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EXECUTIVE  
SUMMARY 
With an ageing population in both Australia and New Zealand, vision 
impairment is expected to emerge as the most prevalent health condition 
among older people over the coming years. As 90% of vision loss in Australia 
and New Zealand is preventable or treatable, early detection and intervention 
is paramount to preventing avoidable vision loss and blindness5. 

Optometry plays a critical role in the early detection of eye disease, 
appropriate referrals, and ongoing patient co-management. For the 
past year, Specsavers’ has been focused on outcome-led optometry 
which has involved the development of consistent approaches to 
disease assessment and management, measuring improvement 
of clinical interventions, and benchmarking this against peers and 
published data. 

The introduction and systematic use of Optical 
Coherence Tomography (OCT)  technology to 
screen all patients for eye diseases has led 
to overwhelming data that shows the validity 
of this approach in improving detection and 
diagnosis rates of not only glaucoma, but also 
diabetic retinopathy and medical retinal disease, 
namely age-related macular degeneration. 

Comparing this data to major eye health studies is designed to 
assist optometrists in applying evidence-based benchmarks 
to their care of the typical patient presenting to a primary eye 
health professional, and coupled with increased collaboration 
with ophthalmologists, GPs and patient support groups will 
continue to improve patient outcomes and prevent avoidable 
vision loss and blindness in Australia and New Zealand.

Transforming Eye Health

An analysis of clinical data from 6.3 million Specsavers’ patients in 
Australia has shown overwhelmingly the real and positive impact 
that the systematic use of OCT technology on every patient as part 
of a standard comprehensive eye examination, combined with clinical 
benchmark reporting and collaboration with medicine through the 
RANZCO referral guidelines, is having on patient outcomes in relation 
to some of the key causes of avoidable vision loss and blindness.  

• Current national Medicare utilisation data indicates that 
Australian optometrists perform visual fields on 8% of 
all patients. To detect glaucoma at currently established 
population prevalence rates, visual fields should be performed 
on at least 10% of all patients presenting to optometry.

• The systematic use of 
OCT as a screening 
tool for every patient 
plus benchmarking 
effectively increases 
glaucoma detection 
rates across all age 
groups, to near 
population prevalence 
as per Blue Mountains 
Eye Study (BMES) (50% 
more cases detected in 
patients 40+ compared to 
non-OCT practices in 2018 and 
169% more compared to 2017).  

• The majority of patients referred for glaucoma 
have intraocular pressure (IOP)  within the normal range (ie. 
less than 22mmHg). The systematic use of OCT is proving to be 
superior for detecting low tension glaucoma - these are patients 
with evidence of structural change presenting on OCT, without 
raised IOP, visible optic nerve changes or other overt signs of 
glaucoma. Optometry practices using OCT in this manner are 
detecting and referring 49% more patients for low tension 
glaucoma in patients 40+ compared to non-OCT practices.

• A significantly higher proportion of medical retina cases, the 
majority of which are age-related macular degeneration (AMD), 
are being detected in practices using OCT systematically 
(69% more cases in patients 50+ compared to non-OCT 
practices in 2018 and 194% more cases compared to 2017). 
34.5% of patients are being referred for early AMD, 34.9% for 
intermediate AMD and 30.6% for late AMD. 

• The diagnostic sensitivity of OCT combined with the 
additional clinical information it provides, has assisted 
optometrists who use OCT on every patient to improve 
their detection of diabetic macular oedema (DMO) cases. 
These practices are identifying and referring 85% more 
cases of DMO compared to non-OCT practices.

90%  
of vision loss  

in Australia and  
New Zealand is 
preventable or 

treatable5
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The Need for More 
Research and Data

Ongoing high quality research and clinical 
data is needed in both Australia and New 
Zealand to better understand prevalence of 
eye conditions and diseases and the impact 
of clinical interventions on patient outcomes. 

At present it is not possible with the research 
and data available to gauge the impact we 
are having on reducing avoidable blindness 
in the region. As an industry, we need to 
coordinate our efforts to capture high quality 
data, aggregate it, analyse it effectively and 
share it so that we produce a growing data-
set across the profession and government. 
Only then will we be able to prove the 
validity of interventions to improve detection 
and diagnosis rates and subsequently the 
impact on improving patient outcomes and 
reducing avoidable vision loss and blindness.   

The Current State of 
Eye Health in Australia 
and New Zealand

Current prevalence of vision loss and blindness 
in Australia is estimated at between 453,0005 
and 822,0004, and in New Zealand around 
175,0008. In the 2014-15 National Health 
Survey, over 12 million Australians (55% of the 
population) self-reported having at least 
one long term vision disorder7. 

Approximately 90% of vision 
loss and blindness in Australia 
and New Zealand is caused 
by one of the five major eye 
conditions: uncorrected or 
under-corrected refractive 
error, glaucoma, AMD, diabetic 
retinopathy and cataract4:

• Glaucoma: 300,000 Australians and 
115,000 New Zealanders over the age 
of 40 are estimated to have glaucoma, 
although as many as 50% of these are 
undiagnosed9,10. By 2020, the projected 
number of people experiencing vision loss 
or blindness from glaucoma is 41,900 in 
Australia and 7,287 in New Zealand4,8.

• AMD: 1 in seven Australians, 1.29 million, 
over the age of 5012 and 1 in 10 New 
Zealanders, 218,987, over the age of 4513 
are believed to have AMD. By 2020, the 
projected number of people experiencing 
vision loss or blindness from AMD is 91,300 
in Australia and 16,280 in New Zealand4,8.

• Diabetic Retinopathy: more than 
300,000 Australians41 and between 
52,091 – 65,114 New Zealanders10 are 

currently experiencing some degree 
of diabetic retinopathy.  By 2020, the 
projected number of people experiencing 
vision loss or blindness from diabetic 
retinopathy is 13,440 in Australia and 
2,682 in New Zealand4,8.

