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About the Author
My involvement with writing this history of the College commenced after I had retired
from the RANZCO staff following 20 years of working within the College office. I had
been asked by Dr David Kaufman, the Curator at RANZCO, if I would write profiles on
past presidents and censors-in-chief to be posted on the College’s website. The material
I collected formed the foundation for this book.
My background is one of having had an early childhood on a wheat and sheep farm in
the wheat belt of Western Australia, east of Perth. I attended a country high school at
Northam, inland from Perth. I won a scholarship to university and would have liked to
have studied medicine as I knew every bone in the body by the time I was eight years
old, but apart from the fact that my parents could not afford to put their six children
through university, they also believed that a girl did not need a university education.
Therefore I trained as a general nurse at the Royal Perth Hospital: student nurses were
rotated through the different wards and I remember working in the eye ward with Sister
Griggs. In those days, patients who had their cataracts removed were nursed flat on their
back with their head between sandbags for about ten days or more. Apart from being
terrified of Sister Griggs, I did well in my studies of the eye, gaining 95% in the exam.
I married an RAAF fighter pilot which meant that we were moved around frequently,
including places like Penang in Malaya; Williamtown in New South Wales; Sale in
Gippsland, Victoria; and Pearce in WA and then back to Sale. While on the posting in Sale
I returned to nursing and completed the Intensive Coronary Care course at the Royal
Melbourne Hospital. When my husband was posted on exchange with the RAAF to
Little Rissington in Gloucestershire in England I trained as a mid-wife at the Cheltenham
Maternity Hospital for the Part I – where I was awarded the Tutors Prize – and the District
Part II based in Cirencester, Gloucestershire.
From England we returned to Sale in Victoria, followed by a move to Adelaide where I
started studying for an Arts degree at Flinders University. But after only two years we were
again moved on, this time to Canberra where I finished my Arts degree at the Australian
National University. I then worked in the Commonwealth Department of Health and
studied for a Graduate Diploma in Administration. My husband left the RAAF and moved
to Sydney for work and I attended the University of New South Wales to complete the
Graduate Diploma as a Masters’ degree.
In Sydney I worked part-time in Market Research for McNair Anderson, and then found
employment as Research Officer for the Royal Australian College of Ophthalmologists
(RACO) where I worked in a variety of positions until I retired in 2011. One of my first
jobs in RACO was to rebuild the membership database. This gave me the opportunity
to become familiar with the Fellows’ names and locations. This helped with my next
assignment, which was to map the distribution of ophthalmologists to federal electorates
– not an easy task.
As time moved on I found myself in many roles within the College office, from issuing
invoices for membership fees to organising the National Ophthalmic Matching Program
(NOMP) for the selection of new trainees each year, to organising the Scientific Program
for the Annual Scientific Congress. Over the 20 years in the College office I witnessed
many changes but there have been as many and more since I retired.
The following brief history of the College is an edited extract of a larger body of work that
includes a more detailed history of the College, its people, and its broader affiliations in
the context of ophthalmology globally. The comprehensive volume is held in soft copy
format at the College. The following edited extract has been prepared for e-publishing
on the occasion of the College’s 50th anniversary.
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College Coat of Arms
In 2001, the Council of the College adopted a revised
Coat of Arms to reflect the trans Tasman character
of the College, following the change of name of the
College to incorporate the inclusion of New Zealand
ophthalmology.

RACO

•

The two countries are represented in the main
colours of the Coat of Arms – green and blue, with
the blue also representing the Pacific.

•

Above the helmet, which has no particular
significance, the design incorporates the national
flowers of the two countries – the Wattle of
Australia and the Pohutukawa of New Zealand. On
either side of the helmet are objects representing
the scarf worn around the helmet to keep the
wearer cool.

•

Atop the national plants is the Torch of Learning,
representing the educational role of the College.

•

The shield, which is full of symbolism, is supported
on either side by Australia’s kangaroo and New
Zealand’s kiwi.

•

In the centre of the shield, there is a device which
represents the sun. This has twofold symbolism –

•

It represents Life, for without the sun there would
be no life on this earth.

•

It represents Light, by which we see and with
which ophthalmologists hope their patients will
see.

•

Beneath the Sun is the staff of Aesculapius with a
single serpent – the universally recognized symbol
of medical practitioners. In the top left hand
corner there is a square on which the “sound eye”
of Horus is emblazoned. This is a symbol of very
great antiquity and was familiar to the world’s first
ophthalmologists – that is the ophthalmologists
of ancient Egypt. The symbol is derived from
the ancient Egyptian myth, in which the eye of
the falcon god Horus was torn into fragments
by the wicked god Seth. Later, the Ibis god Foth
miraculously restored the injured eye by joining
together its parts; thereby the eye gained the title
of the “sound eye”.

•

The tail and the stalk below obviously represent
the ‘R’ which is used in writing prescriptions.”

•

The motto, is ‘Ut Videant’ – ‘That they may see’. This
is derived from a biblical quotation – when the
blind man of Jericho was asked what he wanted,
he replied ‘Lord, that I may see – Domine ut vidiam’.

RANZCO
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A College in the Making

A College in the Making

While 2019 marks the 50th anniversary of the formation of a college of ophthalmologists in Australia, it was 120 years ago
that ophthalmologists first took steps to form an ophthalmology body to improve training and standards in the region, and
to promote collegiality.
When Australian Dr James Barrett (later Sir James) was studying ophthalmology in England, he was a founding member of
the Ophthalmological Society of the United Kingdom. On return to Australia he, along with Dr AL Kenny from the Victorian
Eye and Ear Hospital, instigated the Ophthalmological Society of Victoria in 1899. Although this did not flourish at that time,
it was resurrected in 1913 as the Eye, Ear, Nose and Throat Section of the Victorian Branch of the British Medical Association
(BMA).
In that era, farsighted individuals who desired to advance the standards of their profession managed to band together at local
levels and a number of ophthalmological societies were founded. Ophthalmological societies were formed in Queensland
(1924), South Australia (1925) and Western Australia (1946) as branches of the BMA. Meanwhile, the Ophthalmological Society
of New South Wales (OSNSW) was founded in 1910 and lasted as an autonomous body for more than 70 years until 1986.
The Eye Sections of the British Medical Association in New Zealand (which first met in 1922) and in various states in
Australia were all governed by general rules of the parent body in the United Kingdom. Since Australian and New Zealand
ophthalmological societies were not autonomous and could not independently determine their memberships, they felt the
need for a local society controlled by its own members.
At the 1937 BMA Congress, Dr J Ringland Anderson of Melbourne proposed a national organisation in a paper entitled ‘The
Future of Ophthalmology in Australia’. Following the presentation of that paper, a motion was put forward that an Australian
society of ophthalmologists be formed – with the aim being unification of the BMA state committees of ophthalmology into
one national body. This motion was carried. The Ophthalmological Society of Australia (OSA) was born on 23 March 1938
comprising 125 members with Sir James Barrett as the first President and Dr Darcy Williams as the first Honorary Secretary.
New Zealand ophthalmologists inquired about the possibility of becoming members of the proposed society but, because
of the BMA rules at the time, this was impracticable. However, the Federal Council for the BMA found a way by which
overseas ophthalmologists could link up with the OSA.
The stated objectives of the OSA were to (i) solve scientific and ethical problems, (ii) encourage research, (iii) encourage collection
of literature, (iv) publish a journal, (v) encourage overseas ophthalmologists to visit Australia, and (vi) conduct annual congresses.
Several committees were appointed with considerable terms of reference for: prevention of blindness; visual hygiene; science
and research; library; orthoptics; editorial; and overseas visitors. However, the OSA was not an examining or qualifying bodies.
The main activities were centred on the Annual Scientific Conference, which was the primary vehicle for continuing education.
The OSA’s first Congress was held in 1939.
In New Zealand, during a February 1946 meeting of the New Zealand Branch of the BMA, Dr Walter Hope-Robertson presented
a paper to a group of ophthalmologists attending the ‘Eye Section’ meeting, proposing the idea of forming an ophthalmological
society in New Zealand. This was not the first time Dr Hope-Robertson had put forward the idea. In 1939 he had written to the
Ophthalmological Society of Australia to enquire whether it would be possible for New Zealand ophthalmologists to join the
Society and possibly rename it the OSA and New Zealand. At the time, the BMA rules precluded this. The matter did not proceed
any further at that stage, in part due to the outbreak of World War II.
Between 1939 and 1946 Dr Hope-Robertson continued to canvass the idea of an Ophthalmological Society of New Zealand
with New Zealand ophthalmologists. The feedback he received was that they were overwhelmingly in favour of it, despite some
being concerned about affiliating with Australian ophthalmologists while others didn’t like the idea of a New Zealand Society
working under the auspices of the British Medical Association (BMA). A strong factor motivating New Zealand ophthalmologists
to get organised into a society was that the New Zealand government at the time intended to make drastic alterations in the
Social Securities Act which would potentially affect all practising ophthalmologists. New Zealand ophthalmologists thought it
essential to have an authoritative body to put forward their views on matters likely to impact not only on their practice but the
eye health sector in general.
When Dr Hope-Robertson presented his paper at the February 1946 conference, the timing was right and it was unanimously
agreed that a New Zealand ophthalmological society be formed. The Ophthalmological Society of New Zealand (OSNZ) had
its first Annual Conference in February 1947.
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This photo was taken at the Inauguration of Ophthalmic Research Institute of
Australia (1954).
FRONT ROW: Walter Lockhart Gibson, John Pockley, Dame Ida Mann, Archie Anderson,
Arthur Joyce, AL Tostevin.
BACK ROW: Hugh Ryan, Kelvin Ledgett, Ron Lowe, Bruce Hamilton, W Deane-Butcher,
Sir Norman Gregg.
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Concurrent Initiatives

The Ophthalmic Association Ltd and the
Medical Eye Service of New South Wales

Even though the Sydney Hospital Eye Department at Woolloomooloo provided facilities
for public patients, a few ophthalmologists started a small clinic in Elizabeth Street,
Sydney, forming the Ophthalmic Association Ltd which was incorporated in 1934. The
Medical Eye Service (MES) of New South Wales was the registered name under which the
clinical work of the Ophthalmic Association Ltd was conducted.
With wisdom and foresight the founding members of MES went on to purchase property
at 27 Commonwealth Street and erected a building where they provided ophthalmic
services for persons of small income; assisted young ophthalmologists commencing
practice; and assisted the older men who had retired from their full-time careers. The
MES continued to serve a large number of patients. Although it was said that there were
those who opposed the MES, it was argued that the service educated the public to seek
the services of an ophthalmologist. In those early years there were many who could not
afford a two guinea fee or who stood in awe at the mention of Macquarie Street.

Sydney Eye Hospital,
Macquarie Street Sydney

Initially the foundations of the new MES building in Commonwealth Street provided
for the construction of a nine-story building because it was proposed to add extra
floors to establish an Eye Hospital which could care for inpatients. The plan, however,
was never implemented because of the disruption caused by World War II. The building
was subsequently gifted to the College – for its headquarters – by the Ophthalmic
Association Ltd, when the MES was discontinued in 1986.

Research

At the inauguration of the OSA, a Research and Scientific Committee was established.
Dr Darcy Williams reported that, prior to this, a measure of research had been achieved
owing to the energy of a few members but it had lacked coordinated support. In the
surge of enthusiasm after World War II, ophthalmologists in Australia became very eager
to encourage research, being stimulated by Dr McAlister Gregg’s clinical reporting of
congenital cataracts caused by maternal rubella, and by Dr Kate Campbell’s reporting
of oxygen applied to premature babies as a cause of retrolental fibroplasia – for which
she received world acclaim. The Ophthalmic Research Institute of Australia (ORIA) was
conceived in 1950 when the OSA decided to establish an independent research fund for
ophthalmic purposes, having had problems obtaining funds from the National Health
and Medical Research Council (NHMRC) which was financed by the Commonwealth
Government. (see pages 49-50 for more information about ORIA and College involvement
in research).
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Training Disparities

Prior to 1969, ophthalmologists in Australia and New Zealand had qualified through a variety of courses both from
within their own countries and overseas. This resulted in discrepancies in quality of training and standards, disunity, and
confusion, and it had the potential to affect patient outcomes. There was therefore a need for national coordinated,
uniform training of ophthalmologists locally.
Up until the Second World War, most aspiring ophthalmologists travelled overseas to qualify as specialist ophthalmologists.
In those days there were three postgraduate qualifications in Britain: the Fellowship of the Royal College of Surgeons
(FRCS) of Edinburgh, established in 1813; the University of London’s recognition of Ophthalmology as a special branch of
the Master of Surgery; and the Diploma of Ophthalmology (DO) of the University of Oxford, instituted in 1910. Meanwhile,
the Council of the British Ophthalmologists proposed a Special Examination in Ophthalmology and, as a result, the Royal
College of Surgeons of England and the Royal College of Physicians arranged for a Conjoint Examining Board to institute
a Diploma of Ophthalmic Medicine and Surgery (DOMS).
Ophthalmologists who travelled to Edinburgh or London to attain their specialist training returned with qualifications
as either FRCS, DO or DOMS, and those returning from overseas spread their experiences at local society meetings and
congresses. Clinical discussions and case presentations were enthusiastically pursued and reported in local medical
journals. However the mood began to shift towards local training of ophthalmologists.
Sir James Barrett, who had been involved in the negotiations for a Diploma of Ophthalmology in Australia during
1919 which did not eventuate, spoke again in the late 1920s of the necessity for some standard for making hospital
appointments, and of the considerable expense entailed in traveling to England to obtain a qualification. A draft of
regulations for a Diploma, based very closely on the DOMS, was approved by 1930. Courses which required a minimum
of three students were made mandatory, and between 1932 and 1936, there were several graduates. Unfortunately, when
more postgraduate medical diplomas were introduced by the University, the Diploma of Ophthalmology stagnated as no
provision was made for the extra work load due to stringent financial conditions imposed because of the great depression.
While World War II disrupted the DO in Melbourne, the war also became the turning point that made Australians and New
Zealanders realise they needed to be more self-sufficient and responsible for their own destinies, and that training for the
future had to be activated locally. In 1945 the OSA welcomed a proposal by the Royal Australasian College of Surgeons
(RACS) to institute a Fellowship, with Ophthalmology as a special subject. However the RACS agenda did not have a
fixed training program and the basic sciences were mostly unsuitable for aspiring ophthalmologists. After the war, the
servicemen returning from overseas who had a diploma of some sort were encouraged by RACS to gain their Fellowship
and were granted their RACS Part I.
In 1944, Captain Ronald Lowe together with Major Laurence Duncan, ophthalmologist at Army Headquarters, approached
the University of Melbourne to reactivate the Diploma of Ophthalmology which had been set up at the University in the
1930s. The Victorian Branch of the Ophthalmological Society of Australia submitted ideas to the university on the course
for a DO with details of pre-vocational qualifications and for Part I Exams to be overseen by an OSA Academic Standing
Committee. Recommendations that Examiners should be appointed in rotation, with an exchange between Sydney and
Melbourne were also put forward. The Faculty of Medicine of the University of Melbourne approved regulations for the
DO, which incorporated all the recommendations of the Victorian Branch of the OSA, and further details of the two-part
examinations. The Faculty appointed Boards of Examiners to advise about the diplomas, with each Board consisting
of university professors and members of the specialist body. Honour was satisfied, the Diploma – which paralleled the
Conjoint DOMS of London – was respected, and candidates came from all States. Captain David Crompton and Dr Nancy
Lewis together with Captain Lowe and Captain Lloyd Mercer made up the required minimum number of students for the
Diploma of Ophthalmology (DO) in 1944. Restoration of the DO at the University of Melbourne paved the way for postWorld War II veterans to seek training in ophthalmology.
In 1945 the University of Sydney followed Melbourne with a DO being set up and run by the Postgraduate Committee in
Medicine in conjunction with the Sydney Hospital Eye Department.
In New Zealand Dr Rowland Wilson was appointed to the first academic post in ophthalmology in New Zealand in 1946, not
by the University of Otago – which had New Zealand’s only medical school – but by the Otago Hospital Board. Dr Wilson
was promoted from senior lecturer to associate professor in 1954, and laid the foundations of academic ophthalmology
in New Zealand. He influenced students to pursue ophthalmology and began the training of registrars, his first being Gair
Macdonald. Dr Ian Elliott was the first New Zealander to take the final fellowship examination of the Royal Australasian
12

College of Surgeons in ophthalmology after full registrar training in New Zealand.
In 1963 Professor Gerard Crock was appointed at the University of Melbourne as the first
Professor of Ophthalmology. This was seen as a great step forward for the profession. This
occurred at a time when many OSA members felt they had lost considerable influence in
training and examinations for their specialty.
The big worry for ophthalmologists had been the surfeit of qualifications that could
be obtained with inadequate basic science for ophthalmology entrance, especially the
Fellowships of the Royal Colleges of Surgeons (FRCS) Edinburgh or London, and Fellowship
from the Royal Australasian College of Surgeons (FRACS).
While postgraduate training became home-based with appropriate examinations and
qualifications being offered in Australia – including DOs being offered in Melbourne (1944),
Sydney (1945) and Queensland (1949) – travel abroad was still encouraged as a means of
gaining further experience in those sophisticated aspects not available in Australia.
Many different qualifications were registrable for Australian ophthalmologists: the DO
Melbourne, the DO Sydney, the DO Queensland, the Fellowship of RACS (FRACS), the DO
Oxford, the DOMS London, the FRCS Edinburgh or FRCS London (with ophthalmology as
the second part). All the Fellowships had inadequate basic science because anatomy and
physiology of the eye were virtually non-existent in their agendas.
The plethora of available qualifications led to a ‘hotchpotch’ of standards, and
consequently two separate groups emerged. Holders of either Fellowships or Diplomas
had vested interests in promoting their value, and committees responsible for making
hospital appointments had difficulty in making choices, while the OSA considered that
the prerequisites were inadequate for any of the examinations or for the training of its
future members. Those with Fellowships were looked upon as the elite and generally
given preference in consideration for hospital appointments.
Therefore, in 1964 Dr Geoff Harley proposed that the Victorian State Branch form
a subcommittee to investigate the possibility of forming an Australian College of
Ophthalmologists to have an Australia-wide uniform training program and examinations
as the hallmark of Australian Ophthalmologists.
Despite adding to the overabundance of qualifications already available from overseas,
the Diplomas of Ophthalmology introduced in Melbourne, Sydney and Brisbane at the
end of the World War II paved the way for the formation of the College by forming a local
academic base for the specialty, and providing experience in administration, teaching and
examining.

In 1964 Dr Geoff Harley
proposed that the
Victorian State Branch
form a subcommittee
to investigate the
possibility of forming
an Australian College
of Ophthalmologists
to have an Australiawide uniform
training program and
examinations as the
hallmark of Australian
Ophthalmologists.

Birth of the Australian College of
Ophthalmologists

The Annual General Meeting of the OSA in September 1965 was to be remembered as the
longest and most contentious ever, with the notice of motion to change the name of the
OSA for the formation of a College. The ultimate aim of a College was to establish a training
program and a qualifying examination of high standard, uniform throughout Australia. At
that meeting, it had been resolved that the OSA proceed to investigation of legal aspects
of incorporation.
To ensure the proper academic and political foundation for the formation of a College, the
long and laborious task of drafting the Memorandum of Articles of Association was entrusted
to a Constitution Committee with Dr Ken Howsam as Chair of that committee. He had given
strong support to the formation of a College, and was ably assisted by Drs Geoff Harley, James
Hart, Peter Rogers, Max Moore, and Chris Wilson, with Hugh Ryan as OSA President an exofficio
member. That committee gave a great deal of time and thought into the drawing up of a draft
Constitution and its recommendations, which were circulated to State Sections for comment.
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At the 1967 AGM of the OSA with Dr Ted Waddy Pockley in the Chair, members were advised
that State Sections had invited comments from their members on the draft and these in turn
had been considered by Council, with the only difference of opinion being in the choice of a
name for the new body.

Incorporation of the Australian College
of Ophthalmologists

At the OSA Council meeting held in May 1968, draft By-laws based on resolutions of Council
over the years were reviewed. A special subcommittee had also been set up to consider
the establishment of a Qualification and Education Committee (QEC). It was decided the
incorporation of the College was to be set in motion immediately following the Hobart
meeting (October 25 to 1 November 1968), and that the inaugural meeting of the College
had to be held within 15 months of incorporation. It had been decided the College’s
inaugural meeting would be held in Melbourne in October 1969. The President and OfficeBearers of the OSA at the time of incorporation would then became the first office-Bearers
of the College. A meeting to wind up the OSA was to be held just prior to the inaugural
meeting of the College.
At the OSA Council meeting in October 1968 the Executive Committee made the
recommendation to Council that Council appoint a Steering Committee to take action in all
things relating to the changeover from the Society to the College.
Dr James Foster was
the final President
of the OSA in
October 1968 and
became the inaugural
President of the
Australian College
of Ophthalmologists
(ACO) with its
incorporation on 27
May 1969.

In 1968, after much soul-searching and debate with the ‘traditionalists’, the OSA disbanded
and reformed as the Australian College of Ophthalmologists (ACO), and was incorporated on
27 May 1969. Responsibility was assumed for: (i) the regulation and assessment of training;
(ii) the conduct of training courses; and (iii) a two-part examination for Membership of
the College. All of the former activities of the OSA were to continue: (i) solve scientific and
ethical problems; (ii) encourage research; (iii) encourage collection of literature; (iv) publish a
journal; (v) encourage overseas ophthalmologists to visit Australia; and (vi) conduct annual
congresses.
Dr James Foster was the final President of the OSA in October 1968 and became the inaugural
President of the Australian College of Ophthalmologists (ACO) with its incorporation on 27
May 1969. Foster had contributed to the formation of the Constitution of the ACO and his
preciseness and desire for clarity in expression were important attributes during the initial
stages of the formation of the Constitution.
The leadership of the OSA at the time recognised that the foundation of the College was
an inevitable development because there was a need for national coordinated training of
ophthalmologists. An additional benefit gained from the establishment of the College was
that it had a unifying effect in that an appreciable number of ophthalmologists joined the
College who had not been members of the OSA.

Early Groundwork for QEC

With the incorporation of the Australian College of Ophthalmologists in 1969, a Qualification
and Education Committee (QEC) was established to meet all the responsibilities of creating
a vocational training program, establishing an examination process, and the awarding of a
diploma of Fellowship.
Two years’ grace was given to those already in training for the Diploma of Ophthalmology
(DO) since it was agreed that requirements for entry to be a Member of the ACO would be
by examination as from June 1971. The Royal Australasian College of Surgeons assisted with
the examination regulations and it was hoped that by integrating the training programs of
the ACO, the RACS, and the universities, and by making the entry requirements, syllabus
and examinations the same for all, the hotchpotch of available qualifications would be
brought under control.
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Negotiations were held with university postgraduate medical education bodies in the
various states regarding courses of training and examinations. Regulations were drawn
up while teachers and examiners were inaugurated to assess candidates’ qualification
for admission to the College. It had been agreed with RACS that the College should not
accept any doctor as a candidate for any of its examinations unless they possessed the
basic medical qualifications agreed by the state and territory medical boards.
Accreditation of training posts was one of the most important elements in the delivery
of training because the clinical elements of training are conducted in accredited
specialist ophthalmology training posts. A system of accreditation of hospitals was set
up under the guidance of Dr Ken Howsam. Having visited a large number of centres
overseas to investigate their ways of doing things, he introduced rotations between
the ophthalmological departments of general teaching and specialist hospitals, thus
enhancing and broadening the trainees’ clinical experience. That principle was to become
universally adopted for the training of all ophthalmologists.
The Member of ACO (MACO) qualification issuing from the College’s agreement with
RACS came to be accepted by the Australian Commonwealth and state governments as
accreditation for ophthalmologists, and the university DOs were discontinued.
Simultaneously, negotiations had been going on with the Education and Qualification
Committee of the Ophthalmological Society of New Zealand (OSNZ) with a view to
achieving regional standards throughout Australasia. The requirement to pass the Part I
Basic Science exam with the implementation of a common final examination with the
OSNZ paved the way for the later amalgamation of the two bodies from Australia and
New Zealand.
Over the following years the College governance steered a steady course with Council
meeting three or four times per year and the Executive meeting in between. It was mainly
through the efforts of Dr Ronald Francis Lowe in Melbourne that the Royal appellation was
conferred on the Australian College of Ophthalmologists in 1977. In March 1978 the name
of the College was changed to the Royal Australian College of Ophthalmologists (RACO).
At that time every existing ‘ordinary member’ of the College (MACO) became a Fellow,
entitled to use FRACO after their name.

Dr Peter Hardy-Smith
was RACO President,
when the President of
the OSNZ was invited
to attend RACO
Council meetings as
an observer.

After three years of negotiations with the College of Heralds in London, the College
received its Grant of Arms (in 1981) and ultimate approval in the form of the complete
Letters Patent arrived in mid-1982 for the College’s new Coat of Arms. The motto initially
proposed was Ut Videamus (that we may see), but Council decided on Ut Videant (that
they may see).

