :
• Frequent—not just end of term;
• Interactive—trainee involvement; 

and
• Timely—before problems worsen 

or become entrenched patterns.

For this feedback to be useful, good 
administrative practices must be in 
place including documentation that 
is signed, is related to the defined 
standards and goals for the term 
and includes relevant information 
volunteered by nursing, clerical and 
managerial staff.

To assist with formulating the 
documentation, we have:

 9 clearly defined the standards for 
each of the CanMEDS criteria;

 9 provided guidance on conducting 
the feedback meeting focussing on 
the trainee’s performance relative 
to these defined standards;

 9 provided templates for informal 
theatre performance feedback 
based on the ICO OSCARs; and

 9 revised the work-based assessment 
as outlined in Form 5.

The new Form 5 has 11 pages, which 
may seem a bit daunting but only 
pages one and two are required if a 
trainee is performing well in all areas. 
If there are concerns then specifying 
those under the relevant CanMEDS on 
pages 3-11 will help the trainee and 
next supervisor ensure this becomes 
a learning focus. Supervisors can visit 
their section of Moodle to view the 
webinar on this topic that was provided 
late last year.

Censor-in-Chief’s Update 

Censor-in-
Chief’s Update
Framing the future
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Any borderline or failing grade 
submitted to the College is reviewed 
by the education team and the 
Censor-in-Chief to ensure the 
paperwork supports this grade. 
This emphasises the importance of 
documenting clearly the reasons for 
a poor performance and to confirm 
the grade is justified so appropriate 
interventions can be put in place.

Trainee progression
Still focusing on feedback, another 
condition imposed by the AMC in 2016 
was:

Condition 28
“Review the processes used by the 
Trainee Progression Committee for 
dealing with trainees in difficulty 
and ensure members are trained in 
assessment, feedback, educational 
support and remediation processes.” 
(Standard 5.3.3)

To meet this condition RANZCO 
has revisited the process that ensures 
a structured intervention occurs for 
trainees who are identifying as having 
difficulty. A comprehensive approach 
to supervisor training was approved at 
the QEC meeting in May 2017 and will 
ensure that supervisors and Trainee 
Progression Committee members 
have access to a library of resources 
on providing feedback. Feedback was 
also the emphasis of two plenaries at 

RANZCO’s Annual Scientific Congress 
in 2017.

Supervisors and trainees have been 
reminded of the need for a formal 
‘intentions for term’, which focusses on 
the discussion between the supervisor 
and the trainee and ensures the 
individual trainee’s needs will be met in a 
planned and proactive manner. 

For any issue where patient safety is at 
risk, the trainee and the supervisor are 
required to complete a Significant Event 
Form which will trigger a remediation 
process.

All of these steps ensure that the 
upgraded process formalises and 
documents feedback in a useful and 
defensible manner. 

In December 2017, Dr Catherine 
Green, RANZCO’s Dean of Education, 
and Dr Ruth Ferraro, Deputy CEO and 
Head of Education, attended the 9th 

Asian Medical Education Association 
(AMEA) Symposium cum Frontiers in 
Medical and Health Sciences Education 
in Hong Kong. The theme of the 
symposium was Preparing Healthcare 
Learners in a Changing World. A large 
number of the world’s leading experts 
and pioneers of medical education 
were featured, covering a wide range 
of topics including selection, teaching, 
assessment, e-learning and the role of 
the humanities in medical education—
all highly relevant to the education 
development work that is planned 

for RANZCO in the next few years.  
Dr Green’s poster, showcasing 
RANZCO’s work in ophthalmology 
curriculum development in the Asia 
Pacific region and co-authored by 
members of the RANZCO International 
Development Committee, received 
an award of merit in the Free Paper 
Presentation—Poster category. 
Congratulations to Cathy for putting 
RANZCO on the world stage of medical 
educators.

The 2018 agenda
As previous editions of this column 
have indicated, we have embarked on 
a number of major projects that will 
continue through 2018. These are: 
• centralised selection;
• curriculum review;
• embedding analysis and evaluation 

in all that we do to ensure a 
continuous improvement approach; 
and

• increasing our use of existing and 
new technology tools.

I look forward to your continued support 
throughout 2018 as Dr Catherine Green, 
the professional staff of RANZCO’s VTP 
team and I strive to achieve these goals.

Dr Justin Mora
Censor-in-Chief
1Managing Conflict When Providing Feedback: An 
Essential Skill For Health Professionals, A/Prof Margaret 
Potter, with Prof Fiona Lake University of Western 
Australia presentation at Ottawa Conference 2016.

Professor CS Lau Chairman, AMEA & Associate Dean (Teaching and Learning), Li Ka Shing Faculty of Medicine at The University of Hong Kong, 
presenting the prize to Dr Catherine Green, AO at the AMEA Conference in December 2017
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Members will be aware that 
the Eye Surgeons’ Foundation 
was merged into RANZCO in 
early 2018. 

A new committee of the College, 
not a separate legal entity, will 
focus on raising funds for education 
and research—being the areas 
that RANZCO has deductible gift 
register status for and can therefore 
issue tax-deductible receipts for. 
We can accept donations, and issue 
tax-deductible receipts from New 
Zealand too as the NZ Branch is a 
registered charity and is part of the 
overall RANZCO financial structure. 
The intent is to keep overheads 
low, which will mean our overt 
fundraising efforts will be limited. 
While RANZCO can accept donations 
from members we cannot accept 
donations from the public until 
we have established fundraising 
licences. However, we can accept 
bequests from anyone. 

The committee will only succeed if 
RANZCO members support it. As we 
all know, there are many successful 
eye charities in Australia and around 
the world. We cannot and should 
not try to compete in this space. 
Rather, the committee’s focus will 
be the future of ophthalmology 
in the region. Donations will be 
used to fund important early 
stage research, through ORIA, and 
education programs. Education 
usually involves an element of 

service delivery as a form of teaching 
but the focus will be on upskilling 
local ophthalmologists in whatever 
areas they need help with. RANZCO, 
through the efforts of many 
Fellows, has a very successful track 
record in developing ophthalmic 
teaching programs in places such 
as Fiji, Cambodia, Vietnam and, 
more recently, Papua New Guinea. 
Of course, we should not forget 
the internationally recognised 
programs delivered in Australia 
and New Zealand as there is a lot 
more we can learn and teach others, 
especially now that we have a 
Dean of Education. The committee 
will have representatives from the 
Indigenous Committees in Australia 
and New Zealand, the International 
Development Committee, the ORIA 
Board and Save Sight Society New 
Zealand, as well as Fellows interested 
in philanthropy and education 
in general. Between them, I trust 
that they will be able to decide on 
the appropriate support for many 
worthy projects.

Over the year, we will be 
highlighting research funded 
through ORIA grants, education 
projects coordinated by RANZCO, 
and activities funded by previous 
bequests to RANZCO and ORIA. As 
we all know there is always more 
that can be done, but this will only 
be possible through your generous 
support. Please contact me if you 
wish to know more about how you 
can help.

At the end of 2017, the RANZCO 
Benevolent Fund was also wound 
into RANZCO. This allows for more 
cost-efficient management, and 
broadens slightly the possible 
application of the Fund’s money. 
Given RANZCO’s tax-deductibility 
status, unfortunately we cannot 
accept donations to the Benevolent 
Fund but this is no different to 
the previous situation where 
tax-deductibility status had lapsed. 
However, we can accept directed 
bequests. The underlying corpus of 
the fund is approximately $1.4m, and 
it is well invested so the income each 
year is probably sufficient to meet 
any needs. I would like to remind 
members that the fund is there to 
assist in times of financial need, 
especially during a period of illness 
that may curtail work. If you have 
any questions about the fund, please 
contact me.

Dr David Andrews
Chief Executive Officer, RANZCO

CEO’s Corner

Investing in the future of ophthalmology 
in Australia and New Zealand
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The Avant team

More expertise.  
More reputations protected.  

We’ve got your back.

Dr Loren Rose      
Ophthalmologist  
and Avant member

As an ophthalmologist, you’ve worked hard to build your reputation.  
And no one else has more resources or experience to protect 
that reputation than Avant. We’re Australia’s leading Medical 
Defence Organisation. With over 140 in-house medico-legal 
experts, lawyers, medical advisors, claims managers and local 
state specialists, our strength in defence is unmatched.  

Which begs the question, why risk your reputation with anyone 
else? At Avant, we protect over 75,500 healthcare practitioners 
and students. Rest assured, we’ve got your back.

Ask us about Practitioner Indemnity Insurance.
Switch to Avant today. 
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Membership Spotlight

If you’re a female Fellow, 
a new Fellow or a retiring 
Fellow, your respective 
representative group has a 
new Chair. In 2017, RANZCO 
saw a transition in Chairs 
for the Senior and Retired 
Fellows’ Group, the Women 
in Ophthalmology Advisory 
Group and the Younger 
Fellows’ Advisory Group. All 
three positions are ex officio 
on RANZCO’s Diversity and 
Inclusion Committee. For 
this issue of Eye2Eye, we 
interviewed each new Chair 
on their plans for the future.

Prof John Crompton –  
Chair of Senior and 
Retired Fellows’ Group
Q What challenges are you 
looking for in your new role as 
Chair of the Senior and Retired 
Fellows’ Group? What interests you 
most about this role?

A Running a group as efficiently as 
the preceding Chairs—Drs Frank Cheok 
and Emmanuel Gregory. We must be 
mindful of some of the communication 
challenges posed by modern 
developments in IT so that we don’t 
unintentionally disenfranchise senior 
members. 

Q How does the current term of the 
position (two years) fit in with your 
other responsibilities? What are you 
currently doing professionally?

A The present two year term is fine. I’m 
still working part-time in private having 
retired from a teaching position at Royal 
Adelaide Hospital (RAH) last year. I still 
teach at the University of Adelaide and 
the new RAH. I am an inspector of posts 
for the College—three times a year I 
work teaching neuro-ophthalmology 
and strabismus at the Royal Darwin 
Hospital (RDH). On average three times 
a year, I also teach in Indonesia, South 
East Asia and China. I am also the current 
president of the Neuro-Ophthalmic 
Society of Australia (NOSA). 

Q What are your objectives or goals 
for the Group, and your expectations 
for the Chair role?

A To encourage and foster collegiality 
of our senior and retired Fellows. 

Senior Fellows are a repository of 
corporate knowledge of the College. 
We need to keep them in touch with 
the College as they have so much to 
offer: mentoring, inspection of posts, 
and committee work etc. as they are 
usually less time poor than younger 
Fellows. After a busy life of consulting, 
operating and teaching, it is satisfying 
to still feel wanted and it is a task of 
this Group to encourage ongoing 
commitment and Fellowship. 

Q What are some of your hobbies 
outside of work? How do you unwind?

A I enjoy gardening, reading, 
bushwalking and fishing. 

Q What have been some of your 
career and personal highlights to 
date?

A My fellowship at St John Ophthalmic 
Hospital, Jerusalem; working part-time 
in the South Pacific for 20 years and, 
for the last 15 years, in South East Asia 
and China. I really enjoyed my 17 years 
consulting at Broken Hill hospital six 
times a year. Perhaps the most satisfying 
position was being a RACE examiner 

Getting to know RANZCO’s newest Committee Chairs

Prof John Crompton Dr Genevieve Oliver Dr Kenneth Chan 
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for 10 years and, of course, being a 
past President of the College and gold 
medallist. 

Q Do you have any tips for our 
younger Fellows?

A Get involved in College activities, 
do offer to work in developing countries 
and I strongly encourage doing 
outreach clinics in remote and rural 
areas of Australia to help alleviate the 
disconnection between cities and the 
bush. 

Dr Genevieve Oliver – 
Chair of the Women in 
Ophthalmology (WiO) 
Special Interest Group
Q How did you find the VTP and 
what have you done since attaining 
Fellowship? 

A My vocational training was based 
in Christchurch, NZ, with a year in 
Wellington and pre-vocational training 
in Dunedin. I had great general training 
and supportive supervisors but it’s fair 
to say I was quite pleased to be done 
with all those exams! Since then I have 
moved around a bit and am now based 
in Adelaide, working as a VR surgeon at 
Flinders Medical Centre. I also decided to 
do a PhD in viral infections of the retina 
which keeps me busy.

Q What have been some career and 
personal highlights to date?

A Passing the RACE; learning manual 
small incision cataract surgery in 
India and Nepal; and finishing my VR 
fellowship at Sydney Eye Hospital on 
New Year’s Eve, just in time for the 
fireworks.

Q  What are the major things the WiO 
Advisory Group is working on? 

A Last year we did a survey of women 
ophthalmologists and asked them what 
challenges they face. The overwhelming 
response of those who participated 
was a lack of workplace flexibility. 
This is not something the Women in 
Ophthalmology Group can fix, and you 
don’t have to look far to see that we are 
not in a vacuum here—gender equality 

is at the forefront of many areas of 
society, and some of our expectations 
of the roles of men in society needs to 
change in order for this to occur.

Q Paint us a picture of what the 
Group ultimately wants to achieve.

A Ultimately, it comes down to bias. 
We are all biased, and if we can identify 
our own personal biases and address 
them, we will become more inclusive 
and supportive—as individuals and as 
a College. Diversity benefits everyone.

Q NZ or SA – which is better?

A Tricky question! While New Zealand 
is the best country in the world, Adelaide 
is a very nice place to live, and one of 
Australia’s best kept secrets!

Q Can you tell us something about 
yourself that most people don’t 
know?

A I play the banjo. Badly.

Dr Kenneth Chan - Chair 
of the Younger Fellows’ 
Advisory Group
Q Where have your studies taken 
you, both during your training years 
and since you have become a Fellow? 
And where are you currently based?

A I’ve spent my prevocational years 
in Auckland and Wellington (with a 
year as a resident medical officer in 
Darwin), then my training years in 
Wellington and Christchurch. After 
completing advanced training, I worked 
in Newcastle-upon-Tyne in the UK for 18 
months as the oculoplastic fellow at the 
Royal Victoria Infirmary. I also completed 
a clinical observership program at 
Bascom Palmer Eye Institute before 
returning to Wellington and taking up 
consultant ophthalmologist positions 
in both public and private sectors at the 
end of 2013, where I’ve stayed since.

Q What motivated you to join the 
Younger Fellows’ Advisory Group 
and subsequently become the Chair? 
What do you hope to achieve in this 
role?

A As a member of the organising 
committee for the RANZCO Congress 
in Wellington in 2015, I was introduced 
to the Younger Fellows’ Advisory Group 
(YFAG) and liaised closely with the group 
on its activities at the Congress. When 
the opportunity arose to become one 
of the New Zealand representatives 
on YFAG, I was keen to put my name 
forward and delighted to be accepted 
into the Group. As the Chair position of 
the Group became vacant at the end 
of last year, I felt that I could make a 
positive contribution to the Group as 
Chair.

I am also involved with the local QEC 
and have taken over as the Director 
of Training for our local branch in the 
past few months. I have a particular 
interest in the professional, personal 
and financial challenges facing senior 
trainees of our vocational training 
program, as they transition into younger 
Fellows of the College. I believe that 
YFAG can play a vital role during this 
period, both as a resource upon which 
younger Fellows can draw, and as 
champions in promoting the interests 
of younger Fellows when necessary.

In the coming year, we hope to review 
the College materials currently sent to 
new Fellows, to ensure that they remain 
current and informative. We will also 
update the Younger Fellows section 
of both the College and Congress 
websites to ensure that its content is 
useful to our Fellows. We look forward 
to establishing better links with our 
overseas counterparts and our Deputy 
Chair, Dr Chameen Samarawickrama, 
who represented our group at the 
Young Ophthalmologist Leader Forums 
at the APAO meeting in Hong Kong in 
February.

Q What do you feel are important 
issues to Younger Fellows? And do 
you feel there are similar issues in 
both Australia and New Zealand?

A While the situation varies, it can 
be difficult for younger Fellows to 
secure the ‘ideal’ specialist position 
in a location or sub-specialty of 
their choice, while at the same time 
being exposed to significant financial 
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pressures. As trainees, most of us 
pay relatively little attention to the 
business aspects of ophthalmology 
practices, but as young Fellows 
(especially those starting out in private 
practice), we have to quickly learn 
to deal with various stakeholders 
such as referrers, insurers, suppliers 
and corporate medical groups. Many 
younger Fellows will be employing 
and managing staff for the first time, 
which comes with unique challenges. 
Those who choose to pursue an 
academic career will have to find ways 
to get ahead in a highly competitive 
environment. Many of the activities of 
the YFAG seek to inform and educate 
our newly qualified Fellows so that they 
can navigate their way through these 
challenges and become successful 
ophthalmologists, both in Australia and 
in New Zealand.

There are differences between 
younger Fellows in Australia and New 
Zealand in the issues that they face. 

These mainly arise from the different 
ways in which the health systems are 
organised in each country. While issues 
surrounding Medicare item numbers 
do not affect New Zealanders, most 
New Zealand based Fellows also have 
to deal with private health insurance 
funders and there is constant downward 
pressure on pricing for our services 
in both countries. I would encourage 
younger Fellows to be actively involved 
in RANZCO committees, as well as 
organisations such as ASO and ONZ, so 
that they become better acquainted 
with such issues and develop advocacy 
skills in these areas over time.

Q As well as sessions and 
networking activities at Congress, 
are the Younger Fellows’ Advisory 
Group representatives doing 
something similar at a branch level?

A Most branches have organised 
younger Fellows’ events during the 
branch meetings over the past 12 

months, including breakfast and 
lunchtime symposia, sponsored 
networking events and dedicated 
comprehensive sessions. We hope to 
continue with these activities for 2018 
and I would like to thank all our Branch 
representatives for their ongoing 
efforts in organising these activities.

Q What are some of your hobbies/
interests outside of work?

A It has been a fair challenge to 
maintain a hobby outside of work—
my dexterity on the piano is not quite 
what it is used to be, but I look forward 
to exploring different countries and 
cultures when able. Being a skier with 
a mild daredevil streak, hopefully I 
will continue to explore the ski fields 
in New Zealand, Japan, Europe and 
North America without breaking any 
bones for many years to come!

The main theme of the 2017 
Australian Society for Medical 
Research (ASMR) Conference 
was Public, Political, Scientific 
Advocacy. 

One of the specialist workshops 
attended by RANZCO Grants and 
Research Officer, Margaret Lum, was 
the Mock Grant Review Panel—Lifting 
the GRP Curtain. The workshop was a 
simulation of the process undertaken 
by the National Health and Medical 
Research Council (NHMRC) panel in 
reviewing submissions and was led 
by Prof Judy Black who is a former 
NHMRC fellow and committee 
member. She provided insights into 
the machinations of the NHMRC 
review process and highlighted the 
increasing emphasis on population 
health outcomes. 
Historically, basic scientists worked 
in isolation to make important 
discoveries in the lab but with no 
requirement to connect their findings 

to human health—often working 
with mice and other lab animals. 
More recently, funding bodies require 
medical researchers competing 
for the research dollar to adopt a 
more sophisticated approach, one 
that responds to the challenge of 
translating research discoveries to 
knowledge that will enhance clinical 
practice and improve population 
health. As the workshop showed, 
medical research now demands 
that researchers show greater social 
engagement, collaborative inquiry and 
a more multidisciplinary approach, 
asking questions such as: 
• Is the research likely to have a 

significant impact on diagnosis and 
treatment at the population level?

• Could the research lead to 
significant cost savings at a 
population level? 

The conference culminated in an 
in-depth discussion between ABC 
journalist Norman Swan and Australian 
Nobel Laureate Prof Peter Doherty. 

Prof Doherty provided some words 
of wisdom on how to be effective in 
carrying out scientific and medical 
research including: 
• getting close to the data and 

documenting discoveries 
immediately; and

• thinking things through from 
the basics—where he covered 
‘bottom-up’ activity and ‘reverse 
alchemy’, which he defined as 
turning one kilogram of gold into 
one kilogram of lead. 

Reflecting on the main conference 
theme of Public, Political, Scientific 
Advocacy and using climate change as 
a contemporary, provocative example 
of translation, Prof Doherty inspired 
those involved in scientific and 
medical research when he described 
science as ‘potent’ and highlighted the 
importance of culture as the context 
for defining the questions we ask in 
science. 
Margaret Lum
RANZCO Grants and Research Officer

Reflections on the 2017 Australian Society for Medical 
Research Conference
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Glaucoma Fellowship 
at Oxford University 
Hospital
It is well known that one’s 
fellowship year is a highlight 
of speciality training and 
marks an important stepping 
stone from registrar to 
consultant. 

I was very excited to be undertaking 
a glaucoma fellowship at Oxford 
Eye Hospital, England. Glaucoma 
had interested me above other 
sub-specialities as a registrar, and 
I enjoyed developing long-term 
therapeutic relationships with patients 
and the mix of both medical and 
surgical approaches to management. 
This fellowship has an impressive 
reputation internationally, and several 
RANZCO Fellows (six in the past 20 
years) had previously completed it.

Mr John Salmon, pre-eminent 
glaucoma specialist, was my fellowship 
supervisor. He is a man of many 
talents: he has a keen enthusiasm 
for teaching and supervision 
across all grades, an impressive 
breadth and level of surgical skills, 
a photographic-like memory and a 
unique ability to simplify even the 
most complex problems. He was also 
a strong advocate for maintaining a 
healthy work-life balance. A second 
sub-specialist, Mr Gurjeet Jutley 
commenced at Oxford halfway 
through my fellowship and provided 
a distinct perspective to glaucoma 
management. 

The fellowship equipped me with 
advanced sub-speciality training in 
glaucoma, with six clinics per week 
(including a complex clinic, stable 
clinic, screening clinic, laser clinic, 
and a virtual clinic for milder cases). 
Two weekly operating lists taught 
me both traditional (trabeculectomy, 
glaucoma drainage tube, cyclodiode) 
and minimally invasive approaches, as 
well as ‘complex’ cataract surgery. As 
paediatric glaucoma was not managed 
in Oxford, I was fortunate to spend a 
day at Moorfields observing RANZCO 
Fellow Dr Maria Papadopoulos. 

There was also valuable experience 
in general ophthalmology with 
participation in the on-call rota (1:10) 
and infrequent intravitreal injection 
lists and eye casualty sessions. As 
John Salmon is the incoming Editor-
in-Chief of Kanski’s Ophthalmology 
textbook, identifying patients with 
classic and publish-worthy signs gave 
an interesting twist to clinical work. 
Teaching was a strong and rewarding 
component of the fellowship in 
both clinics and theatre as well as 
more formally at local, regional 
and national meetings. I attended 
numerous conferences, courses 
and regional teaching sessions at 
Moorfields International Glaucoma 
Symposium, Oxford Eye Congress, the 
Royal College of Ophthalmologists, 
World Glaucoma Congress in Helsinki, 
and the International Society for 
Glaucoma Surgery Wetlab Course in 
Geneva. These were invaluable for 
increasing knowledge of the latest 
advances in glaucoma management, 
as well as meeting other fellows and 
peers and those working in industry. 
There were multiple opportunities 
for research, especially within the 

Nuffield Laboratory of Ophthalmology, 
University of Oxford. One of its 
strengths is circadian rhythms and 
sleep, and I investigated how these 
are influenced by glaucomatous and 
non-glaucomatous optic neuropathy. 