• Cataract: as many as 1.5 million Australians 
over the age of 55 are believed to have 
cataract6. By 2020, the projected number 
of people experiencing vision loss or 
blindness from cataract is 126,400 in 
Australia and 24,800 in New Zealand4,8.

• Refractive Error: Approximately 2.4 million 
Australians and 480,000 New Zealanders 
over the age of 40 have some form of 
refractive error22 (22% of that age group) 
and based on self-reported data another 
1.3 million Australians over the age of 55 
suffer from presbyopia6.  By 2020, the 
projected number of people experiencing 
vision impairment from refractive error, 
excluding presbyopia, is 423,793 in 
Australia and 92,936 in New Zealand4,8.

Demand for  
Optometric Services

• In Australia, optometric consultations, 
across all Medicare Benefits Schedule 
(MBS) item numbers, have increased 51% 
over the past 10 years and are expected 
to continue growing at an average of 5% 
per year. It is predicted that optometric 
consultations will exceed 9.5 million by 
2020 and 12.2 million by 2025. 

• In FY18 a total of 8.7 optometric 
consultations in Australia were 
performed, with the highest volume 
coming from Item 10910 at 2.23 million 
(25.7%), followed by Item 10918 at 2.15 
million (24.8%) and Item 10911 at 1.23 
million (14.2%).

• Initial consultations performed by 
optometrists in Australia in FY18 totalled 
4.68 million of which 1.42 million were for 
people 65+ (representing 38.9% of the 
age range); 1.29 million were for people 
aged 45-64 (representing 22.1% of the 
age range); 1.44 million were for people 
age 15-44 (representing 15.2% of the age 
range); and 513,000 were for children 
aged 0-14 (representing 11.8% of the 
age range) suggesting that the majority 
of Australians are not having their eyes 
tested as regularly as the industry 
recommends.

• The volume of brief initial consultations 
(10916) in Australia is in decline driven 
predominantly by people in the 45-64 
age range due to increased frequency 

in risk factors being identified through 
OCT results and the subsequent need to 
comprehensively assess these patients 
for ocular disease.

• The true number of comprehensive 
consultations for patients with diabetes 
mellitus in Australia is unknown due 
to ambiguity related to the billing of 
patients with diabetes, however 244,000 
consultations were performed under Item 
10915 in FY18, representing just 20% of 
the 1.2 million Australians with diabetes 
registered on the National Diabetes 
Services Scheme. 

• The number of visual fields procedures 
in Australia has been increasing steadily 
with bilateral visual fields increasing 
68% over the past 10 years. The number 
of visual fields performed annually is 
expected to continue growing as more 
people are identified with glaucoma 
risk factors through the use of OCT 
technology. Currently, the majority of 
procedures (63%) are performed on 
patients within the 55-64 and 65+ age 
range with the biggest growth coming 
from people aged 65-74.

• Several changes to the OMBS in Australia 
are recommended to reflect connected, 
contemporary practice and the impact that 
technology and data is having on improving 
the management of patients with diabetes 
mellitus and progressive disorders such as 
glaucoma and AMD. The key one being the 
introduction of a new item for people aged 
45-64 entitling them to a comprehensive 
eye examination once every 24 months, 
rather than every 36 months. 

• In New Zealand, there is no systematic 
means of capturing and reporting 
on optometric services performed 
by community optometry practices. 
However, it is estimated that 781,322 
comprehensive eye examinations were 
performed by optometrists across 
New Zealand in FY18, representing just 
16.6% of the population. Based on a 
projected 6% annual growth rate in 
eye examinations, it is estimated that 
optometric consultations will exceed 
917,000 by 2020 and 1.2 million by 2025.

Optometric consultations  
are predicted to exceed  

12.2 million in Australia and  
1.2 million in New Zealand  

by 2025
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The Cost of Eye Health

The latest figures available on the cost of 
eye health in Australia and New Zealand 
come from economic analysis completed in 
2009 and estimate the total financial cost 
of vision loss to be $16.6 billion per annum in 
Australia4 and $2.8 billion in New Zealand8. 
At the time optometric services accounted 
for 10% of health system expenditure 
in Australia4 and 3.5% of health system 
expenditure in New Zealand8. 

Health system expenditure was projected 
to rise 60% in Australia from $2.89 billion 
in 2009 to $4.76 billion in 2020 and 164% 
in New Zealand from $198 million in 2009 
to $522 million in 2020, while the cost 
of optometric services was projected to 
increase from $267 million to $467 million in 
Australia and from $6.8 million to $18.1 million 
in New Zealand.

The Public View of  
Eye Health

While it is clear that Australians and New 
Zealanders value their eyesight, with 62% 
and 67% respectively saying it was the 
sense they would least like to lose and 
83% and 82% respectively believing their 
eyesight is priceless and wouldn’t be willing 
to give it up for any amount of money, 
most people are not taking preventative 
measures to look after their eye health.

• More than half of Australians and New 
Zealanders over the age of 40 have 
reported experiencing at least one 
eyesight issue that they haven’t seen 
an optometrist about, with the most 
common complaints relating to not being 
able to see up close, or in the distance, as 
well as they used to.

• Between a third and a half of Australians 
and New Zealanders can’t recall having 
had an eye test in the past two years even 
though 85% think everyone should have 
their eyes tested at least once every two 
years; and less than a third of people have 
had a conversation about their family’s eye 
health history.

• While myopia, hyperopia and cataract 
are the most recognised eye conditions, 
the public’s understanding of the major 
eye diseases that cause vision loss and 

blindness is very limited with a significant 
amount of confusion and uncertainty in 
relation to risk factors, symptoms and 
treatment.

• The biggest barriers to people having their 
eyes tested regularly tie back to a general 
lack of awareness and understanding of 
eye health. Thinking nothing’s wrong, lack 
of time and perceived cost were the main 
reasons that people don’t have their eyes 
tested. However, issues with everyday 
activities such as reading, driving, or 
looking at screens would trigger those that 
haven’t had an eye test to do so most.

• While most people have a basic 
understanding of the role optometrists 
play in the delivery of primary health 
care, there is still a lack of awareness 
that optometrists can detect major eye 
diseases.

