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Aims in drafting Vision 2030 & beyond Australia
• To develop a repository of current evidence & recommended changes 

relevant in the Australian context with a focus on patient-centred care

• Clear, consistent messaging:
➢  What eye healthcare is

➢  The importance of eye healthcare
➢  Current challenges in service delivery & recommended changes

• An ask for improved governance – not more money

• Clearly define RANZCO’s agency and sphere of influence:
➢  What can we do ourselves to get our own house in order
➢  What can we do with others
➢  What can we influence – either alone or with other organisations



Aims in drafting V2030 Australia continued

•Unify RANZCO’s and the Fellows’ approach to advocacy 
➢ Engage the membership – active involvement of ≈150 Fellows
➢ Speak with one voice

•Unify the eye healthcare sector 
➢ Strengthen relationships
➢ Establish our common ground 

•Position ourselves to collaborate with other craft groups 
and NGOs in the advocacy space
➢ Stronger together



Universal Contemporary Challenges in Healthcare

➢ The demand for healthcare is growing
• Ageing and growing population
• Increased burden of disease – e.g., the obesity epidemic
• New technologies and treatments

➢ Healthcare costs are increasing faster than the broader economy

➢ An historical focus on the treatment of acute presentations
• Poor coordination & funding of chronic disease
• Inadequate and ineffective funding of preventative health

➢ Siloed government funding = Return on Investment muddied



• Widing income gap in 
Australia

• Cost-of-living crisis
• Population below the 

poverty line in Australia 
in 2025:
➢ 3.7 million people
➢ 750,000 children



Australian Universal Health Care

• Aim: Affordable healthcare for all Australians

• Public Hospital Services: Free treatment guaranteed

• Medicare: Covers all or part of the costs for GP & specialist services 
and tests performed outside of public hospitals.

• Pharmaceutical Benefits Scheme: Subsidized prescription medications 

• Funding: Australian taxpayer

Private Health Insurance
• ≈ 45% of the population – but membership falling
• In part tax-payer funded
• Covers inpatient (but not outpatient) specialist services
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Eye healthcare service delivery snapshot

• Cataract – commonest operation

• Common chronic blinding diseases

o Diabetic retinopathy

o Age-related macular degeneration

o Glaucoma

➢ Very common in our ageing and             

highly comorbid population

➢  Can cause permanent visual impairment 

and blindness without timely care

• Acute care is typically ambulatory 

Outpatients
80%

Surgery  
20%



Eye Healthcare Services = High-Value Healthcare

https://www.vision2020aust
ralia.org.au/wp-
content/uploads/2019/06/A
ccess_Economics_Clear_Foc
us_Full_Report.pdf

https://www.sydney.edu.au/content/dam/corporate/documents
/faculty-of-medicine-and-health/research/centres-institutes-
groups/burden-of-diabetes-its-time-for-more-action-report.pdf



Access to Public Hospital Eye Healthcare in Australia

• Stagnant funding of eye healthcare in the public hospital sector
➢ Public hospital funding = 13% of service delivery in Australia 
➢ Most adult & paediatric public eye services overwhelmed
➢ Outpatients waitlists non-reportable

• > 50% of existing services are not comprehensive 

• Public hospital eye departments under threat of closure

• New hospitals built without eye services

• Maldistribution of outpatient services – typically not delivered in:
➢ Outer urban areas
➢ Much of regional Australia - even when workforce present



Distribution of 
Aboriginal and 

Torres Strait 
Islander persons 
by Remoteness 

Areas, 2011-
2021 (ABS)

Population 59% 
regionally-based



• 28% of population regional
• 16% of ophthalmic workforce 

regionally-based
• Regional background (RB) is a strong 

independent predictor of future regional 
practice (FRP) – Odds Ratio ≈ 2.7 for 
ophthalmology

• Current tracking - return rates to FRP of 
RB doctors ≈ 30%.

• For urban origin doctors ≈ 10% → FRP



• 25% of commencing Australian medical students have a RB (2002)
• Rural Clinic School (RCS) attendance is a strong independent 

predictor of FRP in both GPs and specialists. 
• RCS Students lose rural interest as they move back to the city for 

specialty training. 
• RB + RCS attendance = additive as predictors of FRP
• Regionally enhanced specialist training strongly increases the 

likelihood of future regional practice
• Regional training terms < 1 year don’t result in ‘connection to place’



Public Hospital Services and Ophthalmology 
Workforce Sustainability & Maldistribution

• Most specialist training occurs in the public hospital sector

➢ Hence public hospital funding is a direct rate limiter to future 

overall specialist workforce numbers

➢ Maldistribution of public hospital services results in training post 

maldistribution exacerbating future workforce maldistribution

• 87% of ophthalmology service delivery in Australia is in the 

private sector = 13% of specialist time spent in public sector

➢ A limitation in training enough ophthalmologists to service 100% 

of the population = projected workforce shortage

➢ Public-private maldistribution of the workforce is the biggest single 

barrier to meeting community needs



Widening wealth gap: The poorest 60% of 
the population share just 16% of the wealth

Inequality in 

Australia 2023



What determines which services are delivered where?
• There is no governance under the National 

Health Reform Agreement over what public 
hospital services are delivered where 
➢ Maldistribution in the funding of public 

hospital services
➢ High healthcare variation
➢ Most training opportunities are based 

centrally in major urban teaching hospitals
➢ Uneven public hospital service distribution 

is a driver of future workforce 
maldistribution



The Gap = out-of-pocket 
expense consumers may 
be asked to pay for 
Medicare services

Government indexation of 
rebates has not kept up 
with economic indices

➢ increasing gap between 
rebates and the cost of 
medical service delivery 



• Increasingly unaffordable
• Covers inpatient (but not 

outpatient) specialist services
• Increasing exclusions:        

cataract = gold level cover
• Private hospitals under pressure



Workforce strategy – Implemented Actions
• RANZCO’s vocational curriculum 

reinforced to ensure we graduate 
generalist ophthalmologists

• Binational Selection points for:
• Regional attributes:  > 30% of new 

entrants to training have RB
• First Nations doctors: 4% of new 

entrants identify as First Nations
• Implemented our Regionally Enhanced 

Training Network (RETN) across Australia
• Collaborative care engagement



Vision 2030 also looks to strengthen Collaboration across 
the Eye Health Sector& Collaborative Models of Care

➢ RANZCO has delivered eight Collaborative Care 
Workshops
• Strengthen relationships across the eye and 

broader healthcare sector & with NGOs
• Reach a consensus on the roles of each craft 

group
• Document existing & build additional patient-

centred, high-value, cost-efficient models of 
collaborative care

➢ United voice to government



• An Australian-wide network of regionally enhanced 
ophthalmology training pathways 

• Each RETN training pathway: 
➢ End-to-end specialist ophthalmology training designed 

to graduate an excellent comprehensive 
ophthalmologist

➢ ≥ 60% regional
➢ Positive regional training experiences essential

The Regionally Enhanced Training Network



RANZCO Vision 2030 & beyond advocates for 
improved governance and accountability

1. Atlas of Healthcare Delivery Standards calibrated by specialty, 
patient demographics and geographic area for all health care. 

➢ Embed in the NHRA to address unacceptable healthcare 
delivery variation across Australia

2. Include Tier 2 (outpatient) waitlists in the reportable data set  
(NHRA) to ensure visibility at a national level of these services

3. Introduce jurisdictional KPIs for all specialty training Full Time 
Equivalents 
➢ to be calibrated by population served and delivered at the 

level of the Local Hospital Network 



Thank you!                            
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