During my time in Oxford, two 
other RANZCO trainees were present: 
Dr Tim Greenwell (undertaking a 
medical ophthalmology fellowship) 
and Dr Liz Insull (oculoplastics 
fellowship). They both became great 
friends and colleagues. Mr Salmon is 
the keynote speaker for the Australia 
and New Zealand Glaucoma Society 
(ANZGS) 2018 meeting, and I look 
forward to meeting other previous 
fellows in this alumni network in due 
course. 

Oxford was an excellent place to 
maintain a healthy lifestyle. We lived in 
the inner suburb Jericho, minutes’ walk 
from the city centre and academic 
heart, and close to all the major 
amenities and attractions. The Eye 
Hospital was a comfortable 15 minute 
cycle past university buildings and 
beautiful parks. Mediaeval libraries 
and classic British pubs had ample 
desk space for academic pursuits or 

2016 Allergan/RANZCO Industry Scholarship Reports 

Dr Sherwin with wife Robyn and son Eli
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Fellowship at Moorfields 
Eye Hospital
After enduring 27 hours of 
travel, which included a five 
hour transit time in Hong 
Kong, I had finally arrived in 
the land of ‘witchcraft and 
wizardry’. As a Harry Potter 
fan, London was truly a 
magical and exciting city to 
live in. 

It has an estimated population of 
over 8 million and is home to some 
of the best theatres and museums 
in the world. Little did I know 
upon arrival that it also has one of 
the highest housing costs in the 
world. My small shoe-box version 
of a studio, which I called home 
for a year and a half, would end up 
consuming most of my fellowship 
pay. Fortunately, with the help of 
the Allergan/RANZCO Industry 
Scholarship, I was able to stay in 
London near the hospital where 
I worked and afford some proper 
winter clothing.

Working at Moorfields Eye 
Hospital has been a dream come 
true. As an eye registrar, I have 
always heard exciting stories 
from my senior colleagues about 
their adventures aboard, and the 
famous ophthalmologists they 
have collaborated with during 
their fellowship years. However, 
my first day at the world renowned 
Moorfields was not particularly 
exciting. After spending four hours 
in IT training with a new colleague 
from the United States, we were both 

still confused on how to draw retinal 
pathologies using their electronic 
record system. Thank goodness for 
their state of the art retinal imaging 
department, which meant that we 
did not have to spend hours drawing 
retinal findings online. 

The clinics at Moorfields City 
Road are equipped with four OCT 
machines, three retinal cameras, 
three OCT-Angiography, and 
two wide view imaging devices. 
They have trained photographers 
performing retinal images on 
hundreds of patients that come 
through the clinics on a daily basis. 
For a busy clinic, we could often 
order and go through 400+ retinal 
scans in a day. This was the first time 
in my career that I was exposed to 

so much retinal imaging equipment 
and different imaging modalities. 
Learning how to perform and 
interpret them was a steep learning 
curve at the beginning, but definitely 
worth my time and effort.

Working alongside senior 
colleagues—including Professors 
Susan Lightman, Michel Michaelides, 
Sobha Sivaprasad, Andrew Webster 
and Drs Carlos Pavesio, Bishwanath 
Pal, Pearse Keane, Robin Hamilton, 
and Catherine Egan (to name just a 
few)—was the best part of working 
at Moorfields. They are all extremely 
experienced and dedicated to their 
subspecialties and patients, and 
also encouraged us to practice 
evidence based medicine by 
example. Often our clinics would 

a chance to unwind after a long day, 
and ancient dining halls from the 
Oxford University colleges exhibited a 
magnificent atmosphere for meetings 
and dinners. Work aside, the best 
investments made throughout the 
year were a car and a National Trust 
membership. The myriad of historical 
buildings and sights near Oxford kept 
us regularly entertained on weekends. 
Blenheim Palace, birthplace of Winston 
Churchill, was a family favourite. My 
wife Robyn and I loved attending 

the local theatre and museums, and 
entertaining our one year old son Eli 
in local parks and gardens. During 
the summer months, a membership 
to the Oxford University Lawn Tennis 
Association was a terrific way to 
unwind from work in a picturesque 
setting. 

I wish to again thank the generosity 
of industry, especially Allergan, in 
continuing to support registrars 
and fellows in their professional 
endeavours. It is clear that this 

fellowship has delivered a most 
successful and enjoyable year 
of professional growth, and an 
experience that will stay with me 
throughout my career. I encourage 
final year trainees to consider 
performing their fellowship overseas 
and to apply for this award. 

Dr Justin Sherwin
2016 Allergan/RANZCO Scholarship 
recipient – Glaucoma Fellowship at 
Oxford University Hospital

Moorfields Eye Hospital, London. Can you spot the ‘eye’ clock? Dr Amy Pai (right)
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RANZCO had the opportunity 
to share our Diversity and 
Inclusion (D&I) strategy 
in a collaboration with the 
Australian Orthopaedic 
Association (AOA).  
Dr Catherine Green AO, 
RANZCO’s Dean of Education, 
was invited to participate in a 
panel discussion at the AOA 
Diversity Strategy Workshop 
in September last year. 

The panel included speakers from 
Tress Cox lawyers (Scott Chapman, 
Executive Chair and Katrina Begnell, 
Human Resources Manager) and 
Johnson & Johnson (Grant Fox-Smith, 
Managing Director and Maria Allert, 
Head of Diversity). The success of 
implementing D&I strategies was 
highlighted by drawing on the 
experiences in the legal and health 
industries, with demonstrable impact 
on business performance. Improved 

diversity brings diversity of ideas and 
thinking, supports diverse clientele 
(or, in medicine, a diverse patient 
population) and results in increased 
productivity with improved outcomes, 
financial performance, and attraction/
retention of talent. Measures that have 
proven to be successful in achieving 
this include the setting of targets for 
diversity, especially with regard to 
participation of women in all levels 
of an organisation, flexible workplace 
arrangements, identifying and 
rectifying systemic bias and increasing 
awareness of implicit bias. 

As a result of their strategy, Tress Cox 
has the highest percentage of female 
partners of all firms in Australia (43%) 
and has experienced significant firm 
growth. Grant Fox-Smith, Managing 
Director of Johnson & Johnson, 
spoke about his participation as a 
founding member of Male Champions 
of Change, a group of leaders in 
business, government, education and 
community who use their individual 
and collective leadership to elevate 
gender equality as an issue of national 

and international social and economic 
importance. He has also taken the Panel 
Pledge, which is an undertaking to 
ensure speaker panels and conferences 
in which he participates have taken 
measures to ensure diversity of 
representation. 

Although the orthopaedic profession 
faces greater challenges in diversity 
than ophthalmology, with just 4.6% 
female membership of the AOA, 
the measures that are planned to 
address diversity issues align with 
those of RANZCO: setting of ambitious 
but achievable targets for female 
participation and representation, as 
well as identifying barriers, including 
selection into training, more flexible 
training and strengthened mentoring. 
It was clear from the discussions on 
the day that diversity and inclusion are 
societal and cultural issues that need to 
be addressed by us all, both collectively 
within organisations and as individuals. 
The colleges have a role to play in 
promoting diversity and, in doing so, 
we will improve the quality of health 
care we provide to our patients.

RANZCO’s collaboration with the Australian 
Orthopaedic Association

be heavily overbooked, with most 
of our patients having complex eye 
pathologies referred to from eye 
centres all over the United Kingdom. 
Therefore, it wasn’t uncommon for us 
to push on seeing patients without 
even having proper meals or toilet 
breaks. Yet I have never seen any of 
my colleagues lose their patience or 
temper during work. Perhaps it is the 
British way to ‘keep calm and carry on’, 
but I truly admire the professionalism 
displayed by all my workmates at 
Moorfields. Long lasting friendships 
and comradeships developed during 
my fellowship, not only with my senior 
colleagues but also with fellows from 
all over the globe as we endeavor to 
finish our afternoon clinics by 8pm.

Despite the busy clinics, there are 
many regular teaching sessions at 
Moorfields from such a dedicated 
team. For example, Professor Alan 
Bird, with help from Dr Pearse 
Keane, would hold regular Monday 

evening teaching sessions with us, 
although he no longer had regular 
clinics at Moorfields. He frequently 
brought in interesting retinal cases, 
such as onchocerciasis, that he has 
collected throughout his long career 
and encouraged all of us to present 
patients that we had encountered 
throughout the week. He created 
an open and friendly environment 
for all the fellows to ask questions 
and to contribute to the overall 
understanding of ophthalmology. 

With close affiliations with the 
University College London, we were 
encouraged to carry out research 
and to participate at conferences 
as fellows. I had the privilege of 
attending the EURETINA conference 
in Copenhagen in 2016 and to 
present a case series at the EURETINA 
Barcelona meeting in 2017. I was 
also able to travel and attend the 
American Academy of Ophthalmology 
(AAO) conference in Chicago and the 

MaculArt conference in Paris—given 
the relatively easy access from London. 
There were also numerous great 
retinal meetings locally that I was 
able to attend, including our annual 
macular course at Moorfields. 

Overall, my time spent at Moorfields 
was productive and extremely 
rewarding on a professional level while 
also allowing me to witness firsthand 
the true meaning of lifelong learning. 
I will endeavour, as my colleagues 
in London have demonstrated, to 
continue to deliver the highest 
standard of care to every patient, as 
well as contributing to the overall 
knowledge of ophthalmology. I would 
like to take this opportunity to thank 
RANZCO and Allergan for their support 
and for making all of this possible.

Dr Amy Pai 
2016 Allergan/RANZCO Scholarship 
recipient–Fellowship at Moorfields 
Eye Hospital in medical retina, 
genetics and uveitis. 



17Eye2Eye Autumn 2018

A/Prof Allen was the first female vitreoretinal 
surgeon in Australia and is now widely recognised 
for her role in leading a team of researchers 
from the Bionics Institute (BI) and Centre for 
Eye Research Australia (CERA), to develop a 
revolutionary implantable electric device, the 
Minimally Invasive Retinal-degeneration Arrestor, 
which could help to restore sight in those most at 
risk from some common causes of blindness.  

A/Prof Allen has also recently been appointed to 
the role of Head of the Vitreoretinal Unit at the 
Royal Victorian Eye and Ear Hospital—the first ever 
female to head this unit. In this issue of Eye2Eye, 
we sat down with her to discuss everything 
from her new role, how the Minimally Invasive 
Retinal-degeneration Arrestor was developed, the 
challenges she faced as the first female vitreoretinal 
surgeon, to what her hobbies are outside of work.

Member 
Profile: 
A/Prof Penelope Allen

A/Prof Penelope Allen began her journey 
to medicine in 1986 when she completed 
a Bachelor of Medicine and Surgery from 
the University of Melbourne. She then 
went on to train as an ophthalmologist at 
the Royal Victorian Eye and Ear Hospital 
before sub-specialising in vitreoretinal 
surgery and medical retina, completing 
fellowships at the Royal Victorian Eye and 
Ear Hospital and Moorfields Eye Hospital 
in London. 

A/Prof Allen and Diane Ashworth—the first patient to be 
fitted with a prototype bionic eye
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Q How did you become involved 
in ophthalmology and why did 
you decide to pursue a career in 
research?

A I enjoyed surgery as a medical 
student at the Royal Melbourne 
Hospital (RMH) and contemplated 
being a general or plastic surgeon 
but found the Eye Unit at RMH which 
was headed by Dick Galbraith at the 
time, very stimulating—I liked the 
precision of surgery as well as the 
interaction with other specialities.

Q Tell us about your ground-
breaking work with the Bionics 
Institute (BI) and the Centre for 
Eye Research Australia (CERA).

A Prof Hugh Taylor, who knew 
of my interest in surgical research 
due to some of the work on 
endophthalmitis we have done at 
the Eye and Ear, approached me to 
collaborate with him on developing 
a bionic eye. Shortly after this, the 
2020 summit identified a bionic 
eye as a research priority and the 
Bionic Vision Australia collaboration 
between CERA, BI, the University of 
Melbourne, The University of NSW 
and National ICT Australia (NICTA) 
was set up to develop a retinal 

prosthesis or bionic eye. The Eye 
and Ear became the clinical partner 
of this collaboration. We were able 
to develop a suprachoroidal retinal 
prosthesis and run a clinical trial 
of this prototype device in three 
patients over two years between 
2012 and 2014. Since that time, 
we have been conducting the 
development and preclinical work 
for a new device with the capability 
to be taken home.

Q What is your take on how 
retina research has evolved over 
the course of your career so far 
and what innovations do you hope 
to see in the next 10 years?

A Medical retina research has been 
extraordinary both in the area of 
genetics and in pharmacotherapy for 
AMD, diabetes and venous occlusive 
diseases. It’s been so exciting to be 
involved in these new treatments via 
the Macular Research Unit at CERA 
run by Prof Robyn Guymer and to 
be practicing at a time when patient 
outcomes have improved so much.

From a surgical point of view, the 
advances in instrumentation and 
viewing systems for vitrectomy have 
also been exciting to use, and once 
again, have improved outcomes. 

I have also been thrilled to be 
involved in the Mactel intervention 
study, which is a unique drug 
delivery device. 

Q Tell us about the development 
of the Minimally Invasive Retinal-
degeneration Arrestor device.

A We were very excited when we 
won an excellence award from the 
NHMRC for this project, which is a 
collaboration between CERA and BI. 
This arose from work on the bionic 
eye, when A/Prof Chi Luu from CERA 
recognised that our device and our 
safe surgical approach would be 
suitable for prophylactic stimulation. 
We are just at the start of testing this 
in preclinical models but are hopeful 
about what the potential might be. 

Q How is the device different 
to the bionic eye and what does 
it mean for patients at risk of 
blindness?

A The device is smaller, less 
invasive and provides lower level 
stimulation that aims to delay 
degeneration in retinal dystrophies.

Q Which diseases can it help to 
treat?

A Currently the trials are 
focussing on retinal dystrophies 
but, in the future, it may also 
have wider applications such as 
potentially treating glaucoma, 
diabetic retinopathy and macular 
degeneration.

Q You were the first female 
vitreoretinal surgeon in Australia. 
What the challenges did you face 
and how did you overcome them?

A I was the first female vitreoretinal 
surgeon practicing in Australia 
and faced the same challenges 
that men face—including how to 
fit in having children. It is always 
a dilemma deciding on when to 
plan a family and there is no easy 
answer. My husband has always 
been very supportive and helps with 
the housework and cooking dinner. 
His mother was also a busy medical 
professional so he understood the 
challenges we would face when it 
came to juggling work and family. 
My kids have grown up going on 
postop ward rounds with me and 

A/Prof Allen and former CEO of the Eye and Ear, Ann Clark, following the Hospital’s 2014 
Community Board Meeting 

Member Profile
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are used to me being on call and 
often disappearing to do cases in the 
evening or on weekends, so they are 
self-sufficient now.

Q What advice would you give to 
those looking to start a career in 
retinal research?

A Get involved! There is an 
immense amount of satisfaction 
to be gained from working ‘at the 
cutting edge’. I have been incredibly 
fortunate to work with amazing 
people including Profs Robyn 
Guymer and Chi Luu at CERA and 
Prof Rob Shepherd, A/Prof Chris 
Williams and Dr David Nayagam—
the team from BI. 

Working with engineers is always 
fun, they think about problems very 
differently to doctors.

There is no easy path in research, 
it really is persistence and hard work 
but the satisfaction and enjoyment 
of working with talented people 
and the results are worthwhile. I 
truly believe that this aspect of my 
practice is what keeps my mind 
working and, despite the hard days, 
keeps me mentally fresh.

Q How do you unwind and what 
are some of the hobbies you enjoy 
outside of work?

A My veggie garden is my pride 
and joy! It also keeps my daughters 
amused–they enjoy the fruits of all 
my hard labour! I also enjoy reading 
and cooking, as well as sifting 
through new recipes in cook books. 

I have always been very active in 
sport and, as a family, we tend to 

go on ski and cross-country ski trips 
together. I also enjoy watching sport: 
tennis, hockey and football. Having 
grown up in Geelong and being an 
AFL fan, I support Geelong. I also 
follow rugby union–I support the 
Rebels and the Wallabies, of course!

Q How are you finding your 
new role as the head of the 
Vitreoretinal Unit at the Royal 
Victorian Eye and Ear Hospital?

A We have a great group of 
surgeons; the unit is extremely 
busy and this is a great honour. 
My husband and two daughters 
encouraged me to apply for this 
position and I am extremely grateful 
for their unwavering support.
 

A/Prof Allen and her family taking a break from walking the Kumano Kodo trail in Japan

Eye2Eye Autumn 2018
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As a GP, I’m always impressed 
with the range of high quality 
specialist services we have in 
Australia. 

Notably, the work of ophthalmologists 
in managing people’s eye health has a 
profound effect on the lives of patients, 
with clinical outcomes that would 
have seemed a fantasy only a few 
decades ago. 

At the same time I am aware that, for 
ophthalmologists, the stakes are high 
when looking after people’s vision. It is 
a demanding job requiring high level 
clinical skills, precision and staying up 
to date with the latest technology. 

As with the rest of the medical 
profession, there are long working 
hours, dealing with complex clinical 
issues and the non-clinical pressures 
such as paperwork and bureaucracy.

 There is always a risk—albeit 
low—that a procedure may go 
wrong or an unexpected adverse 
clinical outcome occurs, and these 
scenarios can be very stressful events 
for any doctor to experience.

Unfortunately, the medical 
profession is also not immune from 
the phenomenon of burnout, which 
can creep up over months or years. 
It is often defined as emotional 
and physical exhaustion that is 
associated with psychological 
distress, compassion fatigue, low 
career satisfaction, decreased 
job performance, and reduced 
commitment to the role. Burnout 
can also manifest as a sense of 
detachment towards patients. 

Sometimes these feelings can 
extend into mental health conditions 
such as depression or anxiety. As a 
GP for the past 20 years, I have been 
privileged to manage a number of 
medical colleagues as my patients 
with these conditions. 

This is not surprising as the data 
tells us that a high prevalence of 
mental health issues is present 
amongst our profession.  

In fact, beyondblue’s 2013 
National Mental Health Survey of 

Doctors, a survey of more than 
12,000 doctors, reported higher 
rates of psychological distress and 
attempted suicide compared to the 
Australian population and other 
professionals. 

The research revealed that one in 
five medical students and one in 10 
doctors had suicidal thoughts in the 
previous year, while 3.4% of doctors 
experienced very high psychological 
distress compared to the wider 
community at 2.6%. 

So, mental illness is a serious 
problem we can’t ignore as a 
profession. 

When a doctor experiences a 
mental health issue, there are some 
additional complications to consider. 
Firstly, there is still a lot of stigma 
associated with mental health issues, 
even amongst the profession. 

In the beyondblue survey, almost 
half of respondents felt doctors 
were less likely to appoint a doctor 
who had a history of depression 
or anxiety. On a deeper level, 
mental health issues for doctors 
are especially confronting as they 
challenge their professional medical 
identity as the helper who is usually 
the giver of assistance, to become 
someone who is unwell and needs 
help. 

There may be other issues to 
consider such as the ageing doctor 
at the end of his or her career, or the 
doctor who is practising in isolation. 

Another legitimate concern 
is whether confiding in a fellow 
medical professional could lead to 
being reported to the Australian 
Health Practitioner Regulation 
Agency (AHPRA) as unsafe to 
continue practicing. 

At both national and state levels, 
there are ongoing debates about 
mandatory reporting requirements. It’s 
a complex issue that seeks to balance 
patient safety with not discouraging 
doctors from seeking mental health 
care. The existence of mandatory 
reporting is a source of concern for 
doctors who are seeking help. 

It’s important that doctors who are 
experiencing mental health issues 
seek proper care. I strongly believe 
they do need professional clinical 
treatment.

Doctors contemplating seeking 
help should keep in perspective that 
the threshold for notification to be 
triggered is set high. 

Mandatory reporting requires 
an impairment so significant that 
it poses a risk to patients, which 
is usually not the case. Therefore, 
doctors experiencing a mental 
health condition should feel safe to 
seek support.

All doctors should have their own 
GP and, as physician William Osler 
pointed out, “The doctor who treats 
himself has a fool for a patient.” 

This is especially true for mental 
health issues and a big red flag 
is raised when a doctor starts 
self-prescribing psychotropic 
medications or hypnotics. Alcohol 
and drug abuse are also common 
problems in distressed doctors and 
can be raised initially with a GP. 

GPs are a terrific low stigma option 
to start with, often have a rapport 
with the doctor over many years, 
and have a good sense of the local 
mental health services that are 
available. Confidentiality concerns 
should be discussed up front with 
the GP. 

Doctors should also be aware of 
the Australia-wide Doctor’s Health 
Advisory Services. They are an 
excellent confidential support for 
doctors in strife and experienced 
in navigating the various clinical, 
practical and sometimes regulatory 
issues that arise. 

As they become more senior 
in their careers, many medical 
professionals find themselves as 
the leaders of health organisations 
or units with responsibility for 
workplace health, including mental 
health. 

beyondblue has wonderful free 
online resources such as the 
Developing a workplace mental 

The elephant in the room
Burnout in the medical profession
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health and wellbeing strategy: a 
how-to guide for health services which 
is available to download at: http://
resources.beyondblue.org.au/prism/
file?token=BL/1728. It provides 
practical guidance for services to 
develop and implement tailored 
strategies in workplaces. 

Looking after the mental health 
of the workforce makes ethical and 
compassionate sense. It also makes 
good business sense.

PricewaterhouseCoopers’ 2014 
report Creating a mentally healthy 

workplace has shown that for every 
dollar spent on creating a mentally 
healthy workplace, on average, it will 
have a positive return on investment 
of $2.30.

Taking a step back to look at the 
big picture in Australia, mental 
health is something that needs to be 
a top priority. 

The National Coronial Information 
System reported 153 suicide deaths 
of health professionals in Australia 
between January 2011 and December 
2014—the highest rate among 

white collar groups. This is clearly an 
unacceptable state of affairs. 

I have been privileged to assist 
medical colleagues in my role as a GP 
and delighted to see many recover 
and get back to their usual lives. 

We need to look after ourselves as 
well as we do our patients. 

Dr Grant Blashki
beyondblue Lead Clinical Adviser

MENTAL SELF AWARENESS IS 
A VITAL TOOL FOR CHECKING 
IN ON YOUR WELLBEING
Regular mental health check-ins help you stay 
aware of changes to your emotions and to seek 
help early, if needed. By getting early access to 
help and support you can bounce back faster 
and get back to living a happy, healthy life.
You can access RANZCO’s Employee Assistance 
Program (EAP), delivered by Converge 
International. All College employees, Fellows 
and trainees have access to this confidential 
service and can obtain counselling, coaching 
and support for workplace, emotional and 
personal issues. 

GET HELP AND SUPPORT
You can speak to qualified counsellors at 
Converge International by calling 1300 OUR 
EAP (1300 687 327) in Australia or 0800 666 
367 in New Zealand.
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The Adelaide Convention Centre
The Adelaide Convention Centre is conveniently located in the city centre and 
in close proximity to the iconic Riverbank Precinct—a world-class convention, 
events, dining and entertainment promenade which boasts the scenic River 
Torrens as its backdrop. The Centre is surrounded by accommodation to suit 
any budget from affordable serviced apartments and rentals to the more 
luxurious five star options. 