• The majority of people expect their eye 
test to include everything needed to 
detect major causes of avoidable blindness 
and most believe their care should be co-
managed and their optometrist should use 
a platform like Oculo to share their eye care 
data with their ophthalmologist and GP.

The Delivery of  
Eye Health Care

• The structure and delivery of eye health 
services in Australia and New Zealand 
are markedly different due to funding 
arrangements and the general structure 
of health care systems. 

• In Australia, close working relationships 
and a more collaborative approach to 
patient care between ophthalmology 
and optometry is required to establish 
more effective and efficient patient care 
pathways and improve patient health 
outcomes.

• In New Zealand, appropriate funding 
strategies are required for an eye health 
model which includes services provided 
in DHBs and the local community via an 
integrated and collaborative approach 
to care, between ophthalmology 
and optometry, using an effective 
communication platform and efficient 
patient care pathways to improve patient 
health outcomes.

ANNUAL COST OF VISION LOSS: 

Australia  

$16.6 billion
New Zealand   

$2.8 billion
8
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INTRODUCTION
In May 2003, in recognition of the 45 million people in the 
world that are blind and the further 135 million people that 
are visually impaired, the 56th World Health Assembly passed 
resolution WHA56.26 on the elimination of avoidable blindness.

In response to the resolution, the 
Australian Government Department 
of Health and Ageing developed a 
strategic National Framework for 
Action to Promote Eye Health and 
Prevent Avoidable Blindness and 
Vision Loss in 2005. 

The Framework outlined five key 
action areas that have the potential 
to lead to the prevention of avoidable 
blindness and low vision which were: 
1) reducing the risk of eye disease and 
injury; 2) increasing early detection; 
3) improving access to eye health care 
services; 4) improving the systems 
and quality of care; and 5) improving 
the underlying evidence base1.

It has been 13 years since the 
Framework was developed and while 
a considerable amount of work has 
been undertaken by government, 
non-government and the private 
sector, the goal to eliminate avoidable 
blindness by 2020 will not be 
achieved. While important progress 
has been made, there is still a long 
way to go to achieve that goal and 
significant challenges to overcome.

In the 2014-15 National Health 
Survey, 12 million Australians (55% 
of the population) reported having at 
least one long-term vision disorder, 
up from 9.7 million (51%) in 2001. 
Furthermore, it is estimated that as 
many as 822,000 people in Australia 
and 175,000 people in New Zealand 
are currently experiencing vision 
loss or blindness, yet 90% of vision 
loss and blindness is preventable or 
treatable through the management of 
known risk factors and/or treatment. 

With an ageing population, the 
Australian Government estimates 
vision impairment will, over the 
coming years, emerge as the most 
prevalent health condition among 
older people.

Specsavers entered the 
Australian and New Zealand 
markets in 2008 with a goal to 
change the face of optometry 
and improve the eye health of 
Australians and New Zealanders 
by providing accessible and 
affordable eye care to everyone. 
Specsavers has worked 
resolutely towards this goal over 
the past 10 years and recently 
consolidated its various eye care 
strategies into a single-minded 
mission: to transform eye health 
in Australia and New Zealand, a 
mission that supports the National 
Eye Health Framework.

We have already taken 
significant steps 
toward addressing key 
challenges and are in the 
process of implementing 
new projects while 
continuing to build on the 
foundations of previously 
established initiatives, 
working collaboratively 
with government, non-
government and the 
industry in an effort to 
transform eye health 
and improve health 
outcomes for patients. 

This inaugural ‘State of the Nation: 
Eye Health Report 2018’ contains 
the latest research and evidence on 
the state of eye health in Australia 
and New Zealand. Through the 
combination of Specsavers’ eye 
care initiatives, we now have access 
to an unprecedented volume of 
new data and information on levels 
of eye care in Australia and New 
Zealand and the impact that certain 
strategies and interventions can 
have on patient outcomes in relation 
to the major eye diseases. 

This report includes some of our 
early findings, which have important 
implications for the eye health 
industry. In particular, the value of a 
systematic approach to optometry 
and disease detection for improving 
early detection and intervention 
to reduce the amount of avoidable 
blindness resulting from glaucoma, 
age-related macular degeneration 
and diabetic retinopathy.

Over the coming years, it is vital that 
we continue to work collaboratively 
towards our goal with renewed 
passion and determination. We 
must do more to put eye health 
on the agenda and not only raise 
public awareness of eye health 
but also drive behavioural change; 
we must continue to improve our 
evidence base and then respond 
to what the data is telling us; we 
must be systematic in the way 
we test patients for eye diseases, 
ensure our optometry workforce 
can service the demand and are 
skilled in eye disease detection; 
ensure we have appropriate 
referral pathways; and importantly 
we need to continue improving 
communication and collaboration 
between professions to satisfy 
patient demand and effectively 
manage patient outcomes.

Early findings on the 
impact of certain clinical 
interventions on patient 

outcomes have important 
implications for the eye 

health industry
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THE EYE HEALTH 
WORKFORCE
The structure and delivery of eye health services in 
Australia and New Zealand are markedly different, due 
primarily to funding arrangements and differences in the 
general structure of the health care systems. 

The professions that are engaged in the 
delivery of eye care, however, are similar 
and can be broken into two key groups – eye 
health care professionals and generalist 
health care professionals. 

Eye health care professionals include 
optometrists, ophthalmologists, orthoptists, 
ophthalmic nurses and optical dispensers* 
while generalist health care professionals 

include general practitioners, nurses, 
pharmacists and allied health workers. The 
services delivered by the eye health care 
workforce include prevention, diagnosis, 
management, treatment and rehabilitation.

Optometrists and optical dispensers make up 
the majority of the eye health care workforce 
in Australia, with optometrists providing over 
75% of primary eye care.

OPTOMETRISTS

Optometrists are primary health care 
providers and the first line of defence 
in preventing avoidable vision loss and 
blindness through the early detection, 
treatment and management of eye 
conditions and diseases. 