Greater Inclusion of New Zealand

During 1989-1990, when Dr Peter Hardy-Smith was RACO President, the President of the
OSNZ was invited to attend RACO Council meetings as an observer. Around 1992, New
Zealand ophthalmologist Dr Bruce Hadden initiated discussions regarding amalgamation
of the OSNZ with the RACO. In this he was strongly supported by Dr Ivan Goldberg of
Sydney, who was RACO’s Censor-in-Chief. A joint committee was set up to explore the
possible amalgamation of RACO and the OSNZ during the presidency of Justin O’Day in
1994-1995.
There were a number of key reasons for wanting amalgamation. At the time, New Zealand
fellows did not have the right to vote or to hold office in the College, despite the College
being the education and qualification body for New Zealand ophthalmologists. It was
felt that being part of a strong trans-Tasman college would be advantageous for New
Zealanders and that being able to take the College’s fellowship examination would confer
on them a world-recognised specialty qualification. And thirdly, it would give New Zealand
ophthalmology more political strength.
15

Key arguments against amalgamation were loss of control and a rise in subscription
fees, however the majority of New Zealand ophthalmologists were in favour of
amalgamation. This was confirmed in a secret ballot in 1996 which showed 51 in
favour and only one against. Items that needed sorting out included the wish for a
New Zealand emblem to feature in the new coat of arms of the combined college,
and that ‘New Zealand’ be included in the name of the combined college. Another
issue at that time was the difference in attitude towards optometry between Australia
and New Zealand, but the QEC launched a review of the curriculum to define the
knowledge, skills and attitudes required by an ophthalmologist and to delineate what
needed to be taught and assessed.
The process of amalgamating with the New Zealand ophthalmologists commenced
in 1995-1996 with Dr Geoffrey Morlet at the helm, and continued to be reviewed in
1996-1997 when Dr Frank Martin was President of RACO.

Dr Bruce Hadden
initiated discussions
regarding
amalgamation of the
OSNZ with the Royal
Australian College
of Ophthalmologists
(RACO).

At an Extraordinary General Meeting held during the 1996 College Congress in Sydney,
the combining of activities of the RACO with those of the Ophthalmological Society of
New Zealand was approved. Following the decision, the College’s Memorandum and
Articles of Association was amended to include New Zealand as a branch of RACO and
to rename it to include New Zealand in the title. Following endorsement by Council,
the College was formally re-named. Because of the uncertainty of the Australian
republican debate at that time, the amalgamation was temporarily named ‘The Royal
Australian College of Ophthalmologists incorporating the Ophthalmological Society
of New Zealand’.
The New Zealand Branch was entitled to three seats on the College Council, being
in proportion with the number of members of the other branches in Australia.
Functioning of the new entity took effect during 1997 and major changes to the
staffing structure took place within the College office.
The formal combination of the College activities with those of the OSNZ to create a
trans-Tasman medical college enabled joint efforts to meet the various governmental
disputes they faced. Those included scrutiny by the Commerce Commission of New
Zealand of medical specialist colleges, and ophthalmology in particular. There was
also increased scrutiny in Australia, with the head of the Australian Competition and
Consumer Commission indicating that it had been implied that the medical colleges
were maintaining “closed shops” to protect their livelihood. However high and uniform
standards of medical care were being protected by the Colleges for the benefit of the
patients: graduates of RACO were equal to or better than most others in the world. The
encroachment of outside bodies into medical standards was becoming provocative
as the College did not want governments, the ACCC or the Commerce Commission
telling them to lower their standards. Both RACO and the OSNZ were resolute on
one issue in particular – that overseas-trained ophthalmologists had to reach the
established standards of training that Australian and New Zealand ophthalmologists
had, before they could obtain registration to practise.
The College continued the process of adjusting to the changes and preparing for the
new millennium. In the year 2000 assent was given for the College to have a formal
name change to the ‘Royal Australian and New Zealand College of Ophthalmologists’
(RANZCO) which Fellows received with acclamation. The College had grown to
become a significant institution, now involved – in both countries – with sister
colleges, government at all levels, and medico-political organisations. Structural
change to adopt a corporate/collegiate model commenced.
The process of strategic planning for the College was institutionalised as a fundamental
responsibility of sound corporate governance. Major objectives were established to
achieve its goals of:
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1.
2.
3.
4.
5.
6.
7.
8.

developing the world’s leading ophthalmic education system;
enhancing self-regulation of the profession in the interests of patient care;
building on the knowledge base;
taking a leadership role in eye care;
strengthening governance;
reviewing the professional scope of practice;
improving resources; and
strengthening communications.

RANZCO was registered as a foreign company operating in New Zealand to provide
legal status for the New Zealand Branch, and a new armorial ensign, or Coat of Arms,
was prepared to reflect the trans-Tasman nature of the College. Dr Bruce Hadden, from
Auckland, became the first New Zealand Fellow to become President of RANZCO in 20022003. Development of the corporate/collegiate model of governance continued, while
decision making and business efficiency was improved. The development of new training
programs and preparations for external accreditation required significant investment and
cost to the College. By the turn of the century, extensive changes had taken place within
the College.

Opening of Chalmers Street, Dr Michael
Steiner, Mr Frank Sartor and Dr Bill Gillies

New Constitution

During Dr Bruce Hadden’s tenure as College President, consolidation of organisational
and structural changes took place to prepare for governance changes that included the
adoption of a Constitution to replace the Memorandum and Articles of Association. Other
initiatives included: the election of a Board of Directors; formation of an Audit Committee
and a Human Resources Committee to support the Board of Directors; abolition of the
offices of Vice President elect, Immediate Past President, Honorary Secretary and Honorary
Treasurer; and fiduciary responsibility being vested in the Board of Directors.
Dr Peter Henderson, who was the College President from 2003 to 2004, was another prime
mover and architect of the College governance changes together with a new College CEO
Mr Bob Guest – who had commenced in 1999 – and Drs Rick Stawell and Ivan Goldberg.
They were charged with generating the new Constitution, which had been endorsed at
the 2002 AGM. This moved the College to a contemporary corporate model. The Board of
10 Directors met five times during the year and the Council met twice. Urgent issues were
discussed and decided out of session via email resulting in the Directors maintaining an
informed and active role in the development of College strategy and policy which were
then implemented by management. A portfolio system was introduced into the Board
structure by allocating specific responsibilities to each director.

Mr Dennis Sligar, Ms Margaret Dunn,
Prof Mark Gillies and Dr Stephen Cains
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College Headquarters

The College Headquarters had first been housed at Commonwealth Street, Surry Hills NSW, after the building had been
gifted to the College by the Ophthalmic Association Ltd/MES. At the Opening Ceremony of the Sydney Congress that
year, a plaque was unveiled commemorating ‘The generous gift of a building from The Ophthalmic Association Limited
(The Medical Eye Service of New South Wales) allowing the establishment of a permanent home for the College.’
The College continued to grow over the next ten years. A special committee to examine the future accommodation
needs and intended use of the building was set up. There were several options, one of which was a major renovation
of the building with a view to the College occupying one floor and leasing the other two. Another option was to sell
the property with a view to purchasing something smaller which would overcome the need for any form of levy on the
members.
By 1998 the constraints of the building in Commonwealth Street were growing and the decision was taken to purchase
a bigger building at Chalmers Street, Surry Hills, NSW. Dr Peter Henderson as Treasurer played a most valuable role in the
transition: he negotiated and completed the purchase of the RANZCO building in Chalmers Street in June 1999, as well
as the sale of the building at Commonwealth Street. This building was sold with great regret, considering the generosity
of the Ophthalmic Association Ltd/Medical Eye Service of NSW in donating it to the lasting benefit of the College. The
building at Commonwealth Street was vacated toward the end of 1999 and College business relocated to the Chalmers
Street premises.

Information Technology

Word Perfect and Lotus Spreadsheet were the computer programs in vogue in the 1990s. As President from 1995, Dr Justin
O’Day saw the introduction of email to the College through Med-E-Serve, and an Information Technology Committee
was set up to cover two areas: (i) that of ‘Case mix’ which was introduced by the Government; and (ii) information storage
and exchange.
A review of the College’s records in 1996 revealed that there was no central record of all files held in the College. Therefore
a new system was implemented involving the formal creation and classification of files, and the introduction of TRIM
records management software.
Under the guidance of the Information Technology Committee, the College website was overhauled and relaunched at
the 1998 Scientific Congress. In 2001 further investment was made to improvements in the College’s information and
communication systems, including the website, new member database and a Continuing Professional Development
(CPD) module.
During 2014-2015, office renovations required temporary relocation of College headquarters to another building. In the
process, every membership file was digitalised and stratified ready for uploading into a new database, while paper records
were analysed and categorised by an experienced archivist and properly stored and catalogued for future reference or
destroyed where not needed. The renovations were to bring about an almost paperless office with the available space
better used for meetings, teaching and exams, and modern resources to assist staff and Fellows. After the renovations,
the new environment allowed for greater sharing of information, knowledge and resources, enhancing teamwork and
internal collaboration.
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Qualification and Education

Education and training are the highest priorities for the College, and have remained at the
heart of its mission from the very beginning. The principles upon which College training
was based were summed up by Dr Bill Gillies outlining the centuries-old wisdom regarding
essentials of specialist advanced training. These were: a thorough knowledge of basic
science; a comprehensive academic knowledge of the specialty; and a sound competency
in its practise, developed from an apprenticeship system. Dr Gillies appreciated that this
fulfilment of competency marked the difference between College education and university
education, and was the distinguishing feature of Specialist Medical College Training.
Because competency cannot be assessed by examination, legislated for, or acquired by
sitting in lectures, the only effective standard is the completion of a structured, supervised
and lengthy in-service period of training which can only be provided through dedicated
effort by senior Fellows or ‘Masters of the craft’ and good facilities in which to train.
Many Fellows contribute in many ways to the successful training of the next generation of
ophthalmologists. Without the commitment of so many people working on committees
at a local and Federal level, teaching in hospitals and voluntarily giving their time out
of hours, it would be impossible to produce the exceptional ophthalmologists we are
fortunate to have in Australia and New Zealand.
With the incorporation of the Australian College of Ophthalmologists in 1969, a
Qualification and Education Committee was established and the hard work began to
meet all its responsibilities. All the old activities of the Ophthalmological Society of
Australia (OSA) were continued, however the new body also assumed responsibility for
the regulation and assessment of training, the conduct of training courses, and a two-part
examination for membership of the College.
The purpose of the QEC was to meet all the responsibilities of creating a Vocational
Training Program (VTP), as well as establishing an examination process and the awarding
of a diploma of Fellowship.
In the ACO’s first year the College achieved quite a lot in recruiting, encouraging and
educating ophthalmologists. The QEC, with Censor-in-Chief Dr Ken Howsam, concentrated
on education with help from universities and from other colleges. It was hoped that
by integrating the training programs of the ACO, the Royal Australasian College of
Surgeons (RACS), and the universities, and by making the entry requirements, syllabus
and examinations the same for all, productive years previously wasted in taking the many
courses and degrees could be avoided – thereby bringing under control the assortment
of available qualifications.
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A large part of the QEC’s responsibilities lie with the Censor-in-Chief. When Dr Howsam
stood down as Censor-in-Chief in 1972, that role was taken over by Dr Peter Rogers.
As Censor-in-Chief Dr Rogers was an ex-officio member of the Council and reminded
Councillors that the basic reasons behind the move to establish a College had been the
question of qualification and standards and, therefore, the success of the College would
stand or fall on the success of the QEC and the support given to it by College members.
Dr Frank Billson at that time was Chairman of the ophthalmological section of RACS and,
together with the ACO’s Censor-in-Chief, Dr Rogers, and the President of RACS, Bill Hughes,
discussed conjoint examinations between ACO and RACS.
Meanwhile, at the conjoint meeting of the ACO and the Ophthalmological Society of New
Zealand (OSNZ) in Sydney in 1975, Professor John Parr and Dr Calvin Ring spearheaded
the formation of an education committee of the OSNZ – which Professor Parr called
the Education and Qualification Committee – to study and advise on post-graduate
ophthalmic training in New Zealand which hitherto had been ad hoc. The committee
oversaw ophthalmic training in New Zealand. It was responsible for coordinating a national
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selection process for ophthalmic registrars, and for advising the New Zealand Medical Council on training and becoming
credentialed in ophthalmology. The most difficult of these was advising on the further training and assessment required
of individual overseas-trained ophthalmologists wanting to practise in New Zealand, as their previous training was so
varied, and sometimes difficult to verify.
In Australia when Dr Peter Rogers stepped down as Censor-in-Chief in 1978, he reported that the QEC had pursued the
fundamental task of drawing up rules for its conduct and set up an examination system and training procedures. The
training programs and periods of training were agreed with RACS, and the idea of a conjoint final examination between
the RACO and RACS seemed to be a satisfactory way to achieve a national qualifying examination. During that time
negotiations continued with the OSNZ with a view to achieving regional standards.
Professor Frank Billson took over the role of Censor-in-Chief from Dr Rogers and continued with the evolving developments
of the College and the QEC. Prof Billson was already an active Fellow of the College, and had been appointed as the
Foundation Chair of Ophthalmology at Sydney University in 1977.
In 1979 the College’s Undergraduate Committee reported that there was pressure at some universities to reduce the
content of core teaching in ophthalmology, while a later survey revealed that the majority of Fellows considered referrals
from GPs reflected inadequate training of undergraduates. The College was therefore eager to increase its commitment
to undergraduate education. It resolved to do more for the continuing education of general practitioners by organising
periodical seminars in each state, and approached the RACGP to include ophthalmology sessions in their seminars.
The College commenced inspections of training posts in 1980 and the state QECs were made more responsible for
organising and supervising the training of registrars, including the number and location of training posts. At that time a
common final examination with the OSNZ was introduced, paving the way for the later amalgamation of the two bodies.
In 1981 the QEC was structured formally in three parts comprising Qualifications; Examinations; and Continuing Medical
Education (CME). Dr Barry Desmond Coote succeeded Professor Billson as Censor-in-Chief in 1982 and continued to
develop the core activity of the College in the training and education program. During 1984 the Conjoint Surgical Board
in Ophthalmology was being restructured to be replaced by a Committee of Liaison between the College, OSNZ and the
RACS. The Conjoint Surgical Board in Ophthalmology, which had been answerable to the RACS Council, was replaced with
a new Conjoint Surgical Board in Ophthalmology, comprising the Censor-in-Chief of RACO (as Chairman), the Censor-inChief of RACS, and the Chairman of the Education and Qualification Committee of New Zealand, to report to all three
parent bodies. Reciprocal arrangements were made for ex officio membership of the RACO Censor-in-Chief on the OSNZ
E&Q Committee and vice versa.
Medico-political problems arose in Australia in 1984-85 during the Hawke Labor Government with Neal Blewett as
Minister for Health. The problems arose due to reduction in funding for the public hospital system, which was perceived
as a threat to the high standards that were an integral part of the College’s role. Those problems continued during 198586, bringing about disruptions to the Vocational Training Program because those economic and political pressures were
seen as watering down training and inadvertently denigrating the profession.
At that time the concept of sending elite graduates overseas to expose them to different medical cultures, techniques
and attitudes was promoted by Dr Dick Galbraith. OPSM introduced a scholarship to allow an Australian to travel to one
of the great training institutions of Europe or America. Dr Galbraith envisaged those graduates returning with new skills
and a new outlook which would help the College maintain high standards.
In 1988, the Australian Federal Government’s Medical Education and Medical Manpower Committee’s report was released.
Because of implications regarding the College’s roles in future training, CME, and manpower, comments were sought from
Councillors and QEC members for the preparation of a coordinated and strongly-based response. There was concern in
the QEC about the changing nature of the hospital system if Visiting Medical Officers – on whom the standards of care
and quality of the profession depended – left the public hospital system. It was recognised that academic ophthalmology
needed to be extended beyond the confines of the teaching hospitals into private practice and the community, but the
use of private patients for teaching purposes would need to be introduced slowly.
In 1990 Dr Justin O’Day replaced Dr John Murchland as Censor-in-Chief. Considerable changes were brought about to
the training requirements of ophthalmologists. By the early 1990s many enquiries had been generated by Government
responses to the needs of the public. One enquiry at that time was that of the ophthalmology workforce for the Australian
Medical Workforce Advisory Committee and Dr O’Day represented RACO on that investigation. At that time there were an
increasing number of candidates passing the Part I Ophthalmology Basic Science examination, and there was discussion
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about the need for RACO to address the number of candidates passing the Part I
examination exceeding the number of jobs available – and for the government to address
the numbers of doctors entering the ophthalmic workforce through medical immigration.
Dr Ivan Goldberg succeeded Justin O’Day as Censor-in-Chief in 1993 and continued in this
role for six years. In the initial years of Dr Goldberg’s role as Censor-in-Chief, an increasingly
complex external world had progressed through new scientific developments, new
surgical procedures, changing patient and community expectations, and changing
government policies and regulations. He recognised that the training program had to
equip trainees with knowledge and skills to work successfully in the changing professional
environment. Therefore every aspect of the VTP was progressively reviewed by the QEC to
meet the challenges posed by the changes.
In 1994 there was a focus on standards. The QEC considered that appropriate standards
resulted from education at a basic science and clinical level, as well as continuing education,
research, and the training of future generations of ophthalmologists. Ophthalmologists
were also involved in setting up General Practitioner education. At that time a Joint
Consultative Committee on General Practitioner Education was formed with the RACGP to
discuss a knowledge/skills curriculum for General Practitioners.
As College President, in a 1996 speech, Dr Justin O’Day advocated for more opportunities
for more women to train as ophthalmologists, and reflected on the major changes in
society in which the number of married women in the workforce had increased. Dr O’Day
advocated that the College should consider such options as part-time training, extended
training and interrupted training, to allow women to make choices regarding career and
commencing a family.
In 1996 the computerisation of the trainee surgical audit program began. By then the
examinations were fully integrated between Australia and New Zealand. The last Conjoint
Part II Examination, introduced with RACS in 1975, was held in 1995 and the duel diplomas
of RACO and RACS were discontinued, with the College taking the helm in training
ophthalmologists. The College had come of age.
In 1997 when Dr Frank Martin was President and Ivan Goldberg was still Censor-in-Chief,
interactive training through CD technology was introduced to the QEC by Dr Max Thorpe
from the University of NSW with the intention of working out how to facilitate and assist
members. He advised that this technology would increase as email became an essential
part of communication for members.
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A Mentor System for Registrars was mooted at that time, with a mentor allocated on a
one-to-one basis. Workshops on the topic of ‘Training the Trainer’ were organised to assist
supervisors in delivering constructive criticism to trainees when required.
In 1998, a full review of the VTP was authorised by the College Executive. The rapid
development of new technology was identified as a critical area for the College and for
Fellowship, as well as changes within the health sector itself. Key changes at the time
included moves towards competency-based approaches to training with an emphasis
on learning outcomes. There were demands for greater accountability, equity and
transparency in all parts of the education and training process. Trainees were responsible
for entering their surgical audit data online. The College website was updated so it could
become an access point for information on education and training requirements.
The QEC reviewed the management of the process of Training Posts Inspections and
appointed Dr Frank Taylor, Inspector of Training Posts, as an ex-officio member of the QEC.
A system for trainee assessment of posts was implemented. The information collected
on training experience available in each post was then used to monitor and improve the
quality of training arrangements.
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The Government’s Medical Training Review Panel chaired by Dr Peter Brennan released its report (Trainee Selection in
Australian Medical Colleges, known as the Brennan Report) in 1998. The College supported the broad recommendations
of the report to implement a ‘best practice’ framework for trainee selection in order to increase the transparency and
objectivity of the process. Cooperation was sought from the hospital employing bodies in trialling draft guidelines and
draft selection criteria.
Under the continued Chairmanship of the QEC by Dr Goldberg, the Council agreed to amendments to the QEC including
the introduction of a portfolio approach where QEC members took responsibility for defined portfolios or areas of activity
– thus spreading the load of the Censor-in-Chief.
To support the supervisors in their training roles, Dr Paul McCartney was appointed to the QEC as Director of Supervisors
to develop guidelines for supervisors and others in clinical roles, and to work closely with the Inspector of Training Posts.
A mentor system was introduced at that time to support trainees as they juggled the conflicting demands of service,
training, pressure from examinations and their personal lives.
Following the full review of the VTP, the new training handbook was distributed in 1999 and Dr Frank Taylor set about
establishing an integrated training posts inspections program, covering some 100 posts available at all levels in the
training program. With the Council’s decision to move the basic ophthalmic sciences curriculum into the training program
itself, the Part I Examination ceased to be a prerequisite for entry to the VTP. This alteration had profound consequences,
as the period of training needed to increase from a minimum of four years to five years, increasing the number of training
posts required, and therefore the need to negotiate more posts with the employing authorities.
Since RACO had amalgamated with the OSNZ in 1997, a National Ophthalmic Matching Program (NOMP) had been in
place for Australian selections. Although New Zealand operated separate arrangements at that time, the New Zealand
Education and Qualification Committee suggested that the two programs should be integrated into a single transTasman process for the 2001 trainee intake. In order to drive the Curriculum Review Project forward, a sub-committee was
established comprising 35 Fellows across Australia and New Zealand in seven working groups covering: trainee selection,
supervision, assessment, education strategies, curriculum content, evaluation and implementation.
In 1999 the Australian Medical Council (AMC) invited all Australian medical colleges to comment on a Discussion Paper
on the Accreditation and Recognition of Vocational and Specialist Education which contained the AMC’s response
to a request from the Minister for Health and Aged Care, Dr Michael Wooldridge, that the AMC take on the specialist
recognition tasks previously undertaken by the National Specialist Qualification Advisory Committee. The College had
reservations about the proposal by the AMC to introduce an accreditation process.
Although RANZCO had no objections to transparency and external scrutiny, the Council vehemently opposed the
proposal in the belief that external accreditation of the type proposed would threaten the College’s autonomy and
status as a financially self-supporting, self-accrediting higher educational institution and would increase costs for trainees
without generating educational benefits. Since World War II ophthalmologists had independently developed their own
training program in conjunction with the Royal Australasian College of Surgeons (RACS) and met the highest international
standards. It was believed that outside surveillance of training programs by the AMC would likely lead to downgrading
due to government pressure.
However the college didn’t shy away from this. It continued to heed the advice of previous Censor-in-Chief Dr Ken
Howsam that it was the medical ethic that differentiated medicine from the rest of the world, therefore, if the College
was to adopt a more public profile in the interests of the standards of eye health care, and of its individual members, it
must develop its public image as a body which was responsible for the preservation of surgical standards and community
eye health. Ophthalmologists must be in a position to be examined and scrutinised by governments, the public, other
professions and peers.
In 2000, despite initial misgivings, the College provided significant input into the development of the AMC’s accreditation
process designed to evaluate all specialist medical college training programs. Dr Peter O’Connor as Censor-in-Chief
participated as a member of the AMC Consultative Committee on Accreditation while the College’s Director of Education
and Training, Mr Dennis Sligar, was active on the working groups set up to develop the guidelines for the process. By June
2000 plans were in place to pilot the guidelines with RACS in the first half of 2001 and with the Royal Australian and New
Zealand College of Radiologists (RANZCR) in the second half of 2001. The pilot outcomes were useful to all Colleges in
assessing implementation costs and options.
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Changes to Training Term