RANZCO’s Annual Scientific 
Congress will celebrate its 
50th year at the newly rebuilt 
and state of the art Adelaide 
Convention Centre from  
17-21 November 2018. As 
the leading eye care event 
in the region, this year’s 
Congress will explore an 
extraordinary range of topics 
and issues that sit at the heart 
of ophthalmology and eye 
health.

The must attend event will bring 
together leading ophthalmologists, 
researchers and exhibitors from across 
Australia, New Zealand and the broader 
region for four days of education, skills 
building and networking. Attendees 
will hear from a range of prominent 
international and local speakers 
including Prof Robyn Guymer,  
A/Prof Angus Turner, Prof Stephanie 
Watson, Dr Russell Van Gelder, 
Dr Ramin Salouti, Prof Giovanni 
Staurenghi, Prof Marlene Moster and  
Dr Bradley Randleman.

This year’s Congress will be held 
in one of Australia’s most vibrant, 
culturally rich and beautiful cities 
where delegates can enjoy a host of 
leisure activities while in town. Whether 
you enjoy five star dining, exploring 
quirky laneway bars, soaking up the 
atmosphere at the local markets, 
cycling in the picturesque parklands, 
taking in the breathtaking views of 
the scenic landscape or relaxing on 
a stretch of white sandy beach—
Adelaide has something to offer 
everyone. 

In this issue of Eye2Eye, we cover 
everything you need to know about 
Adelaide and its surrounds.

The weather
Adelaide is known for its Mediterranean climate with mild to cool winters 
and warm, dry summers. It has an average maximum temperature of 29°C in 
summer and 15 - 16°C in winter. 

This year’s Congress will be held in spring which is the perfect time to visit 
Adelaide with average temperatures between 11.8 - 22°C. Rainfall is low but 
evenings can be quite cool as temperatures drop quickly. 

Adelaide Convention Centre

Eye2Eye Autumn 2018

RANZCO’s 50th Annual 
Scientific Congress
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Getting around
Adelaide Metro
Adelaide has a great transport system 
with frequent train, tram and bus 
services operating throughout the 
day. Public transport in Adelaide 
generally stops service at midnight 
and resumes at 5am the following 
morning.

It is important to remember that if 
you are a frequent public transport 
user, you can purchase a MetroCard, 
which is a rechargeable electronic 
smart card that will get you around 
the city easily and affordably. For 
single trips, users can purchase 
Metrotickets, which are available 
from Metroticket vending machines, 
Adelaide Metro InfoCentres and bus 
drivers. 

You can find information about 
the Metrocard and Metroticket, 
available in several languages, on the 
Adelaide Metro website: https://www.
adelaidemetro.com.au/Fare-Evasion/
Fare-options-and-how-to-purchase 

Free tram
Travelling by tram is free around the 
Adelaide city centre, between the 
Adelaide Entertainment Centre and 
South Terrace. 

Free City Connector
Adelaide Metro offers Free City 
Connector bus services linking 
Adelaide’s north and city centre to the 
city’s main attractions including Rundle 
Mall, the South Australian Museum and 
Adelaide Central Market. 

You can find all route and timetable 
information on the Adelaide Metro 
website:  

https://www.adelaidemetro.com.au/
Timetables-Maps/Special-Services/
Free-City-Services

Cycling
For those who enjoy cycling, Adelaide 
is known for being bike friendly with 
an excellent network of cycling paths 
and dedicated bike lanes across the 
city. Adelaide City Council even offers 
free bike hire at over 20 locations 
through its free bike hire scheme. 

Hiring a free bike is easy—all 
you need to do is show some 
identification (driver’s licence, 
passport or student card) and fill out 
a form at participating hire locations. 
Then a bike, helmet and lock are 
yours for the hire period. To find 
out more, please visit the Bike SA 
website: https://www.bikesa.asn.au/
adelaidefreebikes

Taxi ranks
Supervised taxi ranks operate 
throughout the city and offer a safe 
place to wait for a taxi at night. These 
ranks are staffed with a concierge 
and a security officer on Friday and 
Saturday nights between 11pm and 
4:30am. They can be found at the 
following locations:

• North Terrace, entrance to the 
Adelaide Casino

• Corner of Hindley Street and 
Morphett Street

• Pulteney Street, near entrance to 
Rundle Mall

• King William Street near entrance 
to Rundle Mall

• Colley Terrace, Glenelg (near 
Moseley Square).

Attractions
Discover Adelaide’s hidden 
laneway culture
Tucked away in Adelaide’s laneways 
and side streets lies an exciting 
selection of hidden bars and eateries 
where you can indulge in some 
great dining experiences. Some of 
Adelaide’s top picks include:

Kutchi Deli Parwana, Ebenezer 
Place
Located at the end of Ebenezer 
Place, you’ll find a colourful hole-
in-the-wall café decorated with 
trinkets, tiles and truck art, which 
will transport you to the back 
streets of Afghanistan. Serving 
up traditional Afghani cuisine, 
Kutchi Deli offers everything 
from delicious meats, curries, 
mantu (dumplings) and Bolani—
an Afghani flatbread with various 
vegetarian fillings. 
Kutchi Deli Parwana is open 
from 11:30am to 3:30pm every 
day and is located at 7 Ebenezer 
Place, Adelaide. 

Chef Lai Noodle Cafe, California 
St North
Hidden in a small lane off Grote 
St, this Malaysian eatery is sure 
to delight your tastebuds with 
a range of delicious Malaysian 
treats on offer. Favourites include 
shallot cakes, mee goreng, salt 
and pepper squid and seafood 
laksa. 
Chef Lai Noodle Cafe can be 
found at 3 California St, SA 5000.

Caparezza Espresso Bar, James 
Place
Just off Rundle Mall and nestled 
in the heart of James Place 
lies a trendy Italian café which 
transforms into a bar at night. 
The menu includes traditional 
home-cooked pasta dishes, 
mouth-watering fresh pastries 
and freshly brewed coffee as well 
as Italian wines, craft beers and 
cocktails.
Caparezza Espresso Bar is located 
at 36 James Pl, Adelaide SA 5000. 

1

2

3

*King William Street
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Head to the Adelaide Central 
Market
A trip to Adelaide won’t be complete 
without visiting the Adelaide Central 
Market—the largest undercover 
market in the Southern Hemisphere 
and a multicultural hub with fresh 
produce, gourmet goods and exotic 
delights. 

Adelaide Central Market is open 
Tuesday to Saturday, 44-60 Gouger St, 
Adelaide. For more information, please 
visit adelaidecentralmarket.com.au

Soak up the sun on one of Adelaide’s 
spectacular beaches
South Australia’s expansive coastline 
boasts some of Australia’s most 
stunning beaches where you can take 
advantage of the warm climate by 
going fishing, swimming in pristine 
waters or surfing the waves. Some 
of Adelaide’s best beaches include 
Glenelg, Henley and Semaphore. 

Both Henley and Semaphore offer 
safe swimming and, during the 
warmer months, Semaphore puts on 
a fun fair featuring a waterslide, rides 
and a miniature steam railway for kids 
to enjoy. 

Glenelg is bustling with a range of 
shops, cafés and restaurants as well as 
plenty of fun activities for the family.

Keep up to date!
Keep up to date with everything 
Congress related by visiting the official 
2018 Scientific Congress website: 
http://ranzco2018.com/

Contact: 
For more information, please contact 
the Congress organisers:
Think Business Events
Unit 17, 3 Westside Avenue
Port Melbourne VIC 3207
T +61 (0)3 9417 1350
F +61 (0)3 8610 2170
E ranzco@thinkbusinessevents.com.au

Eye2Eye Autumn 2018

*Adelaide Central Market

*Glenelg Beach

Key Dates

Call for Courses and Symposia closes:
10 April 2018

Registration opens:
May 2018

 Authors notified of abstract submission:
June 2018

Call for Papers/ Posters/ Films/ Audits closes:
10 July 2018

* All photographs of Adelaide are 
courtesy of South Australia Tourism
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RANZCO Museum

1. John Weiss instrument box C1900 Kid 
drum for testing and ivory handled 

2. Graefe knife and kid testing drum 
3. Sutherland prototype diamond knife, 

1970

1

2 3

While on the cusp of robotic 
retinal microsurgery, it is 
worth recalling the origins of 
ophthalmic instrumentation.

Prior to Listerian antisepsis when 
obstetricians carried their uncleaned 
forceps in the pocket of their frockcoat, 
ophthalmologists used instruments 
handmade by master cutlers. 

Often made as one-offs with 
eponymous names many ingenious 
designs emerged. 

Blades and points made of steel 
required hospital employed technical 
staff to maintain their sharpness. 

Handles were made of bone and 
ivory and occasionally tortoise shell. 
Listerian sterilisation in the late 19th 

century took the form of chemical 
antisepsis with carbolic soaking and 
spraying. Later steam and dry heat 
sterilisation removed the decorative 

handles, replacing them with chrome 
steel. Manufacture was often a cottage 
industry particularly in Europe. 

With the advent of the operating 
microscope in early 1960, 
miniaturisation was often a smaller 
version of the macro instrument which 
led to more functional ergonomic 
designs.

The 1970s led to new forms of 
metallurgy employing titanium and 
composite metals to maintain sharpness 
without being so brittle. Diamond and 
ruby blades appeared, their depth 
controlled by micrometer handles. 

A decade later, disposable blades 
were followed by whole instruments 
discarded after one use. The tubing 
and aspiration containers used in 
phacoemulsification and vitrectomy 
were implicated in infectious outbreaks 
and were soon replaced as single use 
packs.

The 19th century surgeon required 
cleaning up so that long beards and 
hair were covered by masks and caps. 
Unwashed hands, although undesirable, 
usually did not touch the instrument 
tips. Soaking the blades in diluted 
carbolic or bichloride of mercury 
was a marked improvement. Many 
surgeons balked at wearing rubber 
gloves as early versions were thick. I 
recall assisting a senior surgeon in 1978 
while a registrar—the surgeon, who 
was gloveless, stood while operating, 
peering through a pair of long loupes 
performing intracapsular cataract 
surgery with a mechanical erisophake!

The Museum is fortunate to have an 
extensive collection of early instruments.

Dr David Kaufman
Curator, RANZCO Museum

The art and craft of the master cutler

MUSEUM

RANZCO Museum
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Rayner RayOne® Preloaded IOL System

NEW - RayOne
®

 Trifocal 
Preloaded IOL

RayOne® Trifocal is the newest member of the RayOne® family of 
preloaded IOLs, based on the high performance Rayner platform that 
performs again and again.

New patented diffractive profile - RayOne® Trifocal has fewer rings 
on the optic surface than many trifocal IOLs for reduced halos and 
improved night vision. Fully preloaded across entire power range 
-0.0 D to +30.0 D

True two-step preloaded IOL system with the smallest fully preloaded IOL incision

OA-2000 Optical Biometer

Everything you need for examination prior to cataract surgery.

Latest swept-source FD-OCT technology 

with industry leading speed, accuracy and media penetration

• Stand-alone system - no PC required, networkable  with A4 reports

• Integrated Topography for accurate K’s and mapping of astigmatism

• 3D Auto-tracking & Auto-capture – improves speed and accuracy

• Auto-Measures: Axial, K’s, CCT, ACD, Lens thickness, Pupil Size, 
HWTW

• Barrett Universal II & True-K formulae with TORIC IOL Calculation, 
Olsen, SRK/T, Haigis, Holladay, HofferQ, Shamas PL, Double-K,  
and optional OCULIX ray tracing.

• TORIC IOL planner
• Integrates with existing AL-100 Ultrasound biometer

Toric IOL axis determined by iris pattern

Corneal radius measurement

IOL power calculation

Topography
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Policy and Advocacy Matters

Internationally, ocular trauma 
is the leading cause of 
monocular blindness and it 
is widely quoted that 90% of 
injuries are preventable. The 
World Health Organization 
(WHO) estimates more than 
19 million people are affected 
by unilateral blindness from 
injury. The long term effect 
of vision loss is significant 
socially and financially to an 
individual, as well as to their 
families and the broader 
community. 

In 2018, the Public Health 
Committee is focussing on ocular 
trauma as a central public health 
issue impacting eye health and 
preventable vision loss. Ocular trauma 
can be considered a key area in which 
ophthalmology can contribute to 
good public health measures.

What to warn your 
patients about ocular 
trauma?
Eye Injuries are increasingly associated 
with activities at home. Common 
hazards include manual tasks such as 
hammering and drilling typically during 
home repair, as well as readily available 
consumer products. Ophthalmologists 
can play a key role in advising patients 
about these hazards, identifying 
patients at risk and advising on 
appropriate prevention measures.

Common ocular trauma 
hazards
Home repairs
Of all eye injuries, open-globe 
injuries (OGI) have the worst visual 
outcomes and highest economic 
cost. Over a five year period, 205 
open globe injuries were reported 
at the Sydney Eye Hospital, a 
quaternary referral eye hospital in 

NSW. More than half these injuries 
were accidental OGIs associated with 
activities outside work. Working with 
wood and metal, particularly metal 
wire, was associated with 17 of these 
injuries. Most resulted in significant 
vision loss, with 16 of the 18 patients 
(almost 90%) with a final vision of 6/18 
or worse in the affected eye. 
Consumer product related eye 
injuries
A vast range of readily available 
household objects have also 
been implicated in ocular injury, 
ranging from champagne corks and 
carbonated drink bottles to kitchen 
utensils, stationery, and cleaning 
chemicals. Education on the potential 
hazards associated with items such 
as these, particularly when they are 
used for a purpose other than that 
intended, will help prevent these 
avoidable injuries.
Fireworks and other regulated 
items
In Australia, we are in the fortunate 
position to have legislation 
surrounding the sale and 
distribution of fireworks, so eye 
injuries associated with their use is 
minimal. The horrific consequences 
associated with firework injuries and 
the positive impact of legislation 
is widely accepted. This serves 
to reinforce the effectiveness of 
Australia’s legislation in largely 
preventing these injuries.

High risk individuals
Prior ocular trauma; previous 
intraocular surgery; or an ocular 
condition in one or both eyes, 
including Fuch’s corneal dystrophy, 
keratoconus and amblyopia, all 
represent an increased risk of ocular 
trauma. In the elderly, falls are 
commonly associated with injuries 
around the home. Of the OGIs in our 
data, 29 resulted from a fall and 86% 
of these patients had a history of 
intraocular surgery or trauma. Males 
were at highest risk of ocular trauma 

over almost all age groups with a 
distinct reversal of this trend for 
patients over 60.

Costs of ocular trauma
After an OGI, resulting in counting 
fingers vision or less in one eye, 
patients report more difficulty 
reading, doing their favourite 
hobby or working in their usual 
job, with 40% unable to return 
to their previous job. Following a 
penetrating ocular injury, patients 
also report increased psychological 
symptoms than healthy control 
subjects.

The direct economic cost of an 
eye injury should be viewed as the 
‘tip of the iceberg’ since a patient 
may be left with lifelong social and 
economic consequences following 
the injury. The cost and time 
invested in wearing the correct 
eye protection outweighs these 
consequences. Ophthalmologists 
can play a key role in the prevention 
of ocular trauma by advising 

Ocular trauma— what you need to know

Table 1: The age distribution of non-work-
related accidental open globe injuries at 
the Sydney Eye Hospital from 2010 to 2015 
(n =106)

By age 
(years)

< 20 8 88.9% 1 11.1%

21 - 30 12 80.0% 3 20.0%

31- 40 11 84.6% 2 15.4%

41- 50 13 81.3% 3 18.8%

51 - 60 13 92.9% 1 7.1%

61- 70 3 37.5% 5 62.5%

70> 12 38.7% 19 61.3%

TOTAL 72 68.8% 34 31.2%
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*Metal foreign body commonly associated with metal work

*Hyphaemia associated with blunt trauma in sport
 *Images provided by the Lions Eye Institute

Information provided 
courtesy of Annette Hoskin 
in collaboration with Prof 
Stephanie Watson and Dr 
Nader Beshay. Annette is 
currently undertaking her 
PhD supported by an NHMRC 
Postgraduate Scholarship and 
supervised by Prof Stephanie 
Watson, with a primary 
focus on ocular trauma and 
its prevention. She also 
participated in and contributes 
to the development of national 
and international standards for 
sunglasses, eye protection and 
spectacle frames and lenses. 
“Industry has done a great 
job improving occupational 
eye protection, but we are 
increasingly seeing eye injuries 
occurring at home and on the 
weekend,” she said. “We hope 
it would encourage people 
and sporting organisations to 
think about appropriate eye 
protection.”

Article references are available on 
request from editor@ranzco.edu

patients of the hazards commonly 
associated with ocular trauma and 
the consequences. Emphasis should 
be given to people who have had 
prior intraocular surgery, ocular 
injury or an ocular condition and 
for those undertaking ‘high risk’ 
activities both at work and around 
the home.
Correct use of appropriate eye 
protection
The use of appropriate eye 
protection can reduce the incidence 

and severity of ocular injuries.  
A misconception amongst patients is 
that regular spectacle lenses provide 
the required level of eye protection. 
Regular spectacles or sunglasses 
are known to convert an otherwise 
blunt trauma into a more devastating 
penetrating eye injury due to lens 
fragments. This is particularly the 
case for those undertaking activities 
with increased risk of eye injury or 
individuals at increased risk of ocular 
trauma. 

Call for Action
The Public Health Committee is 
interested in hearing from you 
and working with Fellows who 
have case studies that can help 
inform public health awareness 
activities and strategies for 
2018. 

If you have a story to share or 
can offer some expertise in 
this area, please contact 
Gail van Heerden 
E: gvanheerden@ranzco.edu 
P: +61 2 9690 1001.
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One of the most common 
indicators to the performance 
of the public health system 
in Australia is the length 
of waiting time for elective 
surgery in public hospitals. 
The Australian Institute of 
Health and Welfare (AIHW) 
has recently released its 
annual Elective Surgery 
Waiting Times report for the 
2016-2017 financial year. 
When comparing the data for 
cataract extraction surgery, 
as well as all ophthalmology 
surgery, a number of trends 
emerge.

Admissions 
Over the past five years, the rate 
of cataract surgery in public 
hospitals increased by 2.98% per 
year on average while the rate of 
all ophthalmology elective surgery 
increased by 3.29% per year on 
average. This growth has been 
sharpened in the past financial year, 
with an increase of 5.3% in cataract 
surgery and 7.7% in all ophthalmology 
elective surgeries (Chart 1).

A noticeable trend has been observed 
in the attendance rates for Indigenous 
patients undergoing cataract surgery, 
with an average growth rate of 10.91% 
per year over the past five years, 
which is three times higher than 
non-Indigenous patients (Chart 2).

Median waiting times
Median waiting times are similar to five 
years earlier for both cataract surgery 
(86 compared to 91 days) and general 
ophthalmology (73 compared to 74 
days), even though in the past five 
years both markers varied significantly 
(Chart 3). 

When looking at jurisdiction-level 
data, there are big gaps between the 
best outcomes (WA, VIC) and the worst 
outcomes (NSW, TAS) throughout the 
period (Chart 4).

An eye on data: public hospital waiting times in 
Australia

Chart 1 
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Indigenous patients waited significantly 
longer for cataract surgery in 2016/17 
(130 days) than non-Indigenous patients 
(85 days). There had been a significant 
drop in the waiting time gap since 
2014/15 (down to 29 days), however it 
was not sustained and jumped back up 
to previous rates in the following year. 
Overall, the gap in 2016/17 (45 days) is 
slightly worse compared with 2011/12 
(39 days) (Chart 5).

Patients who waited over a year for 
cataract surgery
There has been a significant 
improvement for Indigenous patients 
over the past five years: 3.1% of 
Indigenous patients waited over a 
year for cataract surgery in 2016/17, 
compared with 9.2% in 2011/12. 
Non-Indigenous patients saw a similar 
rate of decrease, from 3.9% to 1.3% 
(Chart 6).

Median waiting times in regional 
areas
In a different AIHW report (Admitted 
Patient Care), waiting times data (from 
2015-2016) was analysed based on 
remoteness levels. Patients in major 
cities waited the least (median of 76 
days), while remote (98) and very 
remote (92) areas waited moderately 
longer. However, inner regional (181) 
and outer regional (195) experiences 
much longer waiting times, up to 
double the median waiting times 
recorded in remote and very remote 
areas.

Public hospital elective surgery waiting 
times data will continue to remain 
central to health policy discussions in 
Australia, particularly at the jurisdictional 
level. Despite some improvements (most 
notably in the rate of patients who wait 
over a year), more advocacy is required 
to ensure appropriate resources for 
long-term improvements in capacity to 
provide services. 
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International Development
An update on ophthalmology training and continuing 
professional development opportunities in Cambodia 
In November and December 
2017, in collaboration 
with the University of 
Health Science (UHS), 
the National Program for 
Eye Health (NPEH), NGO 
partners and the Cambodian 
Ophthalmological Society 
(COS), RANZCO visited 
Phnom Penh with a focus on:
• strengthening coordination and 

collaboration of ophthalmology 
education and training; 

• providing opportunities for 
the continuing professional 
development (CPD) program; and 

• advocating for a stronger CPD 
program. 

Ophthalmology training 
curriculum framework 
overview for all 
stakeholders
Over the years, the Cambodian 
curriculum ophthalmology training 

program framework has been 
developed and improved upon, 
resulting in a revised curriculum that 
promotes a contemporary standard 
of teaching in the Cambodian context 
using ‘best practice’ assessment tools.

RANZCO, represented by Gerhard 
Schlenther (General Manager, Policy 
and Programs) participated in an 
ophthalmology training stakeholders 
workshop and partner meetings. 
Stakeholders met to review the 
current situation and develop plans 
for ophthalmology training programs 
(e.g. ophthalmology residency 
training and ophthalmic nurse 
training) to be strong, high quality, 
independent and sustainable.

This collaboration provided an 
opportunity for stakeholders to 
discuss ophthalmology development 
in the region, engaging all 
stakeholders and opening up 
opportunities for collaboration. 
The discussions aimed to facilitate 
a better understanding of the need 
to maintain the ophthalmology 
education standards and a better 
understanding of the history, 

framework and inputs into 
ophthalmology training and ongoing 
education. The commitment from 
stakeholders lends support to 
the implementation and further 
development of the Ophthalmology 
Residency Training (ORT) program, 
producing competent and 
contemporary ophthalmologists.

NGO and other 
stakeholder 
opportunities and 
collaboration 
The opportunity was taken to highlight 
the need for a coordinated and 
collaborative implementation approach 
identifying where NGOs can best 
contribute, rather than visiting NGOs/
ophthalmologists/doctors too often 
conducting one-off visits. Whilst good 
service may well be provided through 
visiting individuals/teams, it is not 
always undertaken within the existing 
structure, potentially undermining the 
strengthened ophthalmology training. 

Collaboration with and seeking 
consent from in-country partners 
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was agreed as important (enabling 
self-sustainability and local ownership 
of services). Discussion explored 
maximising ophthalmology 
development potential through a 
coordinated effort and strengthened 
collaboration with and input from a 
broader spectrum of stakeholders.