By performing eye examinations, 
optometrists assess the eye and visual 
system, sensory and ocular motor 
disorders and dysfunctions of the eye 
and the visual system; detect signs of 
eye diseases and diagnose refractive 
disorders. They are also responsible 
for appropriately managing health 
disorders involving the eyes using a 
multi-disciplinary approach, engaging in 
therapeutic management of certain eye 
conditions and diseases, and prescribing 
glasses and contact lenses.

When an optometrist identifies 
signs of an issue within the eye 
that requires medical or surgical 
treatment, or detects an eye 
disease that requires further 
assessment and management 
by a tertiary specialist, the 
patient is referred to an 
ophthalmologist. 

When an optometrist treats a patient 
with ocular manifestations of a systemic 
health condition, they will engage in 
appropriate co-management of the 
patient and provide reports to relevant 
health practitioners involved in the 
patient’s care.

As part of a holistic approach to patient 
care, optometrists will refer patients to 
the appropriate patient advocacy group 
for non-clinical support (for example 
Glaucoma Australia or Macular Disease 
Foundation of Australia).

In both Australia and New Zealand, 
optometrists undergo a minimum of 5 
years of university education and are 
authorised to prescribe medicines for the 
treatment of eye conditions within their 
scope of practice and training. 

To practice in Australia, optometrists 
are regulated and registered by 
the Optometry Board of Australia, 
while in New Zealand, optometrists 
are regulated and registered with 
the Optometrists and Dispensing 
Opticians Board of New Zealand.

*known as dispensing opticians in New Zealand, but for the sake of ease, herewith collectively referred to as optical dispensers. 12



OPHTHALMOLOGISTS

Ophthalmologists are medical 
practitioners who have undertaken 
additional specialist training in the 
diagnosis and management of disorders 
of the eye and visual system. 

Ophthalmologists are tertiary 
practitioners who provide the 
full spectrum of eye care, from 
performing comprehensive eye 
examinations to diagnosing 
diseases and disorders of the 
eye, and carrying out medical 
treatment and complex surgery. 

Many ophthalmologists are also involved 
in scientific research into causes and cures 
for eye diseases and vision problems. 

An ophthalmologist in Australia or New 
Zealand is required to have undertaken 
a minimum of 12 years of training, 
comprising of six to seven years at a 
medical school, graduating with a degree in 
medicine; two years (minimum) as a newly 
qualified doctor undertaking basic medical 
training; and five years of ophthalmic 
specialist training and successful 
completion of examinations set by The 
Royal Australian and New Zealand College 
of Ophthalmologists (RANZCO). 

ORTHOPTISTS

Orthoptists are allied eye health care 
professionals who are trained to 
diagnose and manage disorders of 
eye movements and associated vision 
problems and sensory deficiencies. In 
Australia, they are also trained to perform 
investigative testing and procedures 
under direction of an ophthalmologist 
or optometrist and engage in the 
rehabilitation of patients with vision loss. 

To be an orthoptist in Australia requires 
a degree in orthoptics. In New Zealand, 
there is currently no training for 
orthoptists, they are generally recruited 
from the UK.

Orthoptists in Australia work in 
many areas including neonatal care, 
paediatrics, rehabilitation, geriatrics, 
neurological impairment, community 
services and ophthalmic technology. 
They are mainly employed by 
ophthalmologists, low vision clinics or 
public health services such as hospitals. 

Orthoptists in New Zealand are employed in 
public hospitals and have a particular focus 
on children with eye health problems.

EYE HEALTH  
CARE DELIVERY

AUSTRALIA

In Australia, responsibility for the delivery 
of eye health care services is spread across 
both the public and private health care 
system as well as both primary and tertiary 
care. In addition to government funding, 
private health insurance is an important 
component in the funding of eye health 
care in Australia. While the Medicare 
Benefits Schedule (MBS) covers in full, 
or in part, a wide range of consultations, 
procedures and tests, out of pocket costs 
incurred by patients utilising private sector 
services are often covered by private 
health insurance.

Traditionally primary and tertiary specialist 
eye health care professionals have operated 
independently as silos and co-operation, 
collaboration and co-ordination have been 
key issues for the eye health system in 

both Australia and New Zealand. In recent 
years, however, Specsavers has led a move 
in Australia for a closer working relationship 
and collaborative approach to care between 
ophthalmologists and optometrists with a 
view to establish more effective and efficient 
patient care pathways and improve eye 
health outcomes.  

Collaboration and patient co-management 
between optometrists and GPs and other 
generalist health care professionals is at this 
point limited, inconsistent and ill-defined.  

NEW ZEALAND

In New Zealand, eye health services are 
mainly hospital based and patients often 
have to wait long periods for hospital 
appointments, and in outpatient clinics, 
waiting to be seen. The current system 

struggles to give all New Zealanders 
equitable access to eye health services.

District Health Boards (DHBs) are 
under immense pressure and are 
struggling with demand. Innovative 
interventions introduced by individual 
eye departments within DHBs, aimed 
at reducing waiting times and achieving 
performance targets, are not currently 
proving to be sustainable or scalable. 

Appropriate funding strategies are 
required for an eye health model which 
includes services provided in DHBs and 
the local community via an integrated and 
collaborative approach to care, between 
ophthalmologists and optometrists, using 
an effective communication platform 
and efficient patient care pathways 
to improve eye health outcomes.

OPHTHALMIC NURSES

Ophthalmic nurses are nursing professionals 
that work in hospitals alongside 
ophthalmologists and care for patients 
with eye disorders and diseases. 

Ophthalmic nurses complete general nursing 
training then additional training to specialise in 
the nursing care of patients with eye problems, 
whether in hospital, clinic or private practice 
under the direction of an ophthalmologist.  

OPTICAL DISPENSERS

Optical dispensers interpret optical 
prescriptions provided to a patient by an 
optometrist or ophthalmologist, and fit 
and service optical appliances such as 
spectacle frames and lenses. While they 
are not permitted to examine eyes, or 
write prescriptions, optical dispensers 
play an integral role in the eye health team 
as they are responsible for accurately 
assessing the individual needs of the 
patient to ensure they receive a suitable 
eye wear product and solution.