At the same time as accreditation requirements were unfolding for the College, it was also going through the transition
phase from a four-year to a five-year training program. (This is explored in more detail in the Vocational Training Program
section). As Censor-in-Chief, Dr O’Connor guided education policy and operations through a further period of review and
change, including planning and organising for the transition to a five-year training program which was to commence in
2004. It was realised that the development of new training programs and preparations for external accreditation required
significant investment and cost to the College.
When Dr Ivan Goldberg was College President in 2002, strategic planning became institutionalised as a fundamental
responsibility of sound corporate governance. Members of the QEC met with Council in strategic planning workshops
to formulate key strategic College goals. These included: (i) to develop the world’s leading ophthalmic education system
which gave the College an outward focus to compare with international best practice; (ii) in the interests of patient care,
to enhance self-regulation to assure the community that it was ‘responsibilities to patients’ that underpinned professional
standards; (iii) to build on the ophthalmic knowledge base; and (iv) to take a leadership role in eye care.
Changes to the VTP in preparation for the new five-year program entailed detailed plans such as revised selection
guidelines for hospital employing bodies and finalisation of the curriculum standards documentation for use by trainees,
clinical supervisors and examiners. The selection processes and educational strategies and assessments for training were
reviewed, while the final Part I examination was held in January 2002. Examiners on the Part I Board then reviewed and
integrated the Basic Sciences curriculum content into the five-year training program.
The College was granted interim accreditation until the intensive and exhaustive examination of internal processes of
RANZCO by the AMC accreditation process in 2006.
Dr Peter O’Connor, who had guided education policy and operations through the review and change, handed over to
Dr David Kaufman as Censor-in-Chief at the end of 2002. In November 2002 the College decided to establish a Board to
be the body legally responsible for corporate governance, including education and training. To provide the formal link
between the QEC and the Board, the Censor-in-Chief became an ex-officio member of the Board.
Educational Strategic Planning progressed with a systems approach, outward orientation and openness to review. All
training and assessment in the five-year VTP was underpinned by curriculum standards. An effective tracking system for
their achievement was developed, while the systems for CPD and the assessment of overseas trained specialists were
subject to continuous improvement.
Dr David Kaufman as Censor-in-Chief and Dr Peter Henderson as College President in 2004 saw the introduction of
the five-year training program. With the commencement of the five-year program the first cohort of trainees began
in December 2003 in New Zealand and in January/February 2004 in all states of Australia. Directors of Training were
appointed for each training scheme to work closely with training supervisors: they were responsible for overseeing and
monitoring the training experiences and performance of each trainee. Furthermore, training supervisors were designated
in each training location or accredited post to identify the major clinical and surgical training experiences available and
to ensure training opportunities were optimised.
The Cognitive Institute continued to conduct workshops for the College to improve supervisors’ skills in providing
feedback on trainee performance. During 2004 the first year trainees in the five-year VTP required guidance on managing
their service and study commitments dealing with the ophthalmic sciences exams. An online assessment system was
developed to assist them to balance their commitments and a Trainee Progression Committee was set up for: (i) tracking
the performance of trainees; (ii) providing advice on trainees in difficulty; and (iii) reviewing proposals for research and
final year plans. At RANZCO two new staff members were engaged with special responsibility for monitoring supervised
clinical and surgical training and enhancing support for directors of training, supervisors and trainees.
After the appointment of Training Networks Managers to the College staff in 2004, QEC regional Chairs and Directors of
Training attended a workshop to define and clarify their different roles and responsibilities, while the Cognitive Institute
conducted workshops for the College to improve supervisors’ skills in providing feedback on trainee performance. In
November 2005 an Evaluation and Systems Manager was appointed to review all elements of the five-year program.
In April 2004 the health ministers across Australia, with Tony Abbott as Federal Minister for Health and Ageing, endorsed
a joint approach between the Australian Competition and Consumer Commission (ACCC) and the Australian Health
Workforce Officials Committee (AHWOC) to review the selection and training arrangements of all specialist medical
colleges. The ACCC had written to all colleges seeking their views on how the college’s processes fitted within the scope
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of reforms determined as part of the RACS authorisation decision. In keeping with the determination of the ACCC on
RACS, i.e. agreed principles of transparency, procedural fairness, stakeholder participation and accountability, RANZCO
invited senior government representatives to participate in accreditation inspections.
Key elements in both the AMC Accreditation and the ACCC Authorisation were the future Australian ophthalmic workforce
requirements, and the maintenance of public confidence in the standard of ophthalmic care. Government agencies,
hospitals and the AMA had become active with medical workforce numbers and the College recognised that a demand
study would require detailed information on sub-specialty areas and the potential impact of technology. Therefore a
“scope of practice” document was prepared by a small group headed by Dr Iain Dunlop and Access Economics was
engaged to develop methodology to project the demand for, and supply of, ophthalmology services in Australia and
New Zealand. The model was developed to extrapolate data every three to five years on a continuing basis.
The findings were used to plan the future direction of College education and training and to make recommendations to
government on ophthalmic workforce requirements. Significant progress towards AMC Accreditation was made through
small committees of dedicated Fellows and by College staff, while the cost was met by both the AMC and the College.
The year 2006 was a year of accomplishment and ongoing challenges, bringing finality to a number of College tasks
and projects including the AMC accreditation and the workforce study. The submission to the AMC for accreditation
had been lodged early in November 2005 for the Accreditation process to begin in mid-2006. The preliminary report
was positive and complimentary to the College with only minor details requiring attention. The AMC Accreditation was
one of a number of events that would have strategic influence on the College’s future direction. This, together with the
ACCC/AHWOC’s oversight mechanisms, reinforced the College’s awareness that self-regulation was fundamental to the
profession and that the public required accountability.
Dr Andrew Stewart became President and Dr David Kaufman continued as Censor-in-Chief during 2007 which was an
eventful, significant and positive year for the College following the completion of an immense amount of work and
effort over several years. The College was granted accreditation for five years, with up to a further five years subject to
satisfactory online annual reports. However, the AMC stressed the importance of developing a “Social and Professional
Responsibility” curriculum standard and therefore a draft standard was introduced for development.
An essential part of the training program was the accreditation of training posts and, because of demands on time and
resources, four inspection teams were created in 2006-2007, headed by a Chief Inspector of Training Networks, and senior
inspectors.
In 2007 the Medical Council of New Zealand (MCNZ) undertook a reaccreditation review of the College. In 2008 it resolved
to reaccredit the College for six years subject to a report addressing cultural competence in its training, and CPD programs
by December 2008, and a further four years subject to a satisfactory report by the end of the fifth year. The new “Social
and Professional Responsibilities” curriculum standard was adopted, which drew on the Patient Safety Framework, the
Indigenous Curriculum, and Cultural Competence statements of the MCNZ.
New Zealand joined the NOMP for the first time in 2008. Despite the tight time frame, the matching proceeded smoothly
with Dr Ralph Higgins as the coordinator for the first time.
The role of medical specialist colleges had expanded significantly in the preceding decade and would continue to do
so. Having been primarily concerned with education, training and standards, with the increasing requirement to adhere
to external scrutiny and accreditation, the College had gained the right to be involved in the medico-political aspects of
healthcare delivery.
At the end of 2009 Mr Bob Guest retired as the College CEO after 10 years in the role. The College had been transformed
under Bob’s tenure, and the College was fortunate to have had his skill and consideration for a decade. The environment
under which medical colleges functioned had dramatically changed during that time. External examination of processes
dealing with the public, patients, trainees, Fellows or other eye health professionals were put firmly in place, having
evolved without loss of independence or purpose. Bob Guest was integral to the change of governance and culture, and
handed over a well-supported College. The strategic plan, developed over the last several years, had identified the need
for an increased external focus and an improvement in member services.
Ms Susi Tegen took on the role of RANZCO CEO. She restructured the College staffing with a number of new personnel,
aided by a Board and Council that were prepared to embrace change. The strategic plan that had been developed over
the last several years had identified the need for an increased external focus and an improvement in member services.
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A comprehensive grant of over $50,000 was procured from the Federal Government Department of Health and Aging
to support the College’s development of online resources for trainees, for supervisor training, and for training in private
settings outside public hospitals.
The first cycle of the five-year training program had been completed and it was appropriate that a comprehensive review
of the program should take place. Feedback was sought from hospitals, Fellows and trainees to provide the QEC with an
accurate picture of what worked and what could be improved. The QEC under Dr Mark Renehan’s leadership debated the
issue of further enhancement of the training program through working with other colleges or universities.
Accreditation was extended until December 2016 following the AMC’s assessment of RANZCO’s performance, with the
conclusion that the College had made progress in all areas where recommendations had been set in 2006. Through a
Specialist Training Program, the Federal Department of Health and Aging contributed $100,000 each towards wages for
trainees in seven ophthalmology training posts in expanded settings including rural and remote areas. Rural support
grants were also available for trainees in these posts, while all posts were eligible to apply for supervision and infrastructure
grants.
A further comprehensive curriculum review of all curriculum standards across the VTP was commenced in 2012 to ensure
that all curriculum standards were revised or expanded to incorporate new technology and recent developments into
training.
By 2012 there was a seven-fold increase in the number of visitors to the RANZCO online learning portal (Moodle) which
had increased to include voiced-over PowerPoint lectures as well as podcasts, subject specific discussion threads, past
examination papers, cohort feedback, study guides and examination results. Information in the form of voiced-over and
static Power Point presentations on a number of clinical topics was available while similar resources were also available
for examiners and supervisors.

RANZCO Board meeting August 2009, 94-98 Chalmers Street Surry Hills
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2012 was an eventful year for the College with negotiations on a number of staffing and political issues. Ms Susi Tegen
resigned as CEO in late 2012 and Mr Laurie Pincott (who had been College Executive Secretary in the 1980s) was appointed
as the acting CEO. He facilitated the RANZCO Board to appoint the new CEO, Dr David Andrews, in early 2013. Dr Andrews
very professionally took over to make positive operational and strategic changes to ensure that the organisation ran
smoothly. A three-year strategic plan, which included education, training and research was embarked upon, forming the
basis of RANZCO’s core projects and focus for future years.
As part of its 2013 -2016 strategic plan, RANZCO committed to supporting ophthalmology through training of allied
health and general practitioners. However RANZCO’s core business remained the education of the next generation
of competent general ophthalmologists to serve the ophthalmic health care needs of populations spread over vast
distances. In 2014-2015 key outcomes in education and training included more comprehensive information for employer
committees for the selection of new trainees, while the Trainee Progression Committee and the Trainee Remediation
Policy were reviewed to better guide supervisors in supporting trainees where required.
Other advances were the implementation of revised VTP Clinical Curriculum Performance Standards and an increase in
the provision and use of online learning resources for trainees and Fellows including access to cultural awareness learning
resources. Further supervisor training workshops and trainee clinical communication workshops were held, and a newly
appointed Lay Reference Group was called upon to provide opinion on various College activities.
The second round of the AMC accreditation process commenced in February 2016, which was RANZCO's first complete
AMC review since 2006. The AMC inspectors travelled between training networks in both Australia and New Zealand to
interview Fellows and trainees alike. RANZCO was the first College to undergo a full AMC review since sexual harassment
and bullying in the medical profession first came to the public's full attention in early 2015. It was certain that the AMC
would be very interested to see how the College, as an educational institution, would work with the Fellowship, RACS and
others, to bring about the necessary cultural changes to address these issues.
At the Council meeting in July 2016, a review of education was proposed to complement the recent AMC accreditation
process held earlier in the year. Student feedback on the learning and teaching experience is now the norm in higher
education, and the AMC accreditation standards sought to establish whether the College systematically collects, analyses,
and uses trainees’ confidential feedback when monitoring and evaluating the effectiveness of its training program.

Above: RANZCO Council meeting in July 2016, Right: RANZCO Trainees in Wetlab, Sydney Eye Hospital
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Vocational Training Program

With the founding of the College in 1969, the development of the Vocational Training Program was paramount on the ‘to
do’ list of the Qualification and Education Committee. The QEC assumed responsibility for all the requirements of creating
a VTP including the regulation and assessment of training, the conduct of training courses, and a two-part examination
for membership of the College.
A Memorandum and Articles of Association was compiled by Drs Ken Howsam and Geoff Harley which was the same
as for the Ophthalmological Society of Australia but with the addition of two new objectives (i) to educate people in
ophthalmology; and (ii) to examine their competence in ophthalmology.
The QEC tackled the compilation of a syllabus and conditions for training, and the establishment of teachers and examiners
to assess candidates’ qualifications. The first challenge for the QEC was the selection of suitable applicants for admission to
the College. Dr Daniel Hart, the second President of the College and Queensland member of the first QEC, watched over
the development of the regulations and syllabus for Membership of the Australian College of Ophthalmologists (MACO).
Acceptable experience to qualify for membership was at least one year of general residency in a general hospital and
then three years’ full-time training in an approved post.
Negotiations with university postgraduate medical education bodies in the different states regarding courses of
training and examinations were introduced, and regulations were drawn up. Teachers and examiners were inducted
to assess candidates’ qualification for admission as Members of the College. A system of accreditation of hospitals
was set up under the guidance of Dr Howsam, who had been sent overseas to seek new knowledge with the aim
being to raise Australian ophthalmology standards to an international level. He visited a large number of centres
overseas to investigate hospital design, administration and the relationship between universities and the state
with respect to hospitals. He studied the training of Resident Medical Officers and rotations between hospitals,
and introduced the principle of having registrars attached for rotating periods of duty to the ophthalmological
departments of general teaching hospitals – thus enhancing and broadening their clinical experience. This principle
was to become universally adopted for the training of all Australian ophthalmologists.
When the Australian College of Ophthalmologists superseded the Ophthalmological Society of Australia in 1969,
the new body assumed responsibility for examinations for Membership of the ACO. Two years’ grace was given
to those already in training for Diplomas of Ophthalmology (DO) since it was agreed that requirements for entry
would be by examination as from June 1971. Emphasis was placed on a pre-vocational basic training period after
graduation from medical school so that an ophthalmologist’s understanding of ophthalmology in medicine was
broad.
The QEC was responsible for establishing the two-part examination of the Part I Basic Sciences Exam and the Part II
Fellowship Exam. The syllabus consisted of anatomy, physiology and applied optics for the first part, with pathology,
surgical and medical aspects of ophthalmology for the second part. Exemptions from either part were discretionary
by the QEC. Through the QEC, standards were laid down that ensured that the future members of the College would
all have shared the experience of passing the same national examination. Negotiations were held with university
postgraduate medical education bodies regarding courses of training and examinations.
It took some time to achieve all that but by 1972-73 the QEC reported that, with the help of its regional committees,
it was moving towards the attainment of its main objective i.e. to make the Diploma for MACO the significant
qualification of ophthalmology in Australia, and to hold examinations in both the Part I and Part II twice yearly.
The Conjoint Examinations with RACS became formalised and endorsed as the only mode of proceeding to
Fellowship of either ACO or RACS. Acceptance of the offer by RACS to have a conjoint final examination assured the
standing of the College of Ophthalmologists and achievement of this was one of the most important items initiated
by the QEC. The MACO qualifications issuing from the College’s agreement with the RACS came to be accepted by
the Australian Commonwealth and state Governments as accreditation for ophthalmologists. The University DOs
were discontinued in 1978.
Simultaneously during Dr Eddie Donaldson’s term as RACO President in 1978-1979, a strongly coordinated training
program was established with the OSNZ with reciprocity of training posts and interchange of trainees. At that stage,
however, the OSNZ controlled the qualifications of the New Zealanders. Negotiations had been going on with
the Education and Qualification Committee of the OSNZ with a view to achieving regional standards throughout
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Australasia. A trial was put in place, with the examinations being carried out at the same time in both countries with
external examiners who joined the New Zealand Courts of Examiners.
This paved the way for the later amalgamation of the two bodies and the Conjoint Examinations continued to work
smoothly both in Australia and New Zealand. Dr Lindo Ferguson was the RACS New Zealand representative for both the
Basic Sciences and the Conjoint Examinations. Although from 1980, RACO took over ophthalmic training and examinations,
the joint examinations allowed Australian candidates to obtain fellowship of both RACO and RACS, but New Zealanders
were eligible for only the fellowship of RACS. Largely due to Drs Lindo Ferguson and Roy Holmes, successful negotiations
in 1981 allowed New Zealanders to take the RACO examinations and be granted the RACO fellowship.

The VTP in the 1980s

The QEC undertook a review of the whole concept of training and examinations in 1984-1985 following which a more
clinical bias to the Part I syllabus and examination was introduced. Innovative changes in assessing, modifying and
streamlining both the Part I and Part II examination systems were initiated. At that time it was recognised that if trainees
were to maintain the high standards set in the past, new methods of training would need to be developed involving
private practice in the teaching of registrars.
The four-year VTP was commenced in January 1987 with more flexible requirements for the fourth year afforded than
for the first three years of training. Considered on their merits for the fourth year of training were research, unsupervised
experience and field work in remote areas and other countries. A system of progressive assessment of trainees was also
established in which their supervisors submitted a report at the end of each term. Dr Howsam provided an inspection
protocol for the inspection of training posts.
In 1989 the QEC introduced a requirement for research during training to bring the College’s training in line with that
of RACS. To fulfil this requirement, a period of full-time research, presentation of a paper at a meeting, publication in a
journal, or a written dissertation were accepted.

The VTP in the 1990s

Considerable changes to training requirements took place in the 1990s, including the reduction to two years from the
three year period of pre-vocational training in appropriately recognised and supervised hospitals.
Dr Justin O’Day, as Censor-in-Chief, stressed that medical students should be taught ophthalmology in their undergraduate
curriculum to enable them to diagnose, treat and refer patients with ophthalmic problems which were common in
General Practice, and to gain insight into disease processes. He also considered that the act of teaching (by Fellows)
improved the level of expertise of the teachers.
Further modifications and refinements to the VTP continued to be made. One of these initiatives included the new
surgical audit books which were produced so that they could be read by a scanner installed at the Royal Australasian
College of Physicians (RACP) and were distributed to trainees at the beginning of 1992. An electronic software package
was also developed to enable registrars and the College to collect the data.
The increasingly complex external world that had been developing was making its mark by 1993 when Dr Ivan Goldberg
succeeded Dr O’Day as Censor-in-Chief. The training program had to equip trainees with knowledge and skills to work
successfully in the changing technological, social and professional environment. Every aspect of the VTP was progressively
reviewed to meet the challenges posed by the changes.
Meanwhile, a trial Objective Structured Practical Examination (OSPE) was introduced and the examinations were fully
integrated between Australia and New Zealand. The nexus for the Conjoint Part II Examination - introduced with RACS
in 1975 - was broken, with the last examination being held in 1995. With the ophthalmologists organising their own
examinations, the duel diplomas of RACO and RACS were discontinued at the end of 1996: the College had come of age,
reflecting maturity and independence.
The process of inspecting training posts was introduced to ensure that training posts were of the required standard and
at the required level of training. Therefore the QEC decided to establish an Inspectorate of Training Posts for evaluating
new posts and the surveillance of established posts.
Following ongoing problems related to the scanning of surgical audit data, online access to the trainees’ surgical audit
database via the Internet was introduced. Trainees were responsible for entering their surgical audit data and all were
required to arrange access to the Internet so that supervisors could access the records to check their trainees’ details.
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QEC Committee, RANZCO Annual Scientific Congress in Melbourne 2008
In 1998 a full review of the VTP was authorised. A mentor system was introduced to support trainees as they juggled the
conflicting demands of service, training and their personal lives, and a survey of trainees was conducted to define their
attitudes and experiences.
Through 1999 solid progress was made in reshaping the education and training activities to meet the challenge of the
new millennium following the full review of the VTP. The RACO Internet surgical logbook was continuously upgraded
so that it provided an integrated automated help desk and generated summary reports to allow data on trainees and
training posts to be viewed by supervisors, regional QEC Chairs and the Censor-in-Chief.
The consequences of the Brennan Report involved the removal of the Basic Science Part I Examination as a selection
tool for entry to the program with the subsequent decision to incorporate the basic ophthalmic sciences into the
training program itself. That led to substantial changes to the program and the extension of the period of training from
a minimum of four years to a five-year program. This alteration increased the number of training posts required, and
although Australian and New Zealand trainees were able to find positions in other countries such as the United States
and the United Kingdom for their final year of training, the College needed to negotiate more posts with the employing
authorities in Australia and New Zealand.

The New Millennium

The turn of the 21st Century saw extensive changes taking place within the College’s VTP. A further period of review and
change of education policy and operations, including planning and organising for the transition to a five-year program,
were guided through by Dr Peter O’Connor as Censor-in-Chief during 2000-2002. During that time the four-year program
continued and improved because all training post inspection teams had drawn attention to the need for vigilance to
ensure that clinical training standards were maintained during the transition.
With the College’s determination that the Part I Basic Ophthalmic Science exam would be abolished from the selection
process from 2003, and the subjects brought into the first two years of the five-year training program, working groups
counselled on basic and advanced curricula. Work by the Steering Committee continued on the curriculum review
process complementing the detailed planning undertaken to introduce the basic sciences into the VTP and extending
the program to five years. With the impending introduction of the five-year program, working groups advised on basic
and advanced curricula while the College consulted with hospital employing authorities on the proposed changes.
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Implementation of Five-Year VTP

In 2004 Dr David Kaufman as Censor-in-Chief saw the introduction of the five-year training program which was divided
into basic and advanced training. To be eligible for advanced training, basic trainees in years one and two would have three
opportunities over the first 18 months to pass all subjects in the ophthalmic basic sciences (OBS), and in the ophthalmic
basic competencies and knowledge (OBCK). Examiners reviewed the curriculum standards and agreed that formal
examinations would be required for anatomy, physiology, optics, ocular pharmacology, and ophthalmic instruments.
For the subjects of pathology, genetics, epidemiology, microbiology and virology, there would be formative assessment
workshops, at which trainees’ attendance would be compulsory.
With the aim of continuing improvement to methodology and processes, especially in the areas of content validity
and examiner reliability, Professor Rufus Clarke, University of Sydney, was engaged to review, analyse and advise all
elements of the summer 2003 Part II examination. With Professor Clarke’s guidance, the College continually improved the
examinations.
The five-year training program was underpinned by systemic accreditation of training networks and posts, rigorous
selection processes and supervised clinical and surgical training based on well-defined curriculum standards,
comprehensive assessment through examinations and work-based assessments. Trainees had a well-defined curriculum
following the review by some 120 Fellows across Australia and New Zealand. Through a program of workshops operated
by the Cognitive Institute, clinical supervisors acquired better assessment tools and effective remedial procedures on
clinician coaching and feedback in ‘Mastering Clinician Coaching and Feedback’.
With the commencement of the five-year program the College hired new training network managers and an Evaluation
and Systems manager. Over the next few years all elements of the new five-year training program were regularly reviewed.
When the first cycle of the five-year training program had been completed, it was appropriate that a comprehensive
review of the program should take place. Feedback was therefore sought from hospitals, Fellows and trainees to provide
the QEC with an accurate picture of what worked and what could be improved.
Dr Mark Renehan was appointed by Council to take on the role of Censor-in-Chief at the end of 2008. At that time
the Ophthalmic Sciences assessment was streamlined by putting three of the basic ophthalmic science examinations
online: Microbiology, Genetics, and Evidenced-Based Ophthalmic Practice. Candidates who sat the Advanced Pathology
examination sat both the written and the practical component on the same day and in one single location.
A Training Network Survey conducted in 2010 with all trainees in years two to four in the VTP found that trainees valued
the teaching they gained but access time to supervisors to learn new skills was limited. This pointed to the continuing
issue of balancing work and service commitments within hospital networks, and the College worked more closely with
jurisdictions to address the issue.
The College also worked with examiners in the ophthalmic sciences subjects to develop online study skills resources
which included a discussion board and podcasts. The College embarked on a strategy to support trainees to develop
Basic Ophthalmic Surgical (BOS) skills in first year and to develop online resources for ophthalmic science subjects to be
available for trainees from the beginning of 2011. The BOS strategy involved the establishment of a working party with
representation from each training network (and assessed and revised the curriculum on a regular basis).
Coinciding with this was the overhaul of the College website with its associated surgical logbook programs and
more online learning opportunities. With the QEC’s review of the first two years of training, significant changes were
introduced including a reduction in the examination workload and more online teaching for examination preparation
with improvement in clinical learning.
At the beginning of 2011 Ophthalmic Sciences candidates had access to online resources hosted on RANZCO’s teaching
and learning portal. These included timetables, discussion boards, podcasts, study guides, curriculum standards and past
examination papers.
The RANZCO online learning portal (Moodle) had been gradually developed after the initial online examinations
successfully launched in 2008 continued to provide study tools for trainees, particularly through the discussion board. At
the beginning of 2011 more than 50 online resources hosted on RANZCO’s teaching and learning portal were available
to Ophthalmic Sciences candidates. Timetables, discussion boards, podcasts, study guides, curriculum standards and past
examination papers were included. Several more Moodle modules were released during the year for advanced trainees
including resources for the RANZCO Advanced Clinical Examination (RACE) and Ophthalmic Pathology which contained
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links to curriculum standards, high resolution pathology images, examiner reports, past
examination papers, best responses for particular questions and examination results.
Online learning resources through Moodle continued to provide study tools for trainees
particularly through the discussion board. Cultural awareness, communication and
consent, non-verbal communication, and active listening modules were added to the
learning resources.
RANZCO’s core business remained the education of the next generation of competent
general ophthalmologists to serve the ophthalmic health care needs of populations
spread over vast distances. Many Fellows contribute a huge amount of time and expertise
to ensure that the VTP remains contemporary, robust and enjoyable for trainees. Fellows
continued to mentor, teach and supervise all trainees across Australia and New Zealand
while trainees contributed to the VTP through participation in regional QECs, examination
surveys and other education and training activities.
Education remained at the heart of the RANZCO’s mission. RANZCO continued to monitor,
audit and review the exam processes to ensure that the online platform was performing to
the agreed examination model answers and marking scheme. The basic exams continued
to be conducted in a robust and timely manner while the Ophthalmic Pathology and
the RACE were efficiently conducted across major training centres in Australia and New
Zealand.
Draft guidelines were
prepared by Dr Paul
McCartney (pictured)
to boost the skills of
supervisors as clinical
educators and to
enable them to enhance
the quality of the
educational experience
of trainees.
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Following the Board meeting in February 2016, Board Members agreed to further refine the
plan of action to deal with bullying and harassment within ophthalmology. In particular
it was agreed that they would need to work with external providers to develop courses
appropriate for the different types of interactions by all members. Initially this would
focus on working with trainees (from both a Fellow and trainee perspective) and general
interactions across the medical profession. Others, in particular RACS, are well advanced
in this respect, so the College is able to learn from them. RANZCO developed a Male
Champions of Change program aimed at changing the culture as necessary. There is much
greater interaction with hospitals and/or health departments, by formal arrangement, to
ensure all parties involved have a shared responsibility. Regular assessments of different
sections of the membership are conducted to ensure the College is making positive
changes. These programs are not quick fixes. It will take years of work on many fronts
to make the necessary changes but the College is committed, and participation by the
whole membership of RANZCO will ultimately produce a stronger College.