Assessing key training 
hospitals’ areas of growth 
and learning
While the process of initiating teaching 
hospitals to start documenting formal 
minimum standards has not been 
formalised, in practice the program 
support (e.g. technical briefings, 
assessment standards etc.) has resulted 
in teaching hospitals adopting improved 
standards of operating and teaching. 
These improvements are becoming a 
standard way of working–hence acting 
as minimum standards without formally 
being documented as such.

Minimum standards offer 
opportunities for growth and 
development of trainers just as 
much as for trainees and future 
ophthalmologists. As with NGO input, 
it is important for all collaborating 
hospitals to work within the curriculum 
structure/guidelines and in collaboration 
with UHS and ORT, rather than creating 
independent/side programs.

With key training hospitals meeting 
and sharing knowledge, this has 
encouraged progress towards increasing 
collaboration and understanding 
of areas of strength and growth. In 
addition, the introduction of CanMED 

principles has been taken on board and 
ways to effectively incorporate these 
into work practice will be incorporated 
in the training and supervision.

Continuing professional 
development opportunities 
RANZCO Fellow Dr Richard 
Hart presented two identified 
subspecialty lectures at the Cambodia 
Ophthalmological Society’s (COS) 16th 
Annual Congress which was held on 
8-9 December 2017. The CME Program 
is crucial in maintaining skills of recent 
graduates and keeping all Cambodian 
ophthalmologists up to date with 
recent advances in ophthalmology. The 
delivery of scientific material widened 
continuing professional development 
opportunities for COS members.

Advocacy and support on 
CPD
Dr Hart, International Development 
Committee (IDC) member (holding 
the CPD IDC portfolio) and RANZCO 
staff member Gail van Heerden 
(Senior Policy and Programs Officer) 
held discussions with COS Executive 
and CPD Committee members, and 
presented at the Congress on CPD. This 
provided the opportunity to revisit 
COS’s CPD framework, advocate for the 
advancement of CPD and highlight the 
importance of CPD activities. Engaging 
discussions followed with COS CPD 
Committee representatives providing an 
overview on COS’s online CPD structure. 

Strengthening of the CPD program 
adds value to COS and may assist 

the organisation to become more 
self-sustaining, thus being in a better 
position to support and offer ongoing 
CPD. However, the uptake of CPD 
may be limited by the lack of a CPD 
requirement for continuing medical 
licensure in Cambodia. Discussions were 
also held with COS CPD Committee 
members to encourage moving closer 
towards CPD licensure with RANZCO 
representatives reiterating RANZCO’s 
support. 

In conclusion, stakeholders 
demonstrated commitment towards 
quality ophthalmic education and 
maintaining professional standards 
for eye care in Cambodia. RANZCO, 
the Fred Hollows Foundation and the 
Eye Care Foundation have agreed to 
sign a multi-year agreement with UHS. 
Each organisation is now developing 
a Memorandum of Understanding 
with UHS to inform the multi-year 
agreement. This will ensure growth and 
local ownership of the ophthalmology 
training program. 

CPD of practitioners is still too 
reliant on external support (mainly 
from NGOs). The concept and the 
potential importance of continuous 
development of individual skills and 
also those of the ophthalmological 
society as a professional standard setting 
organisation are not yet well realised. 
However, the seeds have been sown 
and this will evolve organically over 
many years. The Society’s continuing 
professional development program 
will be greatly assisted if CPD becomes 
a mandatory requirement for all 
practitioners.

Ophthalmological Training Stakeholder workshop discussions COS Congress committee coordinators together with NPEH, FHF and 
RANZCO representatives gathering 
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Hello 你好 xin chào नमस्ते

Language in 
ophthalmology
“The chief virtue that language can have is clearness, and nothing detracts 
from it so much as the use of unfamiliar words.” – Hippocrates 
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Australia is known for its rich cultural 
diversity, with Australians speaking over 300 
languages and identifying with more than 270 
ancestries. According to the 2016 Australian 
Census, over 28 percent of the Australian 
population is born overseas and more than 
one-fifth of Australians speak a language 
other than English at home. After English, 
the most common languages spoken at 
home are Mandarin, Arabic, Cantonese, and 
Vietnamese. 

Like Australia, New Zealand also boasts a unique and 
vibrant multicultural society with a melting pot of cultures. 
According to the 2013 New Zealand Census, the top five 
languages spoken in New Zealand are English, Māori, 
Samoan, Hindi and Northern Chinese.

Australia and New Zealand’s cultural and linguistic 
diversity is reflected in RANZCO’s Fellowship with data from 
the 2017 Workforce Survey indicating that respondents 
speak over 48 different languages and over 29% speak a 
language other than English well enough to be used in 
medical practice. For this issue of Eye2Eye we look at how 
doctors speaking a second language in clinical practice can 
improve patients’ access to ophthalmic care, particularly in 
culturally and linguistically diverse (CALD) communities, 
and lead to better health outcomes for patients from 
non-English speaking backgrounds. 

Source: The Australian Bureau of Statistics, 2018, Census reveals a fast changing, 
culturally diverse nation http://www.abs.gov.au/ausstats/abs@.nsf/lookup/Media%20
Release3

Dr Loren Rose, who practices across Sydney’s city, south-west, 
north-west and inner west, moved to Australia from Chile 
when she was three and a half years old. She speaks fluent 
Spanish and some of her Spanish-speaking patients travel long 
distances just to see her.

“As well as seeing Spanish-speaking patients, I see a number 
of Italian and Portuguese patients because we share a lot 
of similar words—all three languages derive from the Latin 
language. These patients often seek out someone who 
communicates similarly to them as it feels closer to home.”

Dr Rose knows firsthand the difficulties patients from 
non-English speaking backgrounds can face when it comes to 
accessing healthcare services. Growing up, she accompanied 
her mother—who suffered from a chronic illness and didn’t 
speak English as a first language—to medical appointments as 
her interpreter. 

“My mother was quite unwell most of my life and I was 
actually her interpreter. Being an interpreter for my mum, 
I realised that a lot of the language used by doctors is 
quite complex and when you’re working with patients 
from non-English speaking backgrounds, it’s important to 
simplify language so words don’t get lost in translation. My 
experience taught me, even when I’m treating my English-
speaking patients, to communicate on a more basic level so 
they understand me better. In ophthalmology, we tend to 
use a lot of technical language which the lay person may not 
understand. For example, you can say to someone ‘your eye is 
turned out’ or ‘it’s a tropia.’ I think speaking another language 
allows you to simplify things as you’re more mindful of the 
patient’s experience.”

Dr Alok Sharma, an ophthalmologist based in Wagga Wagga, 
speaks fluent Hindi and Punjabi. He finds that speaking to 
patients in their native language improves the doctor-patient 
relationship and can help to avoid miscommunication in clinical 
practice. This can lead to better patient outcomes as patients 
are able to make more informed decisions—particularly when 
it comes to complicated medical procedures.

“I am not far from Griffith where we have hundreds of families 
from India and some older people might not be very good 
at communicating in English. Patients feel more at home and 
relaxed when they can communicate in their mother tongue. 
Even with Italian and Mandarin speaking patients, using some 

TOP 5
Language spoken by a person at home

1. English only 72.7% (17,020,417)

2. Mandarin 2.5% (596,711)

3. Arabic 1.4% (321,728)

4. Cantonese 1.2% (280,943)

5. Vietnamese 1.2% (277,400)

Australians - Country of Birth

1. Australia 66.7% (15,614,835)

2. England 3.9% (907,570)

3. New Zealand 2.2% (518,466)

4. China 2.2% (509,555)

5. India 1.9% (455,389)

Dr Loren Rose



36 Feature Article

words in their mother tongue can 
make them happier. This gives a bit of a 
personal touch. Also, important medical 
instruction for medical treatment and 
operations can be safely imparted to 
patients and we can explain risks and 
benefits in a better way,” he says.

 Studies show that if a doctor 
possesses good communication skills, it 
improves patient compliance and boosts 
overall patient satisfaction. According 
to Dr Yvonne Ng, a New Zealand 
based ophthalmologist who speaks 
various Chinese dialects including 
Cantonese and Mandarin, sharing 
the same language as your patient 
facilitates effective communication 
in a clinical setting, helps patients 
understand their conditions better and, 
more importantly, leads to a sense 
of empowerment for them when it 
comes to the decision-making process.

“Language is the basis for 
communication, and communication 
is central to the medical consultation. It 
goes without saying that if one is able 
to communicate with a non-English 
speaking patient in their native 
language, their understanding of 
symptoms, treatment options and 
management plans is improved. This 
empowers them to take responsibility 
for their healthcare; ensures that 
informed consent is obtained; improves 
compliance with treatment; and, 
importantly, provides peace of mind,” 
she says.

According to Dr Sharma, language 
barriers can pose accessibility issues 
for patients seeking medical treatment 
and may even delay treatment for some 
patients. 

 “Communicating with reception staff 
for medical appointments and then 
understanding medical instructions 
can pose problems and is much 
better taken care of if the clinician can 
communicate in the same language.” 

Dr Rose agrees. “There’s a little bit 
of a barrier for these patients to get 
the special care they need–there 
can be a bit of a delay [in getting an 
appointment] as they might rely on 
their local practitioner and their level 
of knowledge and understanding of 
diversity. Sometimes the referrals do 
come a little later than you had hoped 
so I do think there is a barrier—not a 
massive one in Australia—especially 
for those patients who don’t speak 
any English at all. For example, in 

paediatrics, patients might come in and 
they have to wait around for about two 
hours for drops to work. Often, they 
won’t understand that even though 
they’ve booked an appointment and 
they have to come in, they’ll have to 
stick around for a while. Then there’s 
the history-taking which can take time 
and get a little frustrating for patients 
who have difficulty understanding the 
process. So, every level becomes a little 
bit harder for them,” she explains.

Dr Rose also points out that 
some CALD patients may not feel 
comfortable asking for help if they have 
trouble processing information during 
an appointment. 

“Some patients are a little bit 
embarrassed—they don’t want to say 
they can’t understand. That’s a tricky 
scenario so what I usually do is explain 
it to them using my diagrams, my 
iPad and my model and then I’ll get 
them to ask questions. If I’m feeling 
that they understand enough but 
not to the depth I’d like them to, I’ll 
organise another appointment with an 
interpreter, especially if it’s something 
related to surgery,” she says.

According to a study published by 
the British Dental Journal in December 
2017, the use of medical jargon in 
clinical practice already makes it 
difficult for patients seeking medical 
treatment and poses significant 
challenges to effective doctor-patient 
communication. The study found 
that when patients misunderstand 
commonly used medical terms it leads 
to poor decision-making regardless of 
whether English is their first language. 

While navigating the healthcare 
system can be confusing for anyone 
who isn’t well versed on medical 
terminology, speaking English as a 
second language can make it a little bit 
trickier. 

Dr Elias Kehdi, an ophthalmologist 
who practices in Sydney’s south west, 
says that “…the lack of competency in 
English for this group leads to lack of 
knowledge of how the medical system 
in Australia runs and operates, so I find 
that often they are confused about the 
way in which to approach their medical 
conditions and treatments.”

Dr Kehdi is familiar with the isolation 
and culture shock migrants can 
experience moving away from their 
native countries and adapting to a new 
culture. His family migrated to Australia 

from Lebanon when he was just 15 
years old. 

“Leaving Lebanon, which at that 
stage was embroiled in an ugly civil 
war, and coming to Australia was quite 
a shock at that age. My brother and I 
were probably the only two Lebanese 
migrants at Mosman High School on 
Sydney’s lower north shore. This area 
of Sydney didn’t have a Lebanese 
community so it was like learning to 
ride a bike with no training wheels,’’ he 
recalls.

Dr Kehdi understands how 
overwhelmed patients can feel when 
they’re not familiar with the local 
language or culture. He says having 
empathy and being sensitive to their 
needs is key when treating them.

“In the area I work in, most of my 
patients come from the Middle East so 
I communicate with them in Arabic. It’s 
stressful enough having medical issues 
that require clinical and possibly surgical 
intervention. Adding a language barrier 
to this already stressful situation makes 
for a helpless feeling for the patient and 
their loved ones. Being able to speak the 
same language as your doctor not only 
eases this stress, it also gives us insight 
into a specific culture and all the unique 
needs that come with that.”

Dr Nancy Younan, an ophthalmic 
surgeon who practices in multicultural 
communities across Sydney’s south 
and south-west and also speaks fluent 
Arabic, says that language is not the only 
barrier migrants face when it comes to 
accessing healthcare services.

“In accessing healthcare, a patient 
from a non-English speaking 
background can face barriers of 
communication, cultural differences 
and financial cost. They may fear 

Dr Alok Sharma
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Dr Elias Kehdi Dr Yvonne NgDr Nancy Younan

presenting to a healthcare professional 
due to language difficulties or a concern 
that their cultural beliefs are not 
recognised. Communication barriers 
can unfortunately contribute to adverse 
events and the cost of medical care can 
also be an issue for some,” she says.

It is clear that, as populations become 
increasingly diverse, it is important 
for ophthalmologists and other 
health professionals to build cultural 
competency skills in order to improve 
health outcomes for patients. The 
National Health and Medical Research 
Council’s (NHMRC’s) Cultural Competency 
in Health: A guide for policy, partnerships 
and participation defines cultural 
competence as:

 “A set of congruent behaviours, 
attitudes, and policies that come 
together in a system, agency or among 
professionals and enable that system, 
agency or those professions to work 

effectively in cross-cultural situations. 
Cultural competence is much more than 
awareness of cultural differences, as it 
focuses on the capacity of the health 
system to improve health and wellbeing 
by integrating culture into the delivery 
of health services.”

The guide outlines that “...achieving 
culturally competent health care is 
everybody’s responsibility…It benefits 
everyone in Australia and can only be 
achieved through collaboration across 
the community.” 

According to Dr Younan, achieving 
cultural competency is more than 
just speaking the same language as 
your patient; it is also about being 
attuned to the patient’s cultural 
perspective. For example, in some 
cultures there is a strong emphasis 
on family and community ties, and 
family members can play a key role in 
the decision making process. In these 

cases, determining the role of family 
involvement in the care and treatment 
of patients becomes vital.

 “I work within suburban multicultural 
communities…where there seems to be 
a strong sense of family and community 
among my patients. They are often 
accompanied by spouses, children or 
even their neighbours. They also enlist 
the help of community transport,” she 
says.

Dr Younan emphasises the benefit of 
speaking a second language, describing 
it as a useful tool to relate to patients.

“Speaking Arabic has been very 
helpful. Even from my days as a registrar 
it was clear that it was a valuable asset. 
The patients feel much more at ease 
with a clinician who speaks their own 
language. It isn’t just speaking the 
language, but also being familiar with 
the culture,” she says.

Australia
• Australia has a population of 24.4 million people
• 6,163,667 people were born overseas
• Australians speak more than 300 languages and identify with over 300 

ancestries
• More than one-fifth (21%) of Australians speak a language other than 

English at home

New Zealand
• New Zealand has a population of 4,242,048 people
• 737,910 people (18.6 %) in New Zealand speak more than one language 
• The number of people living in New Zealand who were born overseas 

reached more than 1 million people for the first time in 2013
• The six most common languages spoken are English, te reo Māori, 

Samoan, Hindi, Northern Chinese (including Mandarin) and French

Multiculturalism 
in Australia and 

New Zealand

Sources: 

The Australian Bureau of Statistics, 2018,  Census reveals a fast changing, culturally diverse nation 
Statistics New Zealand, 2014, 2013  QuickStats: About culture and identity
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Overcoming the language 
barrier
Healthcare interpreting and 
translating services
Effective communication plays a 
vital role in building a good doctor-
patient relationship and is a central 
component in the delivery of quality 
health care. In situations where 
language poses a communication 
barrier, medical interpreters can 
be a vital resource in bridging the 
communication gap between 
ophthalmologists and their patients. 
Health care interpreting and translating 
services are available across Australia 
and New Zealand to patients, their 
families and carers who do not speak 
English as a first language, when they 
use public health services. Health care 
providers can employ the services of 
an interpreter in person or over the 
phone—phone services are generally 
used in cases where a language barrier is 
not realised until a patient shows up for 
an appointment. 

While language services can be 
an extremely helpful resource, using 
an interpreter (particularly over the 
phone) can have limitations as it 
usually prevents direct communication 
between the patient and clinician, and 
could be perceived as being impersonal.

“As a rule, interpreters work to a 
defined brief, translating word for 
word what one says. Even so, it can 
make the conversation stilted and 
broken to the point when one may 
find it difficult to start the conversation 
with the usual pleasantries and social 
verse which helps to put a patient 

at ease and allows us to develop 
rapport. As I gradually become more 
proficient with different languages, 
through use and practice, it allows me 
to better understand the nuances of 
their symptoms and concerns,” Dr Ng 
explains. 
Multilingual health information
Multilingual health information can 
assist ophthalmologists when working 
with patients, carers and communities 
who do not speak English as a first 
language. Local health departments 
across Australia and New Zealand 
provide multilingual health resources 
which are available to the public. 
Resources include educational 
brochures and guides that cover a 
range of topics and services, helping 
patients who have English language 
difficulties learn more about their 
conditions and navigate their way 
around healthcare services in their 
area. However, it should be taken into 
account that not all of these resources 
will be available in all languages.
Enlisting the help of family and 
friends or other healthcare 
professionals
Family and friends can play an 
important role in some cultures and 
non-English speaking patients might 
bring a relative who can translate to a 
medical appointment. 

Dr Sharma says that involving 
family members when 
communicating with patients in 
a clinical setting should not be 
underestimated.

“I feel it is much better to involve 
English speaking family members. 

Children of migrants who are born in 
Australia or have spent a long time in 
Australia can be a very good resource. 
They can also understand instructions 
and help in explaining instructions to 
the patient at home and could help in 
patient care.” 

While enlisting family or friends 
to help translate information can be 
useful, it is important to remember 
that not all the information discussed 
will be translated completely for 
patients—especially when explaining 
more complicated issues or 
procedures. 

According to Dr Younan, this is 
where it may be worthwhile to get the 
patient’s GP involved. 

“Detailed correspondence to their 
general practitioner, who may speak 
the patient’s language, can reinforce 
what was discussed during the 
ophthalmology consultation.”
Visual aids and resources
When information about medical 
treatment or procedures is not 
transparent, neither doctors nor their 
patients can make accurate, informed 
decisions. Dr Kehdi stresses that in 
these situations, visual aids such as 
props, eye models and diagrams can be 
very useful.

“I believe it is extremely important 
to have special resources available 
for this group not only in the form of 
translating services but as important 
educational support in the form of 
printed documents, audio-visual aids 
and all other similar resources in their 
language.”

Top tips to improve cultural competency in your practice
1. Start the initial consultation by being more formal. It’s best to use the patient’s last name when addressing 

them.
2.  Avoid making assumptions. No two people are the same—not event identical twins— so never assume that 

people from the same culture are the same.
3. Engage with the patient directly and ask questions even if there is a translator present.
4. Ask questions to ascertain the patient’s beliefs about health or illness prevention.
5.  Determine the value of involving the family.
6. Raise general awareness about cultural differences by appreciating and accepting that patients from different 

cultures and religions may perceive health and illness differently and, therefore, respond differently to 
treatments.

7. Educate yourself and your staff. Find resources that will assist you in understanding different cultures and 
belief systems better.

Source: American Academy of Ophthalmology, 2012, Improve Cultural Competence in Your Practice  
                 https://www.aao.org/eyenet/article/improve-cultural-competence-in-your-practice
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There are many excellent neuro-ophthalmic 
centres in Asia such as those in Singapore, 
Hong Kong and various other cities in Korea, 
Japan, Taiwan and China. However, many parts 
of Asia lack adequate training and patient care 
in neuro-ophthalmology. Over the last thirty 
years, I have been involved in a number of 
projects directed at helping to educate and train 
local ophthalmologists in the Pacific region, 
Thailand, Myanmar, Vietnam, Laos, Hong Kong 
and China. In this article I would like to share 
my experiences and offer suggestions to anyone 
who might also be interested in becoming 
involved.

Most developing countries in Southeast Asia share 
similar neuro-ophthalmic problems among their 
populations. Road trauma from motorbikes is the 
most common cause of optic neuropathy and double 
vision because motorbikes are the most popular form 
of transport and wearing of protective helmets is not 
enforced. Many other optic neuropathies are due to 
infectious or toxic causes, or neuromyelitis-optica 
spectrum disorder. Thyroid eye disease and intracranial 
tumors are also common. Nevertheless, multiple sclerosis 
and giant cell arteritis are very rare.

Most developing countries in Asia have good 
ophthalmology training programs that focus on 
producing general ophthalmologists adept at cataract 
surgery and managing common ocular diseases. Not 
all these countries have training programs directed at 
ophthalmic subspecialties. In addition, there is limited 
opportunity for continuing consultant education. To 
help address these needs, the South Australian-based 
non-government organisation (NGO) Sight for All 
(SFA) has developed collaborative relationships with 
ophthalmic training centres in a number of countries 
in Asia including Bangladesh, Bhutan, Cambodia, 
Laos, Myanmar, Nepal, Sri Lanka and Vietnam. One 
subspecialty identified as being in particular need of 
development in those countries is neuro-ophthalmology.

After a preliminary lecture tour in 2005, SFA was 
invited to run a neuro-ophthalmology course in 
Yangon at the Yangon Eye Hospital. In 2011, Melbourne 
ophthalmologist A/Prof Justin O'Day and I ran this three 
day course, along with a local ophthalmologist, Dr Than 
Htun Aung, who had recently completed a one year 
hands-on paediatric ophthalmology and adult ocular 
motility fellowship in Adelaide. The first day of the 
course comprised case presentations and concluded 
with an examination to assess the attendees’ depth of 
knowledge. Two days of intensive lectures followed, 
covering the major aspects of both afferent and efferent 
neuro-ophthalmology. At the end of the course, the 
identical examination was repeated to demonstrate to 
students how much they had learned.

In 2012, a similar course was held at the Vietnam 
National Institute of Ophthalmology (VNIO) in Hanoi. 

On this occasion, Prof Christian Lueck from Canberra 
assisted me and Justin O’Day. Various lessons learned 
from the previous year were incorporated into this 
course, including increasing the course duration to four 
days to accommodate the time needed for immediate 
sequential translation of the lectures into Vietnamese 
as well as to allow more training in neuro-ophthalmic 
examination and in neuroimaging. 

In 2013, the same three lecturers repeated the course 
in Vientiane, the capital of Laos. It transpired that the 
level of prior knowledge and training was not as high 
as in Vietnam, so the focus of the lectures had to be 
somewhat altered. 

Over the last 10 years, with the assistance of SFA, 
a number of Asian ophthalmologists have visited 
Australia as fellows. However, it is expensive to send 
an ophthalmologist from an Asian country to live and 
train in Australia for a year and, in addition, the country 
of origin loses the services of that doctor for a year. To 
make matters more difficult, young ophthalmologists 
from developing countries can experience difficulty in 
passing the International English Language Testing System 
(IELTS) which is required to register with the Australian 
Health Practitioner Regulation Agency (AHPRA) and work 
in Australia. For these reasons, SFA adopted a different 
strategy that involves training three fellows in neuro-
ophthalmology in their own country, following a model 
that has proved successful in cornea/anterior segment, 
glaucoma, oculoplastics and paediatric ophthalmology. 
The other main advantages of teaching ‘in country’ is that 
we are treating local patients, using local equipment and 
have access to locally available investigations and surgical 
expertise. 