In Australia, optical dispensing is deregulated 
(except NSW) and optical dispensers are 
required to undertake a Certificate IV in Optical 
Dispensing. In New Zealand, dispensing 
remains a regulated profession and to practice 
as an optical dispenser, you must be registered 
with the Optometrists and Dispensing 
Opticians Board of New Zealand and hold a 
current practising certificate. 
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EYE HEALTH –  
THE NUMBERS
PREVALENCE RATES  
OF EYE DISEASES

Some people are born with 
eye conditions while some 
develop problems as a child. 
More commonly, however, eye 
conditions develop during 
adulthood and become more 
prevalent with age. 

Myopia and hyperopia are the most 
commonly reported eye conditions in 
Australia and New Zealand, however like 
most developed countries, the main causes 
of vision loss and blindness are age-related 
degenerative eye diseases. After the age 
of 40, vision loss and blindness increases 
three-fold with each decade of age1. 

The population in both Australia and New 
Zealand is ageing, both in terms of the 
number of older people in the population 
and as a percentage of the population.  
The proportion of the Australian population 
aged 55 years and over is projected to 
increase to one in three by 20322, while the 
proportion of the New Zealand population 
aged 45 and over is projected to be as high 
as one in two by 20683. 

With an ageing population, 
the number of older people 
experiencing vision problems 
due to eye conditions and 
diseases is expected to increase 
exponentially over future 
decades increasing the demand 
for, and the costs of, eye health 
and vision care services. 

The Australian Government estimates that, 
as the population ages, visual impairment 
will emerge as the most prevalent 
health condition among older people2.

Approximately 90% of vision 
loss and blindness in Australia 
and New Zealand is caused by one 
of the five major eye conditions: 
uncorrected or under-corrected 
refractive error, glaucoma, age-
related macular degeneration, 
diabetic retinopathy and cataract4. 
Furthermore, 90% of vision loss is 
preventable or treatable5 either 
through the management of 
known risk factors or through 
effective surgical or non-surgical 
treatment to either restore sight 
or prevent further vision loss.

Australia has some of the best eye health 
research and data sources in the world, 
however, it is far from exhaustive and is 
becoming outdated, while New Zealand 
eye research to date remains limited. There 
is no systematic means of capturing and 
monitoring eye conditions and diseases in a 
national register in either country. 

The main data sources available for 
monitoring the prevalence of major eye 
conditions are studies that include an 
eye examination, sample surveys that 
collect self-reported information and data 
collected for administrative purposes6. 
These data sources predominantly 
focus on measuring prevalence of 
vision loss and blindness, meaning that 
little research or data exists into the 
general prevalence of eye conditions 
and diseases among the population.     

The Melbourne Visual Impairment Project 
(MVIP) and the Blue Mountains Eye Study 
(BMES), both conducted in Australia in the 
1990s, were the first two comprehensive 
and internationally-renowned studies of 

the prevalence of vision loss and blindness 
in Australia, and have remained widely 
used and cited in both Australia and New 
Zealand. In 2016 the National Eye Health 
Survey (NEHS) was conducted in Australia 
and was the first nationwide population-
based survey to determine the prevalence 
and major causes of vision loss and 
blindness in Australia. Such a survey has 
not yet been undertaken in New Zealand.

Based on self-reported data from the 
Australian Bureau of Statistics (ABS) 
2014–15 National Health Survey, over 12 
million Australians (55%) reported having 
at least one long-term vision disorder7, with 
long-sightedness and short-sightedness 
being the most commonly reported. The 
proportion of people with long-term vision 
disorders increased with age, from 10% of 
children aged 0–14, to 93% of people aged 
55 and over7.

Based on a number of reports including 
the 2010 Centre for Eye Research Australia 
and Access Economics report, “Clear Focus: 
The Economic Impact of Vision Loss in 
Australia in 2009” and the 2016 “National 
Eye Health Survey”, the current prevalence 
of vision loss and blindness in Australia 
is estimated at between 453,000 and 
822,000. In New Zealand, the current 
prevalence of vision loss and blindness 
is estimated to be around 175,0008.

Given the variations in reported data for 
vision loss and blindness and the limited 
data available on general prevalence of 
eye conditions and diseases, this report 
has used a combination of data sources to 
report on eye disease prevalence rates.

Long-term  
vision disorders 

increase with age:

10% (0–14)
93% (55+)
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GLAUCOMA

Glaucoma is a group of eye 
diseases that can cause damage 
to the optic nerve often resulting in 
the gradual loss of peripheral vision. 

While glaucoma is often associated with 
increased intraocular pressure (IOP) resulting 
from either malfunction or malformation of the 
eye’s drainage system, it can also occur with 
normal or even below normal eye pressure. 
People with early stage glaucoma experience 
no symptoms, but without timely detection 
and treatment irreversible damage to the eye 
may occur causing blurred or misty vision.     
This may eventually lead to irreversible vision 
loss and even blindness.

There are different types of glaucoma, however, 
Primary Open-Angle Glaucoma (POAG) is 
the most common and accounts for 90% of 
glaucoma cases in Australia and New Zealand9. 
POAG occurs when, for unknown reasons, 
the fluid that flows in and out of the anterior 
chamber in the front of the eye passes too 
slowly through the meshwork drain. As a result, 
eye pressure builds and starts to damage the 
optic nerve. This type of glaucoma is painless 
and causes no vision changes at first.

CASE STUDY: SIMON’S STORY

At 62 years of age, Simon is an active person. 
He enjoys the outdoors, boat rides and 
scenic walks with his wife. Until his most 
recent eye test, his eye health was not on his 
radar. After losing his glasses, it took him a 
year to visit his local optometrist to get new 
ones, and while there it was suggested that 
he see an optometrist given it had been over 
10 years since his last eye test. 