Feedback on Supervision

Feedback on supervision has evolved over many years in the development of the Vocational Training Program (VTP). The
College believes that seeking and acting on feedback is an essential part of its VTP, for trainees and trainers alike. Student
feedback on the learning and teaching experience is now the norm in higher education, and the Australian Medical
Council (AMC) accreditation standards seek to establish whether a College systematically collects, analyses and uses
trainees’ confidential feedback when monitoring and evaluating the effectiveness of its training program.
By 1997 a Mentor System for Registrars was mooted, with a mentor allocated on a one-to-one basis with trainees. At
the Annual Congress in Sydney that year a workshop was organised by Dr Deb Colville on ‘Training the Trainer’ to assist
Supervisors in delivering constructive criticism to trainees when required.
During 1998 there were moves towards competency-based approaches to training with an emphasis on learning
outcomes and demands for greater accountability, equity and transparency in all parts of the education and training
process. Therefore, a system for trainee assessment of posts was implemented, with the information on training experience
available in each post being used to monitor and improve the quality of training arrangements.
In 1999 the College Council agreed to amendments to the QEC Regulations for the addition of a Director of Supervisors to
support the supervisors in their training roles, and to develop guidelines for supervisors and others in clinical training. This
move reflected the introduction of a portfolio approach where QEC members took responsibility for defined portfolios
or areas of activity, thus spreading the load of the Censor-in-Chief. A mentor system was officially launched at that time
to support trainees as they juggled the conflicting demands of service, training, pressure from examinations and their
personal lives.
Draft guidelines were prepared by Dr Paul McCartney to boost the skills of supervisors as clinical educators and to enable
them to enhance the quality of the educational experience of trainees. By that time Dr Lisa Cottee had been appointed
to the new position of Coordinator of Trainee Support.
By 2009 the first cycle of the five-year training program had been completed and a comprehensive review of the program
took place with particular focus on the basic sciences component. Feedback from hospitals, Fellows and trainees provided
the QEC with a picture of what worked and what could be improved.
In 2016 the Federal Qualification and Education Committee (QEC) approved a new online survey tool for trainees to give
feedback on their interactions with their Term Supervisors and Clinical Tutors. The survey is only one method of hearing
the ‘student voice’. Other feedback comes from (i) the Trainee Representative Group; (ii) the work of the Regional QEC;
and (iii) the Training Post Inspectorate. These all bring the diversity of trainee and supervisor experience and insight to the
QEC for review and action.
Actions arising from feedback from these sources contribute to the improvement of learning and teaching in the VTP.
The development of the survey was guided by two key principles which were: (i) respect for trainee opinion; and (ii)
anonymity and confidentiality to ensure that there were no negative outcomes for individuals who speak up. All trainees
in years one to four were invited to complete online feedback surveys twice per training year. Only the training network
was identified and responses were collected and presented to Regional QECs for review.
Training workshops with financial contributions from the Australian Government under the Specialists Training Program
(STP) were conducted for supervisors on how to provide meaningful feedback to trainees in clinical and non-clinical
areas. There were also communication workshops for first and second year trainees. Online learning resources through
Moodle continued to provide study tools for trainees particularly through the discussion board. Cultural Awareness,
communication and consent, non-verbal communication, and active listening modules were added to the learning
resources.
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Continuing Professional
Development

RANZCO Fellow Dr Eddie Donaldson addressed continuing education with the quote:
“May there never develop in us the notion that our education is complete but give us the
strength and leisure and zeal continually to enlarge our knowledge”.
It was difficult for the early professionals in Australia to keep up with the times, especially
with the tyranny of distance. Despite the difficulties, they managed to band together
to exchange information at a local level and to meet annually at the British Medical
Association (BMA) Medical Conferences.
The Ophthalmological Society of Australia (OSA) centred their activities on the Annual
Scientific Conference, which was then the main vehicle for continuing education. By
1968 the dates for annual scientific meetings were fixed at least three years in advance
so that the Overseas Visitors Committee could commence inviting overseas lecturers of
eminence. Those decisions set the platform for the College’s annual scientific congresses.

The Blandford Report on Continuing
Medical Education
RANZCO Fellow Dr Eddie
Donaldson addressed
continuing education
with the quote: “May
there never develop
in us the notion
that our education
is complete but give
us the strength and
leisure and zeal
continually to enlarge
our knowledge”.

In 1976 the Blandford Report on Continuing Medical Education (CME) acknowledged
that because of the rapid development in medical knowledge and the accelerating
change in the methods of delivering health care, a single learning period terminating
in an examination was no longer adequate preparation for a practising life extending
over 30 years. However, the demands on practising doctors’ time produced apathy
towards further study. Blandford advised that two factors were involved in successful
continuing education (i) the desire of the individual to keep up-to-date; and, if not
so inclined, find another occupation; and (ii) time, the solution being programmed
courses of reading geared to self-assessment suited to their needs. There were five
essentials involved; (1) voluntary tests, (2) confidential results, (3) maximum flexibility
in methods of taking tests, adequate and available bibliographies; (4) and acceptable
costs. At that time John Blandford was in policy planning and administration as
Deputy Chairman of the Australian Federal Government’s Hospitals and Health
Services Commission.
In 1977 a section of the College Journal was devoted to continuing education and
was received favourably. The ‘long term aims of the College’ as reported by the ad
hoc committee chaired by Dr Theo Keldoulis in 1979 suggested that the Qualification
and Education Committee (QEC) arrange annual scientific programs well ahead to
include not only the annual scientific congresses but also seminars, refresher courses
and self-assessment programs. These up-date activities were to be spaced throughout
the year and held in different places so as to enable as many Fellows as possible to
attend. These activities were organised by sub-committees and a philosophy was
developed in respect of re-certification. The Annual Scientic Congress (ASC) and
scientific meetings of each of the state branches with additional developments kept
up the momentum of continuing education.

The 1980s

Following the founding of the College, with education and training for registrars having
been established, the QEC was able to focus on formalising continuing education.
At that time Council endorsed the QEC recommendations which encompassed:
the American Academy of Ophthalmology (AAO) Self-Assessment Programs; films
and AAO television programs; and College workshops, symposiums and Scientific
Meetings with the preparation of an annual calendar.
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By 1980-1981 Dr Frank Sullivan had been appointed as Director of Continuing Education which mushroomed through
self-education, TV and the Library, the College Journal and seminars. Dr Mark Harrison as President recommended that
doctors needed to respond to criticisms with action: to make even higher the already high standards of the profession.
He recommended that with expansion of surgical and medical audits and peer review, continuing education should be
welcomed as a means of continually forcing self-criticism to remain a self-regulating body, and that the profession must
not relax efforts to teach ophthalmology to medical undergraduates, to other doctors, and through the media to the
public as well as ophthalmologists themselves.
The following year a record number of seminars, workshops and clinical meetings were organised by state branches,
standing committees, university departments, hospitals, and individuals. A survey to determine Fellows’ feedback on
continuing education was promoted through the College Journal.
By 1983 with Dr Des Coote as Censor-in-Chief, the Continuing Education Committee had increased to include a
Coordinator of Workshops and a Convener of Self-Assessment Programs, while a series of regular seminars on specific
subjects with speakers being of an international standard were instituted through the QEC.
When Dr Frank Sullivan was President his aspirations were that the Congress would enable the delegates to share
professional and political problems which would ultimately work to the advantage of their patients. Therefore a survey on
continuing education was funded to allow the College to tailor the program to the needs of Fellows to keep up their own
standards. At that time it was decided by the QEC that in order to coordinate the Continuing Education program there
would need to be closer liaison between the ASC Committee and the QEC.

The 1990s

In 1990 when Dr Walford Thyer was College President, he predicted that changes were on the horizon in relation to timelimited certification and development of an accreditation system for Continuing Medical Education (CME). He observed
that maintenance of competence for Fellowship was the aim of CME, and that CME encompassed the annual scientific
congress, the conduct of surgical audits, self-assessment programs, and participation in both undergraduate and
postgraduate teaching. Dr Thyer also pointed out that external pressures were calling for more objective occupational
regulations, and recertification was one concept that had evolved.
The Royal Australian College of Obstetricians & Gynaecologists (RACOG) had already instituted a ten-year time-limited
certificate with five-year renewals thereafter, and the Royal Australasian College of Surgeons (RACS) and the Royal
Australasian College of Physicians (RACP) were developing similar systems in consultation with their Fellows. Dr Thyer
called for all College Fellows to communicate their views regarding the introduction of time-limited certificates through
their state branches to council.
By 1992 the guidelines for CME and time-limited Fellowship had been approved in principle and circulated to state
branches for discussion. Commencement time was to be concurrent with RACS and the RACP. Dr Chris Buckley as College
Director of Continuing Education formed a sub-committee to devise a points system on CME equitable to all Fellows. The
trial system for collecting CME points was initiated to allow all Fellows to see how the system worked and they were asked
to send their suggestions to Dr Buckley.
The College – together with all medical colleges – undertook to supervise CME in a helpful and constructive way. Dr
Geoffrey Morlet, who was President at that time, warned that if the College did not apply the discipline it would be forced
upon the Fellows by bureaucrats.

Continuing Professional Development an Established
Role of the College

At the turn of the century professional development through CME was an established role of the College, the objective
being to improve performance in all aspects of service delivery. The CME Program provided a structured framework for
self-directed learning. However, there continued to be pressures on colleges to shape their professional development
programs to suit the requirements of medical registration boards, hospital employers and insurance companies.
At a meeting convened by the Committee of Presidents of Medical Colleges (CPMC) early 2000, colleges were encouraged
to be proactive in professional development in order to maintain a self-regulatory environment rather than one imposed
by governments. The College saw a distinction between professional development and the requirement for quality
assurance and certification: professional development focussed on education, whereas quality assurance and certification
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Opening Ceremony and Graduation, RANZCO Annual Scientific Congress in Canberra 2002
were concerned with the definition and maintenance of standards. The challenge for the College therefore was to identify
activities that would meet the real needs of Fellows in their practices.
Regulatory authorities mandated participation in a College Continuing Professional Development (CPD) program
to ensure competence and promote excellence as a requisite of medical registration. In 2001 registration fees for the
RANZCO Annual Scientific Congress was included in the annual subscription for the College, and since that time a high
attendance by Fellows has been achieved.
In 2002 the QEC approved the strategic plan for review and implementation of the CPD Program, the goals of which
were to make the new program more user-friendly, and to encourage and acknowledge Fellows’ participation in a wide
range of activities. As the College sought to provide support to Fellows to participate in a Clinical Audit and Peer Review
Program, a grant from the Commonwealth Government was obtained under the Support Scheme for Rural Specialists.
Although in previous years CPD had been a voluntary system, in 2004 consideration was given to making participation
in CPD mandatory for all Fellows. The review and implementation of the CPD Program and membership of the new
committee was endorsed by the QEC.

Mandatory Requirement for College Fellowship

At the end of 2004, Dr Heather Mack succeeded A/Prof Philip Polkinghorne as Chair of the CPD Committee and as a
measure to improve participation rates, the College decided that participation in CPD would be a mandatory requirement
for College Fellowship – to take effect in the 2006-2008 triennium. To assist in developing the framework for this, the
committee surveyed Fellows early in 2005 and concluded that the majority of respondents considered that participation
improved patient outcomes.
CPD activities were categorised under the three key competencies of: clinical expertise, risk management, and professional
values. These could be achieved at two levels: Level 1 activities included those that focused on knowledge and skills such
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as lectures, conferences and journal readings while Level 2 activities were those that could facilitate changes in practice
and health outcomes and where changes were evaluated. Clinical audit and peer review, quality control studies, patient
surveys and participative workshops were included at Level 2.
To reduce the administrative burden on Fellows and to improve efficiency in data collection, the College finalised the
introduction of an online CPD recording system in 2006 and phased out paper submissions. The first edition of the ‘Guide
to Surgical Audit and Peer Review’ was launched in that year to help members meet the new CPD requirements for
surgical audit.

Annual Reporting

With the CPD triennium ending in December 2008, changes were proposed to moving to an annual audit; an annual rather
than a triennial cycle; and simplification of the web-based data entry system. With the completion of the triennium at the
end of 2008, of the 86% of Fellows who reported their CPD participation to the College, 98% had reached compliancy. A
strengthened CPD program was approved and henceforth CPD activities were reported annually.
A review of CPD showed that information communication technology had moved on a long way and the College system
needed urgent attention in order to meet Fellows’ needs in CPD. Therefore a new online reporting system was introduced
in October 2009.
At the Asia-Pacific Academy of Ophthalmology Congress in 2011, one of the outcomes was a closer alliance with the
American Academy of Ophthalmology and access to the AAO’s online Ophthalmic News and Education (ONE) Network
which helped with Fellows’ CPD. Access to the ONE Network provided online clinical videos, a multitude of clinical
journals and discussion blogs. These CPD activities and quizzes allowed for benchmarking against peers and the ability
to undertake CPD anywhere.
With the development of the government’s Australian Health Practitioner Regulation Agency (AHPRA), new registration
and CPD obligations were introduced with specialists and other medical practitioners needing to demonstrate completion
of appropriate development programs to maintain registration. To assist Fellows in meeting these new challenges, the
College reviewed and renewed its CPD standards while at the same time facilitating professional development activities
for rural and remote practice, through partnership with other medical colleges.
By 2012 enormous changes had taken place in CPD since its inception with the increased regulatory focus, complexity,
and IT requirements. Mandatory compliance with the College’s CPD was essential for Fellows to maintain eligibility for
registration with the AHPRA. The 2012 CPD standards were streamlined according to individual Fellows’ scope of practice.
New CPD standards were introduced guiding Fellows’ return to practice, extension of practice and readmissions to
Fellowship. There was substantial investment in the College’s IT infrastructure including the upgrading of the web-based
CPD system to improve IT support and service. Further grants enabled the College to participate in the development of
the Indigenous Cultural and Learning website and an inter-cultural e-learning module as well as audit of surgical practices
in rural establishments. Other initiatives included access to activities that promoted self-assessment and reflection.
The College CPD Committee continued to assist Fellows in meeting the requirements for both Australian and New
Zealand medical registration. The committee closely monitored the progress of the Medical Board consultations regarding
revalidation, and actively worked to ensure that the RANZCO CPD remained current with any developments.

Professional Standards Committee (PSC)

Commissioned by the RANZCO Board in 2014, the Professional Standards Committee (PSC) chaired by A/Prof Alex P
Hunyor was set up to assist Fellows in the development of non-clinical skills in ophthalmology which relate to their roles
as managers, health advocates, scholars, professionals, communicators, medical experts/clinical decision makers, and
collaborators. The first project undertaken by the committee was to develop a practice accreditation program.
During 2014-2015 the AHPRA commenced randomly auditing medical practitioners’ compliance with registration
standards including CPD. A RANZCO working group headed by Dr Sam Lerts developed a trans-Tasman and national
clinical audit tool referred to as RCAT – RANZCO Clinical Audit Tool. ‘Episoft’, an established audit software development
provider, worked with the group to ensure that RCAT was easy to use and relevant to Fellows’ practice.
The the CPD committee continues to be active in encouraging Fellows to engage in more robust CPD activities, such
as Peer Review Practice Visits as more valuable learning activities and were expected to be key to revalidation and
recertification programs.
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Indigenous and Rural Eye Health

Since the late 1800s, ophthalmologists in Australia and New Zealand have worked to
improve the eye health of Indigenous Australians and New Zealand Māori populations.
The first medical practitioner in New Zealand to leave any record of interest in the eye was
Dr David Monro (later Sir David). He emigrated from Scotland to New Zealand in 1842. Dr
Monro wrote a detailed journal of his voyage down the east coast of New Zealand, landing
at Whangaruru Harbour. There he observed that about one in eight Māori had inflamed
eyes, and a few had ulceration and opacity of the cornea. He postulated this may have
been caused by living in an enclosed hut with a fire but no chimney. Monro settled in
Nelson, and in 1869 delivered a lecture on the eye at Nelson Provincial Hall, probably the
first ophthalmic lecture in New Zealand.
In Australia, ophthalmologists reported trachoma in indigenous communities in the mid1940s when trachoma was noted by Father Frank Flynn who was an army chaplain and
ophthalmologist in the Northern Territory during the World War II. Dame Ida Mann also
showed trachoma to be a widespread problem in the indigenous population in the northwest of Western Australia in the 1950s and 1960s. Dr David Crompton from Adelaide had
worked with Father Frank Flynn against trachoma, as had Dr Remington Pyne also from
Australia. This would be done with the Royal Flying Doctor Service at Alice Springs in the
1950s where he saw at first hand the problems of indigenous health and the particular
problem of trachoma.
Dr David Crompton
from Adelaide had
worked with Father
Frank Flynn (pictured)
against trachoma, as
had Dr Remington Pyne
also from Adelaide
had worked with the
Royal Flying Doctor
Service at Alice
Springs in the 1950s
where he saw at first
hand the problems of
indigenous health and
the particular problem
of trachoma.

Prior to the establishment of the College, the Commissioner of Public Health requested
information from the West Australian Section of the Ophthalmological Society of Australia
about measures being taken to establish medical eye care for the people of the northwest of Western Australia. The WA Section of the OSA responded that it was prepared to
delegate members to undertake periodic visits to the area, and recommendations were
made for the establishment of properly equipped centres and provision of instruments.
The Commissioner agreed to support a visit by an ophthalmic surgeon to the Kimberley
district in 1968 to assess the needs of the blind in the area. Dr Adrian Lamb undertook the
first visit and 225 patients were seen of which 173 were indenous. Twenty-five operations
were performed, mostly at Derby, of which 11 were cataract extractions. In 1976 the
WA Branch reported that the Kimberley area of the state continued to be serviced by
members of the College, and Professor Ian Constable had carried out a detailed survey of
the ophthalmological problems of the indigenous population there.
At the Prince of Wales Hospital Sydney Eye Clinic in 1968 Professor Fred Hollows saw two
patients who were Aborigine Gurindji elders from Wave Hill cattle station in the Northern
Territory and they invited him to fly up to a Gurindji camp to visit their people. After meeting
some of the members of the Gurindji community, Hollows was invited to visit their homes
and examine the eye health of the people living there. He found that the poor standard
of health in the camp, particularly eye health, was a shock, and there were no appropriate
medical services to address the problems. According to Hollows, conditions existed in the
Aboriginal community that had not been seen in western society for generations. He was
especially disturbed by the huge number of children and adults suffering from blinding
trachoma.
In 1975, Mr Gordon Briscoe, an Aborigine working in the Commonwealth Department of
Health, and Dr S.I. ‘Pip’ Ivil, who also worked in the Commonwealth Department of Health,
approached Professor Hollows to discuss what could be done to improve indigenous eye
health. After initial discussions they approached the Commonwealth Government for
funding and the National Trachoma & Eye Health Program (NTEHP) was brought about
– with ophthalmologists Professor Fred Hollows as Director, Professor Hugh Taylor as
Assistant Director, and Mr Gordon Briscoe as Deputy Director.

38

In 1976 the Government advised the College that $570,000 was to be granted to the
Australian College of Ophthalmologists (ACO) to enable a team of ophthalmologists to
identify and treat trachoma and other eye diseases among the indigenous population
throughout Australia. This would be done the cooperation of the Commonwealth and
state governments and the National Aboriginal Consultative Committee.
A National Trachoma and Eye Health Program (NTEHP) Standing Committee was formed
by the College to oversee the program. The NTEHP Committee (1976-1982) was chaired
by Dr WE (Bill) Gillies from Melbourne, and supported by sub-committees in the states.
The NTEHP Committee assumed the responsibility for coordination of activities after the
first phase of the Trachoma Program’s activities was completed in September 1978. The
aims of the NTEHP were: (i) to eliminate trachomatous blindness in Australia; (ii) present
the ocular status in rural Australia to interested agencies; and (iii) provide immediate eye
care to persons in rural Australia.
Field work commenced in May 1976 and the teams screened for trachoma and other
eye diseases, defective vision, and infected ears, in the arid regions of South Australia,
the Northern Territory and selected areas of New South Wales and southern Queensland.
Interim reports indicated that trachoma was prevalent in the rural communities examined
and treatment programs were activated.
One of the difficulties identified in the early stages was forward planning, when the
program was dependant on communication and understanding of a people widely
dispersed in small groups, who spoke different dialects. Coordination with local
authorities and state Health services was also an issue. Therefore each team employed
Aboriginal liaison officers to visit communities and discuss the program with local
residents. Eye examinations were carried out, treatments were given and the records of
the examination were left with the community. Aboriginal liaison was important for the
success of the program.
The field teams were led by Professor Hollows and many part-time volunteers were coopted including: ophthalmologists from the College, community medical practitioners,
health workers, orthoptists, nursing sisters, anaesthetists, micro-biologists, many
technical consultants, social consultants, and liaison officers.
In 1977 College President Dr James McBride-White from Melbourne spoke about
trachoma and acknowledged that the indigenous eye-health program was greatly
assisted by the voluntary work of more than 60 ophthalmologists from all states. Other
ophthalmologists indicated their willingness to assist with further necessary follow-up
work. In 1977 the Government approved a further grant of up to $845,000 to enable the
completion of the program. By early 1978 seventy five thousand people, two thirds of
whom were Aboriginal, had been screened with the NTEHP.

The Report on the Program

The NTEHP field work was finished in September 1978 and the NTEHP Committee
members prepared the report in 1979-1980 with recommendations regarding a broad
spectrum of improvements to housing, water supplies and other facilities. One of the
problems underlined was the need for ongoing eye care programs through much of
rural Australia.
By this stage, more than 465 communities had been visited and about 100,000 people
had been screened (60% of whom were Aboriginal or Torres Strait Islander people) in rural
and remote areas of Australia. Approximately 27,000 people were treated for trachoma
and more than 1,000 operations were performed and 10,000 pairs of individually
prescribed spectacles were delivered. A system of central records was developed, which
permitted tracking the changing trachoma and eye health situation while Indigenous
and non-Indigenous health workers were trained in eye care.
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Nearly half of the indigenous population screened had trachoma, and in the Northern Territory and Western Australia in
particular, the figure was about 80%. There was a high prevalence of follicular trachoma in children and overall, 28% of
Aborigines over age 60 had blinding or potentially blinding lesions. In Central Australia and other arid areas the figure
was up to 50%.
The problems uncovered by NTEHP were national problems and required national solutions, with requirements for the
provision of urgently needed health hardware such as water, sewerage and housing. The College believed that its actions
should be consolidated and continued, until all outback Australians had satisfactory levels of eye health. Therefore the
College approached the Federal Government for finance to establish a permanent secretariat to assist the Commonwealth
and state trachoma committees to coordinate the on-going work needed. Although this was approved in principle in
Canberra, a specific allocation of funds was not made. Consideration by the College was therefore given to maintaining
a small secretariat to coordinate and assist with the work, but that idea encountered difficulties with different state
authorities as a consequence of different standards and attitudes.
Apart from recommendations regarding housing, water supplies, sewage systems, food, and facilities for storing food,
the report also called for the continuation of the NTEHP with two visits of three weeks at 24 locations each year with
the assistance of a full-time ophthalmologist and supporting ophthalmic team. Regular visits by suitable medical (or
paramedical) persons to monitor, treat, direct and advise on the prevention of skin disease, nasal discharge, otitis media
and respiratory disease were also recommended. Although the report recommended the continuation of the NTEHP,
the future of the Program was unresolved. While the College awaited advice from the Commonwealth Government, the
Secretariat was kept intact with minimum staffing.

Re-activation of the NTEHP

In 1981 the College’s NTEHP Standing Committee recounted that the past year had been fruitless and frustrating with
no decisions following a lot of discussion regarding on-going activity of the trachoma eradication plan based on the
recommendations from the report. In consequence, the central secretariat had ceased its work and no trachoma treatment
programs had been organised from the College office. Nevertheless a few ophthalmologists in Queensland, Western
Australia, South Australia and New South Wales with the support of their state branches and state Health Authorities had
visited remote inland areas and carried out quite a deal of ophthalmic work.
The College was anxious to assist Aboriginal control of the problems of Aboriginal health and perceived that control of
eye and other diseases would be easier with improvement of living standards and public health.
In March 1982, the Fraser Government requested that the College be responsible for the distribution and consolidation of
the work of the NTEHP of 1976-1980. With Dr KG Howsam as College President at that time, a special meeting of Council
in March 1982 agreed that the College assume responsibility for the NTEHP and be solely responsible for obtaining and
distributing Commonwealth Government funds.
In 1983 the NTEHP was re-activated in an on-going way in all mainland states and in the Northern Territory after the
change in the Commonwealth Government. Bob Hawke’s Australian Labor Party (ALP) won Government in March 1983
and Dr Neal Blewett from Adelaide became Minister for Health, a position he held for over 7 years. Dr Remington Pyne
from Adelaide was President of the College at that time as well as a member of the College’s Trachoma Management
Committee (TMC), and members of the TMC offered the Minister for Health the continued cooperation of the College in
the Program. The guidelines for the College participation were that “The program should be organised and administered
at state or Regional level; and funds be made available to, and distributed by local committees, the majority of whose
members to be Aboriginal persons.”
At the Council Meeting held in Adelaide in October 1983, Council resolved that, as from 31 December 1983, the College
would withdraw from the administration of the NTEHP, but it was also stressed to the Minister that Fellows of the College
were prepared to continue to support the medical aspects of the Program.

Trachoma Management Committee (TMC)

The work of the NTEHP had been done through the extensive screening survey with recommendations, but the most
difficult part of the process of improving indigenous eye health was still to come: the eye health problems were not
going to improve just because of one screening program. Trachoma was a treatable condition but unfortunately, without
ongoing care and treatment, the disease persisted. The programs at that time needed to be delivered on a state or
regional level, which meant trying to coordinate and liaise with Australian state, Territory, and local health authorities
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to implement and maintain effective and ongoing eye health care. College leadership agreed with the Minister for
Aboriginal Affairs who said:
“One essential ingredient for success is the involvement of Aboriginal people themselves at every level and in the planning
of every project which is undertaken, for without that involvement our hopes and theirs are doomed before they begin”.
The College’s TMC was made permanent to oversee the program and to advise College Council thereon. Professor
Hollows was appointed as the College’s Consultant on Trachoma, while the NTEHP Committee was dissolved. The TMC
continued from 1982 to 1986.
Experience had indicated that regional committees should include a representative from each major area of the Aboriginal
population, a representative of the state Health Department and representatives of the College’s state branch, with an
Aboriginal Chair-person.
By August 1985, despite a number of written and telephone enquiries to Dr Blewett (Hawke Labor Government Health
Minister), the College had still not been advised of new administrative arrangements for the NTEHP but understood
that control had passed from the Federal Department of Health to the Department of Aboriginal Affairs. It was during
Dr JEK Galbraith’s term as College President in 1986 when the College was finally advised of the new administrative
arrangements with the control of the Program having been passed from the Commonwealth Department of Health to
the Department of Aboriginal Affairs. Therefore the College sought advice from the latter on how the assets should be
disposed of and acted upon in keeping with the terms of the regulations. With the disbandment of the TMC in 1986 the
College’s formal association with the Program was brought to a close.