Vietnam
Three fellows were selected by the host country and, 
in 2014, I organised 11 neuro-ophthalmologists from 
Australia and New Zealand to each spend a week at the 
Vietnam National Institute of Ophthalmology in Hanoi 
and teach various aspects of neuro-ophthalmology. The 
visiting doctors gave tutorials and lectures (including 
grand rounds) and also taught on patients presenting to 
emergency and general clinics. Between visits, the three 
fellows had three weeks in which to study the given 
topic before a test on that topic was administered at the 
beginning of the following month by the instructor. In 
early 2015, I ran a review course culminating in a final 
examination which included a formal case presentation 
and discussion. The three successful fellows were then 
given a Certificate of Completion of Fellowship. The 
aim of this course was to empower the fellows to set up 
neuro-ophthalmology clinics and, in due course, to train 
their own fellows. 

Myanmar
Myanmar has a population of about 60 million with 
no previous sub-specialists in neuro-ophthalmology. 
I organised an in-country neuro-ophthalmology 
fellowship at the Yangon Eye Hospital, which ran from 
July 2016 to the final revision training and exam in 
September 2017. The three graduating fellows are 
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now setting up their own neuro-
ophthalmology units in different 
areas of Myanmar and will start 
training their own fellows, thereby 
creating the desired ripple effect 
of our program. The medical 
degree in Myanmar is conducted 
in English, making it much easier 
to teach there as we did not 
require sequential translation. Eight 
ophthalmic and three neurological 
neuro-ophthalmologists from 
Australia and New Zealand were 
recruited to teach on allotted 
principal topics (see Table 1) and 
set a test on that topic to be held 
a month later. I ran an exam at the 
beginning of the fellowship and 
then reset the same exam at exit. The 
three successful fellows all performed 
very well in the written exams and 
in their case presentations. An 
added highlight for these fellows 
was the opportunity to attend the 
2017 Annual Neuro-Ophthalmology 
Conference in Sydney where they 
each presented a poster or lectern 
presentation.

2016

Prof John Crompton Introduction to neuro-ophthalmology, diplopia

Dr James Walker Phakomatoses, paediatric neuro-ophthalmology

Dr Stephen Best Optic discs

Dr Dennis Lowe Myopathies, thyroid eye disease, myasthenia gravis

2017

Dr Sumu Simon Eyelids, blepharospasm, botox

Dr Mark Paine Eye movement disorders

Dr Neil Shuey Chiasmal disorders

Dr Ionne Anderson Pupil disorders

Prof Christian Lueck Retrochiasmal & higher visual disorders

Dr Susan Carden Acquired & functional visual loss

A/Prof Claire Fraser Optic neuropathies

Prof John Crompton Orbits, trauma: final revision & exam 

Table 1: Myanmar Neuro-Ophthalmology In-Country Fellowship 2016-2017

From left to right: A/Prof Than Htun Aung, Paediatric Ophthalmologist; Dr Thet Thet Sein, Medical Superintendant of Yangon Eye Hospital; Prof 
Tin Win, Director of Yangon Eye Hospital; Prof John Crompton; Nursing Matron; the three N/O Fellows: Dr Yin Nwe Win, Dr Mon Mon Yi, Dr Aye 
Kyaw Maung

SFA is now developing a similar neuro-ophthalmology fellowship course in Phnom 
Penh, Cambodia in 2019.
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Lessons I have learnt
Medical services in Asia
In most countries, doctors are 
employed to work five to six days per 
week in the public hospitals and are 
not well paid, so most have private 
clinics after hours. They have to retire 
from public work when aged 60 years. 
Whilst outpatient care is often free, 
the patients pay for all investigations, 
medications and, if surgery is needed, 
for all consumables unless they are 
in need of charity. It is often very 
expensive in some countries to 
get onto a training scheme to be a 
specialist and this may have an impact 
on the drive to do pro-bono work. 
Not all ophthalmic trainees are taught 
enough surgery to become competent 
and confident to perform it. Some 
common reasons that patients often 
present late with advanced pathology 
are listed below. 

Local facilitator
In planning a teaching tour, it is very 
important to have a local facilitator 
who can organise the venue; arrange 
accommodation, local transport and 
meals; and negotiate any necessary 
bureaucracy required by the local 
hospital administration and/or 
Ministry of Health. The facilitator 
can also arrange for local trainees to 
present cases. Emailing PowerPoint 

presentations and handouts via 
Dropbox (or similar) allows the slides 
to be translated in advance, which 
makes everything much easier for 
both the lecturer and audience. We 
have found that attendees prefer 
sequential translation (i.e. the lecturer 
delivers a sentence in English which is 
immediately followed by translation 
into the local language) rather 
than simultaneous translation via 
headphones.

Equipment 
Slit lamps are usually available in 
each clinic room but fundus lenses 
are rare in some regions. Indirect 
ophthalmoscopes are very scarce and 
often one is shared between the clinic, 
the wards and the operating theatre. 
Hence, do take your own torch, fundus 
lens and ophthalmoscope, prism 
bars and other preferred equipment. 
However, I would suggest that, if you 
are asked to demonstrate surgical 
techniques, you only use the locally 
available equipment. It may be 
inappropriate to show off the latest 
technology or equipment that may 
not be locally available or affordable.

Teaching issues
Because of the limited availability 
of laboratory and imaging studies 
plus, of course, their expense to 
the patient, emphasis must be on 
developing clinical skills. In my 
experience, whilst the doctors in 
training know a great deal, their 

knowledge tends to be structured in 
the form of lists, from rote-learning, 
with little integration between the 
lists and patients’ symptoms and 
signs. This is not so problematic in 
Myanmar where the medical syllabus 
is based on Western models. In other 
Asian countries, problem-based 
learning and medical school training 
is often somewhat lacking in terms 
of basic science and pathology. The 
basic Oslerian clinical sequence of 
history, examination, provisional 
diagnosis, focused investigations, final 
diagnosis and management plan is 
not always practiced. Too often, it is 
the sequence of: brief history, cursory 
examination (not necessarily of both 
eyes as the patient in some places 
has to pay more to have both eyes 
examined) and neuro-imaging. Fundus 
examination at the slit lamp and/or 
by indirect or direct ophthalmoscope 
is not routine. The usual reasons for 
cursory examination is huge patient 
numbers and limited time available for 
each patient.

Flexibility in the lecture timetable, 
the level of teaching and the speed of 
delivery is important in order to meet 
the needs of the local audience. As 
those in attendance gain confidence 
in the lecturer, it is likely that he/she 
will receive many requests for opinions 
on clinical problems from local 
practices. In addition, there are often 
many requests for fellowship training 
positions.

Feature Article

A/Prof Clare Fraser checking examination technique

Factors why the 
pathology is so advanced 
in Asian countries

• Often fatalistic approach 
to health

• Patients may go to a 
“natural healer”/herbalist 
first

• Lack of knowledge of 
benefits of medical care

• Patients cannot afford 
transport to nearest clinic

• Family member would 
need time off work to 
escort patient 

• Medical insurance is 
uncommon and covers 
only the well-connected 
and well-to-do
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Dr Stephen Best discussing the finer details of neuro-
ophthalmology

Conclusion
Neuro-ophthalmology lends itself to itinerant teaching. 
Such knowledge is eagerly sought after by our Asian 
colleagues who are extremely considerate and generous 
hosts. I have found such teaching to be incredibly satisfying 
and rewarding and very much hope others will as well.

Financial disclosure 
I have worked with four NGOs: Australian South Pacific 
Eye Care Teams, Sight For All, Life Line Express and the 
John Fawcett Foundation. The first three NGOs fund my 
travel and accommodation whilst I am a senior consultant 
(unpaid) and Board Member for the last.

Teaching Tips
• Avoid eponymous terms. For example, try 

to use “oculo-sympathetic palsy” rather than 
“Horner’s…”

• Avoid abbreviations in your slides and avoid 
Latin and Greek words if possible.

• Use the same spoken words as on your 
teaching slides to simplify translation and 
avoid confusion.

• Don’t cause “loss of face”—do not 
embarrass senior doctors in front of their 
trainees and do not drag answers from often 
reluctant and shy members of the audience 
who are used to didactic teaching.

• Do allow time for questions and clarification.
• I personally have found it very helpful to 

teach by using “mini-cases” with brief salient 
points of history and examination, then 
after discussion of these, showing relevant 
investigation results and allowing time for 
the development of a management plan.

• If operating, use the local surgical 
equipment.

25-26 August 2018 
Westin Hotel, Sydney 

Register at www.ophthalmologyupdates.com
The revision and updates conference for all 

ophthalmologists

Convenor | Adrian Fung 
 

Cornea | Gerard Sutton 
Uveitis | Peter McCluskey 

Vitreo-retinal | John Downie  
Glaucoma | Stuart Graham 

Oculoplastics | Peter Martin 
Genetics | Robyn Jamieson 

Cataract | Chandra Bala 
Neuro-ophthalmology | Clare Fraser 

Paediatrics | Trent Sandercoe 
Medical Retina | James Wong 

Pathology | Svetlana Cherepanoff 
International | Xiaoling Liang 

Visual Disability | Ron McCallum 
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After the successful launch 
of the RANZCO NUCLEUS 
Program in April 2017, 
overwhelmingly positive 
feedback has been received 
from RANZCO Fellows 
and practice managers in 
response to the program and 
its resources, which assist 
with quality improvement and 
preparation for accreditation. 

The NUCLEUS Program has been 
designed using the National Safety 
and Quality Health Service (NSQHS) 
Standards as its framework. In June 
2017, it was announced that the 
second edition of the NSQHS had 
been developed by the Australian 
Commission on Safety and Quality in 
Health Care and endorsed by Health 
Ministries. The standards were officially 
released in November 2017. 

The second edition of the NSQHS 
Standards has been developed to 
address gaps that were identified in 
the first edition. The second edition 
streamlines standards and actions, 
making them more clear and easier 
for implementation. There are now 
eight standards and 148 actions of 
the NSQHS as opposed to the initial 
10 standards and 256 actions found in 
the first edition. Approximately 65% of 
actions in the second edition correlate 
directly with actions from the first 
edition. Similar or related actions have 
been merged to simplify compliance 
and reduce duplication. New content 
has also been added to incorporate 
standards for mental health and 
cognitive impairment, health literacy, 
end-of-life care and Aboriginal and 
Torres Strait Islander health. 

Assessment against the second 
edition of the NSQHS Standards 
will officially commence from 1 
January 2019. The second edition of 
the NUCLEUS program is currently 
being developed with completion 
and release expected in January 
2019. Further information about 
transitional arrangements for Fellows 
and practices that have not completed 
the requirements of the first edition 
of the NUCLEUS Program or sought 
practice accreditation before this 
date will be provided later in 2019, 
after consultation with accreditation 
agencies. 

The second edition has been 
updated to include the following eight 
Standards:

Clinical Governance
This standard describes the clinical 
governance, safety and quality 
systems required to maintain and 
improve reliability, safety and quality 
of healthcare and improve health 
outcomes for patients.

Partnering with 
Consumers
This standard describes the systems 
and strategies for creating a patient-
centred health system by ensuring 
that patients are involved in shared 
decision making and that consumers 
are involved in the development and 
design of quality health care. 

Preventing and 
Controlling Healthcare-
Associated Infection
This standard describes systems and 
strategies for preventing infection, how 
to manage infections effectively, and 
limiting antimicrobial resistance as part 
of effective antimicrobial stewardship. 

Medication Safety
This standard describes systems and 
strategies to ensure clinicians safely 
prescribe, dispense and administer 
appropriate medicines to informed 
patients, and monitor the use of 
medicines.

Comprehensive Care
This standard describes the integrated 
screening, assessment and risk 
identification processes for developing 
an individualised care plan to 
minimise and prevent the risks of harm 
in identified areas.

Communicating for 
Safety
This standard describes the 
systems and strategies for effective 
communication between patients, 
carers and families, clinicians, and 
across the health service organisation.

Blood Management
This standard describes systems 
and strategies for safe, appropriate, 
efficient and effective care of a 
patient’s own blood, as well as other 
supplies of blood or blood products.

Recognising and 
Responding to Acute 
Deterioration
This standard describes the systems 
and process to respond effectively to 
patients when their physical, mental or 
cognitive condition deteriorates.

An update on 
the NUCLEUS 
Program
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Branch Musings
New South Wales
Chair  
Dr Robert Griffits
Vice Chair  
Dr Diana Farlow
Hon Secretary  
Dr Alina Zeldovich
Hon Treasurer  
Dr Nisha Sachdev
Country Vice Chairperson  
Dr Neale Mulligan
The NSW Branch Committee 
will welcome delegates and the 
ophthalmic supporting industry to 
our Annual Scientific Meeting on 
16-17 March 2018. The event will 
be held at Pokolbin in the Hunter 
Valley.

This year’s theme, 
Ophthalmology—Its Ups and Downs, 
will focus on the management and 
prevention of complications that 
occur in the practice of our craft. 

The meeting will cover a wide 
spectrum of topics including uveitis, 
cornea, cataract, ocular trauma, 
glaucoma, neuro-ophthalmology 
and paediatric ophthalmology.

Our invited speakers are Dr Ken 
Nischal (USA), Dr Rupesh Agrawal 
(Singapore) and A/Prof Wilson Heriot 
(Melbourne).

Organising the NSW Branch Annual 
Scientific Meeting is our core business, 
and plans are well underway for the 
2019 meeting which will be held in 
Sydney on 15-16 March 2019.

Next year’s theme will be 
Ophthalmology Over the Horizon 
Radar, which will examine the 
innovations that are coming 
up and will greatly impact how 
ophthalmology is practiced.

The financial position of the Branch 
is very sound, providing us the seed 
capital for conference organisation 
and other activities. We also strongly 
support ophthalmology research 
through grants to ORIA.

The Branch is currently very active 
in assisting colleagues to upgrade the 
quality and scope of public hospital 
clinics, particularly in the high 
population growth areas of Western 
Sydney.

Congratulations to A/Prof Andrew 
White who won the Delivering 
Integrated Care Award at the 2017 
NSW Health Awards for his role in 
leading the new healthcare model, 
the Community Eye Care (C-Eye-
C) Project, which aims to improve 
access for patients with low risk 
glaucoma and diabetic eye disease in 
Western Sydney.

Dr Robert Griffits
Chair, RANZCO NSW Branch

South Australia
Chair 
Dr Mark Chehade
Hon Secretary & Hon Treasurer 
Dr Matthew Little
The last quarter has seen more 
interest in holidays and warm 
weather rather than the changing 
landscape of health care in South 
Australia.

The new Royal Adelaide Hospital 
(RAH) has been functioning now 
for approximately four months 
and it is becoming apparent that 
the building, by architectural 
design, is not lending itself well at 
all to efficiency. Functional units, 
which traditionally have been 
geographically close, are often very 
remote creating great inefficiencies 
and poor patient pathway.

Many theatre lists have been 
cancelled and waiting lists are 
growing progressively. The waiting 
list for all elective surgery at the RAH 
has become uncomfortably long to 
politicians and the specialists have 
been invited to perform extra lists 
at awkward times to recreate lost 
efficiency.

Most of us who work within the 
new RAH do not see an end to this 
inefficiency unless patient pathways 
are modified to enhance efficiency. 
The new hospital is singularly going 
to be the most significant discussion 
point for all the specialties in South 
Australia for the years to come.

We started work at the new RAH 
with case-notes and in April this 
year we will be ramping down 
what precious little work we do at 

the moment to accommodate the 
introduction of EPAS (Enterprise 
Patient Administration System). 
None of us are looking forward to 
this transition.

We do, however, look forward 
to welcoming the entire RANZCO 
membership to Adelaide later this 
year for RANZCO’s 50th Annual 
Scientific Congress. Even though 
the event is coordinated from New 
South Wales, the local representative 
Dr Neil Gehling remains a critical 
hub and it is exciting to hear 
the possibilities of unique guest 
lecturers.

This year represents the first year 
in the last quarter decade in which 
three residents obtained accredited 
registrar positions and we look 
forward to increased throughput of 
registrars in South Australia in the 
years to come.

The repatriation and general 
hospital has finally closed and 
ophthalmology services have been 
discontinued at the Lyle McEwan 
hospital. Therefore, the entire public 
services are now dependent on 
Queen Elizabeth Hospital, Royal 
Adelaide Hospital, Flinders Medical 
Centre and the much smaller eye 
department at the Modbury Hospital. 
Reduced efficiency at several of 
these centres through change in 
building site and introduction of 
electronic health records is going 
to put great strain on an already 
growing waiting list problem.

The SA Branch Committee is 
currently considering a theme and 
location for the 2019 SA and NT 
scientific meeting and no doubt by 
the next Eye2Eye publication, we 
will have a date to save and exciting 
news about the venue. 

Dr Mark Chehade
Chair, RANZCO SA Branch
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Tasmania 
Chair
A/Prof Paul McCartney 
Hon Secretary
Dr Andrew Traill
Hon Treasurer
Dr Andrew Jones

The Tasmania Branch is looking 
forward to welcoming our interstate 
colleagues as we host our Branch 
Annual Scientific Meeting, again 
in Hobart on the weekend of 23-24 
June, timed to coincide with the 
winter festival, Dark MOFO.

The Tasmania Branch has resolved to 
assist financially in the education of two 
Timor Leste doctors. They are holders 
of a Diploma of Ophthalmology from 
the National University of East Timor 
(UNTL) and are currently studying for 
their Masters in a three year program 
in Nepal. They are both exceptional 
candidates; their commitment to the 
profession is clear as they are both 
mothers with children who will remain 
in Timor Leste. Their studies have been 
supported and facilitated through the 
East Timor Eye Program (ETEP).

A/Prof Paul McCartney
Chair, RANZCO Tas Branch

Victoria 
Acting Chair & Hon Secretary
Dr David Van der Straaten
Hon Treasurer
Dr Lewis Levitz

The Victoria Branch would like to 
acknowledge and thank Dr Andrew 
Crawford for his years of dedicated 
service as Branch Chair, committing 
his ideas, energy and enthusiasm 
to the activities of the Branch and 
facilitating communication across 
Victorian ophthalmology. The 
Committee wishes him well as he 
steps down from this position and 
the College Council.

The 2018 Branch Scientific Meeting 
was held on 3 March 2018 at the 
Woodward Centre of the University 
of Melbourne with updates and talks 
on a range of ophthalmology topics, 
providing interest to generalists and 
subspecialists. Invited speakers were 
Professor Paul Mitchell (Medical Retina), 
Dr Greg Moloney (Cornea) and Dr 
Andrew Cuthbertson (R&D Director and 
Chief Scientific Officer, CSL Behring). 

Dr Leanne Rowe spoke at the dinner 
meeting at the RACV Club on the issue 
of doctors’ health. 

The Committee decided to continue 
holding the Branch AGM at the Annual 
Scientific Meeting instead of as a 
separate event, as in the past. 
The Branch has made submissions and 
held discussions with the Victorian 
Department of Health and Human 
Services on a review of state regulations 
that govern private hospitals and 
day procedure centres, particularly 
around laser eye surgery. Patient safety 
has been top priority with the aim of 
avoiding regulation in areas where it 
will not improve health outcomes.

Dr David Van der Straaten,
Acting Chair & Hon Secretary, RANZCO 
Victoria Branch

Western Australia
Chair
Dr Nigel Morlet
Hon Secretary
Dr David Delahunty
Hon Treasurer
Dr Tom Cunneen

RANZCO’s 49th Annual Scientific 
Congress was held in Perth in 
November last year and was very 
successful, with over 1000 delegates. 
It was great to see folk heading west 
to enjoy our local environs. 

The following weekend the Branch 
meeting was held in Margaret River 
where we had a fabulous symposium 
on Innovation: Incremental vs 
Disruptive Change where Australia’s 
most innovative ophthalmologists 
provided insights to the travails and 
highlights of the translation and 
development process of that great 
research idea. We started with Prof Ian 
McAllister providing a history of the 
development of the ophthalmoscope 
(he showed a fantastic display of those 
instruments at the museum section 
in the trade hall during Congress). 
This was followed by talks from Prof 
Minas Coroneo, Vision Blue and Cypass 
implant developer; Prof Bill Morgan, 
Xen implant developer; Prof Ian 
Constable, developer of transvection 
gene therapy for AMD; Prof Graham 
Barrett, intra-ocular lens calculation 
formulae developer; and Prof Charles 
McGee, institute director, who all 
provided unique stories about their 

developments over the years. Drs 
Jo Khoo and Chloe Ting shared the 
registrar best presentation prize with 
their case reports. We then headed to 
the Leeuwin Estate to appreciate the 
unique Margaret River terroir.

The two sessions on antibiotic usage 
during the Congress complemented 
the WA Branch audit nicely and Dr Jo 
Richards presented the preliminary 
results of the audit to date. The talks at 
the Congress are available through a 
number of avenues—contact Simon 
Janda, RANZCO Manager, Professional 
Development & Accreditation, at 
sjanda@ranzco.edu for more details. 
To complete your audit the follow up 
post-test questions can be found at 
https://www.surveymonkey.com/r/
Posttest_Questions 

The Branch submission to the WA 
Sustainable Health Review recently 
covered our assessment of the current 
provision of public ophthalmology 
services for the state. We asked for 
the establishment of an overarching 
state ophthalmology service to better 
coordinate service provision, as we 
believe that there is an inequitable 
arrangement for patients simply based 
on their location of interaction with 
the public service. Competing interests 
poach funds from ophthalmology 
within the separate parts of the 
area service arrangement, and there 
are glaring examples of waste in 
other parts. We also requested the 
establishment of public ophthalmology 
services in the northwest. Not only 
would that vastly improve service 
provision at less expense, but rural 
training opportunities would be 
enhanced as well. 

The training registrars have now 
established their own group, the WA 
Ophthalmology Registrars Society, and 
the Branch will work closely with them 
to provide educational opportunities 
and combined social events. 

 We have organised our next Branch 
meeting which will be held in Broome 
on the weekend of 12-13 May 2018 
so please save the date!

 Dr Nigel Morlet,
Chair, RANZCO WA Branch
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New Zealand
Chair 
Dr Brian Kent-Smith
Hon Secretary and Hon Treasurer
Dr Andrea Vincent

District Health Boards (DHBs) across 
New Zealand are trying to cope with 
a huge backlog in ophthalmology 
clinic follow-ups. This is colloquially 
referred to as the ‘follow-ups 
crisis’. I wrote about it in one of my 
submissions to Eye2Eye last year and 
it remains our biggest challenge. 
A number of measures have been 
instituted to address the crisis: the 
formation of an Expert Advisory 
Group, a one-off cash injection of 
$2 million and the commissioning 
of a report by EY (formerly Ernst 
and Young). The EY report has not 
yet been released but RANZCO has 
seen and endorses its preliminary 
recommendations. 

In most DHBs the number of people 
overdue for follow-ups is coming 
down but some are struggling more 
than others. I think it is remarkable 
how much has been achieved with a 
relatively small sum of money. Rather 
than the money, I believe the major 
factor has been having the light shone 
on the problem. Ophthalmology has 
to compete with every other speciality 
for resources and, right now, we’re one 
of the squeakier wheels. Unfortunately, 
there’s only so much you can do when 
funding falls short of demand. In 
February, David Andrews and I met 
with the new Minister of Health and 
put the case for increased investment 
in ophthalmology. The outcome of our 
meeting is yet to be determined.