Simon’s eye examination took an 
unexpected turn when his OCT, tonometry 
and visual field tests all showed strong 
signs of glaucoma so he was referred to an 
ophthalmologist for further testing.

Simon’s uncorrected vision was 6/12 in 
the right eye and 6/9 in the left. IOP was 
28mmHg in the right eye and 24mmHg 
in the left. Corneal pachymetry readings 
were 490 microns in the right eye and 
503 microns in the left. Zeiss fields were 
performed and results showed both eyes 
were outside normal limits. OCT results 
showed retinal nerve fibre loss was outside 
normal limits bilaterally. There was bilateral 

epiretinal membrane formation with some 
associated macular oedema.  

 “I was told that there were 
symptoms in my peripheral 
vision but it wasn’t until I 
was going through one of the 
tests that I realised that I had 
issues. It just wasn’t obvious 
in my day-to-day life.”

The ophthalmologist confirmed that Simon 
had the chronic simple glaucoma and was 
prescribed Xalatan, one drop in each eye 
daily to stop the condition worsening.

“Losing my eyesight is the 
only incentive I need to use 
my eye drops every day. It was 
a shock to learn that my eye 
sight was deteriorating, a real 
wake up call. I was raised the 
Aussie way – I’ll be right. 

But what I’ve learnt is that it’s so 
important to leave it up to the 
professionals to decide that. This 
has snuck up on me and I didn’t 
see it coming. I don’t like thinking 
about how different my life could 
have been if I hadn’t walked into 
the optometrist on that day. I 
couldn’t be more thankful that my 
early stage glaucoma was picked 
up because I could not imagine a 
life without sightseeing with my 
wife and sharing Sunday drives in 
our MX5.”

Prevalence of Glaucoma

Glaucoma Australia estimates that 
as many as 300,000 Australians are 
currently living with glaucoma although 
as many as 50% are unaware they have 
the disease9. 

Two in 100 Australians are expected 
to develop glaucoma in their 
lifetime9. By 2020 the projected 
number of people with vision loss in 

Australia from glaucoma is 41,900, 
of whom 18,000 will be blind4.

Glaucoma New Zealand estimates 
prevalence of the disease in New Zealand 
to sit at 115,000 people, again with 50% 
of these being undiagnosed10. By 2020 
the projected number of people with 
vision loss in New Zealand from glaucoma 
is 7,287, of whom 3,147 will be blind8.
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AGE-RELATED MACULAR DEGENERATION

Age-related macular 
degeneration (AMD) is a 
degenerative eye disease that 
damages the macula, the central 
part of the retina, causing 
progressive loss of central vision. 

It is usually related to ageing and 
predominately develops after the age of 50, 
although certain forms of the disease can 
also affect younger people. 

There are two types of AMD – dry AMD 
(geographic atrophy) and wet AMD (exudative 
or neovascular AMD). Dry AMD accounts 
for approximately 33% of all cases of late 
stage AMD and is a slow form of the disease 
causing a gradual loss of vision. Wet AMD 
occurs when the retinal pigment epithelium 
(RPE) cells fail to stop choroidal blood vessels 
from reproducing under the retina. The 
new rapidly growing choroidal vessels are 
fragile and can leak or bleed under the retina 
causing scarring to occur, leading to loss of 
vision. In these cases, vision changes are 
often sudden and severe. 

In the early stages of the disease, Bruch’s 
membrane thickens and small yellow 
spots called drusen start to accumulate 
beneath the RPE. These initial signs of 
AMD can have no visible symptoms at all. 
Not everyone that presents with drusen 
will necessarily lose their vision, however 
the existence of drusen does increase the 
chances of developing late-stage AMD. 
The progression of early-stage AMD to 
late-stage AMD is generally associated with 
an irreversible decrease in visual acuity 
and occurs because the RPE cells die or 
they fail to keep blood vessels from the 
choroid from growing under the retina. 

Vision becomes increasingly blurred or 
distorted, reading becomes difficult, 
colours become less vibrant and people’s 
faces become more difficult to recognise.

Prevalence of AMD

AMD is the leading cause of blindness in 
Australia and New Zealand, responsible for 
almost 50% of all cases of blindness11.  

The Macular Disease Foundation of 
Australia estimates that as many as 
one in seven Australians, or 1.29 million 
people, over the age of 50 have some 
evidence of the disease and approximately 
17% of these people, around 200,000, 
will experience vision loss12. By 2020, 
the projected number of people with 
vision loss in Australia from AMD is 
91,300 of whom 53,000 will be blind4.

The prevalence of AMD was estimated at 
218,987 people in New Zealand in 2016 
and approximately 7.6% of these people, 
around 19,825, have vision loss from it13. 
Approximately 10% of people aged 45 to 
85 experience some form of the disease 
and it is estimated that 199,140 have 
early stage AMD while 19,847 have late 
stage AMD13. Worsley and Worsley, 2015, 
also predicted a 12.9% increase in the 
prevalence of AMD in New Zealand from 
2014 through to 202614. By 2020, the 
projected number of people with vision 
loss in New Zealand from AMD is 16,280 
of whom around 9,100 would be blind8.

DIABETIC RETINOPATHY

Diabetic retinopathy is one of 
the most common complications 
associated with diabetes 
mellitus and while everyone with 
diabetes is at risk of developing 
diabetic retinopathy, it affects 
around one in three people 
living with diabetes15. 

Diabetic retinopathy can be easily managed 
if detected and treated early and almost all 
cases (98%) of sight-threatening diabetic 
retinopathy are preventable4. Diabetic 
retinopathy occurs when diabetes mellitus 
damages the tiny blood vessels inside the 
retina. In the early stages of the disease, the 
blood vessels of the retina can develop small 
swellings in the walls (micro aneurysms) 
but as the disease progresses, some of the 
blood vessels that nourish the retina can 
become blocked. Diabetic retinopathy often 
has no visible symptoms and can progress to 
advance stages without the patient realising 
they have an issue with their eyes.