States’ Developments Beyond the NTEHP

Throughout various iterations of indigenous eye-health initiatives, the College and its Fellows have remained committed
to providing eye health for indigenous communities – sometimes off their own back when government programs stalled.
With the publication of the National Trachoma and Eye Health Program (NTEHP) Report, the extent of trachoma among
the indigenous population in far-reaching areas of Australia had been spelled out. Since the issue was national, the
problem required national solutions. Those requirements included: the need for adequate standards of housing, water
supply and sewerage in the outback; procedures for having the above services properly utilised by the people concerned;
the need for regular specialist visits; and improved methods of delivery of health care, particularly by greater involvement
of indigenous communities in their own health administration.
It was not until 1996 that Dr Michael Wooldridge, the Commonwealth Minister for Health and Family Services in the
Howard Liberal Government, commissioned Professor Hugh Taylor to prepare a full review of the state of the Aboriginal
and Torres Strait Islander eye health. In June 1997 Professor Taylor’s report was published: it painted a dismal picture of the
eye health among Australia’s indigenous people. In the report he explored the reasons why previous policy initiatives had
failed and made wide-ranging recommendations intended to remedy the problem. All efforts were made to implement
the new program in the most appropriate way to achieve improvements in service provision.
Regions are based on the report prepared by Dr Gary Brian examining the implementation of the Taylor Report in each of
the states of Australia, and developments since the NTEHP in each state are outlined separately.

Queensland

According to Dr Gary Lillicrapp, the Queensland Branch of the College ran a trachoma program for more than 20 years
following the initial National Trachoma and Eye Health Survey. He recalled that more than 30 ophthalmologists were
involved, visiting most communities at least once a year. All school children, diabetics, and people requiring spectacles
were examined and spectacles were provided. Minor surgery was performed at the time and patients requiring major
surgery were booked in for surgery, with 99% of non-urgent major surgery cases being performed within 6 months. The
total cost was less than the refund for a specialist visit to an ophthalmologist in Collins St, Melbourne.
By 1993 the Queensland Branch of the College had developed a conjoint venture with the Queensland Northern
Region Health Authority, of a strategic, practical and achievable five-year plan for improving eye healthcare in Northern
Queensland and Torres Strait Islands. The development of similar plans for other parts of the country were advocated.
In 1996 Dr Bill Glasson reported that the Queensland Branch continued to encourage Fellows to develop outreach centres
in under-serviced areas as well as in rural and remote areas. The Qld Branch worked closely with the Queensland Health
Department in developing a framework to subsidise transport and accommodation in order for eye health care teams
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to undertake eye health care in those disadvantaged areas. This was highly successful with outreach services provided
across Queensland. Other Colleges were considering similar programs.
Regional eye health coordinators in Queensland provided a stable service despite frequent turnover of community staff.
The Cape York model which had been developed by Dr Mark Loane and his affiliates consisted of an optometric team
visiting each community three times per year, accompanied by an ophthalmologist on the third visit to determine the
need for surgery, which was done at the Weipa Base Hospital on an annual basis.
The Cape York Program model in North Queensland continued with some twenty ophthalmologists serving the program,
providing Indigenous patients with a wait list of less than one year compared with three years for their non-indigenous
counterparts in metropolitan areas. In 2003-2004 three programs in Far North Queensland were working well because
special funding rules permitted Medicare rebate remuneration for surgery, whereas there were long delays for Indigenous
peoples obtaining appropriate surgery in provincial and metropolitan areas where the rules did not apply.
The Queensland service to rural and remote areas remained much the same, with the most significant change being the
addition of an additional ophthalmological trainee at Royal Brisbane Hospital which allowed a registrar to accompany
ophthalmologists to the rural and remote areas. The Queensland Outreach eye care services continued to be provided
by dedicated teams.
In 2014 the Diamond Jubilee Partnerships with RANZCO (Qld) and twelve other partners commenced a five million dollar
diabetes initiative for Indigenous people of regional Queensland. The Indigenous Diabetes Eyes and Screening (IDEAS)
Van is a large semi-trailer fully equipped with ophthalmology, optometry and endocrinology diagnostic and treatment
equipment. The IDEAS Van is run by Diamond Jubilee Partnerships and was designed to build capacity of 27 Aboriginal
Medical Services (AMS)s in Queensland by visiting nine regional hubs every four-to-five weeks thus helping to reduce
preventable blindness, particularly relating to diabetes.

New South Wales

Dr Richard Rawson recounted that in the early years of the 21st Century, New South Wales focussed on the provision of
spectacles to Aborigines, and for cost-effectiveness, visits by ophthalmologists and optometrists to rural and remote areas
needed to be dove-tailed. In 2002-2003 Dr Michael Hennessy mentioned that New South Wales had introduced a senior
trainee registrar post, based at Broken Hill Hospital with regular ‘eye clinics’ conducted at the local AMS by the registrar who
then referred appropriate patients to consultants at the Hospital. This model was seen to be able to be applied in other
regional centres where ophthalmic services needed to be improved. In the Western and Central areas a trial was completed
with the New South Wales Government funding a ‘mobile elective surgical unit’. Support for those service initiatives
continued to be provided by the Outback Eye Service based at the Prince of Wales Hospital in Sydney.
The ‘mobile surgical bus’ was trialled in the Far West Health Area with some success but it had not been continued pending
further evaluation. However, in 2004-2005, with the amalgamation of New South Wales Health Service regions and issues of
Federal/state funding, a cloud of uncertainty was cast over continuation of the service. However the provision of ophthalmic
services in remote and Far West New South Wales continued unchanged with prospects of an enhanced regional surgical
service to be performed by the Outback Eye Service of the Prince of Wales Hospital. Health-worker training in the AMS by
2005-2006 was funded from the Commonwealth Trachoma Grant.
By 2008-2009 the Outback Eye Service in New South Wales had established a new comprehensive clinic in Cobar, while some
existing clinic sites were upgraded and improved. Plans to extend diabetic eye care services to Wilcannia and Menindee
were underway to link with clinics provided by the Royal Flying Doctor Service.

Victoria

Limited funds available in 1982 permitted only a program confined specifically to eye health and at that time the program
in Victoria proceeded in accordance with the guidelines. Dr Peter Meagher indicated that withdrawal of funding for a state
Coordinator caused fragmentation of eye care screening, and that in Victoria individual ophthalmologists rather than a
visiting team provided regular eye care to rural centres and local communities.
By 2005 an effective model for delivery of Eye Health Care was in place in Victoria where local eye care providers in Mildura,
Shepparton and Warrnambool provided services to local Indigenous communities, while non-mydriatic cameras were in use
in Mildura and Warrnambool and patients requiring laser were treated locally. There were no significant issues by 2005-2006
and health-worker training in the AMS was funded from the Commonwealth Trachoma Grant.
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Northern Territory

In the Northern Territory, trachoma had been reported systematically in indigenous communities. There were two
College team visits led by Dr Ralph Higgins made to the Northern Territory in 1995 and 1996 to organise funding for
ophthalmology in Northern Australia, including an additional operating theatre at Katherine, an additional 4th year
registrar post and another qualified ophthalmologist. Dr Higgins was the Chair of the New South Wales QEC which was at
that time responsible for the Northern Territory. He was accompanied by Dr Des Coote, and Ms Judy Cassidy on the first
visit, and by Dr Des Coote and Mr Peter Nomchong on the second visit. Each visit was for two weeks and on both trips
they met with the Heads of the Department of Health and the Ministers of Health for the Northern Territory as well as the
Medical Administrators and General Manager from the Darwin Hospital. They went to Darwin, Darwin Hospital, Eastern
Arnhem Land, the Gulf region to Nhulunbuy, Gove District Hospital as well as Alice Springs.
These visits put the College's activities in Northern Australia on a well-recognised footing with the Northern Territory
Government, and led to the strengthening of the College's activities in the Northern Territory. They laid the ground for
increased involvement of the College in the region.
Dr Rob McKay reported in 2002 that Darwin, Katherine and Gove centres in the Northern Territory were equipped for
tertiary-level eye care and ophthalmologists visited regularly. There was a centralised patient database and telemedicine
was set up for regular upskilling sessions for GPs and remote area nurses. Outlying regions had weekly visits to each
community in turn by ophthalmologist staff.
In Central Australia Dr Tim Henderson reported that elective lists were frequently cancelled due to nursing and anaesthetic
shortages, which disrupted planning particularly for remote patients. Funding levels were not clearly defined which
impinged on effective public/private interaction while “buck passing” between state and Commonwealth agencies led to
the drying up of funds for the Outreach community visits in 2003, with consequent cancellation of visits (visits which were
more cost-effective than outpatient visits to the Alice Springs Hospital). Inadequate resources and staffing, and insufficient
provision of interpreters were other issues. Multiple health care agencies with different agendas made for a disjointed
structure, and sufficient infrastructure needed to be developed for the service to be sustainable. Trachoma remained a
hyper-endemic problem and a national disgrace, but tedious bureaucracy slowed implementation of changes.
Dr McKay contended that the Northern Territory Department of Health-funded program was running well in 2004 but
the Office of Aboriginal and Torres Strait Islander Health (OATSIH) funded program was a disaster because the model was
imposed from outside with little understanding of local issues. It focussed almost exclusively on diabetic retinopathy and
took no account of other ocular needs. Two of the three AMSs did little for the first two years, despite being appropriately
funded and equipped. Continuous staff changes undermined continuity and coordination, and there was no adequate
accounting for the funds.
The multi-layered bureaucracy was an obstacle to provision of eye care to remote communities: a regional eye health plan
was still awaited while regional travel funding was also a problem. A trial of optometric visits to sort out referral needs for
ophthalmic care was successful and provided a model that could be introduced to decrease the number of ophthalmic
visits with increased efficiency. By 2006, due in part to inflexibility of government bureaucracies in the Northern Territory,
one of the main providers of eye care resigned from the public system.

Western Australia

By 1982 the West Australian Branch had formed the WA Trachoma and Eye Health Association (WATEHA) with
majority Aboriginal representation which was being incorporated and was in full operation receiving its funds from
the Commonwealth Government. However, the WA Branch noted that their efforts to combat trachoma had run into
difficulties because of unconstitutional activities of the WATEHA. The ophthalmologists regarded trachoma as basically a
public health problem best dealt with by the many different resources available from the state Health Department. Branch
members argued that improvement in housing, plumbing, hygiene, and delivery of water caused the disappearance of
trachoma in Europe before the advent of antibiotics or specific trachoma campaigns and this fact tended to be forgotten.
Five or six years later, when Fred Hollows went back to some communities that the NTEHP had visited, and where a lot of
work had since been put in to establish local medical services, he found the standard of general health appalling but the
WA Fellows continued to provide eye services in the field under the auspices of the WA state Health Department.
Dr Dermot Roden recounted that twenty-four ophthalmologists had been visiting remote regions in WA for many years,
but in 2001-2002 the Kimberley health region had been opened to public tender by the government without consultation
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with the long-serving visiting ophthalmologists to that region. Following an approach to the WA Government by the
College’s WA Branch committee, there was improved funding for the eight specialists who visited the Kimberleys and
extra funding was provided to enable a week of eye surgery at Derby Regional Hospital. Staff were provided to coordinate
visiting medical specialist visits to the Kimberleys and to address waiting lists. There was a six-monthly review with Branch
committee chairs and five regional eye care coordinators in 2002-2003, coordinated by the OATSIH. By 2003-2004 visits to
the remote Kimberley districts in WA were working well.
For remote areas in Western Australia the state Government funded the travel, accommodation, equipment, clinics and
theatre facilities while the 24 eye surgeons were paid on a sessional fee basis by the WA Department of Health. By 20052006 in the Eastern Goldfields of WA where the program had run for twelve years, a reduction in the severity of trachoma
amongst school age children was demonstrated, although there was a 19% average prevalence of follicular trachoma
overall and the rates of clinically significant diabetic retinopathy had increased to 14% of all Aboriginal diabetics. To
address the three-year cataract waiting list in the Kimberley area, a new “meet and treat” system was proposed, while
optometric services were altruistically funded through Medicare payments to all the communities in the Kimberley
and the Pilbarra – referring cataract and diabetic patients for the ophthalmologists’ quarterly visits. The AMS-registered
patients were bulk-billed and attendance rates improved but the rates were still poor despite efforts to pick up patients
from their homes to meet appointments, through Medical Specialists Outreach Assistance Program (MSOAP) funding.
A/Prof Angus Turner outlined to the Department of Health and Aging Conference how ophthalmologists, optometrists
and GPs could work together with the Medicare Local to provide eye care services to the local population. In 2008-2009 a
detailed document put out by McKinsey and Company used national and international case studies including data from
the Kimberley and Pilbarra regions of Western Australia as examples of best practice for a Medicare Local Collaborative
Framework for Indigenous eye health. Following a workshop, working guidelines of Indigenous health content were to be
sent to all Australian Medical Colleges with the purpose of incorporating the suggestions into their curricula documents.
At that time the establishment of a Kimberley Eye Surgeons’ Group in conjunction with local health authorities had
improved the delivery of eye services to that region.
The Federal Government’s 2011 telehealth initiative had very slow uptake in ophthalmology compared with other
specialties. However, Lions Outback Vision embraced telehealth to address the unique challenges of delivering quality
specialist eye care to the regional, remote and Indigenous communities throughout WA. The Lions Outback Vision had been
established with the support of the Lions Eye Institute and the University of Western Australia. By 2014 ophthalmologists
in WA embraced telehealth, through Lions Outback Vision and provided specialist eye care services throughout the Pilbara,
Kimberley, Goldfields, Midwest, Southwest and Great Southern regions of WA. Some of the remote areas visited were
over 3000 km from Perth. Director of Lions Outback Vision, A/Prof Angus Turner said that because of the unmet need for
ophthalmology services in remote areas, utilising telehealth via optometry provided regular access to eye health services
with specialists so that when Fellows did outreach visits they could operate more and didn’t have to spend time doing
primary eye health care.

Tasmania

Dr Nitin Verma reported that in Tasmania rural eye health was revitalised and clinics set up on both the East and West
coasts. Ophthalmic services to the Indigenous population were integrated in the main stream health system. There were
twice yearly diabetic eye screenings done at the Hobart Aboriginal Eye Service and the Royal Hobart Hospital while
the outcome of the Fred Hollows Foundation review of Indigenous health services in Tasmania was awaited. Tasmania
continued as previously with the addition of an Outreach Service on a rotational basis to King Island.

South Australia

In South Australia ophthalmologists lamented that funding for the previous NTEHP had been stopped before appropriate
arrangements for transition could be put in place. Because of low population densities and huge distances in the northern
part of the state, difficulties were presented in the implementation of the new program following the publication of the
1997 Taylor Report.
Problems arose in 2001-2002 when the Government did not honour funding for travel, accommodation, and meals
for the eye care teams. At that time the MSOAP provided a bridging grant. Dr Henry Newland reported that the sixmonthly visits to 19 remote communities continued, but surgical intervention was not possible because of limited
resources. There was an unsuccessful trial of telemedicine between Coober Pedy and the Queen Elizabeth Hospital Eye
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Department in Adelaide but further trials were under way. There was also training and up-skilling of Aboriginal health
workers and clinic staff in the field during visits to communities as part of the funding arrangements through MSOAP.
Dr Tim Henderson advised that he would service Indigenous patients from Western Australia and South Australia whose
communities straddled the Northern Territory border.
Because of the paucity of state Government support and the failure of the Medicare model, funding failures in South
Australia threatened the twice-yearly visits to remote communities while intervention and cooperation between
individuals, OATSIH, MSOAP and the College had alleviated but not solved the problem.
Therefore, regular ophthalmic screening and monitoring continued with six-monthly visits to each remote community
by the same consultant accompanied by a registrar while the program coordinator arranged the visits and transport
of equipment. Data was collected and analysed on trachoma rates and risk factors for glaucoma. By 2005-2006 South
Australia had continued regular screening, and health-worker training in the AMS was funded from the Commonwealth
Trachoma Grant.

Dr Henry Newland giving Trachoma Eye Examination, in schools, September 2006
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Committees, Special Interest Groups and
Societies

Committees, special interest groups and societies of the College were established primarily as vehicles for continuing
medical education. They also play an important role in clinical services by encouraging debate, cooperation and interest
among members providing specialised advice and contributing to the development of particular aspects of ophthalmology.
As the special interest groups developed from committees, in due course particular societies such as ANZSRS, ANZGIG,
ANZSS, ANZCS and ANZSOPS developed from the Special Interest Groups.

Communications and Information Technology

Although operating for many years as a committee, a Communications and Information Technology Special Interest
Group (SIG) was introduced in 2001. In Australia there is renewed focus on secure transmission of health data, with
options being considered for recording patient ‘consent’ to the level of data exchange in health and other aspects of the
Health Connect framework. This is all being developed under the control of state and commonwealth governments.
The development of an Australian Medical Association Information Technology taskforce offered an opportunity to broaden
the scope for the direct involvement of clinicians in the Health IT agenda, and a number of Fellows from the Communications
and Information Technology Special Interest Group were approached to provide input into the work of the taskforce. The SIG
held information sessions at College meetings to keep members abreast of IT.

Cornea, Refractive Surgery and Contact Lens

In Australia, the earliest recording of a SIG was in the 1976 College Annual Report when the Contact Lens Committee
recorded that a seminar was to be held in Sydney to cover issues relating to their field. The Committee promoted ongoing
education, invited guest speakers, and held symposiums on contact lens and refractive surgery practice.
New Zealand-based Professor Charles McGhee, took over as Chair of the Contact Lens Committee in 2000 and widened
the group to include Cornea and Refractive Surgery and hence the group’s name change to Cornea, Refractive Surgery
and Contact Lens Special Interest Group. The SIG held courses and symposiums at congresses, and invited guest speakers.
Through the SIG, the College had representation on the Standards Australia Committee (MS-063-Contact Lenses) in regard
to International Standards. The group supports and promotes ongoing education in all three fields of Cornea, Refractive
Surgery and Contact Lenses.
With a further name change to the Australian and New Zealand Cornea Society (ANZCS) a two-day scientific meeting was
held in March 2010 which investigated many aspects of cornea and anterior segment disease, i.e., new surgical techniques
for corneal transplantation. The Society was also involved in the College-initiated Medicare Benefits Scheme item review. In
a joint submission with the Eye Banks Association to the Therapeutic Goods Association, the Society (ANZCS) argued that
eye donation, eye banking and corneal transplantation should be regarded in a separate category from blood and other
products. The Society also continued to review International Standards Organisation (ISO) Standards Australia in regard to
contact lenses and intra-ocular lenses.

Glaucoma (ANZGS)

The Glaucoma Special Interest Group was first mentioned in College annual reports in 1991-1992 as the Glaucoma Club. The
Glaucoma Club regularly circulated a newsletter to keep members informed of developments in the field of glaucoma. Records
show that a Scientific Meeting of the Glaucoma Special Interest Group was held in 1993, signifying a change from club to a SIG.
The group was tasked by the College in 2001 to examine the feasibility of developing glaucoma management guidelines
as well as guidelines for the treatment of ocular hypertension. The SIG organised conjoint meetings with the Asian Oceanic
Glaucoma Society, and were also represented at the International Congress of Ocular Oncology in Hyderabad in January 2004
with the aim of maintaining strong links in the Asia Pacific Region.
During 2006-2007 the SIG was reformed as the Australian and New Zealand Glaucoma Interest Group (ANZGIG). The group
developed and launched two clinical audit programs to assist Fellows to meet their CPD mandatory audit requirements.
ANZGIG’s website continued to be developed to provide information on the group’s activities and access to clinical information,
together with links to allied organisations. The group created three scholarships, matched with another three from
Glaucoma Australia for glaucoma sub-specialists in developing countries to attend ANZGIG meetings.
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Members provided technical and clinical advice to the NHMRC to develop Australian
Glaucoma Guidelines. Support for clinical fellowships for sub-specialty training in glaucoma
was continued while the group provided advice to the College on changes required to the
Pharmaceutical Benefits Scheme following a Medicare audit. ANZGIG also ran short courses
on glaucoma-related topics. In 2018 ANZGIG was renamed the Australian and New Zealand
Glaucoma Society (ANZGS).
The SIG provides advice to RANZCO on glaucoma management issues – including
involvement of optometrists – and curriculum coverage for vocational trainees, while
continuing to work closely with Glaucoma Australia and Glaucoma New Zealand.

Inflammatory Eye Disease/ Uveitis Special
Interest Group

Inflammatory Eye Disease reported as a Special Interest Group chaired by Peter McCluskey
in 1998-1999 and invited College members with an interest in inflammatory eye disease
to attend the inaugural meeting at the Annual Scientific Congress in Melbourne in 1999.
The aim of the group was to provide a forum for interested Fellows to discuss issues related
to the disease and to provide a focus for education and research into inflammatory eye
disease. The improvement of education and understanding of inflammatory eye disease was
continued and a course on scleritis was organised, as well as a symposium on management
of complicated uveitis patients. The group continued to organise symposiums based around
interesting and challenging cases, as these proved a popular way to learn more about
inflammatory eye disease. Members of the Group took part in a fluocinolone implant trial for
the treatment of steroid dependent uveitis, networking the clinical trials information to the
membership. In 2012 the Group changed its name to Uveitis Special Interest Group.

Military Special Interest Group

According to Col John Crompton a Military Special Interest Group was established in
1994 and consisted mainly of those members who had seen active service in the Defence
Forces in Army, Navy or Air Force or in the active Reserves. The Military SIG was involved
in visual standards for entry to the Australian Defence Forces, along with problems related
to refractive surgery for members and new recruits. By 1999-2000 minimal visual standards
were decided upon and advice provided to the Department of Defence. Lengthy discussions
were had regarding visual standards for enlistment, use of contact lenses in the military, in
orthokeratology and photorefractive surgery. There was far ranging debate and the merits
and demerits of refractive surgery for key occupation groups in the military.
In 2002 the SIG reported that opportunities existed for ophthalmologists to join the
Army, Navy and Air Force Reserves because there was a need for more ophthalmologists
to meet military requirements. To encourage registrars to join a special session on Military
Ophthalmology was held at the RANZCO Congress.

According to Col John
Crompton a Military
Special Interest Group
was established in 1994
and consisted mainly
of those members who
had seen active service
in the Defence Forces
in Army, Navy or Air
Force or in the active
Reserves. The Military
SIG was involved in
visual standards for
entry to the Australian
Defence Forces, along
with problems related to
refractive surgery for
members and new recruits.

During the ASC in Melbourne in 2008 the Group met with three senior ADF officers from the
Directorate of Military Medicine, Joint Operations Command and the Office of the Surgeon
General. Restrictions on the use of transitional lenses in the armed forces, minimal visual
requirements and refractive surgery were discussed. A presentation was made on ‘Blast
Injuries in the eyes’, with particular reference to injuries received from Improvised Explosive
Devices in Iraq and Afghanistan and the wearing of appropriate polycarbonate protective
lenses and face shields was shown to be of value. Increasing recruitment and retention of
ophthalmologists in the ADF Reserves was noted and it was considered important that
young ophthalmologists in the Reserves be encouraged to attend joint national and possibly
international training exercises to gain exposure and insight into the place of health services
in the field.
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During 2009-2010 members of the Group provided ADF recruiters with advice on ophthalmic problems, and to
Commanding Officers on the changing employment status of those in the Military who developed eye problems. A
major review on the status of refractive surgery in the Military was started while stereo vision requirements for various
trades in the Military also attracted attention.

Ocular Oncology Special Interest Group

The Ocular Oncology Special Interest Group held its inaugural meeting in 1993 at the Hobart Annual Scientific Congress
and planned a study on Choroidal Melanoma in the Australian population. In conjunction with the Cancer Council of
NSW the group introduced a pilot survey of ophthalmologists treating ocular melanoma in Australia and called for input
for the epidemiological survey from those involved. The Environmental and Eye Health Study was commenced in 20052006 and Fellows were asked to document their cases. Following the collection of information, Case control studies were
to look at factors which may be important in the development of the disease.
Michael Giblin had taken the Chair of the SIG in 2002 and an e-mail group contact system was established to facilitate the
management of especially difficult ocular oncology cases while members of the group were instrumental in establishing
genetic testing facilities in Adelaide and Melbourne. The newly formed International Society of Ocular Oncology held its
inaugural meeting in Hyderabad, India in January 2004 and was well attended by Australian ophthalmologists. Dr Giblin from
New South Wales was the inaugural Secretary of the International Society of Ocular Oncology. An Australian Secretary
provided an opportunity for Australian and New Zealand input into the Society’s affairs, and invitations for membership
were distributed – open to anyone with some connection to ocular oncology.