At the request of the Expert 
Advisory Group, Drs Dianne Sharp 
and Shenton Chew have developed 
collaborative care guidelines for 
macular degeneration and glaucoma 
respectively. These have been 
forwarded to all RANZCO NZ Fellows for 

comment and will become the national 
standard for our DHBs to adopt. Huge 
thanks to Dianne and Shenton for the 
tremendous amount of work they 
have put in. This is an important step 
towards standardising levels of care 
across the country.

I am very pleased to announce 
the formation of our new Māori 
and Pasifika Health Committee. We 
had an enthusiastic response to our 
request for Committee members. At 
a teleconference in November the NZ 
Branch elected six members (three 
consultants and three registrars) to 
the Committee. I am confident the 
Committee will make a positive impact 
on ophthalmology in New Zealand.

Save the date: Dr Sue Ormonde and 
Prof Trevor Sherwin are hosting the NZ 
Branch Annual Scientific Meeting at the 
Hilton Hotel, Auckland, from 10-13 May. 
We hope to see you there.

Dr Brian Kent-Smith,
Chair, RANZCO NZ Branch
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Special Interest Groups

ANZSRS update
The retinal specialist community 
welcomes the introduction of 
new Medicare item number 
11219 for OCT in conjunction 
with PBS funded intravitreal 
therapies. All using this item 
number should note that it is 
specifically defined to only apply 
to the initial application for these 
therapies and, therefore, should 
not be used on an ongoing basis 
in the follow-up management 
of people with intravitreal 
therapies.

Applications for the Bayer Global 
Ophthalmology Awards Program (GOAP) 
are now open. This program awards 
grants for research into retinal diseases 
and also for advanced fellowship training 
of retinal subspecialists. Information can 
be obtained on the GOAP website  
http://bayer-ophthalmology-awards.com/

The annual mid-year meeting for 
members of the Australian and New 
Zealand Society of Retinal Specialists will 
be held in Melbourne on Saturday 26 and 
Sunday 27 May. The meeting will again be 
focussed on giving an update on recent 
developments in the field of medical and 
surgical retina. 

This year the guest lecturer will be  
Dr Richard Spaide from New York.  
Dr Spaide has made a profound impact 
on our understanding of retinal disease 
and is a captivating and wide-ranging 
lecturer.

Membership of ANZSRS is open to all 
RANZCO Fellows with an interest in retina. 
Full details of membership categories can 
be found at https://ranzco.edu/anzsrs

Jennifer Arnold
Chair, ANZSRS 

NOSA and Neurovision 
2018: Melbourne 
Sheraton Hotel, Little Collins Street, 
Melbourne, Victoria
13-16 September 2018

Invited speakers:
Prof Prem Subramanian, MD, PhD
Professor of Ophthalmology, Neurology, and 
Neurosurgery
University of Colorado School of Medicine Denver, 
Colorado

Mr Tim Matthews, FRCOphth
Consultant Ophthalmologist
Birmingham Neuro-Ophthalmology Unit
University Hospitals Birmingham NHS Foundation Trust 
Birmingham, UK

This year’s NOSA meeting will be held in 
Melbourne from 13-14 September, and will 
be immediately followed by the Neurovision 
training weekend from 15-16 September. 
We are privileged to have a high quality 
international invited faculty again this year. 

Mr Tim Matthews is familiar to the Australasian 
ophthalmology and neuro-ophthalmology community, 
having trained no fewer than seven local Fellows. He has 
vast clinical experience from nearly 20 years’ work in one 
of Europe’s busiest neuro-ophthalmology units. He will 
present on IIH - lessons from the IIHTT, myasthenia gravis, 
and advances in skull base surgery and neuro-imaging. 

Prof Subramanian has held previous clinical and 
academic appointments at Johns Hopkins University, 
and is now division chief of ophthalmology, 
and professor of ophthalmology, neurology and 
neurosurgery at the University of Colorado. He is at the 
forefront of North American neuro-ophthalmology. He 
will lecture on a selection of his research interests —
giant cell arteritis, brain injury and visual dysfunction, 
and thyroid eye disease.

We look forward to welcoming you all to Melbourne in 
September for what should be a stimulating and highly 
informative NOSA meeting.

Drs Brent Gaskin (FRANZCO) and Neil Shuey (FRACP), 
Convenors 

ANZSRS
Australian and New Zealand Society of Retinal Specialists
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ORIA Update 
Each year, ORIA presents 
research grants to 
ophthalmologists and vision 
scientists, recognising 
outstanding research in the 
basic or clinical sciences as 
applied to ophthalmology. 
In 2018, ORIA awarded 12 
research grants to advance 
eye research in Australia; 
with total funding of 
$584,000. Congratulations to 
our 2018 grant recipients!

ORIA research grants have enabled 
many ophthalmologists and vision 
scientists working in university 
departments to improve the diagnosis 
and treatment of eye diseases through 
research. ORIA grants provide essential 
funds for ophthalmology research, 
which is a growing field, as reflected in 
the increasing number of applications 
for ORIA funding. However, the costs 
involved in this research have gone up 
without corresponding increases in the 
number of grants and the monetary 
value allocated to each individual grant. 
As a result, high quality Australian eye 
research is going unfunded; the chart 
below shows the percentage of grants 
deemed eligible for funding and the 
actual proportion that received funding 
in 2017-2018.

Fundable projects 2017-2018
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Female investigators are well represented in the overall number of women 
applying for and receiving ORIA funding, meeting the RANZCO target of 
35% participation of females in College related activities. The chart below 
illustrates the percentages of research funding applications and grants over 
the past three years, by gender:

Applications for research grants for 2019 are now open and we invite 
ophthalmologists, trainee ophthalmologists, university departments (or 
equivalent) of ophthalmology or ophthalmic research institutes to apply. Please 
visit the ORIA website www.oria.org.au for a copy of the 2019 Application 
Guidelines. The closing date for applications is 15 May 2018. Each grant is peer 
reviewed by ORIA’s Research Advisory Committee made up of leading research 
ophthalmologists and vision scientists from Australia and New Zealand. 
Applicants will be notified of the outcome in November 2018.

After many years of dedicated service, ORIA CEO Anne Dunn-Snape 
retired from her role in October 2017. Anne’s tireless work for ORIA 
has helped us to deliver against our objective of promoting research 
into the causes of eye disease and the prevention of blindness. 
During Anne’s tenure, millions of dollars has been distributed in the 
form of ORIA grants for projects that have already advanced eye 
research and will continue to do so in the future. We thank Anne for 
her service and wish her well in her retirement.
Following the signing of a service agreement in December 2017, 
administrative services for ORIA will be provided by RANZCO, 
with the ORIA Board continuing to oversee the running of the 
organisation. The main point of contact for ORIA will be Margaret 
Lum, Grants and Research Officer, who can be contacted on  
mlum@ranzco.edu or through the switchboard on 02 9690 1001. 

Prof Stephanie Watson
Chair, ORIA

O R I A
ADVANCING EYE RESEARCH
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ONZ update
ONZ welcomes its members 
to another year, but what 
does the new year hold for its 
members?

In the present climate of spiralling 
costs in healthcare, combined with 
innovative technological devices 
and aides becoming available, we 
are struggling to meet the increased 
expectations of our patients within the 
expenditure constraints of public and 
private funding. Universal, sustainable, 
affordable healthcare for all has 
become the holy grail of the future!

In New Zealand, this balancing 
act of meeting expectations (not to 
mention waiting lists) is evidenced in 
our District Health Boards (DHBs) and 
through the actions of our insurers. 
Patients are becoming more informed 
in ophthalmological treatments first 
hand, and demand to have access to 
the latest innovations and devices. 
This is increasingly driven by their own 
knowledge of availability elsewhere. 

ONZ board members are working 
with ONZ members who are active 
in both DHBs and with insurers 
in negotiating this minefield of 
competing interests. For both the 
providers of tertiary health care (DHBs) 
and insurance services, the issues are 
the same: supplying a service to their 
patients/clients at an affordable and 
sustainable rate.

2017 saw ONZ members come 
together as a body to work on 
solutions to achieve this goal, through 
our educational forums, access to 
information on our website and 
coordinated strategies to represent 
ophthalmological interests on issues 
such as the MIGS initiative.

Membership is growing in 
recognition of this coming together, 
and sponsors have helped to fund 
our member activities. In order to 
gain a competitive advantage, ONZ 
needs to have all NZ ophthalmologists 
supporting us, and with membership 

rates so low there really is no reason 
not to join!

With your help, 2018 will see 
further forums for members and 
ophthalmologists in general. Funds 
available will be used to put a 
coordinated strategy in place for areas 
such as cataract pricing, new devices 
and resources written for the NZ 
market.

What can you do?
• If you are not a member, please join 

up! It is cheap and easy to do—just 
email admin@ophthalmologynz.
co.nz to request a membership 
form. 

• Come along to our Business Forum 
or The Other Matters Business 
Forum.

• Come and talk to us at the Annual 
General Meeting, which will be held 
during the NZ RANZCO meeting.

In other news, the board of ONZ 
congratulates Dr Dianne Sharp 
on being awarded RANZCO’s 
Distinguished Service Medal for 
her outstanding contribution to 
ophthalmology. This award is well 
deserved by our good friend and 
colleague who has greatly contributed 
to NZ ophthalmology.
We look forward to seeing you in 2018.

The ONZ Board

Clinical Leaders 
Forum
Where: TBC
When: 27 March 2018
How: Invites should 
be in your inbox. 
Alternatively, please 
email admin@
ophthalmologynz.co.nz 
for more information.

ONZ Business 
Forum—The Other 
Matters
Where: Auckland, 
Hilton.
When: May (Sunday 
after RANZCO NZ 
Branch Meeting)
How: Details coming 
soon.

SAVE 
THE 

DATE

Dr Dianne Sharp
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ASO update
As I compose this column 
I am cognisant that ASO 
members have already 
received our organisation’s 
monthly newsletters 
updating them on the latest 
developments regarding 
MIGS, MBS item 42738, 
oculoplastic pre-approvals, 
the ongoing MBS Review, 
and the machinations of 
private health insurers set on 
bringing managed care into 
the Australian healthcare 
narrative. 

To avoid repetition I have decided 
to use the column space here to offer 
some thoughts on my recent visit to 
Canberra to meet with Health Minister 
Greg Hunt and his senior staffers, 
along with other key politicians and 
Department of Health officials.

Our message for the meetings was 
simple: ophthalmologists in Australia 
are currently delivering world-leading 
outcomes via the fee-for-service system 
that is a basic tenet of our efficient 
public-private healthcare framework.

It is a message they need to hear. 
Repeatedly.

Yes, there are legions of detractors 
to the fee-for-service model. They 
occupy influential positions in the 
bureaucracies of the health consultant 
networks and are the noise in all these 
‘think tanks’ currently being written 
about in our leading newspapers. But 
politicians can’t ignore the voice of a 
united profession. A voice that speaks 
loud and clear.

In economic terms fee-for-service is 
very efficient. The funding goes straight 
to the patient when they procure a 
health service. Simple. Compare this 
with state governments who receive 
health funding that is quickly diluted 
by administrators, wasteful projects 
and dubious infrastructure builds. How 
much of it actually gets to the coalface 
of patient care?

Ophthalmologists fund their own 
clinics with private capital. They build 
their own day surgeries and provide 
high volume, efficient procedures for 
hundreds of thousands of Australians. 
We take the load off public services, 
save the Government millions of 
dollars and yet, somehow, when 
health expenditure increases due to 
the efficiency of our service delivery, 
we get slapped with the villain label! 
Maintaining and restoring the sight of 
Australians saves far more money than 
the cost of our services. 

ASO continues to work on ensuring 
that its footprint is identifiable in the 
political and bureaucratic space. We 
travel to Canberra regularly to tell 
the story of ophthalmology: why our 
specialty is one of the most efficient 
and effective, and how patients are the 
benefactors of this.

We welcome your feedback.

Peter Sumich 
President, ASO

ASO BUSINESS SKILLS EXPO 2018
SAT 12 May & SUN 13 May 2018
InterContinental, Double Bay, NSW

Our learning program has been 
designed to grow your business skills 
and challenge you with new ideas.

For details or to register visit:
www.ASOeye.org/expo2018

Cocktail function
Saturday night

Sunday -  
Day Surgery  
Owner’s Breakfast

FREE to all  
ASO MembersFREERANZCO CPD

Points Pending
CPD
POINTS
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Ophthal News

The Asia-Pacific Vitreoretinal 
Society (APVRS) welcomed 
1800 delegates, from 40 
countries all across the 
world, as they congregated in 
Kuala Lumpur in December 
2017. The APVRS, formed 
in 2006, is the established 
supranational society of 
retinal specialists in the 
Asia-Pacific region. The 
continuing role of this society 
is to lead the development 
and education of vitreoretinal 
ophthalmology in the region. 
Australia has played an 
important leadership role 
in this society since its 
inception. 

The Malaysian Society of 
Ophthalmology (MSO) and the APVRS 
co-hosted the 11th APVRS Congress 
in 2017 at the world renowned Kuala 
Lumpur Convention Centre. For two 
years, MSO planned to bring the APVRS 
Congress to Kuala Lumpur. Under 
the leadership of Dr Kenneth Fong, 
President of the 11th APVRS Congress 
and President of MSO, last year’s APVRS 
Congress was regarded as a must 
attend retina meeting of high quality 
scientific content not only in the Asia-
Pacific region but worldwide.

Dr Andrew Chang, the APVRS 
Scientific Secretary, was delighted with 
the scientific program of 170 invited 
speakers in 38 scientific sessions. Many 
Australian and New Zealand speakers 
contributed to the scientific program.

Over 400 submitted scientific 
abstracts provided delegates, trainees 
and fellows the latest knowledge in 

vitreoretinal sub-specialty from world-
renowned experts. Last year, a new 
session format of eight masterclasses 
was introduced covering important 
areas in retinal disease led by 
international and regional experts. 

Keynote speakers for the meeting 
included Dr Taraprasad Das giving 
the APVRS Tano Lecture on Decoding 
evidence-based best practice in post-
cataract surgery endophthalmitis: 
Prevention and Treatment.  
A/Prof Andrew Chang presented 
the Keshmahinder Singh Oration on 
Vitreoretinal Surgery—An Unexpected 
Adventure. Dr Neil Bressler gave the 
inaugural International Award Lecture 
on Revolution in Diabetic Retinopathy 
Management. Dr Timothy Lai was 
selected to give the Ian Constable 
Lecture on Management of Choroidal 
Neovascularisation due to Uncommon 
Causes. 

Asia-Pacific Vitreoretinal Society (APVRS) 2017 
Scientific Congress 

Pomp and excitement of the opening ceremony of the APVRS congress
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The success of APVRS congresses 
continues to be strengthened by 
industry partnerships. In APVRS 
meetings, satellite meetings run in 
conjunction with the main scientific 
program. There were nine industry 
sponsors and 26 exhibitors. 

This year witnessed the 
commencement of the APVRS 
Leadership Development Program to 
foster and nurture future leaders in the 
region. Dr Dennis Lam, as Secretary-
General, worked with enthusiasm to 
bring innovation and excellence to the 
program. 

For 2018, the new leadership of the 
APVRS was announced: Dr Dennis Lam 
(Hong Kong) will be the President,  
A/Prof Andrew Chang (Australia) will 
serve as the Secretary-General and  
Dr Paisan Ruamviboonsuk (Thailand) 
will take on the role of Scientific 
Secretary. 

APVRS 2018 will be held in Seoul, 
South Korea. Our Korean colleagues 
are working hard to prepare another 
successful congress. Shanghai will 
host APVRS 2019 and Hong Kong will 
host APVRS 2020. Looking forward to 
seeing you at future meetings. 

A/Prof Andrew Chang
RANZCO Fellow
Secretary-General, APVRS 

Presentation of the Keshmahinder Singh Oration to A/Prof Andrew Chang. Dr TP Das, 
Dr Ken Fong, A/ProfAndrew Chang, Ms Singh, Dr Ian Constable (L-R).

Foundation 
welcomes Dee 
Hopkins as new 
CEO
The Board of Directors of 
Macular Disease Foundation 
Australia is pleased to 
announce the appointment of 
Dee Hopkins as Chief Executive 
Officer.

Dee joins the Foundation after an 
extensive management career in 
Canberra leading and influencing 
key organisations like Carers Australia 
ACT and as a Director with Medicines 
Australia.

Dee also has a personal drive which 
has led her to this position. She states 
“MDFA's purpose resonates strongly with 

me as my father had age related macular 
degeneration which left him with low 
vision. I could see the impact that had 
on him and on his quality of life. I feel 
privileged to be part of leading MDFA 
to achieve better outcomes for those 
affected by macular disease.”

Foundation Chairman Robert Kaye SC 
said “The Board is extremely happy with 
Dee’s appointment and believes she is 
the right person to take the organisation 
forward at a time when the NDIS, aged 
care and health landscapes are difficult 
to navigate and funding is tightening 
across the board for not-for-profits.”

Dee has spent many years advocating 
for better supports for family carers 
and providing services to carers and 
the people they care for in the ACT and 
South East NSW. 

“MDFA has a strong reputation 
as a highly effective and respected 
advocate as well as providing valuable 
services to people living with macular 
disease. It's so important for people 

affected by a macular condition to 
know about the valuable services 
provided by MDFA including assistance 
in navigating service systems so they 
can access the right services at the 
right time," says Hopkins.

Dee Hopkins commenced as  
Chief Executive Officer on Monday  
29 January 2018.

Ms Dee Hopkins
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Macular Disease 
Foundation Australia 
(MDFA) is shaking up 
its annual awareness 
campaign in 2018. This 
year, all of May will be 
Macula Month. 

Macula Month will focus on 
raising awareness of all diseases of 
the macula. Age-related macular 
degeneration and diabetic 
retinopathy will be the main focus, 
while not forgetting about the less 
prevalent macular diseases. 

Campaign kits are being sent to 
all eye health professionals and will 
be with you in late March. The kits 
will include a raft of materials and 
ideas on how you can get involved.

The campaign this year will be 
calling on Australians to reduce 
their risk of macular disease by 
having an eye test and macula 
check, adopting an eye healthy 
diet and lifestyle, and learning 
more about the disease by 
ordering a free disease information 
kit from MDFA.

Additional to campaign 
supporters Bayer, Blackmores and 
Optometry Australia, RANZCO will 
be getting behind the campaign 
in 2018, so keep an eye out for 
materials you can access through 
RANZCO’s digital platforms.

For further information contact 
Macular Disease Foundation 
Australia on 1800 111 709 or visit 
www.mdfoundation.com.au

Macula Month 
2018 

2018 Australia Day Honours

Prof Paul Mitchell was recognised as 
an Officer in the General Division of 
the Order of Australia for distinguished 
service to ophthalmology as 
a clinician, particularly in the 
management of age-related macular 
degeneration, through research 
into public health and ophthalmic 
epidemiology, and as an educator.

Dr Ross Littlewood was recognised 
as a Member in the General 
Division of the Order of Australia for 
significant service to medicine as 
an ophthalmologist, to professional 
medical organisations, and to the 
international community of Timor 
Leste.

Dr Philip House was recognised as 
a Member in the General Division 
of the Order of Australia for 
significant service to medicine as 
an ophthalmologist, to eye surgery 
foundations, and to the international 
community of Timor Leste.

A/Prof Julian Rait was awarded the 
Medal of the Order of Australia for 
service to ophthalmology and to the 
development of overseas aid.

RANZCO would like to congratulate four of our remarkable 
Fellows who were recognised for their incredible work and 
service to ophthalmology in the 2018 Australia Day Honours 
List. The achievements of Professor Paul Mitchell, Dr Ross 
Littlewood, Dr Philip House and Associate Professor Julian 
Rait are a great testament to the change and progress that can 
be accomplished through dedication and a collaborative focus 
on improving eye health in the region. 

In subsequent issues of Eye2Eye, we will share interviews with each of the 
recipients on the fantastic work they do.
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On 12 February 2018, Vision 
2020 Australia, supported by 
key members Blind Citizens 
Australia, Guide Dogs Victoria 
and Vision Australia, hosted 
a parliamentary event which 
underscored the importance 
of workplace diversity and 
inclusion. The Parliamentary 
Friends Group for Eye Health 
and Vision Care Dinner was 
held to advocate for increased 
representation of people with 
a disability in the workforce, 
particularly people who are 
blind or have low vision. 

The event was held at Parliament 
House in Canberra and hosted 
by Andrew Laming MP, Chair of 
Standing Committee on Employment, 
Education and Training, and the 
Hon Amanda Rishworth MP, Shadow 
Minister for Early Education and 
Development. 

Vision 2020 Australia Board Chair 
and former Senator the Hon Amanda 
Vanstone opened proceedings 
by encouraging the Government, 
employers and community to work 
together to reduce barriers for people 
who are blind or have low vision 
from participating in the workforce. 
This was followed by an esteemed 
line up of speakers, covering a broad 
spectrum of perspectives on the issue 
of disability and employment. 

The Hon Jane Prentice MP, the 
Assistant Minister for Disability, spoke 
on behalf of the current government, 
reinforcing the economic benefits of 
workplace inclusion. She emphasised 
that every individual should be 
afforded the right to work. 

Senator Carol Brown, Shadow 
Minister for Disability and Carers, 
highlighted the importance of joint 
responsibility through her address, 
indicating that the challenge of 
providing employment opportunities 
for people with a disability must be 

taken up by all employers, including 
the Government and businesses. 

The keynote address for this event 
was delivered by Alastair McEwin, 
Australia’s Disability Discrimination 
Commissioner. Mr McEwin encouraged 
a shift away from theoretical 
discussions about diversity and 
inclusion, and instead called for a 
renewed focus on tangible actions 
and practical strategies that employers 
need to implement in order to remove 
barriers for people with disabilities in 
the workplace. 

Mr McEwin encouraged employer 
flexibility to support the needs of 
people with a disability. When seeking 
a job as a judge’s associate, Mr McEwin 
was told many times he could not do 
the job, until he met a judge who asked 
“How can we make this work?” Mr 
McEwin emphasised that employers 
must think about inclusion and make 
reasonable adjustments to support 
employment of people with a disability. 
This is essential to developing a 
culture of diversity and inclusion in the 
workplace.

The event was capped off by Gough, 
the founder and company director 
of Beernuts Productions. Gough was 
the first legally blind person to write, 
produce, edit, direct and star in a 
full-length feature film. He shared 
his personal story on his path to 
becoming a business owner and the 
barriers he faced along the way. Some 
of these barriers included consistently 
being told “I don’t think this job is 
really for you.” Gough soon realised 
that the only way he would be able 
to achieve his goal of working in film 
and television was if he started up his 
own production business. Since then 
he has released 13 short film projects, 
written and produced eight audio 
downloads and written five books.  
For more about Gough, please go to  
www.beernutsproductions.com 

Closing the night’s events was Vision 
2020 Australia CEO Carla Northam 
who urged the audience to focus on 
taking the next steps to create inclusive 
workplaces for people who are blind 

or have low vision. Each attendee 
was asked to assess their personal 
commitment to workplace diversity 
and inclusion by answering three 
questions:
1. What can I do in my workplace 

to make it more accessible for all 
workers? 