Vision loss as a result of diabetic retinopathy 
can occur in one of two ways – proliferative 

retinopathy or macular oedema. Proliferative 
retinopathy occurs when many of the blood 
vessels in the retina are blocked depriving 
several areas of blood supply. When this 
happens, the brain sends signals to grow 
new blood vessels, which may be abnormal 
and fragile and grow on the surface of the 
retina and along the surface of the clear, 
vitreous gel that fills the inside of the eye. 
These blood vessels have thin, fragile walls 
that can leak blood into the centre of the eye 
causing blurred vision and blindness. Macular 
oedema occurs when fluid leaks into, and 
accumulates in, the macula causing swelling 
and blurred vision. This is more likely to occur 
as the disease develops. Around 50% of 
people with proliferative retinopathy also 
have macular oedema4.

Prevalence of  
Diabetic Retinopathy

Diabetes Australia estimates that 1.7 million 
people in Australia are living with diabetes 
mellitus although around 30% of these 
are undiagnosed, and more than 100,000 
people are newly diagnosed each year15. 
 
Around 1.2 million Australians are registered 
with the National Diabetes Services Scheme 
and of these, around 630,000 are not  

getting regular eye tests16. More than 
300,000 Australians with diabetes mellitus 
are presently living with some degree 
of diabetic retinopathy. By 2020, the 
projected number of people with vision loss 
in Australia from diabetic retinopathy is 
13,4404.

In New Zealand, the prevalence of diabetes 
mellitus by district health board (DHB) area 
is estimated to range from 4.17% to 8.35%. 
The Ministry of Health estimated 260,458 
New Zealanders were diagnosed with 
diabetes mellitus as at December 2015 and 
projects an average annual growth rate of 
new diagnoses of 5%17. New Zealand’s Māori 
and Pacific Island populations are particularly 
at risk, with 8% of Māori and 10.1% of Pacific 
Islanders having diabetes, compared to 2.9% 
of New Zealanders with European descent18. 

Approximately 20% to 25% of New 
Zealanders with diabetes mellitus have 
some form of diabetic retinopathy, equating 
to between 52,091 and 65,114 people19.  
Māori and Pacific Islanders are more likely 
than New Zealanders with European 
descent to develop sight-threatening 
diabetic retinopathy. By 2020, the projected 
number of people with vision loss in New 
Zealand from diabetic retinopathy is 2,682, 
including 353 Māori8.
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CATARACT

A cataract is a clouding of the eye’s 
naturally clear lens. The lens is made 
predominantly of water and protein, with 
the protein arranged to let light pass 
through and focus on the retina. Some of 
the protein may clump together and cloud a 
small area of the lens. When this happens, 
the lens becomes opaque and the amount 
of light that passes through it is reduced 
and scattered, and the image cannot be 
correctly focused on the retina. Over time 
the cataract may grow larger and cloud 
more of the lens resulting in poor vision. 
Cataracts can develop over many years 
and have no visible symptoms early on.  

There are four main types of cataract – 
age-related cataract; congenital cataract; 
secondary cataract (where the cataract is 
linked to certain other health issues such as 
diabetes mellitus); and traumatic cataract, 
(where cataracts develop as the result of an 
eye injury either soon after or years later). 

There are also three main forms of cataract 
– nuclear cataract, which occurs in the 
centre of the lens; cortical cataract, which 
radiates from the outside of the lens to the 
centre; and subcapsular, which starts from 
the back of the lens20. 

Prevalence of Cataract

In Australia, it is estimated that untreated 
cataract affects almost 1.5 million people 
over the age of 556, which represents 31% 
of that age group. 

By 2020, the projected number of people 
with vision loss in Australia from cataract is 
126,400, of which 11,350 will have cataract-
related blindness4.

In New Zealand, there are no reported 
figures for untreated cataract but 

according to the Ministry of Health, 16,420 
publicly-funded cataract operations were 
performed nationally in 201621. The total 
number of cataract operations is likely to be 
double that when private surgeries, which 
are not publicly reported, are included21. By 
2020, nearly 22,800 New Zealanders are 
projected to have cataract-related vision 
loss and around 2,000 are projected to have 
cataract-related blindness8.

REFRACTIVE ERROR

More than half of all vision loss in 
Australia and New Zealand is caused 
by refractive error5, whereby the shape 
of the eye prevents light from focusing 
precisely on the retina resulting in a 
blurred image. 

The length of the eyeball, changes in 
the shape of the cornea, or ageing of 
the lens can all cause refractive errors. 
Symptoms include blurred vision, eye 
strain, tiredness, reduced concentration 
and headaches. Uncorrected refractive 
error occurs when a person’s vision 
is reduced because they either need 
glasses and don’t have them, or the 
prescription in their current glasses is 
not correct. Refractive error can affect 
people at any age. 

There are four main types of refractive 
error – myopia (short-sightedness where 
light focuses in the front of the retina 
so distant images are blurred caused by 
excessively steep curvature of the cornea 
or excessive axial length of the eye or 
both); hyperopia (long-sightedness 
where the light focuses behind the retina 
so close images are blurred caused by the 
curvature of the cornea being flat or the 
axial length of the eyeball being short); 
astigmatism (a focusing error that causes 
asymmetric blur at all distances mostly 
caused by the shape of the cornea or by 
slight tinting of the lens); and presbyopia 
(an age-related vision difficulty at normal 
reading distance caused by the loss of 
flexibility in the muscle in the eye that 
changes the shape of the lens).   

Prevalence of Refractive Error

More than half of all vision loss 
in Australia and New Zealand is 
caused by uncorrected or under-
corrected refractive error5. 

Approximately 2.4 million Australians and 
480,000 New Zealanders over the age of 40 
have some form of refractive error22, which 
represents 22% of that age group  and based 
on self-reported data, presbyopia affects the 
sight of 1.3 million Australians over the age of 
556. By 2050, it is predicted that there will be 
22 million Australians and New Zealanders 
with myopia, up from 4 million in 200023.

By 2020, the projected number of people 
with vision loss from refractive error, 
excluding presbyopia, is 423,793 in 
Australia4  and 92,936 in New Zealand8.