Oculoplastics (ANZSOPS)

The Oculoplastics Committee, chaired by Peter Rogers, reported in 1990-1991 as holding a successful conference which
has included several papers on oculoplastics procedures in the paediatric group. Over the years, it held teaching sessions
and symposiums on oculoplastics and lacrimal surgery during College Annual Scientific Meetings. The Committee also
maintained close links with Asia-Pacific oculoplastics colleagues. The Oculoplastics Committee was actively involved in
educating College members in oculoplastics and lacrimal surgery with the result of expansion and demand from overseas
graduates for Fellowship in the Australian Oculoplastics Units.
The Group was renamed the Australian and New Zealand Society of Ophthalmic Plastic Surgeons (ANZSOPS).
Opportunities for networking with international societies – particularly those in Asia Pacific – were sought, to facilitate
communication and sharing of knowledge between members. By 2014, formal affiliations with the American Society of
Ophthalmic Plastic and Reconstructive Surgery were developed so that ANZSOPS members could join as international
associate members to enhance international collegiality – including presentations at meetings and access to journals and
bulletin boards. In addition to their work training RANZCO trainees and sub-specialist Fellows, many ANZSOPS members
contributed to teaching projects in developing countries, supporting an ‘in country fellowship’ in Vietnam with a similar
project planned for Laos.

Overseas Aid

The Overseas Aid Special Interest Group was established in order to represent a large group of ophthalmologists
interested in overseas aid. A major aim of the Group was to gather data on members of the College who were interested
and involved in overseas aid work, to enable everyone to learn and benefit from their experiences. College Fellows and
trainees, generally with ophthalmic nurses and optometrists visited such places as Myanmar, East Timor, Vietnam, Papua
New Guniea, Bali, Fiji, Western Samoa and Vanuatu.
In Auckland in 2003 the Group meeting was part of the RANZCO Congress for the first time, with around 100 people
attending to hear from and meet others who were active in aid work over many years. Decisions were reached on the role
of the College in training for future generations of ophthalmologists in the region. An equipment pool was established,
including a bio pen and a solid-state photo-coagulator with attached slit lamp. The equipment pool remained a valuable
resource.
The SIG continued to hold symposiums during College meetings, to highlight the efforts of many Fellows in overseas
aid activities. A database of College Fellows’ overseas aid activities was collated, and a section was added to the College
website for those interested in overseas aid. RANZCO trainees availed themselves of the Pfizer Australia Humanitarian
Leadership Development Program grants – designed to help train the next generation of humanitarian eye care leaders
– to accompany eye care teams on overseas aid projects. Considerable progress was made in laying down foundations
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to eliminate avoidable blindness in the region by Fellows undertaking surgical, teaching and developmental visits to
neighbouring countries. The College ultimately recruited staff to support an Overseas Development section.
In 2002 the College introduced a new category of ‘International Member’ to encourage ophthalmologists from all around
the world to develop a closer professional relationship with Australian ophthalmologists. In 2007-2008 the Overseas
Aid Special Interest Group was renamed as the Overseas Development Special Interest Group (ODSIG). At that time
RANZCO became a core member of a consortium of major international development agencies along with the Hollows
Foundation, Christian Blind Mission, Centre for Eye Research Australia, International Centre for Eye Care Education and
Foresight, established to implement the Avoidable Blindness Initiative, proposed by Vision 2020 Australia, for eye care in
the Asia Pacific Region.
Vision 2020 New Zealand (V2020NZ) was launched in May 2009. While the College is a trans-Tasman entity, the governance
of Vision 2020 globally requires a nationally based organisation. However, the College supported the establishment
of V2020NZ in collaboration with the Royal New Zealand Foundation for the Blind, the New Zealand Association of
Optometrists and the University of Otago.

A/Prof Dr Nitin Verma working in East Timor, 2009
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Paediatrics Special Interest Group

The Paediatrics Special Interest Group chaired by Denis Stark was formed during 1998-1999. A Paediatric Symposium
was held in 2000 with Dr A Levin from Toronto and Dr Tony Moore from Cambridge as visiting speakers, which helped
established the SIG. Position statements regarding a number of key Paediatric subjects were developed. Trends in
Paediatric management were presented in papers at a pre-Congress Paediatric Ophthalmology meetings, followed
by a symposium on Paediatric topics during the ASC. Comprehensive cover of Paediatrics and Strabismus topics were
included in conference programs, for the benefit of colleagues.
Between congresses, the SIG kept the group active through informal communications. The SIG also facilitated collaboration
with overseas paediatric groups, including the American Association of Paediatric Ophthalmology and Strabismus, the
Singapore National Eye Centre, and the International Paediatric Ophthalmology and Strabismus Council.

Senior and Retired Fellows Group

The Senior and Retired Fellows Group was formed after the 2011 RANZCO Congress when the Board sought senior
representation and input into RANZCO activities. A position on Council was created for the Chair of the Group. The
first items addressed were the Senior Membership Categories. Previously, Fellows who turned 70 had free RANZCO
membership but as the percentage of Fellows over 70 years still working was quite significant, it was decided that it was
not financially viable for the College to continue to subsidise the group.
The Board and Council took heed of the group’s concerns as they arose, and implemented initiatives which were beneficial
to the Senior and Retired Fellows. These included (i) a Senior Fellows’ Lounge with a series of talks at Congress, (ii) the
organisation of an annual dinner, (iii) prearranged seating arrangements at Congress Opening Ceremony, (iv) a reduction
in CPD requirements for Senior Fellows, (v) College fees reduced by 100 percent for Fellows who turned 80 or had served
for 50 years.
The group continued to represent the views of the senior and retired Fellows including at RANZCO Council meetings, and
contributed their experience and expertise to wider College and eye-health activities.

Strabismus (ANZSS)

The Strabismus Special Interest Group was first recorded in College annual reports in 1991-1992 as the Squint Club, as it
was initially called. An Inaugural Congress of the group was held in Melbourne in 1992.
In 2004 Dr Bill Gillies, who had founded the ‘Squint Club’ and guided its development, announced his retirement as Chair
and Dr Frank Martin was elected in his place. In recognition of Bill’s contribution a ‘Bill Gillies Lecture’ was planned to be
held at future annual meetings.
By 2010 the group had reformed into the Australian and New Zealand Strabismus Society (ANZSS). A sub-committee
of the Society reviewed the MBS items relating to strabismus and made recommendations to the College for the MBS
Review. In 2010-2011 the Society focused on raising the awareness of the complexity of management of strabismus, both
in children and adults. In addition the ANZSS worked with the College and the Australian Society of Ophthalmologists
to raise government and community awareness of the severe shortage of the Paediatric ophthalmology workforce.
ANZSS holds symposiums, workshops and case studies especially tailored for the general ophthalmologist, enhancing
knowledge and skills in strabismus management.

Vitreoretinal (ANZSRS)

The Vitreoretinal Special Interest Group chaired by Alex Hunyor first reported in 1997-1998 and described the formation of
the Oceanic Retina Association with Dr Heriot Wilson from Melbourne as coordinator. Several members of the group were
represented on the Anomalies Committee in efforts to eliminate anomalies relating to vitreoretinal procedures. Members
who were affiliated with the Oceanic Retina Association held an annual meeting in Tasmania in June 2000. Further
involvement with educational activities was through presentations of symposiums at the Annual Scientific Congresses.
Clinical situations, difficulties with surgical techniques and new equipment provided areas for ongoing discussions by
email throughout the year. Drs Paul Beaumont and John Sarks negotiated with the Commonwealth for the introduction
of photo-dynamic therapy (Visudyne) for the treatment of selected forms of macular degeneration under Medicare.
Members were linked by the Vitreoretinal SIG website which provided an opportunity to discuss clinical problems as
well as Government and College decisions that affected the Group. Awareness of age-related macular degeneration had
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moved into the general public arena and SIG members were active in public education and in negotiating with the Federal
Government in widening the criteria for PDT to include small areas of occult sub-retinal choroidal neovascularisation.
In 2005 the Australian and New Zealand Society of Retina Specialists (ANZSRS) replaced the former Vitreoretinal Special
Interest Group. In 2006-2007 the Society was involved in developing a College submission to obtain patient reimbursement
for Optical Coherence Tomography (OCT) scanning for the diagnosis and monitoring of macular conditions. The Society
was also involved in providing advice to Government agencies involved with PBS funding of ranibizumab (Lucentis)
for the management of neovascular (‘wet’) age-related macular degeneration. A review of the Medicare item numbers
relevant to medical and surgical retinal procedures was commenced.
The first stage of the MBS review process was completed with significant input from ANZSRS members. As expected,
the number of intravitreal injections continued to rise substantially as the volume of patients receiving therapy for neovascular AMD increased which was consistent with good patient care with resultant prevention of blindness highly costeffective. Due to the increasing interest in the treatment of age-related macular degeneration increasing numbers of
Fellows had joined the ANZSRS which by 2012 had increased to 220 full and associate members.

Women in Ophthalmology

The early women in ophthalmology were few in their respective departments and worked on such challenging issues
as gender equity in pay, academic promotion and tenure track opportunities, as well as the need for recognition of
academic achievement. In America the desire for collegial relationships and a support network led to the founding of
Women in Ophthalmology (WIO) in the mid-1970's.
In Australia, there were about 25 female consultant ophthalmologists in 1980 and by 1990 this number had almost
doubled to 46. By 1992 a Special Interest Group for Women in Ophthalmology (WIO) was inaugurated at the RACO
Annual Scientific Congress. Issues affecting Australian and New Zealand women at that time were similar to those in
America, including discrimination and harassment within the profession.
The following year a survey regarding Women in Ophthalmology found that there was genuine support and
encouragement for such a group although there was some disagreement with its aims. However, positive issues from
the survey suggested a mentor system for trainees, encouragement for female doctors to join the ophthalmology
training program, job share arrangements, part-time training availability, and maternity leave for child-bearing. Some of
the concerns women had were applicable to males as well, such as part-time training, locum assistance, rural practice,
networking, a formal mentor system, areas of personal development, ethical behaviour, reconciliation of personal and
professional goals, and balancing pressures of family life and career.

Dr Camelia Whitehouse(farleft) early in her medical career
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The opportunity for more women to train as ophthalmologists arose from the major changes in society in which
the number of married women in the workforce had increased. In 1996 Dr Justin O’Day advocated that the College
consider such options as part-time training, extended training, and interrupted training – to allow women to make
choices regarding commencing a family or to accompany their partner to another state.
Also in 1996 the Australian Medical Workforce Advisory Committee (AHMAC) reported on female participation in
the Australian Medical Workforce. The WIO group noted the increasing number participating but expressed concern
about the maldistribution of women in different areas, especially a shortage in specialist practice with only 14% in
1994 – the lowest proportion at 3.1% in surgery. However, surgical training had increased to 8.9% by 1996. Another
concern was attitudes within the workforce not keeping pace with the growth in female participation.
When Dr Peter Henderson was College President (2003-2004) he expressed concern that there was no female director
or councillor despite the fact that there was an increasing number of female Fellows in the College. He encouraged
all female members to consider taking a greater part in college affairs. At the 2003 WIO Group meeting discussion
took place regarding the role of women in the different medical colleges and how participation in RANZCO affairs
could be improved, and the Group organised a Mentoring and Leadership symposium.
In 2018 RANZCO elected its first-ever female President, A/Prof Heather Mack.
The Australian Senate held an inquiry into bullying, harassment and complaints against medical practitioners in
2016. It was clear we would not see a decrease in scrutiny of behaviours within the medical profession. If anything
it was likely to increase. The College values diversity and inclusion and is committed to fostering places of work
and training where people feel included and valued. One initiative is to increase female representation on RANZCO
committees and in leadership roles to better reflect the demographics of the training program and society in
general.

Younger Fellows

Although Younger Fellows had been functioning as a committee since 1996, it was reported as a special interest
group in 1999. The group provided a focus for special issues affecting ophthalmologists up to ten years postgraduation.
Some of the SIGs initiatives included (i) a newsletter; (ii) information on visas/certification for Fellows intending to
work overseas; (iii) seminars on ‘Organisation of Practice’; (iv) welcome function for new Fellows; (v) a Bulletin Board
to list vacancies; and a list of volunteer positions such as the Pacific Eye Project, Indigenous eye-health programs
and international development.
It was proposed that branch Chairs be established so that they could be co-opted onto RANZCO branch committees.
The group also had discussions with the Royal Australasian College of Surgeons with a view to developing closer
ties, including assistance in developing a course package on setting up practice. A package of four modules was to
be developed to cover finance, practice management, medico-legal, and College activities.
In 2013 it was reported that younger Fellows represented about one third of the College membership. Members
were concerned about future employment such as gaining public hospital positions and visiting rights, or
establishing partnerships and new practices. They were also concerned about government interventions in the
future including paramedical groups performing previous medical roles, increasing technology and rising costs
together with an aging population. SIG members were encouraged to put forward their input for RANZCO Board
and Council consideration, because the decisions made would have a lasting impact on younger Fellows who
represented the next generation.
In 2013 the Younger Fellows interest group changed its name to the Younger Fellows’ Advisory Group. The group
meet regularly via teleconference and at RANZCO Congresses. They address issues such as interaction with RANZCO,
ethical practice and interacting with industry, Medicare billing, tips for starting up practice, networking, career
paths, personal and home finance, balancing public and private practice, incorporating research and identifying
goals for future practice. The group also focuses on a broader support network, reaching out to Younger Fellows in
remote areas who may not always be able to attend meetings.
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Aboriginal and Rural Health Committee

As Director and Co-Chairman of the Australian South Pacific Eye Care Team (ASPECT) providing eye services to Broken
Hill Base Hospital and Far West Health Region of New South Wales, Dr Dick Galbraith had been involved for many years
in services to Aboriginal and rural eye health initiatives. In 1995 he was appointed as Chairman of RACO’s first Aboriginal
and Rural Health Committee.
In 1996 Dr Michael Wooldridge, the Commonwealth Minister for Health and Family Services commissioned College
Fellow, Professor Hugh Taylor, to prepare a full review of the state of the Aboriginal and Torres Strait Islander eye health. In
endorsing the Report in 1997 Council emphasised the need for the Aboriginal and Torres Strait Islander communities to
be fully involved in the development of initiatives flowing from the report.
College Councillors believed that the involvement of all stakeholders, including Aboriginal and Torres Strait Islander
communities, government agencies and eye care professionals including optometrists and GPs as well as ophthalmologists,
could between them deliver real improvement. Following acceptance of the report by the Minister for Health, the state
branches as well as individual Fellows became involved in preliminary implementation action.
By 1998, Dr Garry Brian and his comprehensive team from around the states completed their strategies on the
implementation of the Taylor Report in each of the states following negotiations between the College and branches
both at Federal and state levels, and their respective governments. Indigenous coordinators were appointed in many
regions across Australia while state branches appointed regional ophthalmology coordinators along with optometrists
and general practitioners (GPs). The concept was that each service delivery unit consisting of the ophthalmologist,
optometrist, GP and Indigenous coordinator would evaluate the needs of their particular region and decide how to
appropriately provide services to the Indigenous communities in their area.
The Federal Government was reluctant to make any decision or commitment on the ‘fee for service’ funding despite
having been provided with a funding model. The Medical Specialists Outreach Assistance Program (MSOAP) was discussed
with the Federal Government as to whether the money could be committed to the service delivery components of
the Program. During John Crompton’s Presidency in 2001 the College offered support through the Indigenous Doctors’
Association for Indigenous doctors to join the training program.
In 1999 the World Health Organization (WHO) and the International Agency for the Prevention of Blindness (IAPB)
announced a joint program called “Vision 2020 – The Right to Sight”. The College strongly supported the key strategic
themes of Vision 2020 Australia, the local representation of the World Health Organisation’s Vision 2020, to bring together
various eye care related organisations and groups to achieve more than any group or organisation alone. Efforts to
improve access to eye care, low vision and rehabilitation services by Aboriginal and Torres Strait Islander people through
community controlled health organisations were supported, and visits to rural and remote areas were coordinated
through state branch Committees of the Office of Aboriginal and Torres Strait Islander Health (OATSIH).

The Indigenous and Rural Health Committee (IRHC)

In 2001 the Aboriginal and Rural Health Committee was renamed the Indigenous and Rural Health Committee (IRHC) and a
Rural Ophthalmology Special Interest Group was set up to facilitate communication between rural ophthalmologists and to
provide a vehicle for their views to be put to the College because problems in each state were different.
The provision of eye care to Indigenous and rural communities continued to be coordinated through state based committees.
Many of the recommendations from the Aboriginal and Torres Strait Islander Eye Health Program (Taylor Report) had not
been followed since implementation in 1998, particularly ongoing evaluation and data collection. Appropriate funding,
increased community ownership, shared responsibility and better accountability were required for ongoing viability, and
funding was an issue. Medicare rebates (bulk-billing) worked only in communities with high patient numbers, and in several
states the governments failed to provide travel, accommodation and food.
In 2005-2006, the Commonwealth Government developed the National Eye Health Framework (NEHF) which had been
adopted by all state and Territory governments and supported by the stakeholders, including the College and Vision 2020A.
A significant number of Fellows continued to deliver ophthalmic care to rural and remote areas, often at considerable
personal cost of time and effort while the College remained concerned that practitioners were subsidising the provision of
eye care to Indigenous populations themselves in some cases, due to inadequate and complex financial arrangements by
different levels of governments.
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Dr Henry Newland giving a Trachoma Eye Examination, September 2006
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In 2007-2008 both directly and through Vision 2020A, the College contributed to the National Framework for Action to
Promote Eye Health and Prevent Vision Loss. A large part of the College’s work with Vision 2020A was advocacy and public
relations. A more proactive role by the College in rural and Indigenous ophthalmology made progress with ongoing
administrative support for these activities. The Committee addressed a range of issues including sustainable financial
models and considered that integration of eye care professionals with ophthalmologists, optometrists, ophthalmic nurses,
orthoptists and Indigenous eye health workers provided the best and most efficient model of clinical services delivery.
The Committee continued to address the unique needs for cataract surgery, trachoma and other ophthalmic disorders
in rural and Indigenous communities and there was a willingness within the government to support initiatives around
developing enhanced rural payment methods. However the Committee believed that the fee-for-service should remain
the cornerstone of the funding model, and that the fee should reflect the costs of providing the service – including
infrastructure costs – if it was to remain sustainable.
In the intervening years, several College committee members had independently produced valuable reports which taken
collectively formed a body of work which would inform rural and Indigenous health policy for many years. They included:
•
•
•
•
•

a report by Dr Angus Turner on his survey of rural services;
the National Indigenous Eye Health report by Professor Hugh Taylor et al;
a series of reports on eye health of Indigenous Australians from central Australia by Drs John Landers, Tim Henderson
and Jamie Craig;
a MSOAP (Medical Specialists Outreach Assistance Program) report from Dr Henderson; and
a National Survey of Diabetic Retinopathy Management.

The College’s IRHC Committee continued to monitor and advocate for sensible funding avenues to achieve this aim,
and RANZCO continued to participate in the Vision2020 Aboriginal and Torres Strait Islander Committee with the aims
of improving regional eye-health coordination in order to reduce the gap between Indigenous and non-indigenous
eye health by 2020. The IRHC was represented on the Australian Indigenous Health Subcommittee of the CMPC which
advocated for improved health care services to Indigenous patients and communities.
A library of online Indigenous health-related resources and links was started on the RANZCO website as well as participating
in a project managed by the RACS to develop an Indigenous health and cultural learning portal (nichelearning.info)
designed for health specialists working in rural and remote Australia.
After extensive consultations in Aboriginal health, government and eye care sectors, an evidence-based policy to
eliminate unnecessary vision loss for Aboriginal and Torres Strait Islander peoples entitled ‘Roadmap to Close the Gap for
Vision’ developed by Professor Taylor and his group at the University of Melbourne was published in 2012. The Federal
government funded the Indigenous Eye Health Unit to support the implementation of the ‘Roadmap to Close the Gap
for Vision’.
The “Roadmap to Close the Gap for Vision” comprised 42 interlocked recommendations to improve Indigenous eye health
over nine domains of specific activity. The Roadmap was costed at $20m per year, could be implemented over five years
and was estimated to be able to deliver a seven times increase in cataract surgery, five times increase in diabetic eye
examinations and a 2.5 times increase in glasses.

Dr Tim Henderson, Ophthalmic activities in Central Australia 2008
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Indigenous Committee

When Dr Stephen Best from New Zealand was President from 2012 to 2014 there was a re-focus of all College committees
and as a result of that process, the IRHC was renamed the Indigenous Committee.
There was a call for government to establish national oversight of Indigenous eye health collection of good data to
reflect activity and future performance, and for systems coordination to support health professionals deliver care to
communities. During the reporting year Professor Taylor gave an overview of progress on the ‘Roadmap to Close the Gap
for Vision’ and indicated that the Federal government was partially funding many of the initiatives and projects.
Dr Antony Bedggood who joined the Indigenous Committee representing New Zealand, gave a presentation on the
geographical location of various Indigenous groups, particularly Maori patients. He explained the treaty of Waitangi’s
three principles to guide the treatment of Maori patients: (i) partnership with communities; (ii) participation of Maori
people in decision making processes and implementation of health outcomes; and (iii) protection. Cultural awareness
best practice in other training institutions was examined, and possible topics were identified for development.
The National Trachoma and Eye Health Program established the College’s credentials in the community with respect to its
interest in the health of the Indigenous and outback communities. Perhaps the most important outcome of the NTEHP
was that national attention was focused on the poor condition of Indigenous health at a time when public awareness of
the issues was extremely low.
Good regional planning and coordination remain essential, particularly between the Aboriginal Medical Services, the
Primary Health Networks and the local and visiting eye specialists, while at the same time monitoring and assessment of
performance at local and national levels are carried out. Also crucial is continued Commonwealth and state and territory
governments to fully commit to the full implementation of the recommendations of ‘The Roadmap to Close the Gap’
for vision. According to Professor Hugh Taylor, with strong Commonwealth leadership it could be ensured that by 2025,
Aboriginal and Torres Strait Islander people would not needlessly have poor vision for lack of care and concern.

Dr Henry Newland giving a Trachoma Eye Examination, September 2006
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Eye Research and Affiliated
Organisations

Before the founding of the College, the Ophthalmological Society of Australia (OSA) was
the focal point for the sharing of ophthalmological information and one of its stated
objectives was to encourage research. However, in 1946 Dr Kevin O’Day presented a paper
at an OSA meeting in which he noted that research wasn’t happening and stressed that
the OSA could do more to foster it. Seven years later, the Ophthalmic Research Institute
of Australia (ORIA) was formed at the OSA Scientific Congress in 1953 with the three
signatories – Sir Norman Gregg, Dr James Flynn and Dr Darcy Williams – appointing the
first Board Members.
According to Dr Bill Dean-Butcher the ORIA was formed on the initiative of Dr Darcy
Williams. Dr Darcy Williams was on the Board of the OSA as Chairman of the Executive
at that time. Dr Grosvenor Burfitt-Williams told Graeme Johnson in his interview that at
the OSA meeting in Adelaide in 1953 Darcy Williams announced the formation of the
ORIA and read out the message he had just received from the Commonwealth Director
of Health approving of the ORIA as a charitable organisation and thereby established the
incentive for members to join because as a registered Commonwealth charity it qualified
for Income Tax deductions on donations. According to Grosvenor, Darcy Williams was
the true instigator of the ORIA and wanted everyone to become members. In early 1954
the ORIA was recognised by the Taxation Commission as a legally independent research
foundation approved to receive donations which would be Tax deductible.
The ORIA is a ‘not for profit’ organisation which aims to promote research into the nature and
cause of eye disease and the prevention of blindness. Traditionally the ORIA’s main function
was to use its invested funds to finance research grants throughout Australia. However,
there was a chronic paucity of funds in Australia for eye research and the grants often acted
as ‘seeding’ money for preliminary work before a research group applied to the National
Health and Medical Research Council of Australia (NHMRC) for more comprehensive
funding. Fellows, through payment of their annual membership subscription, agree to
become members of the ORIA.

Mr Peter Keel, Chair of RANZCO Eye
Foundation and Prof Stuart Graham Chair
of ORIA sign MOU, 15 November 2013

When Prof Frank Billson was Censor-in-Chief from 1978 to 1982 the QEC introduced research
as one aspect of the pre-vocational training that was acceptable for entry to the College
vocational training. At that time the QEC thought that the College should urge the Federal
Government to provide funds for identification and documentation of heritable blinding
diseases while the College organised and controlled the research and at the same time
to encourage the ophthalmic industry to provide funds for ophthalmological research.
Cooperation between the College and the ORIA was needed so that research could be
organised with continuity and security. An ophthalmic foundation was also mooted into
which tax deductible donations could be made by Fellows, industry and philanthropists.
The question of the ORIA becoming the research arm of the College was discussed at a
meeting held between representatives of both bodies and in 1980 the ORIA accepted the
proposal subject to certain conditions and safeguards. The College maintained its support
for the ORIA and its fund raising arm of the ‘Gift of Sight Society’ with the provision of free
office facilities and support.
Dr Bill Gillies served on the Research and Ethics Committee of the RVEEH and he stated that
as the ORIA was clearly designated as the research arm of the College, a small moiety should
be added to Fellows’ annual subscription to meet the running costs of the Institute and its
administration. He encouraged College Fellows to participate in research. Promotion of
screening programs for treatable causes of blindness, especially glaucoma and diabetic
retinopathy was proposed, while continued fostering of research into causes of blindness
such as age-related macular degeneration was encouraged.
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Through the International Council of Ophthalmology (ICO) the College joined other eye care organisations around the
world in endorsing the Vision 2020 Right to Sight program, and the College became a partner in Vision 2020 The Right
to Sight Australia. Closer ties were established with Glaucoma Australia and agreement was reached on the processing
of research funds from that organisation. After a review of ORIA fund-raising activities, a new model of financial support
to provide for the operating costs of the ORIA was adopted. At that time, the Society for Prevention of Blindness was the
vehicle in New Zealand for research.