2. Does my organisation have a 
diversity policy? 

3. Do we employ people with a 
disability? 

For further information about this  
event please contact Vision 2020 
Australia on +61 3 9656 2020 or  
refer to Vision 2020’s website  
http://bit.ly/V2020Apositionstatmnt  
or social media pages  
Facebook: @Vision2020Au  
Twitter: @Vision2020Aus
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Parliamentary event highlights importance of diverse 
and inclusive employment for people who are blind or 
have low vision

Gough, Founder and Company Director 
Beernuts Productions

(L-R) CEO Carla Northam from Vision 2020 
Australia and Alastair McEwin, Disability 
Discrimination Commissioner



56

Save Sight 
Institute update
Retinal researchers rise 
and shine
Everybody knows that we need 
our eyes to see the world. But 
did you know that your eyes 
also help you to get out of bed 
in the morning? 

The Visual Neuroscience Research 
Group at Save Sight Institute is helping 
to find out how. It turns out that a tiny 
subset of the eye’s cells are responsible. 
These cells (about 5000 of them) are 
called melanopsin cells, and they help 
to control day-night rhythms. They 
send messages to reset the brain’s clock 
when the sky grows bright in the early 
morning. The group, headed by  
A/Prof Ulrike Grünert, studied the 
structure and distribution of melanopsin 
cells in the human retina. Surprisingly, 
they found that the melanopsin cells 
have their highest concentration near 
the fovea, where visual acuity is highest. 
This result means that melanopsin cells 
might also play a role in everyday visual 
processing. The work was published 
at the end of last year in the Journal of 
Comparative Neurology.

The next step for the group is to look 
at the molecular properties of these cells 
to uncover their evolutionary history.

Drawings and image of melanopsin cells in human retina A montage of melanopsin cells near the fovea of human retina (green) 
with a rising sun

(L-R) Prof Paul Martin and A/Prof Ulrike (Uli) Grünert, the Visual Neuroscience Research 
Group leaders at the Save Sight Institute

Subha Nasir-Ahmad, the honours 
student who analysed the properties 
and connections of melanopsin cells in 
human retina

Dr Sammy Lee, a postdoctoral researcher 
who helped coordinate the project and 
make preparations of melanopsin cells in 
post-mortem donor retinas

Ophthal News
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Eyeball tattooing 
In response to an increasing media 
report about injuries caused by eyeball 
tattooing going around the world, 
RANZCO called on state and federal 
governments to take action to outlaw 
eyeball tattooing being practiced by 
anyone who is not a medically trained 
eye care professional. Following 
on from discussions with the NSW 
Minister for Health Brad Hazzard, the 
NSW law was amended in September 
2017 to restrict the practice of eyeball 
tattooing to medical practitioners, or 
other qualified persons as prescribed 
by the Regulations.

This move reflects the importance of 
having the right precautions in place 
to deter this dangerous practice and 
reduce the chance of injury to people. 
Not only will this help prevent the 
life altering impact of vision loss for 
individuals, but it may also prevent the 
burden on the public health system, 
as severe eye injuries require complex 
treatment and ongoing medical care. 
Hopefully, other Australian states and 
New Zealand will eventually follow 
NSW’s lead.
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RANZCO in the Media
The RANZCO communications 
team work to raise public 
awareness of ophthalmology 
and eye health, promote 
ophthalmologists as leaders 
of collaborative eye care and 
engage with government on 
key policy issues that impact 
the profession and patients. 

With this in mind, RANZCO regularly 
releases media statements and 
receives media enquiries from news 
outlets. We have dedicated this 
section to sharing some of the articles, 
interviews and advocacy work that 
RANZCO has been involved in to help 
drive change and raise awareness 
about important eye health related 
topics.

In recent months, some of the 
issues we have highlighted include 
the dangers of eye ball tattooing, 
information about retinoblastoma and 
the advertising of vitamins to “protect 
children’s eye from blue light”. Please 
see below for more information about 
these media and social media stories.

Retinoblastoma case 
study
In collaboration with the RANZCO 
Public Health Committee and the ANZ 
Retinoblastoma Alliance, RANZCO 
shared a little boy’s experience of 
retinoblastoma with the media to 
raise public awareness of this rare 
form of eye cancer in children.

Aayaan’s right eye appeared to 
have a silver cat like ring surrounding 
his pupil. Despite a GP initially 
dismissing the sign, Aayaan’s 
parents had him examined by an 
ophthalmologist who discovered 
that Aayaan had a tumour growing 
at the back of his eye, diagnosing 
him with retinoblastoma. The media 
release included details of the signs 
and symptoms to look out for and 
advised parents to take their child to 
be examined as soon as possible if 
any of these signs appeared. 

ANZ Retinoblastoma Alliance, 9 September 2017

The full media release ‘Flash photo 
saves little boy’s life’ is published 
on the RANZCO website under 
Media and Advocacy. 

Blue light Vitamins 
RANZCO was contacted by ABC News 
regarding the increased advertising 
of vitamins that claim to be able 
to protect children’s eyes from the 
“damaging effects” of blue light 
emitted from screens and devices. 
Representing RANZCO, Dr Shanel 
Sharma was interviewed by ABC 
News journalist Meredith Griffiths 
on the topic and explained that 
currently there is a lack of evidence 
to suggest that the low-intensity blue 
light issued from screens and devices 
can cause damage to children’s eyes. 
The full article is available to read on 
the ABC News website.

If you come across any interesting 
stories, case studies or eye care 
related topics that you think 
RANZCO should know about, 
you can email communications@
ranzco.edu to get in contact with 
the RANZCO communications team 
and share your ideas.
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Obituaries
Dr Donald B Dunlop
8 October 1922 – 30 November 2017 

Dr Donald (Don) Dunlop was 
born in Sydney on 8 October 
1922. He was the second 
youngest of six children. His 
father was a school inspector 
and his mother a doctor. 
Living in Strathfield, Sydney 
Don would often make a 125 
km round trip cycle ride to 
Blackheath on weekends. 

Don was an outstanding student at 
Fort Street High School. He followed 
his brother and sister into medicine, 
graduating from the University of 
Sydney in 1946. During the second 
year of his residency, whilst working 
at the Royal Alexandra Hospital for 
Children, Don collapsed and was 
diagnosed with rheumatic fever and 
septicaemia. He survived thanks 
to the availability of penicillin. 
Don spent 12 weeks in hospital. 
He was visited by the Chief Censor 
of the Royal Australasian College 
of Physicians and was told in no 
uncertain terms, “Dunlop, you will 
never work again!”

Following his recovery, he decided 
he could not do the type of physical 
work required in some specialties like 

orthopaedics. An invitation from  
Dr H Hughes to come to Newcastle 
to learn something about 
ophthalmology helped him decide 
on his career path. Don was unable 
to obtain a training post in Australia 
as all available posts were filled by 
veterans. He decided to travel to 
London to study for the Diploma of 
Ophthalmology at Moorfields Eye 
Hospital. 

Studying at Moorfields was to 
shape his career and life. In 1949, 
Don met his future wife, Miss Patricia 
Maguire, who was conducting the 
tutorial in orthoptics. They married 
in 1950, but had to travel in separate 
ships back to Australia.

Having completed his Diploma in 
Ophthalmology, Don joined  
Dr H Hughes in practice in Bolton 
Street, Newcastle. Patricia joined the 
practice as an orthoptist and they 
worked closely together throughout his 
career. Dr M Waugh and Dr R Pountney 
later joined the practice. It was most 
unusual in that era to have a group 
specialist practice. 

In 1970, Don and Patricia moved 
into a purpose-built building where 
he remained until his retirement 
in 2001. Don and Patricia had six 
children, all of whom graduated 
in medicine from the University of 
Sydney. Catherine, Iain and Anthony 
followed Don into ophthalmology. 
Catherine joined his practice in 1986 
where she continues to work with 
Anthony who joined in 1999. Iain 
worked briefly in the practice before 
setting up his own practices in Sydney 
and Canberra. 

Don conducted a general ophthalmic 
practice. Throughout his career he 
endeavoured to keep up to date with 
developments in the field. In the 1950s 
he performed research into corneal 
sutures on rabbits’ eyes using silkworm 
cocoon silk. He visited the Barraquer 
Eye Institute in Barcelona to learn more 
about corneal surgery and performed 
the first corneal transplant in 

Newcastle. Don was an early advocate 
of posterior chamber intraocular lenses 
with extra capsular cataract surgery. 

Don’s greatest interest was in 
strabismus. He carried out research into 
stereopsis with Professor B Fenelon 
at the University of Newcastle. They 
held a continuous NHMRC grant for 
17 years. In 1982, Don travelled with 
Graeme Pittar to participate in the first 
international training course conducted 
by Dr Alan Scott in San Francisco on the 
use of Botulinum Toxin for strabismus. 
They were the first non-North 
Americans to complete the course. 
In 1983, they attempted to import 
Botulinum into Australia. It was seized 
by customs and it was not until 1986 
that they were finally allowed to use 
Botulinum under strict FDA guidelines. 

Don enjoyed life in Newcastle. He 
was involved in Rotary and many of his 
closest friends were Rotarians. He was a 
keen and expert fly fisherman. He was 
an honorary ophthalmologist at Royal 
Newcastle and Mater Hospitals. Don 
was regarded as a very caring doctor. 
One of his former patients describes 
him as “unruffled, attentive, quiet 
with friendly courtesy, respect and 
thorough medical skill”. He attended to 
St Joseph’s Nursing Home in Newcastle, 
developing a close affinity to the nuns. 
This was amongst his most enjoyable 
work. 

Don is survived by his wife, Patricia, 
and their children, Catherine, Iain, 
Jennifer, Helen, Gillian and Anthony. 

Some wise words from Don:
“You can always help someone—by 

listening to their worries, (saying) a 
kind word, and (using) the skills of the 
profession.”

Prof Frank J Martin (with assistance 
from Catherine and Iain Dunlop)

Dr Donald (Don) Dunlop
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The late Dr Alvin Goh was 
the consummate general 
ophthalmologist who 
garnered great respect from 
patients, colleagues and staff 
who worked with him.  
A gifted surgeon with 
a precise and exacting 
approach to eye surgery, he 
became the ophthalmologist 
chosen by colleagues and 
staff for his dedicated care 
of their loved ones. He was 
a role model and mentor 
to trainees and young 
ophthalmologists alike. 

A humble and reserved 
demeanour characterised his 
attitude to life, preferring to let his 
actions speak volumes instead of 
words. His ethical, moral and social 
philosophies were uncompromising. 

Dr Goh was born in Hong Kong. 
During high school, he excelled 
academically at Fort Street High 
School. He graduated from The 
University of Sydney in 1986 and his 
ophthalmology training was based at 

the Sydney Eye Hospital. Since 1998, 
he commenced private practice in 
Fairfield. Dr Goh was a VMO and the 
Head of Ophthalmology at Liverpool 
Hospital, Sydney. In this capacity, 
he led the department in providing 
the highest level of ophthalmic care 
to patients and focussed on the 
training of registrars. 

Over the past decade, he 
fundraised and volunteered each 
year to lead the China Vision 
teams in restoring sight to the less 
fortunate in eye camps and teaching 
cataract surgery in remote villages of 
China. 

Dr Goh lived his life as a devout 
Christian and worked tirelessly in 
the church in a leadership role and 
relished singing with the choir. 

Throughout his life, Dr Goh 
displayed skills as a fine sportsman. 
He played competition volleyball 
at high school. Later he developed 
a fanatical attraction to tennis and 
then golf. 

Like most doctors, he also learnt to 
appreciate fine wine.

Dr Goh is survived by his loving 
family: Wendy, his wife, and children 
Larissa, Justin and Madeline. 

A/Prof Andrew Chang and Dr Somsak 
Lertsumitkul 

Dr Alvin Suk Fai Goh 
22 August 1962 – 7 January 2018 

Dr Alvin Goh
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Peter was born on 9 October 
1927 at the Devonleigh 
Hospital in Cottesloe. His 
Dad had fought in Gallipoli 
and Flanders and was then a 
surveyor. His Mum, Dorothea, 
a nurse, was called ‘The 
angel of Barsden Street’. 
Growing up in Cottesloe, 
with his younger sister Thea 
and brother Jim, both now 
deceased, he enjoyed playing 
with all the kids on the street 
and spending his summer 
holidays in and out of the 
waves at Cottesloe Beach. 
During the winter, Peter’s 
father led the family on walks 
along the shoreline and 
around the streets—rain or 
shine, this was his life. At the 
age of 11, sadness hit home 
when Peter’s father died from 
a brain tumour.

From Cottesloe primary school, 
he won a scholarship to Perth 
Modern School, again a time of 
happy memories and friendships. 
The war was still on when he finished 
school and he and his pals joined the 

navy—at 17 this was the only force 
open to them—ending up in Darwin. 
This was a pivotal experience as it 
was there he became a dedicated 
Christian and decided to study 
medicine to serve in developing 
countries. After obtaining his medical 
degree in Melbourne, he returned to 
Perth where he did his residency and 
married me. It had taken him several 
years to realise I was the one.

In 1954, we spent a year in Derby 
as a trial run for working overseas, 
Peter being hauled off the ship on 
arrival at 6am to help his brother-in-
law with an ectopic pregnancy. Brian 
was the doctor for the ‘white hospital’. 
Peter served the native hospital, the 
leprosarium and was the flying doctor 
for the Kimberley. After our return to 
Perth, he spent six months at Princess 
Margaret hospital where our son 
James was born, and we travelled 
to Sydney so he could study for his 
Diploma of Tropical Medicine.

 And then for our first great 
adventure, Soe, in the mountains 
of West Timor, a Christian area of 
Indonesia. We had been asked by the 
Presbyterian church of Australia if 
we would join Col Crowe who would 
teach in the Bible College, and Darryl 
Boulter would run the new maternity 
centre. We were to apply for a posting 
to the Government Hospital at the 
request of locals. It was tough for 
Peter. As we reached Bali, Peter got 
news his mother was dying of cancer 
so we flew back home to say goodbye. 
Our years in Soe were rewarding, but 
operating without electricity, with 
only basic apparatus, no running 
water and no colleague to share your 
crises with was hard. But his deepest 
stress was with family: I spent the last 
two months of my pregnancy mainly 
in bed with high blood pressure and 
continual contractions; he safely 
delivered our daughter Robin. Then at 
10 months old, Robin fell dangerously 
ill with meningitis. Peter wrote of 
the experience: “All we had in that 
isolated backwater was penicillin 
and streptomycin, requiring multiple 
injections until she was like a little 
pincushion. But we also had prayer. 

After offering her to God and his will, 
he gave us the joy of receiving her 
back, safe and whole.”

 We could not return there as the 
Indonesian Government decided to 
ban foreigners in their hospitals. We 
felt Indonesia was still our calling, and 
a job turned up with the British Rubber 
and Tea company in West Java—it 
was great to have a well equipped 
hospital, and a colleague who served 
the staff, while Peter was responsible 
for the far-flung estate workers. There, 
our daughter Merrilyn was born on 
11 October 1961. While we were on 
leave, the Government nationalised 
the company and foreigners were 
expelled.

It was then that God led us to 
another Indonesian-Malay speaking 
country, the new Malaysia, in Sabah, 
Borneo, up in Keningau surrounded by 
jungle. Peter was both in charge of the 
hospital and designated a role as area 
medical officer, which involved treks 
through the jungle, boat trips and 
overnight stays in tribal longhouses. 
On a four day safari in the styx, where 
there had never been a medical visit, 
he suffered anaphylactic shock from 
absentmindedly sucking a leach bite. 
The medical kit was with the porters 
way back out of sight. Thank God for 
Dr Richard Dingle, accompanying 
him to check eye problems—the 
only ophthalmologist for 1,000,000 
people. He raced back for the medical 
kit. The injection of adrenaline 
started its magic within seconds. He 
had been very close to death. Peter 
also regularly flew to the border of 
Indonesia in the Royal Australian Air 
Force (RAAF) helicopter, to run clinics 
for the Pinan tribe as part of the hearts 
and minds program.

Now it was time to give James a 
proper education so we planned 
to return to Australia, via the UK, 
where Peter studied for his Diploma 
of Ophthalmology. Following this, 
he spent six months at the Mvumi 
Mission Hospital in Tanzania to get 
experience with eyes and, in March 
1969, began his practice in Perth. We 
settled into 14 Kingsway, Nedlands, 
which I had bought in his absence. 

Dr Peter Graham 
9 October 1927 – 7 December 2017 

Dr Peter Graham
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We all returned to the UK for, as he 
put it, his private sabbatical, to study 
for his FRACO and FRACS. In 1975, he 
received these. 

When he was secure in his 
practice, he was able to set aside 
around two months a year for 
volunteer ophthalmology teaching 
in developing countries. Among the 
many places he worked were 12 visits 
to Cambodia and four visits to China, 
where I accompanied him for courses 
in microsurgery and intraocular 
lens implants at the Tianjin Medical 
College. A different experience was 
flying over the jungles of Papua 
to teach a sole Javanese doctor to 
undertake basic cataract surgery 
for six weeks. He also spent time 
teaching at the NOOR Eye Hospital 
in Afghanistan where he had a very 
frightening experience. Describing 
the experience, he wrote: “I had 
experience of tanks, machine guns and 
aerial bombs in the opening days of 
the communist coup in Kabul. The first 
night (when I slept under the bed after 
a stray bullet smashed my window) 
the eye hospital duty staff had been 
flooded with general casualties.” With 
the help of a Scot, an old Afghan hand, 
he escaped Afghanistan by land as the 
airport had closed by then. 

His most treasured certificate was 
the one from the Asia Pacific Academy 
of Ophthalmology for Outstanding 
Service in the Prevention of Blindness 
Award. He was sorry that knee trouble 
at the time prevented him from 
travelling to India to receive it.
Other awards received over the years 
were:
• 1992 Paul Harris Fellow, awarded 

by The Rotary Foundation of Rotary 
International

• 1998 AMA Annual Award for 
outstanding service to medicine in 
Western Australia 

• 2000 Order of Australia (AM) award 
for service to ophthalmology

• 2003 Honorary Fellowship, 
awarded by RANZCO

He was also on the board of the 
Directors of Lions Save Sight 
Foundation of WA.

As well as overseas expeditions, 
he returned to his first love—the 
Indigenous community—and he was 
soon involved with efforts to wipe out 
trachoma along with Fred Hollows in 
outback WA. Also, he held teaching 
sessions for Aboriginal health workers, 
and made annual trips with these 
workers to Aboriginal communities 
throughout the state, to teach them 
and bring treatment to the people. I 
was very happy to tag along on these 
trips and make sure he got his cuppas.

In 1991, the Bali Free Cataract 
Programme began with Perth 
Rotarians under John Hollingshead, 
equipping a second hand bus as an 
operating theatre, with John Fawcett 
their liaison officer in Bali, who in time 
became the head of the action. Peter 
was asked to be their ophthalmology 
consultant, and continued in that role. 
He and John Fawcett have skyped 
each other several times a week 
until each became ill last year. Peter 
encouraged other doctors to give 
support to the project, and it has been 
his dear love.

And of course, during these years we 
had the joy of our growing children, 
who now have such wonderful 
memories of him. The three married, 
and then gradually grandchildren 
joined the circle—nine of them. Now 
we are great grandparents to two 
girls and two boys, the latest addition 
a little boy, Jesse, born on Peter’s 
ninetieth birthday. What a lovely gift 
for the occasion!

Though Peter‘s first love was his 
medical work, there were some 
fun times. Mainly he fitted bits of 
adventure around his work visits or 
conferences, always looking for a 
mountain to climb or birds to find. 
Sometimes I was with him. A stand 
out holiday was our trip that took in 
Cambodia, England, Scotland, Ireland, 
Guernsey, France, Austria, South Africa, 
Zambia and Zimbabwe! How is that 
for fun.

We miss him but rejoice in a life so 
well lived and seek to celebrate each 
day of our lives as he did. 

Gwenyth Graham (Dr Graham’s wife)
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Dr Gabriel Martinez, a respected and 
long standing ophthalmologist for the 
Gisborne district in New Zealand, died 
recently at home after a short illness.

Gabriel was the only 
ophthalmologist for the Gisborne 
district, with a population of 
approximately 45,000 people, for 
almost 30 years. His operating skills 
and clinical acumen had an immense 
impact on his patients, both young 
and not so young. His training 
and mentoring of others guided a 
number of people towards a career in 
ophthalmology.

Gabriel underwent his general 
medical training at St Bartholomew’s 
Hospital in central London. On 
graduating, he spent some time 
gaining medical and surgical 
experience in London before spending 
a year working in an ophthalmic 
research unit in San Francisco. 

Back in the UK, Gabriel furthered his 
interest in the ophthalmic field, and 
studied towards a specialisation as an 
ophthalmologist. It was during this 
period that Gabriel met Claire, a nurse, 
who would later become his wife. They 
married in London in 1965, and moved 
on to Glasgow in 1967 where Helen, 
their first daughter, was born.

Once Gabriel qualified, adventure 
beckoned, and he was accepted for an 
overseas posting by the UK Ministry 
of Overseas Development. The family 

spent two years living in St Lucia, in 
the Caribbean, where they enjoyed 
the climate, the people, the culture, 
and the many new experiences. There, 
he had to manage the aggressive 
glaucoma of the locals. 

This was followed by a further two 
years working in Sarawak, Malaysia, 
where their second daughter, Isobel, 
was born. The only ophthalmologist 
in Sarawak for much of his time there, 
he often travelled around the country 
to meet his many patients, some 
of whom also travelled for several 
days on foot or by canoe to receive 
treatment. The malnourished children 
often developed keratomalacia and he 
needed to import corneal donor tissue 
from India to resurrect their eyes.

Following these two overseas 
postings, the family returned briefly 
to live in Liverpool, England, where 
their third daughter, Lucy, was born. 
In July 1974 the family arrived in 
Gisborne, on the remote east coast 
of NZ, and Gabriel started work for 
the Cook County Hospital as the sole 
ophthalmologist for the Gisborne 
district. He also established a private 
practice. 

Throughout his long career, Gabriel 
was a dedicated and integral part 
of the Gisborne district medical 
community. The demands of 
being a sole practitioner, who was 
permanently on call, meant he had to 
excel in a wide range of ophthalmic 
procedures. He also served as deputy 
and acting Medical Superintendent at 
Cook County Hospital during times of 
staff shortages.

There were many facets that made 
Gabriel a complete ophthalmologist. 
He was renowned for being a caring 
and empathetic clinician, who was 
interested in people. He was a skilled 
surgeon who enjoyed training and 
mentoring others. He was a researcher; 
in 1982 he co-authored a paper on 
the prevalence of ocular diseases in 
an elderly population published in the 
American Journal of Ophthalmology. 

Gabriel greatly valued his many 
professional relationships. Even more 
so, he valued the close friendships 
he made not only with these same 

individuals, but also many others in 
the wider Gisborne community. 

Throughout his life, Gabriel was 
a keen sportsman who enjoyed a 
regular game of squash. Later in 
life, he joined the gym, and was still 
swimming a kilometre at a time up 
to shortly before his death. In his 
retirement he continued to build his 
interests, reading extensively and 
growing avocados, citrus, nuts and 
even truffles. There won’t be too many 
ophthalmologists who at one time in 
their careers were also pig farmers!