Fund Raising and The RANZCO Eye Foundation

Following a major review of the ORIA activities in 2001 a decision was made that it was inappropriate for it to continue
to run its own fundraising activity through the Gift of Sight Society. Dr Frank Martin was instrumental in setting up the
RANZCO Eye Foundation. Fortunately, the International Congress of Ophthalmology held in Sydney in 2002 yielded a
generous sum to launch the nascent RANZCO Eye Foundation for the purpose of raising funds for research and related
activities within ophthalmology and visual science. The RANZCO Eye Foundation’s mission was ‘To reduce avoidable
blindness and visual impairment by raising community awareness, facilitating eye care and funding research’.
By combining the proceeds of the ICO and the Gift of Sight Society and existing funds, the Foundation was able to
empower a range of projects previously beyond financial reach. The ORIA review set strategic objectives to advance
eye research and to achieve this aim it became clear that improved linkages with other research organisations and
ophthalmologists in general was required. Preliminary work had commenced on a College Research Ethics committee
to provide protocol approval for Fellows wanting to participate in clinical research in their private practices or at multiple
sites. The New Zealand Branch reported that eye research was essential if New Zealand was to develop solutions for future
management of eye problems and a research arm of the branch was evolving with Dr Gillian Clover as the Chair.
Glaucoma New Zealand was established and the newly named Save Sight Society was making good progress with
research funding and other initiatives. NZ Fellow, Dr Bruce Hadden, kept close ties with the University of Auckland
through benefaction and time commitments and, with his wife, supported the Foundation of the W and B Hadden Chair
in Ophthalmology and Translational Vision Research at the University of Auckland in 2005. This strengthened laboratory
and clinical research activities within the department, university and hospital.
The Research Committee of the ORIA made recommendations on New Zealand applications for grants for their Save Sight
Society and diabetic screening was moved ahead through a meeting between the ophthalmologists and optometrists
convened by the Save Sight Society.
Dr Iain Dunlop in 2008 supported the RANZCO Eye Foundation in setting up the inaugural julEYE campaign to be run
annually to raise awareness of eye health issues (via mainstream media for general public) and to promote philanthropy
towards eye care. The ORIA and the New Zealand Save Sight Society continued their function of assessing research grant
applications and allocating funds.
In 2009 the College supported the establishment of Vision 2020 New Zealand in collaboration with the Royal New Zealand
Foundation for the Blind, New Zealand Association of Optometrists, and University of Otago.
By 2012 in its 10th year of operation the RANZCO Eye Foundation had raised over $10 million, supported projects in
Australia and in the Asia-Pacific region and had provided significant funding for the ORIA. The JulEYE campaign continued
as an important tool through which eye health messages were disseminated to the general public while raising funds
for research.
At the RANZCO Congress in Wellington in 2015 it was announced that the RANZCO Eye Foundation had re-defined itself
and was re-named the Eye Surgeon’s Foundation. To keep in front of the rapid advances in technology and philanthropy,
the Foundation needed to prepare for the future and foster as many cross-industry relationships as possible. Unfortunately
it did not prove to be a sustainable business model.
A few years later in 2018, the Australian and New Zealand Eye Foundation (ANZEF) was established as a new internal
RANZCO committee dedicated to raising funds for important education and research projects across Australia, New
Zealand and developing countries. ANZEF was set up to replace the charitable functions of the Eye Surgeons’ Foundation
which ceased operations in 2017. Through its fundraising efforts, ANZEF’s aims to facilitate the distribution of donations
for innovative research into eye disease; improve the lives of people who need eye care; and to help prevent avoidable
blindness in the Asia Pacific region through education and advocacy.
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The Foundation accepts donations from Australian RANZCO members directly, or from New Zealand members through
the NZ Branch, as well as public donations. Additionally, bequests can be accepted from RANZCO members and the
general public. Research grants awarded each year have enabled many ophthalmologists and vision scientists to enrich
Australian medicine and surgery through their contribution to clinical practice, medical education, to medical research
and to ultimately benefit people throughout the region.

2008 the year of the launch of the RANZCO Eye Foundation JulEYE campaign
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The Journal

The College Journal has evolved and flourished throughout its life span of more than
eighty years, contributing immeasurably to the continuing professional development of
Fellows. In 1938 when the Ophthalmological Society of Australia (OSA) was formed, one
of its stated objectives was to publish a journal. Dr Darcy Williams was the first Honorary
Secretary of the OSA and, being an enterprising individual, commenced the publication
of ‘The Transactions of the Ophthalmological Society of Australia’ after the first meeting of
the OSA. He funded the early editions, published on an annual basis, until the journal
became self-supporting. The first volume was published in Sydney by the Australasian
Medical Publishing Company in 1939. New Zealand is reported to have had Volume 1 of
‘Transactions of the Ophthalmological Society of New Zealand’ in 1947.

Early Beginnings

While Reuben Hertzberg
was ACO President
in 1971, he took an
active role in setting
up a more frequent
publication of the
Journal. He resigned
from his term as
President to become
the new Journal’s first
Editor. The initial
editorial committee
consisted of Dr
Hertzberg (Chairman
and Editor)

Annual meetings of the OSA were disrupted by World War II but were resumed in 1944.
Dr Reuben Hertzberg was demobilised from the war in 1946 and, after the publication of a
paper by him in the Medical Journal of Australia, he was invited to write ophthalmological
abstracts and review books for the Medical Journal of Australia and subsequently, for
Excerpta Medica. From 1953 to 1967 he was on the Editorial Committee of Transactions
of the Ophthalmological Society of Australia, being appointed as Chair of the Editorial
Committee in 1958. With the formation of the College, publication of ‘The Transactions of the
Ophthalmological Society of Australia’ became an inappropriate title, and the last publication
was in 1970 as ‘Transactions of the Australian College of Ophthalmologists’, Volumes 1-3.
While Reuben Hertzberg was ACO President in 1971, he took an active role in setting
up a more frequent publication of the Journal. He resigned from his term as President
to become the new Journal’s first Editor. The initial editorial committee consisted
of Dr Hertzberg (Chairman and Editor), and Drs RF Lowe, PA Rogers, DRL Hart and
D Shortbridge. Volume I, No1 of ‘The Australian Journal of Ophthalmology’ was published
in February 1973. Its aim was stated simply as: ‘It is hoped that this journal will serve as a
means of communication and education not only among ophthalmologists in Australia,
but that its value and acceptance will be world-wide.’
The Journals were published by the College itself and were distributed to College members
and to individuals and institutions throughout the world. By 1980 the Journal had increased
to four issues per year with the Annual Scientific Meetings providing sufficient scientific
material for the Journal. Efforts to obtain listing in ‘Current Contents’ were successful by that
time, and the Journal was also listed in ‘Index Medicus’. It was hoped that this would result
in Fellows who had hitherto published work in overseas journals, offering them to the
Australian publication instead.

New Zealand Involvement

The amalgamation of the Australian Journal of Ophthalmology and the Transactions of the New
Zealand Ophthalmological Society took place during 1984-1985. Dr Ken Tarr from NZ joined
the Editorial Committee followed by Drs JDC McDiarmid and PC Wellings the following year.
The new journal, ‘The Australian and New Zealand Journal of Ophthalmology’ (ANZJO) set a
new standard in ophthalmic publishing in Australia.
The Australian and the New Zealand academic departments contributed to the ANZJO and
their collective scientific input benefitted the Journal enormously. The increased enthusiasm
of the Fellows to write for the Journal indicated a constructive future of the ANZJO as a
disseminator of ophthalmic knowledge, ideas and opinions.
Over time and with different editorial staff, different initiatives were introduced in the
Journal including structured abstracts and the establishment of new sections based on
preferences from surveys of readers. When Dr Mark Gillies was at the helm, he pursued
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the international standing of the Journal along with the scope of the Journal – augmented with articles on all aspects of
visual science, clinical practice judgements, ophthalmic hypotheses, developing world ophthalmology and medicolegal/
ethical issues. Also included was the publication of a supplement from the Australian Ophthalmic Visual Sciences (AOVS)
Meeting organised annually by the ORIA.

Online Access

In 1997 Blackwell Science was engaged as the publishers of the Journal in its 25th year and presentation and layout
improved. Blackwell also introduced a faster and more reliable distribution process, which increased international
availability and the prospect of being one of the first ophthalmic journals to be available through the Internet. Specialist
section editors were introduced to improve editorial review and to solicit reviews and other material to clarify controversial
issues in their subspecialties.
The new Journal was distributed to all members of the College and the only cost to the College was the maintenance of
a small editorial office with a part-time assistant. During 1996-1997 changes were made to the editing of the ANZJO with
ten section editors appointed to cover the different sub-specialties.
The Journal became available on the internet in 1998 through ‘Journals Online’ by which anyone could access the
abstracts free of charge then either buy the full text of individual articles, or subscribe to each volume online. An active
international campaign was conducted and with increasing pressure on space, some sections were forced to be omitted
while the possibility of moving to six issues per year was negotiated with Blackwell. In 1999 the Journal’s name changed
to Clinical and Experimental Ophthalmology (CEO). The Journal, Clinical and Experimental Ophthalmology continued to
make significant progress and by 2002 the Impact Factor had almost doubled over five years – having risen from 0.333
to 0.659. Journal Impact Factor (JIF) measures the average number of times articles in the Journal are cited in other
publications.
In December 2002, Professor Charles McGhee formally accepted the role of Chief Editor of the Journal from Dr Mark Gillies
after a transitional period of joint editorship. With the aim of speeding up the review process important changes were
implemented with the number of section editors being increased from 13 to 19 including a number of international
reviewers. Ms Vicky Cartwright based in Auckland became coordinator for Charles McGhee. By building on the excellent
foundations instituted by Mark Gillies, with the refinements and modifications incorporated by 2004, the journal impact
factor had jumped from 0.71 to 1.15 bringing it to 20th in the top 41 peer-reviewed ophthalmology journals world-wide.

Manuscript Central

The transition to an online submission and review system in June 2004 was smooth and figures showed that it was a great
success by encouraging an increase in submission numbers. The Editorial Board was expanded and internationalised
to help facilitate review of the increased number of manuscripts. ‘Online Early’ publication was introduced to prevent
lengthy delays and allow topical articles to reach the readership quickly. There was an increase from six to nine issues per
annum. By 2007 the journal impact factor had increased to 1.247 placing the Journal 25th of the 45 ranked ophthalmology
journals. The publishers, John Wiley & Sons Inc. acquired Blackwell Publishing with the merged business publishing 1,250
scholarly peer-reviewed journals.
In 2009 the world of publishing had embraced the digital revolution with academic preference leaning increasingly to
online search and access, while the CEO was delivered in both traditional and contemporary formats – paper and online.
In 2011, under the energetic leadership of Dr Salmaan Qureshi and Professor Bob Casson, the journal impact factor
continued to grow, taking it into the top 20 ophthalmology journals in the world. Increasing numbers of manuscripts
were received from a broad international author base and research papers from 21 different countries were published in
that year. Virtual issues – bringing together previously published articles in an online-only issue – allowed researchers to
easily view and access recent CEO articles in their areas of interest. The fourth issue was launched in 2011 and focussed on
uveitis with 18 articles offered as free content, thereby increasing the potential citations. Feedback proved the popularity
with readers of special issues on both retina and glaucoma in 2012.
A new ‘Anywhere Article’ format was introduced in February 2014 through the Wiley Online Library in the format of
advanced HTML for easier and more productive reading. During 2014-2015 the Journal Impact Factor had jumped to 18th
place in the ophthalmology journal rankings with a new, record Impact Factor of 2.35. The excellent achievement could
be attributed to the hard work of the Editorial team and the targeted policy of the editors to focus on the Impact Factor
and to attract top quality research that had been reviewed and published in a timely fashion.
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RANZCO Museum

The Museum started as a small collection of discarded instruments by Dr Geoffrey Serpell in 1959. Stored at the Royal
Victorian Eye & Ear Hospital (RVEEH) the collection grew rapidly with donations from ophthalmologists and their relatives
and support from the trade. Dr Ken Howsam contributed a major collection from the Royal Victorian Eye and Ear Hospital.
Dr Jim Martin as curator 1999-2011, extensively catalogued the collection. Dr David Kaufman has curated the collection
since 2011.
The collection includes:
(i) artwork and archival collections from the early 20th century;
(ii) Ophthalmic diagnostic and therapeutic instruments from the late 19th century;
(iii) Pathology instruments;
(iv) rare books from the 18th century;
(v) journals and catalogues from late 19th century.
The collection is stored at the Caval Centre, Latrobe University, Bundoora which is a storage facility for Museum and
Library collections.
The Museum proper is web-based utilising the EMu software. The website is open for public access and contains:
(i) search functions for the collection;
(ii) narratives;
(iii) power point presentations;
(iv) audio video interviews;
(v) past exhibitions; and
(vi) access to other Museum collections.
There are permanent displays at the RANZCO head office in Sydney and a large exhibit is presented at the national Annual
Scientific Congress each year. The work is ongoing and we are fortunate to have a continual stream of donations. The
curator collaborates with other museums and is chair of the Museum and Archives Committee of RANZCO.

Dr Jim Martin and Caroline Ondracek, RVEEH July 2008
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Gassed (1919) by John Singer Sargent
It is now 100 years since the first use of poison gas in warfare. 1917 marked the highpoint of usage in which a quarter of the
millions of shells lobbed by the combatants in WW1 were gas filled. Read more about the history of the weapon that struck
terror, blinding and killing untold numbers, on the RANZCO Museum website at https://ranzco.edu/museum/presentations.

Hans Goldmann and his perimeter

RVEEH Museum display 2008

RANZCO Museum at Chalmers Street Surry Hills NSW
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RVEEH Conjoint Library July 2008

The Conjoint Libraries

The Conjoint libraries of RANZCO and the Ronald Lowe Library of the Royal Victorian Eye and Ear Hospital are located in
James Edward Neild House, East Melbourne. James Edward Neild was the inaugural President of the Hospital and was also
a long serving editor of the Australian Medical Journal.

Initial Development

In 1890 the Australian Medical Journal in Melbourne published a catalogue of books and journals in Melbourne libraries,
brought about by Sir James Barrett. The subject of this material was on the physiology and pathology of the eye, ear and
throat.
With the establishment of the Ophthalmological Society of Australia (OSA) in 1938, one of its stated objectives was to
encourage the collection of literature. According to Dr Bill Deane-Butcher, Dr Darcy Williams commenced the OSA Library
through reciprocal exchanges for the Transactions of the Ophthalmological Society of Australia. According to the History of
the Library, the OSA collections were based on the libraries of Sir James Barrett and Drs E Gault, George Brew, Arthur Joyce,
DV Giri, M Schneider and R Angus.
When World War II ended there were no large ophthalmological libraries in Australia, although there were ophthalmological
components in university medical schools, the state branches of the BMA, and the Royal Australasian Colleges of
Surgeons and Physicians. In an article by Dr Ronald Lowe, he stated that reciprocal exchanges for the Transactions of
the Ophthalmological Society of Australia were received at the OSA headquarters in Sydney and held in boxes in the
basement but received no special care. The OSA Library Committee consisted of Drs Darcy Williams, AEF Chaffer, AL
Lance and W Deane Butcher, but no plans were proposed until 1952 when Dr Lowe, as a member of the OSA Council,
requested that the OSA Library be transferred to the Library of the Victorian Eye and Ear Hospital to form fully functional
Conjoint Libraries. At the RVEEH, a librarian had been employed with the expansion of the hospital in 1950. In 1953 the
journals were transferred and the Conjoint Libraries became a reality. The Committee seldom met and business was left
to Dr Lowe and Dr Ken Howsam. However, Dr Howsam became more involved with complex hospital affairs including
rebuilding, so that in 1961 Dr Lowe became Honorary Librarian.

First Librarian

Following the employment of the first full-time librarian in 1954, librarians changed from time to time until Miss Judith
Quilter was appointed in 1969: she gave dedicated service for many years. Being the sole professional Librarian of the
Conjoint Libraries meant that Judith was kept very busy in administering both the hospital and the RACO libraries
including the College’s extensive cassette library facility which contained some 300 video cassettes of various College
lectures and teaching sessions.
From a number of generous donations the number of books in the Conjoint libraries expanded while some journals held
in the library were not held by any other in Australia. The library therefore became recognised by many government
departments and similar official bodies as a source of reference material pertaining to vision, eye health and related
services.

Ronald Lowe Library

In 1982, the Committee of Management decided to name the RVEEH Library, The Ronald Lowe Library. Dr Lowe had been
a member of RVEEH Library Committee since its inception and served as Chairman of the Committee at various intervals
until his retirement in 1997.
The Ronald Lowe Library experienced stringent financial measures at that time having subscriptions to journals cancelled
and purchase of books barred, but the RACO stepped in and took over some of them while the Victorian Branch donated
some funds. The following year the Victorian Branch actively pursued requests for donations from sympathetic industry
firms: Sigma Manufacturing, Alcon Laboratories (Australia) Pty Ltd, 3M Healthcare, Intra Optics Laboratories Pty Ltd, and
OPSM donated various amounts, some on an ongoing basis. Reclassification of the hospital library content according to
the National Library of Medicine classification was essential because of the introduction of computers in 1987-1988. The
College was asked to assist in re-cataloguing its collection to enable it to be integrated with the computer systems.
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Internet Home Page

The College Library was heavily dependent of the Ronald Lowe Library of the RVEEH and the increased training
and research requirements for trainees added considerably to the demand for library services. The installation
of computers, albeit expensive, met some of those needs. With escalating costs of publications and diminishing
budgets, Alcon Laboratories (Australia) Pty Ltd continued to provide for journal subscriptions and books but other
firms discontinued their support.
All Library procedures were fully computerised and together with the use of the FAX provided rapid service. In
response to a list of desired titles on ophthalmology which was distributed to Fellows the Library received generous
donations from many and also continued to receive books for review. The Victorian Branch of the College provided
for the purchase of books for Part I trainees and their numbers and requirements had markedly increased. Access
to Medline on CD-ROM was increased so that Fellows could search via modems on their home computers and the
period covered was extended back to 1966. The facility was especially important for the education of trainees and
for research projects carried out by trainees and Fellows.
In September 1995 the Library launched its internet home page, initially located at the University of Melbourne
Department of Ophthalmology, thanks to the hospitality of Professor Hugh Taylor. It was relocated to the RVEEH
domain at http://www.rveeh.vic.gov.au/library/ in August 1996.
With the supply of resources extending to all states for Fellows and trainees, library activities increased by 25%.
Accredited library users could access resources from their home and library information included Medline from
1966 and library, video cassette and audio cassette catalogues. The Victorian state Branch imposed a levy on Fellows
to cover the library budget shortfall which was insufficient for journal subscriptions and none for the purchase of
books. The library continued to distribute surplus material to neighbouring countries and welcomed receipt of
books or journals from Fellows.

Amalgamation of Victorian Hospitals

As in previous years the library was fortunate in the support it received from its many loyal and generous donors
but the future of the library caused some apprehension due to the amalgamation of the RVEEH with other hospitals,
the abolition of the Board of Management and stated rationalisation of services. Integration with other medical
libraries was pursued in order to reduce costs and strengthen the position of the College Library. It was reported
in 1995-1996 that the Librarian, Judith Quilter, had worked closely with Dr Jim Martin, the College Curator and Dr
Robert West, the College Archivist. The material in the Museum which belonged to the College and Hospital had
been sorted and the Hospital made room for storage of the material until a decision was made on the relocation of
the Library and the Museum.
After 44 years as Honorary Librarian and with the rapidly changing role since the introduction of computer services,
Ronald Lowe stepped down and was replaced by two Honorary Librarians: Simon Permezel (technology) and Gary
Leber (Literature and General). Ronald Lowe paid special tribute to Judith Quilter who had made the Library her life’s
work and had kept in advance of the rapidly changing technical requirements to make it one of the most advanced
medical libraries in Australia. The Conjoint Libraries had established their own Home Page which allowed users to
keep up to date with news and new material in the library.
In 2000, Judith Quilter retired as Chief Librarian after 30 years’ service to the library. She received a Medal in the Order
of Australia in the 2001 Queen's Birthday Honours list in recognition of her dedication. In 2002 Victorian Doctors in
training gave the library 5 stars in a survey conducted by Australian Medical Association Victorian Branch.
In 2009-2010 the library revised its web presence with clearer search facilities for ophthalmic and medical literature
as well as real-time chat during business hours. The library became increasingly involved in ‘online’ access to the
journals, with publishers demanding escalating subscriptions. Therefore, in December 2011 the difficult decision
was made not to replace the RANZCO Librarian at the Ronald Lowe Library because library usage had fallen
dramatically and it was considered there were more appropriate ways of making library resources available. Through
the RANZCO website Fellows have access to every journal formerly available through the library and can also access
the American Academy of Ophthalmology online Ophthalmic News and Education (ONE) Network.
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Collaborative Integrated Eye Care

The concept of collaborative integrated eye care wasn’t new – variations of it had been in place in Australia and New
Zealand at different times. However it came to the forefront of RANZCO’s activities in February 2013 when the Optometry
Board of Australia, under the auspices of the Australian Healthcare Practitioner Regulation Agency (AHPRA), published
a change to the guidelines for the diagnosis and management of glaucoma, recommending independent care by
optometrists. Similar developments also occurred in New Zealand. The RANZCO President, Dr Stephen Best, reported
that independent parallel professional care was not the answer and certainly not the solution in terms of recognised
best patient safety practices and outcomes, and RANZCO, along with the Australian Society of Ophthalmologists (ASO),
focused its efforts on ensuring that a collaborative approach remained the way forward. The College insisted that
guideline changes should be driven by education experiences, not legislation. There was real tension related to medical
workforce and the increased burden of care associated with an ageing population.
During Brad Horburgh’s first year as College President in 2015, RANZCO sought to develop standardised guidelines
informing the collaborative care arrangements which ophthalmologists have with optometrists in the treatment of
patients suffering from glaucoma, age-related macular degeneration, diabetic retinopathy and paediatric ophthalmic
disease.
The second accreditation report from the Australian Medical Council was finalised in 2016. As per RANZCO CEO, David
Andrews, the interim report indicated that RANZCO, along with all the Colleges in due course, would be expected to work
much more closely with other health professionals than was already the case. Although it may occur at a local level, to
receive and maintain accreditation it was to come from the College too. The initiative of collaborative care guidelines for
glaucoma was important, with more to come for diabetic retinopathy and AMD. It was no longer good enough to just
say we work together with optometrists, GPs, orthoptists and others: we actually have to do it, measure it and evaluate
the outcomes. The best medical care involves collaboration, and RANZCO was determined to show that it works. It also
involves education, which will come as part of the Congress activities with a special Saturday session for optometrists and
a separate one for GPs. It’s still early days, but there is a lot of activity by a number of College Fellows and staff to ensure
success.
Details on the eye care professionals who, with ophthalmologists, are the main contributors to the collaborative,
integrated eye health team are outlined. All important in the team, these are:
1.
2.
3.
4.
5.

General Practitioners
Orthoptists
Ophthalmic Nurses
Optometrists
Ophthalmic Practice Managers

General Practitioners

General Practitioners play a leading role as referees in the integrated eye care teams. In looking after peoples’comprehensive
health they have to know about all aspects of medicine, including ocular conditions. As the patient’s first contact, they
need to be able to recognise which situations are sight-threatening, life-threatening, need to be treated, or need to be
referred.
As early as 1979, continuing education, including that of General Practitioners (GP)s, was brought to the fore. The report
on the RACO’s Long Term Aims produced in 1979 proposed that the Qualification and Education Committee (QEC)
should do more for the continuing education of GPs, informing them of the latest developments in ophthalmology and
by teaching them the relevance of ophthalmology to their practices.
The College increased its commitment to undergraduate medical education, and initiated more continuing education of
GPs by organising periodical seminars on eye matters in each state. RANZCO also asked the Royal Australian College of
General Practitioners (RACGP) to include ophthalmology sessions in their seminars.
At the RANZCO Annual Congress in 1983, for the first time an afternoon was set aside for a forum where ophthalmological
speakers conducted a seminar on subjects of special interest in general practice. This was enthusiastically supported by
the RACGP.
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In 1995, RANZCO together with RACGP, formed a Joint Consultative Committee (JCC) on General Practitioner Education
to discuss a knowledge/skills curriculum for GPs, and the adoption of strategies to implement the curriculum. The JCC
Ophthalmology Skills Program to improve the capacity of GPs to deliver primary eye care was launched at the Sydney
Eye Hospital in July 1996.
The JCC surveyed ophthalmologists and GPs on GP Upskilling and the results found that 40% of GPs had had some
postgraduate eye care education in the previous three years, but 23% had had no primary eye care education beyond
the undergraduate years. Following JCC enquiries into which elements of ophthalmology that were being taught, some
medical schools reviewed their curricula and programs.
As there have been rapid advances in all branches of medicine it has been impossible for GPs to keep abreast of all the
latest developments, therefore RANZCO developed online modules to provide an easy-to-understand reference for GPs
when confronted with ophthalmic problems, to assist them in making decisions about when to treat or when to refer the
patient to an ophthalmologist.