Gabriel will be sadly missed by his 
wife, Claire, his family both in New 
Zealand and overseas, and his many 
friends. He was a dedicated and caring 
clinician—a warm and open-hearted 
man who loved life and loved people. 

The Martinez family

Dr Gabriel Samuel Martinez
9 October 1927 – 7 December 2017 

Dr Gabriel Samuel Martinez
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Calendar of Events
EVENT DETAILS CONTACT
The 9th Annual Congress on 
Controversies in Ophthalmology: 
Europe

22-24 March 2018 W: www.comtecmed.com/cophy/2018

43rd Congress of the Brazilian Retina 
Vitreous Society

11-14 April 2018 W: http://retina2018.com.br/

Asia-Pacific Glaucoma Congress 2018 13-15 April 2018 W: http://apgc2016.apglaucomasociety.org/
apgc-2018/

ARVO 2018 Annual Meeting 29- April - 3 May 2018 W: www.arvo.org/annual-meeting/

RANZCO New Zealand Branch Scientific 
Meeting

11-12 May 2018 P: +64 06 833 7440
E: karen@cml.net.nz

RANZCO Western Australia Branch 
Scientific Meeting

11-13 May 2018 P: 0402 656 605
E: ranzcowa@gmail.com

Melbourne Ophthalmic Alumni Meeting 
2018

12 May 2018 W: www.ranzco.edu and go to the calendar of 
events

13th European Glaucoma Society 
Congress

19-22 May 2018 P: +61 2 9690 1001

Australian and New Zealand Society of 
Retinal Specialists (ANZSRS) Meeting

26-27 May 2018 P: 0410 304 721
E: debbie.kerr@scopeconference.com.au

2018 European Symposium 31 May 3 June 2018 W: https://aecosurgery.
org/2018-european-symposium/

The 2nd International Conference and 
Expo on Cataract and Advanced Eye 
Care 2018

14-16 June 2018 W: www.ranzco.edu and go to the calendar of 
events

World Ophthalmology Congress 2018 16-18 June 2018 W: www.icoph.org/woc2018

Medicine & Society Symposium 2018 21-22 June 2018 W: http://cranlana.org.au/symposium/

RANZCO Tasmanian Branch Annual 
Scientific Meeting 2018

23-24 June 2018 P: +61 3 6231 2999
E: andrew@conferencedesign.com.au

Paediatric Special Interest Group 
Annual Scientific Meeting

12-14 July 2018 W: www.ranzco.edu and go to the calendar of 
events

Sydney Eye Hospital Alumni Association 
12th Biennial Meeting

28 July 2018 P: 0402 891 804
E: kathpoon@bigpond.com or
P: 0417 544 310 
E: e.gmelig@bigpond.com

RANZCO Queensland Branch Annual 
Scientific Meeting

2-5 August 2018 P: +61 7 3851 4298
W: tdf@conferencelink.com.au

Ophthalmology Updates! Conference 
2018

25-26 August 2018 W: www.ophthalmologyupdates.com/

Ophthalmology – State of the Art! 
Expertise beyond Borders

5-7 September 2018 W: www.ranzco.edu and go to the calendar of 
events
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EVENT DETAILS CONTACT
AAO 2018 In conjunction with 
the Pan-American Association of 
Ophthalmology

27-30 October 2018 E: meetings@aao.org
W: http://aaomeeting.org

Neuro-Ophthalmology Society 
of Australia (NOSA) 34th Clinical & 
Scientific Meeting & NeuroVision 
Training Weekend

13-16 September 2018 E: kathpoon@bigpond.com or
E: e.gmelig@bigpond.com

50th Annual Scientific Congress of the 
Royal Australian & New Zealand College 
of Ophthalmologists

17-21 November 2018 W: www.ranzco2018.com

Australia and New Zealand Strabismus 
Society Meeting (Squint Club)

1-2 March 2019 P: 0402 891 804
E: kathpoon@bigpond.com or
P: 0417 544 310 
E: e.gmelig@bigpond.com

8th World Glaucoma Congress 27-30 March 2019 W: www.worldglaucomacongress.org/

AAPOS APSPOS RANZCO Joint Meeting 7-8 November 2019 W: www.ranzco.edu and go to the calendar of 
events

RANZCO 51st Annual Scientific Congress 9-12 November 2019 W: www.ranzco.edu and go to the calendar of 
events

NOVEMBER 2019
Sydney, Australia

RANZCO Congress in 
conjunction with

AAPOS and APSPOS

MARCH 2020
Auckland,New Zealand

RANZCO hosts
APAO and IAPB

FEBRUARY 2022
Melbourne, Australia

RANZCO hosts
The ICO World 

Ophthalmology Congress®

Full details of these meetings are available at www.ranzco.edu  the calendar of events

MAJOR EVENTS

RANZCO Major Meetings power point slide.indd   1 23/01/2018   10:09:14 AM

Calendar of Events
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Classifieds
Positions vacant

OPHTHALMOLOGIST CAMPSIE
Associate required for long 
established general eye practice in 
inner western Sydney. Good access 
to both public and private hospitals. 
Extra language skills (Greek, Arabic, 
Korean, Chinese) a big advantage.
C: Con Retsas 
E: cwretsas@bigpond.net.au 
P: 0419 233 393

ASSOCIATE WITH OR WITHOUT 
VIEW - WOLLONGONG NSW
Fellow wanted for one to three days 
a week in Wollongong. Multi doctor 
practice with latest equipment. 
Pleasant working conditions with 
favourable financial arrangements. 
We anticipate the new associate 
will be busy within a short period of 
time. Paediatric/glaucoma/plastic 
experience would be of advantage. 
However any fellow who is 
interested is encouraged to apply. 

C: Dr John Lee 
P: 0407 989 545 or +61 2 4226 1553 
E: jandhlee@gmail.com

LOCUM OPHTHALMOLOGIST - 
WARRANAMBOOL, VICTORIA
Required to cover two periods: 
Monday 26 March 2018 to Friday 13 
April 2018 - (excluding weekends 
and public holidays) 
Tuesday 4 September 2018 to 
Wednesday 25 September 2018 - 
(excluding weekends and public 
holidays) 
The clinic is a busy General/ 
Comprehensive Eye Clinic in 
Warrnambool Victoria. The rooms 
are large and modern and located 
in the centre of town. You will be 
supported by a professional and 
friendly clinical and reception team. 
A full suite of equipment is on site 
including lasers (retinal, SLT/YAG, 
vitreolysis), field analyzers, UWF 
angiography, OCT, etc 
Experience in intravitreal injections 
would be useful. 
C: Monique Cleal
E: manager@southwesteye.com.au 
P: +61 3 5562 4488

SUB-SPECIALITY FELLOWSHIPS, 
DEPARTMENT OF 
OPHTHALMOLOGY, UNIVERSITY 
OF AUCKLAND, NEW ZEALAND
1. Cornea & External Diseases 

Vitreo Retina
2. Medical Retina 
3. Oculoplastics 
4. Paediatric Ophthalmology
All the above fellowships are 
fully funded one year positions. 
Please visit www.ophthalmology.
auckland.ac.nz for job descriptions 
and further details. Interested 
candidates should email their full 
CV with a summary of surgical log 
to h.chinoy@auckland.ac.nz. The 
last date for receiving applications 
is Friday, 11 May 2018.
 **Please note that only for the 
Oculoplastic fellowship, the last 
date for receiving applications is  
24 August 2018.

OPHTHALMOLOGIST P/T OR F/T
BALLINA, NSW
Fully equipped 20-year established 
practice with four consulting 
rooms staffed with three assistants 
including a senior orthoptist. 
Includes on site fully accredited and 
licensed day surgery. We are located 
20 minutes south of Byron Bay in a 
rapidly growing area. 
C: Pam Weir
E: pamweir@me.com

ASSISTANT WITH VIEW/PRACTICE 
FOR SALE WOLLONGONG, NSW
Multidoctor long established 
practice one hour south of Sydney. 
High surgical and medical retina 
load. Latest equipment and good 
support staff. Fee for service public 
cataracts may be possible. Principle 
is working full time with a busy 
surgical load but would like to 
slow down. Favourable financial 
arrangements, accommodation is 
available.
C: Helen Lee 
P: 0404 079 545 
E: jandhlee@gmail.com

OPHTHALMOLOGIST REQUIRED, 
PRIVATE PRACTICE OPPORTUNITY
PORT MACQUARIE
Port Macquaire Private Hospital 
(PMPH) has an exciting opportunity 
for a General Ophthalmologist 
wishing to establish a private 
practice. 
Opportunity to join rooms with one 
of our existing Ophthalmologists 
(including administration and 
nursing support).
Predominantly adult patients - 
cataract surgery, glaucoma patients, 
AMD patients requiring intravitreal 
injections.
Theatre sessions available 
Relocation assistance available 
Assistance with marketing your 
practice to GPs and other Specialists 
to establish your referral base. 
C: Mike Gray
P: +61 2 6582 9868 
E: GrayMike@ramsayhealth.com.au TRAINING IN PTERYGIUM 

SURGERY 
BRISBANE CBD & GRACEVILLE
One-on-one training in pterygium 
assessment and particularly in the 
surgical procedure of P.E.R.F.E.C.T 
for PTERYGIUM® from the pioneer of 
this procedure, Professor Lawrence 
Hirst. This surgical procedure 
results in low risk of recurrence 
and unprecedented aesthetic 
results. Recently graduated 
general ophthalmologists, corneal 
specialists or last year trainees 
preferred. Training in this surgical 
procedure will provide successful 
applicants with a niche area 
to supplement their general 
ophthalmic practice. 
 The logistic arrangements for 
interstate applicants are practical 
and workable. The training can 
be worked into the schedule of a 
practicing ophthalmologist. 
The training is only available to 
ophthalmologists who are residents 
and licensed in Australia.
C: Professor Lawrence Hirst 
E: lawrie@tapc.net.au 
P: +61 7 31710017 
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Classifieds

Classifieds

Positions vacant

For sale

Practice for lease

LOCUM WITH A VIEW: CAIRNS, 
QUEENSLAND
An opportunity exists for a 
Locum with a View to joining an 
established practice with a newly 
built well equipped modern facility 
in Cairns, commencing in mid 2018. 
This position would be ideally 
suited on a temporary basis for a 
young fellow waiting to commence 
post- fellowship training overseas; 
or for an older fellow wanting 
to relocate to tropical North 
Queensland. Subspecialty training 
in Medical Retina or Oculoplastics is 
desirable. 
E: admin@cairnseye.com.

FULL TIME OPHTHALMOLOGIST - 
FORSTER NSW
Forster Eye Surgery is seeking a 
full-time Ophthalmologist to move 
to the area and join a busy dynamic 
group practice. Applicants must have 
full AHPRA registration and RANZCO 
accreditation. 
Located on the Mid North Coast of 
New South Wales, an easy 3 ½ hour 
drive north of Sydney serviced with a 
regional airport nearby and excellent 
schools in the area. 
Remuneration is generous with a very 
supportive colleague network with 
the opportunity to share expertise. 
There is future opportunity to acquire 
an interest in the business. 
C: Dr Geoff Whitehouse 
P: +61 2 6555 5669

RANZCO ACCREDITED REGISTRAR 
WAGGA WAGGA NSW
There is a RANZCO accredited 
registrar position based in Wagga 
Wagga NSW for 4th or 5th year 
registrars. This position is in addition 
to the Sydney Eye affiliated registrar 
established in 2000. The post is 
currently unfilled. 
The position was created in 
association with RANZCO to better 
meet the needs of Fellows wishing 
to enter general ophthalmic practice 
in rural or urban settings. 
 Applicants to start immediately 
or later in the year. Requests for 
further information should be sent 
to claytonbarnes@waggaeyesurgery.
com.au

EAST MELBOURNE OPPORTUNITY
Long established practice with full 
equipment inventory, including 
Heidelberg Engineering Spectralis 
OCT with AS capability, and latest 
glaucoma analysis software; Oculus 
Pentacam;, argon laser; IOL master; 
Ellex SLT and YAG lasers; Zeiss 
Humphrey HLA2 field machine; minor 
ops room with Zeiss microscope.
The practice includes: three consulting 
rooms, orthoptist’s room, all rooms 
computer connected with ZedMed 
accounting, appointments and 
electronic records, prescription writing 
and test results.
It also has two secretary stations 
and two car parks included in the 
lease. The practice is situated in the 
same building as a day procedure 
centre, fully equipped for eye surgery, 
including Centurion phaco; B and L 
Stellaris VR machine; Leica F40 Op Mic; 
Verion Image Guidance. Overnight 
stay available.
Practice available for purchase from 
June 30 in rooms leased from Hospital. 
Doctors currently working in rooms.

C: Chris Buckley 
E: drcabuckleygmail.com 
P: 0418 565 581

CANON CR-2 RETINAL CAMERA
MELBOURNE, VICTORIA
Canon CR-2 Non mydriatic Digital 
Retinal Camera complete with EOS 
60D Digital SLR Camera (18.1mp), 
table and laptop PC. CR-2 comes 
with custom made light weight 
fitted flight case $10,000.
C: Marios Constantinou 
E: mariosc@unimelb.edu.au
P: +61 3 9929 8434.

EQUIPMENT - 1998 H/S BM 900 
SLITLAMP
MICHELTON QLD
• 1998 H/S BM 900 slitlamp 

$8000 +GST 
• Topcon IS-500 Chair & Stand 

$1000 + GST 
• Magnon B&L type keratometer 

$1000 +GST 
• or will sell all 3 together for 

$9000 +GST 
C: Michelle Hulse 
E: mespracticemanger@gmail.com

PRACTICE FOR LEASE INNER 
WEST, SYDNEY
Practice for lease in the Inner 
West Sydney. Purpose built 
ophthalmology clinic with good 
patient flow including:
• four screening/consulting 

rooms,
• five investigation rooms and a 

minor ops room
• five underground staff car 

park spaces available. Clinic is 
on main street and has good 
access to public transport and 
council car park nearby. 

C: Khanh-Linh Luu 
E: info@meyes.com.au

ZEISS CIRRUS 4000 OCT
MELBOURNE
Zeiss Cirrus 4000 under top level 
service contract with Zeiss. 
Fully functional. 
Excellent machine but now surplus 
to needs after new purchase. 
$30,000 ONO. 
Original Zeiss box available for 
transportation.
E: brimbank.eye@gmail.com
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IMAGE DISTORTION3

DON’T LET ASTIGMATISM  
COMPROMISE YOUR OUTCOMES.

Leave a Legacy of Seamless Brilliance With the TECNIS ® Symfony  IOL.

Median visual acuity after the induction of different 
values of positive cylinder 
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ASTIGMATISM
0.50 D 0.75 D 1.00 D

AcrySof® IQ PanOptix® IOL

TECNIS ®Symfony  IOL

COMPARED TO TRIFOCAL IOLs, THE TECNIS ® SYMFONY  IOL  
DELIVERS HIGHER TOLERANCE TO ASTIGMATIC DISTORTION3

The TECNIS Symfony IOL delivers a greater sweet 
spot, making it possible to preserve high-quality visual 
acuity (VA) from 0.75 to 1.50 D of astigmatism.1-3

AS ASTIGMATISM INCREASED, 
VISUAL ACUITY DECREASED*

Change in mean distance-corrected visual acuity at 3.0 m by 
diopters of added astigmatism in the +3.00 D multifocal IOL group 

Though early multifocal IOLs could provide useful 
vision at multiple distances, they could not maintain 
effectiveness in the presence of astigmatism.

*Hayashi K, Manabe S, Yoshida M, Hayashi H. Effect of astigmatism on 
visual acuity in eyes with a diffractive multifocal intraocular lens.  
J Cataract Refract Surg. 2010;36(8):1323-1329. REF2015CT0264.

SWEET SOLUTION

PROBLEMS OF THE PAST

1. TECNIS Symfony® Extended Range of Vision IOLs DFU. Santa Ana, Calif. Abbott Medical Optics Inc, Doc. #Z311036, Rev 02, Sep 2016. US. REF2017CT0015. 2. Cochener B. Tecnis Symfony Intraocular 
Lens with a “sweet spot” for tolerance to postoperative residual refractive errors. Open J Ophthalmol. 2017;7:14-20. REF2017CT0075. 3. Carones F. Residual astigmatism threshold and patient satisfaction 
with bifocal, trifocal and extended range of vision intraocular lenses. Open J Ophthalmol. 2017;7:1-7. REF2017OTH0102. 

TECNIS and TECNIS Symfony are trademarks owned by or licensed to Abbott Medical Optics Inc., its subsidiaries or affiliates. 
All other trademarks are the intellectual property of their respective owners.

Australia: AMO Australia Pty. Ltd. 299 Lane Cove Road, Macquaire Park, NSW 2113, Australia. Phone 1800 266 111
New Zealand: AMO Australia Pty. Ltd. PO Box 401, Shortland Street, Auckland, 1140. Phone: 0800 266 700

For healthcare professionals only. © 2017 Abbott Medical Optics Inc. | PP2017CT1565
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In treatment-naïve patients...

Please review the full Product Information before prescribing.
MINIMUM PRODUCT INFORMATION EYLEA® [aflibercept (rch)] INDICATIONS: EYLEA (aflibercept) is indicated in adults for the treatment of neovascular (wet) age-related macular 
degeneration (wet AMD); visual impairment due to macular oedema secondary to central retinal vein occlusion (CRVO); visual impairment due to macular oedema secondary to branch retinal 
vein occlusion (BRVO); diabetic macular oedema (DME), visual impairment due to myopic choroidal neovascularisation (myopic CNV). CONTRAINDICATIONS: Known hypersensitivity to aflibercept 
or excipients; ocular or periocular infection; active severe intraocular inflammation. PRECAUTIONS: Endophthalmitis, increase in intraocular pressure; immunogenicity; arterial thromboembolic 
events; bilateral treatment; risk factors for retinal pigment epithelial tears; treatment should be withheld in case of rhegmatogenous retinal detachment, stage 3 or 4 macular holes, retinal break, 
decrease in best-corrected visual acuity of ≥ 30 letters, subretinal haemorrhage or intraocular surgery; treatment not recommended in patients with irreversible ischemic visual function loss; 
population with limited data (diabetic macular oedema due to type 1 diabetes, diabetic patients with HbA1c > 12 %, proliferative diabetic retinopathy, active systemic infections, concurrent eye 
conditions, uncontrolled hypertension, myopic CNV: no experience in the treatment of non-Asian patients, previous treatment for myopic CNV and extrafoveal lesions); see full PI for effects on 
fertility, pregnancy, lactation, effects on ability to drive or use machines. ADVERSE EFFECTS: Very common: visual acuity reduced, conjunctival haemorrhage, eye pain. Common: retinal pigment 
epithelial tear, detachment of retinal pigment epithelium, retinal degeneration, vitreous haemorrhage, cataract, cataract cortical, cataract nuclear, cataract subcapsular, corneal erosion, corneal 
abrasion, intraocular pressure increased, vision blurred, vitreous floaters, vitreous detachment, injection site pain, foreign body sensation in eyes, lacrimation increased, eyelid oedema, injection 
site haemorrhage, punctate keratitis, conjunctival hyperaemia, ocular hyperaemia. Others: see full PI. DOSAGE AND ADMINISTRATION: 2 mg aflibercept (equivalent to injection volume of  
50 µL). EYLEA is for intravitreal injection only. The interval between doses injected into the same eye should not be shorter than one month. Advice on treatment initiation and maintenance of 
therapy specific to each patient population is described in the section below. Once optimal visual acuity is achieved and/or there are no signs of disease activity, treatment may then be continued 
with a treat-and-extend regimen with gradually increased treatment intervals to maintain stable visual and/or anatomic outcomes. If disease activity persists or recurs, the treatment interval may be 
shortened accordingly. Monitoring should be done at injection visits. There is limited information on the optimal dosing interval and monitoring interval especially for long-term (e.g. > 12 months) 
treatment. The monitoring and treatment schedule should be determined by the treating ophthalmologist based on the individual patient’s response. If visual and anatomic outcomes indicate that 
the patient is not benefiting from continued treatment, EYLEA should be discontinued. For wet AMD: Treatment is initiated with one injection per month for three consecutive months, followed by 
one injection every two months. Long term, it is recommended to continue EYLEA every 2 months. Generally, once optimal visual acuity is achieved and/or there are no signs of disease activity, the 
treatment interval may be adjusted based on visual and/or anatomic outcomes. The dosing interval can be extended up to every 3 months. For CRVO: Treatment is initiated with one injection per 
month for three consecutive months. After the first three monthly injections, the treatment interval may be adjusted based on visual and/or anatomic outcomes. For BRVO: Treatment is initiated with 
one injection per month for three consecutive months. After the first three monthly injections, the treatment interval may be adjusted based on visual and/or anatomic outcomes. For DME: Treatment 
is initiated with one injection per month for five consecutive months followed by one injection every two months. After the first 12 months, the treatment interval may be adjusted based on visual 
and/or anatomic outcomes. For myopic CNV: EYLEA treatment is initiated with one injection of 2 mg aflibercept (equivalent to 50 μL). Additional doses should be administered only if visual and/or 
anatomic outcomes indicate that the disease persists. Recurrences are treated like a new manifestation of the disease. DATE OF PREPARATION: Based on PI dated July 2016. Approved PI available at  
http://www.bayerresources.com.au/resources/uploads/PI/file10294.pdf or upon request from Bayer Australia Ltd, ABN 22 000 138 714, 875 Pacific Highway, Pymble NSW 2073. 

References: 1. Eylea Product Information, July 2016. 2. Schmidt-Erfurth, U. et al. (2014) Intravitreal aflibercept injection for neovascular age-related macular degeneration. Ophthalmology. 121:193-
201. 3. Brown, D.M. et al. (2015) Intravitreal Aflibercept for Diabetic Macular Edema - 100-Week Results From the VISTA and VIVID Studies. Ophthalmology. 122(10):2044-52. 4. Ogura, Y. et al. (2014) 
Intravitreal Aflibercept for Macular Edema Secondary to Central Retinal Vein Occlusion: 18-Month Results of the Phase 3 GALILEO Study. Am J Ophthalmol. 158:1032–1038. 5. Heier, J.S. et al. (2014) 
Intravitreal aflibercept injection for macular edema due to central retinal vein occlusion: Two-year results from the COPERNICUS study. Ophthalmology. 121(7):1414-1420. 6. Clark, W. L. et al. (2016) 
Intravitreal Aflibercept for Macular Edema Following Branch Retinal Vein Occlusion: 52-Week Results of the VIBRANT Study. Ophthalmology. 123:330-336.

EYLEA® is a registered trademark of Bayer Group, Germany. Bayer Australia Limited, ABN 22 000 138 714.  
875 Pacific Highway, Pymble, NSW 2073.  November 2016  BRA177 L.AU.MKT.11.2016.0243

PBS Information: Authority required for the treatment of wet age-related macular degeneration, diabetic macular oedema,  
central retinal vein occlusion and branch retinal vein occlusion. Refer to PBS schedule for full Authority Required information.  

EYLEA is not listed on the PBS for myopic choroidal neovascularisation.