Orthoptists

Orthoptics is a profession allied to medicine whose primary responsibility is the diagnosis and non-medical management
of strabismus (squint), amblyopia (lazy eye) and eye movement disorders. Orthoptists work with ophthalmologists in
hospitals and private practice, in research and within low vision agencies.
From the days of the Ophthalmological Society of Australia (OSA), orthoptists have had a close relationship with
ophthalmologists. The first Australian hospital clinic with orthoptists was established at the Alfred Hospital in Melbourne
in 1931. In 1932, ophthalmologist Dr Joseph Ringland Anderson of Melbourne, established the first teaching course in
orthoptics at the Alfred Hospital.
From the earliest literature published by the OSA, it is evident orthoptic skills were required by ophthalmologists, including
assessing the sight of would-be pilots during World War II.
Long before the OSA disbanded and reformed as the Australian College of Ophthalmologists, Fellow Dr Maxwell
Clifford Moore AM, who had been a member of the Orthoptic Board of Australia (OBA), became Patron of the Orthoptic
Association of Australia (OAA). A request from the OAA to hold their Annual Conference in conjunction with the OSA
Scientific Meetings was agreed in 1967-1968 .
In 1978, after receiving approval from every state branch of the College and the agreement of the OAA, the Royal Australian
College of Ophthalmologists approved the establishment of a special membership category of Orthoptic Associates of
the RACO. The first 73 Orthoptic Associates were admitted to membership in January 1978.
In 1996-1997 a proposal from the OAA was accepted by College Council for the OAA to become a body independent
from the College but for the College to remain an advisory body on appropriate standards for the practice of orthoptics in
Australia. To satisfy the requirements, a new Orthoptic Board of Australia was established consisting of three representatives
from the OAA, three representatives from the RACO, a representative from each of the Orthoptic Schools at Lidcombe and
Latrobe, and two others to be nominated by the OAA.
Modern orthoptists are eye healthcare professionals who are university trained in the assessment and treatment of
patients with eye movement disorders and low vision care – often specialising in children’s vision. Orthoptists continue
to have a very close working relationship with ophthalmologists, and are an integral part of the eye care team.

Ophthalmic Nurses

In Australia and New Zealand, ophthalmologists and ophthalmic nurses have long worked well together. As far back
as 1944 in a paper entitled ‘The War and Ophthalmology’, Dr J Bruce Hamilton recalled his experiences with army
ophthalmological practise. In the paper he suggested the OSA should bring to the attention of hospitals the need to
make provision for eye training and certification of nurses, because of the support he had received from the skills and
energy of trained eye nursing sisters in the army.
An ophthalmic nurse works directly within the supervision of an ophthalmologist, caring for people with eye disorders
and they also perform pre-operative assessments for patients before eye surgery. Ophthalmic nurses are an essential part
of the surgical team, assisting during operations.
A Sydney Hospital Certificate in Ophthalmic Nursing was established in 1963. The first ophthalmic course was held at
Sydney Eye Hospital in 1965, and the Australian Ophthalmic Nurses’ Association (AONA) was established soon after.
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The main objectives of the AONA were to deliver professional development for ophthalmic nurses, and it achieves that by
organising clinical sessions and conferences for its members, to promote continual exchange of knowledge on a wide range of
clinical and organisational aspects of eye care. The AONA has also formed collegial links with RANZCO with whom they share a
conference every second year.

Optometrists

Despite enormous scope to work collaboratively in the eye care sector, optometrists and ophthalmologists have had a fraught
relationship at times. In 1953, when the Australian government introduced the National Health Scheme, optometrists and the
Ophthalmological Association of Australia were drawn into the politics of proposed changes as to who could treat what eye
conditions. Each wanted the other to practise strictly within the confines of their occupations, however neither side could agree
on what those confines or scope of practise was.
In the mid 1960s, members of the Australian Optometrical Association met with OSA representatives and the Australian Medical
Association regarding the acceptance of optometry as a vocation working in a field adjacent to medicine. There were ten
conditions to be satisfied before medicine would accept optometry, which was interpreted by optometrists as almost as if the
conditions had been framed to exclude optometry. In the 1980s, the use of drugs by optometrists had become an issue, and
ophthalmologists were becoming concerned that organised optometry would continually probe and press to widen the scope
of optometry at the expense of ophthalmology and, more importantly, potentially affect patient outcomes.
Despite fractious relationships officially between optometrists and ophthalmologists during these times, many good personal
relationships and partnerships existed. For example in 1972, ophthalmologist Professor Gerard Crock supported the new
Department of Optometry at Melbourne University, headed by Professor Barry Cole. Together they established the Low Vision
Clinic in support of the Association for the Blind, which is now known as Vision Australia.
In 1988-1989 a comprehensive paper detailing the separate roles of ophthalmologists, optometrists and optical dispensers in
the delivery of eye-care services was submitted to the Australian Federal Department of Community Services and Health in
response to their discussion paper on the Participating Optometrists Scheme. Recommendations included recognition of eyecare as an integral part of health care in which the general medical practitioner, ophthalmologist and other specialist medical
practitioners cooperated at various stages of the life cycle.
New Zealand initially went through similar problems between optometrists and ophthalmologists. Dr Bruce Hadden records
that at one stage in 1950, OSNZ members voted in alignment with OSA members that no society members were allowed to
train or lecture to optometrists. Also contentious was the employment of optometrists by public hospital eye departments.
However in 1953, an optometrist was elected to the Wellington Hospital Board, and at the 1960 OSNZ meeting, Dr K Jim Talbot
made a plea for cooperation with optometrists. Relations with optometry greatly improved since the 1990s, more so in New
Zealand than in Australia.
Perhaps one of the best examples of collaborative, integrated eye health teams was in New Zealand. In 2008 the New Zealand
National Eye Centre was opened at the University of Auckland, following a formal agreement between the Departments of
Ophthalmology, Optometry and Visual Science to further the quest for the development of an integrated eye care team. It was
reported that in its first eight years, the NZ-NEC put out several hundred scientific publications, several textbooks, a number of
international research patents, and raised more than $20 million in associated research grants.

New Zealand Influence

During discussions leading up to the amalgamation of the OSNZ with the RACO, one issue was the difference in attitude towards
optometry between Australia and New Zealand, with Australia historically being less inclusive. With the introduction of the new
Trade Practices Act in Australia, and subsequent revision of the College by-laws, the relationship with optometry was brought
into accord with that of New Zealand, and the College implemented a course of lectures for optometrists providing instruction
for the recognition of eye disease. University departments commenced teaching programs for undergraduate optometrists.
Between 1997-1998 in Victoria, optometrists gained the right to prescribe a limited range of drugs for therapeutic purposes.
This was seen by some ophthalmologists as a further encroachment by optometry into ophthalmological territory through
legislation, enabling non-medical personnel such as optometrists to treat medical conditions, and to prescribe and sell drugs
when they were not qualified to do so. The College had always opposed the use of drugs by optometrists on the grounds
that they had not received adequate training for safe and effective use. However, once Government made a decision,
the College’s mission necessitated the development of the training required to ensure that optometrists could exercise
their new rights in a safe and effective manner. The College therefore focused on the range of drugs to be prescribed and
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determined the educational qualifications required, together with practice guidelines to
ensure patient safety. The state QECs continued to play a role in the development of
optometrists’ training activities.
In 2012 RANZCO carried out a workforce survey, the data of which was integrated into
the strategic plan and also used during consultations with Health Workforce Australia
and New Zealand to ascertain future needs for ophthalmologists in both countries. The
Board held extensive discussions around future workforce needs and acknowledged the
need to build the changing scope of practice for optometry, orthoptics and ophthalmic
nursing into any future workforce model for integrated ophthalmic teams to allow
ophthalmologists to focus on more complex aspects but to remain in charge and
responsible for the patient overall.
In 2014 RANZCO sought to develop standardised guidelines, informing the collaborative
care arrangements which ophthalmologists had with optometrists in the treatment
of patients suffering from glaucoma, age-related macular degeneration, diabetic
retinopathy and paediatric ophthalmic disease. In the intervening years, the College has
focused on collaborative integrated team care as the way forward with optometry and
other members of the eye health team.

Round table discussions with practice
manager delegates during congress

Ophthalmic Practice Managers

Ophthalmic Practice Managers play an integral role running and managing ophthalmology
practices and assisting ophthalmologists in providing eye care at the highest possible
standard.
Since the group’s inception, the Ophthalmic Practice Managers have organised an
educational program at the RANZCO Annual Scientific Meetings. The programs covered
such topics as business management, practice management, communication, the role of
RANZCO, Medicare topics, HR regulations, health funds and insurance, round-table brain
storming, and visits to Ophthalmology Departments in hospitals in the host city where the
meetings were held.
Mrs Colleen Sullivan from Queensland was a driving force in getting the speakers and
program together, ably assisted by Joan Nemeth from South Australia who chaired the
Ophthalmic Practice Manager’s group for a number of years.
In 2007 RANZCO introduced a new associate member category for Ophthalmic Practice
Managers, enabling them to be part of RANZCO memberships.
By 2014 the Practice Managers had developed a disciplined structure, a wider representation
of interests from differing states, and a clearer agenda and purpose for their goals. A Practice
Managers’ website was established, with resources on practice management, professional
development, conference presentations, e-health, accreditation, Medicare and events.
Practice Managers took part in the Professional Standards Committee which was to focus on
a roll-out of Practice Accreditation, and the Ophthalmic Practice Managers group brought
valuable insight and perspective to the project. A Practice Accreditation Pilot commenced
in June 2016, which involved practices utilising the documents provided by RANZCO. Those
included policy, procedure, schedule and other templates, designed to assist practices
in meeting the requirements of the National Safety and Quality Health Service (NSQHS)
Standards. The College’s Practice Accreditation was launched in the first quarter of 2017.
Ophthalmic Practice Managers continued to be well represented from Australian states and
from New Zealand. In the 2015-2016 financial year, one of the group’s key achievements
was to successfully seek approval from the Australian Association of Practice Management
for the allocation of CPD points for Practice Managers attending the annual conference.
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Affiliated eye-health organisations
Lions Clubs and Lions Club International –
Contribution to Ophthalmic Research

The College has had a long association with Lions Clubs throughout its history, with resulting long-lasting positive
impacts on eye health. Dr Ronald Lowe, who was a trailblazer at the Victorian Eye and Ear Hospital (VEEH), introduced
the Lions Club International to research at that hospital. In Sydney, Dr Bill Deane-Butcher who was honorary ophthalmic
surgeon to Sydney Eye Hospital from 1949 to 1974, was the foundation chairman of what was to become the Lions NSW
Eye Bank – which is operated by the Lions Save-Sight Foundation.
Dr Geoff Morlet at Perth Eye Centre Pty Ltd (PEC) invited the Lions Eye Institute (LEI) in Perth to join them and set up a
Trust to generate money for eye research. In 2005 the PEC separated from the LEI but the Trust continued and the PEC
continued to run the Eye Surgery Foundation, leasing the building from its owner, the Trust. As a result, the Trust was
able to donate $1,000,000 to the LEI for eye research as well as donating $20,000 each to five Ophthalmic Charitable
Organisations.
During 2006-2007, the RANZCO Eye Foundation initiated alliances with the Lions Eye Institute, CERA, the Save Sight
Institute, Flinders University, RACS and the Fred Hollows Foundation. RANZCO also worked with the Central Australian
Aboriginal Congress, the Anyinginyi Health Aboriginal Corporation, the Commonwealth Department of Health and
Aging, the Northern Territory Department of Health and Community Services, and also became a member of Vision 2020
Australia. Millions of dollars have been raised to contribute to national eye research, both within Australia and overseas.

Lions Club Contributions to Academic Ophthalmology

In Western Australia, through the Save-Sight Foundation started by the Lions Club in 1970, sufficient funds were raised
by 1974 for the establishment of a Chair of Ophthalmology at the University in that state. Professor Ian Constable was
appointed as the first Lions Professor of Ophthalmology, University of Western Australia in April 1975 with the Department
sited at the Royal Perth Hospital. The accumulated endowments from the Save-Sight Foundation, together with those
from several bequests, provided major endowment funds for ophthalmic research.
In South Australia, a Chair of Ophthalmology was established with the support of the Lions Club as a combined project
between the Flinders University and the state Health Commission. In 1979 College Fellow Doug Coster was appointed as
the Lions Professor of Ophthalmology at Flinders University and Director of Ophthalmology at Flinders Medical Centre.
The Save Sight Institute, a not-for-profit organisation, was established as a Foundation of the University of Sydney in 1985
to work with government and community to save sight. In 1984 Lions NSW/ACT Save Sight Foundation provided five
years’ seed funding to establish the Save Sight Institute as a Foundation of Sydney University. This support has continued
over the years, with the Lions Clubs providing critical funding for clinical equipment and technology to assist with patient
care. The generous and hard-working volunteers who are at the heart of Lions Clubs have played a key role in making the
Save Sight Institute what it is today. College Fellow Professor Frank Billson AO, was the Foundation Director of the Save
Sight Institute in Sydney from 1985 to 2009. He was named as Lions Professor of Eye Health in 1985 and was Director of
Lions NSW Eye Bank in 1996.
By early 1983 sufficient funds had been collected to endow a Lions Professor of Ophthalmology Chair at the University
of Queensland with responsibility being shared between the University of Queensland, the Queensland Foundation for
the Prevention of Blindness, the Princess Alexandra Hospital, and the state Health Department. College Fellow Professor
Lawrie Hirst was appointed as the sixth Professor of Ophthalmology in Australia, thus forming a vital segment in the
development of the specialty.
Dr Ray Whitford commended the Lions Clubs of Australia for having played such an important role in the establishment of
Chairs of Ophthalmology in Western Australia, South Australia, and Queensland. He alleged that without the College and
Lions Club, Australia would probably still have only the one University Chair in Ophthalmology and that no one would
have believed that after 19 years there would be a Professor of Ophthalmology in five of the six states in Australia. Dr
Whitford had been a Member of the Board of Lions Eye Institute in Perth and asserted that without the University Chairs
in Ophthalmology, the majority of aspiring ophthalmologists would be doing their basic training overseas.
Dr Remington Pyne when he was President of the College, perceived that with the increase from one to six professorial
chairs and academic centres across Australia, there was a significant improvement in educational, clinical and research
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standards. He encouraged development of research of community initiatives such as the Lions
glaucoma screening, Lions diabetic screening, formation of ophthalmic research groups for
scientists engaged in research, and ophthalmologists to discuss problems of mutual interest such
as indigenous eye health through the Professorial Chairs.

International Agency for the Prevention of
Blindness and the Christian Blind Mission

The College has had links with the International Agency for the Prevention of Blindness (IAPB) and
the Christian Blind Mission (CBM) since the 1970s.
The International Agency for the Prevention of Blindness (IAPB) established in 1975, is an alliance
of civil society organisations, corporates and professional bodies promoting eye health through
advocacy, knowledge and partnerships. IAPB’s mission is to eliminate the main causes of avoidable
blindness and visual impairment by bringing together governments and non-governmental
agencies to facilitate the planning, development and implementation of sustainable national eye
care programs.
The Christian Blind Mission Australia (CBMA) works in partnership with local organisations such as
RANZCO, Vision 2020 Australia and others to campaign for changing attitudes towards disability in
Australia and overseas. CBMA is working in 63 countries around the world to transform lives. It has
widened from serving mainly people with vision impairment to now working in poor communities
for people with disability and those at risk, to access healthcare, rehabilitation, education,
employment and social opportunities.

Vision 2020 Australia and Vision 2020 New
Zealand

In 1999 the World Health Organization (WHO) and the International Agency for the Prevention of
Blindness (IAPB) announced a joint program called ‘Vision 2020 – The Right to Sight’, to eliminate
avoidable blindness by the year 2020. Key to the initiative was the provision of sufficient, successful
and sustainable cataract services for all communities. The global initiative for the elimination
of avoidable blindness by the year 2020 is a partnership of nongovernmental organisations,
governments, bilateral organisations, corporate bodies and the WHO.
Vision 2020 -The Right to Sight- Australia (Vision 2020A) was instrumental in developing a draft
National Eye Health Strategy to bring about coordination and cooperation of the many and varied
eye care organisations. Vision 2020 Australia and Vision 2020 New Zealand are the national bodies
in each country that work in partnership with vision organisations with the common goal of
limiting visual disability, eliminating avoidable blindness, and improving vision care. By facilitating
a platform for collaboration, Vision 2020 enables the sharing of information and fosters strong and
effective partnerships with members and stakeholders.
RANZCO acknowledges that the ophthalmology profession is not an island unto itself and that
to function successfully, interaction on many levels is required, including the development of
relationships with colleagues and organisations like Vision 2020 – internationally and domestically
– to bring about the prevention of avoidable blindness.
As part of the WHO’s ideal of eliminating blindness by the year 2020, the Commonwealth
Government was committed to ensuring a rational and integrated approach to eye care in Australia
and within the Pacific region. RANZCO had some input into the National Vision Plan. Through
their knowledge and skills, College Fellows provided Vision 2020 with the expertise required for
clinical care and research directions, and the College strongly supported the key strategic themes
developed by Vision 2020.
The College continues to work closely with organisations like Vision 2020 in the broader eye-health
sector to develop achievable plans for the delivery of medical and surgical eye care for the general
population in Australia, New Zealand, for indigenous communities, and the Pacific region.
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College Awards

The College sets high ophthalmic and clinical standards through the Qualification and Education Committee (QEC),
Boards of Examiners and Supervisors in the clinical settings. High standards and excellence are fostered and the
profundity of trainees was rewarded through a variety of awards.
College based awards are as follows:

Cedric Cohen Medal

The Cedric Cohen Prize was for many years awarded by the Ophthalmological Society of NSW (OSNSW) to a
candidate with outstanding marks for the Diploma of Ophthalmology, University of Sydney. The prize lapsed when
the Diploma was discontinued in 1977. In 1981 The College made the decision to re-introduce the Cedric Cohen
prize for outstanding performance in the Part I Basic Science Exams from August that year.
Dr Cedric Cohen was a very well-known Sydney ophthalmologist who died in the late fifties having made a great
contribution to ophthalmology.
In offering the prize to the College the OSNSW asked that it take the form of a medal. Therefore the College had
a medal struck called the Cedric Cohen Medal ‘For Excellence in the Part I examination’. The Cedric Cohen Prize
was discontinued when the Part I Basic Science Exams were discontinued in 2002 in preparation for the fiveyear Vocational Training Program to commence in 2004. It was re-introduced and presented at the Congress in
Wellington in 2016.

KG Howsam Medal

The Prize for Excellence in the Part II Clinical Examination was introduced in 1991 and awarded as the KG Howsam
Medal. It was named for Kenneth G Howsam, the first Censor-in-Chief of the College and the individual most
responsible for establishing the vocational training program.
One of the architects of the College, Dr Howsam was the first Chair of the Federal Qualification and Education
Committee and during his tenure of that position, the title of Censor-in-Chief was conferred upon him. During
that period he worked long and hard to establish the basis of the systems of training and examinations that have
endured. He saw from the outset that the College had to be built on a foundation of academic excellence and
worked tirelessly to achieve this.

The Filipic-Greer Medal

The Filipic-Greer Medal for Excellence in Advanced Ophthalmic Pathology was introduced in 2005 to recognise the
outstanding contributions to ophthalmic pathology by the late Dr Marijan Filipic of Sydney and the late Dr Hugh
Greer of Melbourne.
Dr Marijan Filipic was the pioneer of Ophthalmic Pathology in Sydney. Originally from Slovenia, Dr Filipic came to
Australia in 1955 and completed his medical degree in Adelaide. After his residency years he moved to Sydney
where he trained in Pathology. In 1972 he was appointed as Pathologist at the Sydney Eye Hospital having
completed Ophthalmic Pathology training. He held this position until 1999. During his career Dr Filipic developed a
world class diagnostic ophthalmic pathology service at Sydney Eye Hospital and was instrumental in the successful
establishment of the Corneal Eye Bank at the Sydney Eye Hospital. Dr Filipic was an enthusiastic and tireless teacher
of Registrars and was the Chief Pathology Examiner for the RANZCO Pathology Exam for most of his career. He
expressed that it was a great honour to be recognised in this way.
In 1956 Dr Hugh Greer, who is considered to be the founder of Ophthalmic Pathology in Australia, was appointed as
Pathologist at the Royal Victorian Eye and Ear Hospital (RVEEH) and Assistant Lecturer in Pathology at the University
of Melbourne. He obtained his medical degree and Pathology training in England. In 1963 his textbook ‘Ocular
Pathology’ was published and remains a classic textbook of its kind. The World Health Organisation recognised its
excellence by appointing Dr Greer’s laboratories of the RVEEH Pathology Department as an international reference
centre for the classification of tumours of the eye and adnexa. In 1973 Dr Greer was invited to lecture in eleven
centres in the USA as a Visiting Professor. He was an enthusiastic teacher of Registrars and an Examiner for the
RANZCO Pathology exam, and was still actively working up until his death in 1981.
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Named Lectures at Annual
Scientific Congresses
The Norman McAlister Gregg
Lecture (established 1958)

Dame Ida Mann

The Norman McAlister Gregg Lecture was established in 1958 by the
Council of the Ophthalmological Society of Australia in recognition of
the outstanding contribution made to ophthalmology by Sir Norman
Gregg. The lecture covers a clinical topic that has clinical relevance and
may cover some facet of work not previously published. It is usually 30
minutes duration. The lecture becomes the property of the College
and may be published in the College Journal. A ‘Gregg Medal’ has
been struck and is presented, together with a certificate, to the
Lecturer by the President of the College at the conclusion of the
lecture.

The Council Lecture
(established 1963)

The Council Lecture was established to honour members (Fellows)
engaged in original work, or to establish a means whereby members
may receive an authoritative and distinguished paper on a subject
of which the lecturer has particular experience or knowledge. The
presentation is 30 minutes duration by an ophthalmologist. The
lecture becomes the property of the College and may be published
in the College Journal. A certificate is presented to the Lecturer by the
President of the College at the conclusion of the lecture.

The Dame Ida Mann Memorial
Lecture (established 1988)
Sir Norman Gregg

The Dame Ida Mann Memorial Lecture was established in 1988 by the
Council of the College in recognition of the outstanding contribution
made to ophthalmology by Dame Ida Mann. The presentation is 30
minutes duration and is to cover an important topic that is oriented to
the basic sciences of ophthalmology with clinical relevance. The lecture
becomes the property of the College and is published in the College
Journal. A certificate is presented to the Lecturer by the President of
the College at the conclusion of the lecture.

The Fred Hollows Lecture
(established 1999)

Dr Fred Hollows
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The Fred Hollows Lecture was instituted in 1999 to recognise the
work Professor Fred Hollows had done with indigenous people,
and in raising the profile of ophthalmology. The presentation is 30
minutes duration and will address a topic of applied public health
research with a community focus. The lecture becomes the property of
the College and may be published in the College Journal. A certificate
is presented to the Lecturer by the President of the College at the
conclusion of the lecture.

Planning for the Future

This brief history of the College touches on some of the great initiatives and
people who have shaped eye health in Australia and New Zealand for more than
a century. While much more has been and will be written about the past, it is
worthwhile noting RANZCO’s Strategic Plan 2017-2020 for the future.
RANZCO completed a review of its Strategic Plan 2013-2016 and established an
updated approach to the coming four years that builds on the successes to date,
yet more clearly articulates our vision, mission and strategic priorities. RANZCO’s
Strategic Plan 2017-2020 is currently underway.
Vision: To be recognised as a world leader in eye care education, training, and
setting of policy and standards.
Mission: Improving eye healthcare through education, communication,
collaboration and advocacy – nationally and internationally.
RANZCO and its ophthalmologists are the leaders in collaborative eye care,
focused on our commitment to (i) working with others involved in the delivery
of eye health care nationally and internationally (including working with
government on policy development), and (ii) providing best quality education,
training and continuing professional development.

Council Meeting July 2018

Strategic Plan and Priorities for
2017-2020

RANZCO has five strategic priorities, all underpinned by our commitment to
ethics and achieved through collaboration. These five strategic priorities are:
Education, training and accreditation – Facilitate the highest quality practice of
ophthalmology through evidence-based education, training and accreditation.
Advocacy and awareness – Lead the policy debate as the trusted, authoritative
source of information and research; and promote ophthalmology as a medical
specialty, body of knowledge and career.
Member engagement – Represent, support and foster our members’ interests;
and build engagement, ownership and collegiality among them.
Standards – Set, monitor and maintain standards for the provision of the highest
quality ophthalmology practice in Australia and New Zealand.
College activities – Deliver superior service and value to our members, partners
and stakeholders, to ensure ongoing sustainability.
RANZCO is using this plan to maintain its focus on:
Best patient outcomes – Aiming to ensure equitable access to the highest
quality eye health for all.
Education and training – Providing contemporary education, training and
continuing professional development.
Evidence-based decision making – Using research to underpin improvements
in education, training and eye health care.
Collaboration – Working with others involved in the delivery of eye health care
nationally and internationally.
Collegiality – Supporting trainees and Fellows through all stages of their career.
RANZCO’s Strategic Plan forms the basis of business and operational plans and
is reviewed annually and modified as necessary. The Strategic Plan has been
developed by the Board and senior College staff, and endorsed by RANZCO’s
Council, and will ensure RANZCO remains the leader in collaborative eye care
long into the future.

Council Meeting July 2018
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