31%  
of Australians  

aged 55 are affected  
by untreated  

cataract
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Table 1.1  
Total Optometric 
consultations by year

Source: Australian 
Government, Department  
of Human Services -  
Medicare Items Reports 

Chart 1.1 Total Optometric consultations by year
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Chart 1.2 Total optometric consultations by age range, FY18 
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OPTOMETRIC SERVICES

Access to, and utilisation of, eye health 
services are imperative if we are to 
successfully eliminate avoidable vision loss 
and blindness in Australia and New Zealand. 
Regular eye examinations are required for 
people of all ages, genders and ethnicities for 
the prevention, early detection and treatment 
of eye diseases and conditions.

In Australia, residents with a valid Medicare 
card without optometry restrictions, as well 
as certain categories of visitors to Australia, 
can claim benefits for services provided by 

participating optometrists under the Medicare 
Benefits Schedule (MBS), essentially making 
standard comprehensive eye examinations 
available to residents at no charge24. 

In New Zealand, however, the government 
does not provide funding for universal 
access to eyecare outside of the District 
Health Boards (DHBs). Almost all residents of 
New Zealand are required to pay for all costs 
associated with services provided by an 
optometrist, which is a disincentive to access 
care in the community. 

 
Private health insurance has limited uptake 
in New Zealand compared to Australia and 
the government only has a few limited 
programs in place that provide financial 
support to eligible people. These include 
the ‘Children’s Spectacle Subsidy’ from the 
Ministry of Health for eligible children 15 
years of age or younger; the urgent and 
essential need funding for adults suffering 
hardship from the Ministry of Social 
Development via hardship grants that 
must be repaid to the crown; and the ‘Get 
Checked’ program for people with diabetes. 
Additionally, the Accident Compensation 
Commission will provide eye examinations 
for treatment of injury due to an accident.

OPTOMETRIC SERVICES IN AUSTRALIA

To gain a better understanding of the 
demand for specific optometric services 
in Australia, a 10-year analysis of the 
following Medicare item numbers has been 
undertaken:

• Comprehensive Initial Consultations 
(Items 10900, 10910, 10911, 10905 and 
10907)

• Brief Initial Consultation (10916)
• Other Comprehensive Consultations 

(Items 10912, 10913 and 10914)
• Other Comprehensive Consultations – 

Diabetes Mellitus (Item 10915)
• Subsequent Consultation (Item 10918)

Visual Fields, categorised under the MBS 
as Computerised Perimetry Services, 
(Items 10940 and 10941) have also 
been analysed due to their importance 
in the detection of glaucoma. 

It should be noted that on 1 January 
2015, the Australian Government 
introduced a 5% reduction in optometry 
MBS fees, an indexation freeze to July 
2018 and a change in frequency of 
comprehensive eye examinations which 
had a moderate but direct impact on the 
way optometrists claimed optometric 
services during FY15 and FY16, but did 
not affect the overall trend of optometric 
services delivered in Australia.  

OPTOMETRIC CONSULTATIONS

From July 2008 to June 2018, Medicare 
benefits have been processed for 71.7 
million optometric consultations. The total 
number of consultations, across all MBS 

item numbers, has increased by 51% over 
the past 10 years with an average increase 
in services of 4.7% per year. The number 
of optometric consultations by year over 

the past 10 years is presented in Table 
1.1 and Chart 1.1. The share of optometric 
consultations by age range in FY18 is 
presented in Chart 1.2.
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Unsurprisingly, the 65+ age group not only accounts for the largest 
number of consultations each year (31%) but has also seen the 
largest increase in consultations over the 10-year period of 95%. 

The number of optometric consultations is expected to continue 
growing at an average of approximately 5% per year driven 
by general population growth of 1.7% per annum, a continued 
ageing population and greater public awareness of the need 
to get regular eye examinations. By 2020 it is predicted that 
optometric consultations will exceed 9.5 million and by 2025 
exceed 12.2 million as detailed in Table 1.2 and Chart 1.3. 

Table 1.2 Total Optometric consultations forecast to FY25

Source: Australian Government, Department of Human Services - Medicare Items Reports 

Chart 1.3 Total Optometric consultations forecast to FY25 
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In the past financial year, July 2017 to June 2018, a total of 8.7million 
optometric consultations were performed by optometrists. In terms 
of individual item numbers, the highest volume came from Item 
10910 at 2.23 million (25.7% of all consultations) followed by Item 
10918 at 2.15 million (24.8% of all consultations) and Item 10911 at 
1.23 million (14.2% of all consultations).

Comprehensive initial consultations (Items 10900, 10910, 
10911, 10905 and 10907) currently account for 43% of 
all consultations followed by subsequent consultations 
(Item 10918) at 25% and other comprehensive 
consultations (Items 10912, 10913 and 10914) at 19%. 

Chart 1.4 Optometric consultations by type, FY18 
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Chart 1.5 Optometric consultations by item number, FY18 
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COMPREHENSIVE INITIAL  
CONSULTATIONS

Over the past 10 years, there have been five Medicare 
item numbers for comprehensive initial consultations 
– 10905, 10907, 10900, 10910, 10911.
 

Item 10905

Item 10905 relates to a comprehensive initial consultation 
where a patient has been referred to an optometrist by another 
optometrist. While the amount of these consultations has more 
than doubled over the past 10 years, they are still relatively 
uncommon with only 10,838 processed by Medicare in FY18. 

Table 1.3 Referred comprehensive consultations by year

Source: Australian Government, Department of Human Services - Medicare Items Reports
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Chart 1.6 Referred comprehensive consultations by year
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Chart 1.7 Referred comprehensive consultations by age range, FY18
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Item 10907

Item 10907 relates to a comprehensive initial consultation by practitioner within 24 months of a previous comprehensive consultation 
performed by another practitioner. The number of comprehensive initial consultations by another practitioner by year over the past 10 
years is presented in Table 1.4 and Chart 1.8, while the percentage share of consultations in FY18 by age range is presented in Chart 1.9.

Table 1.4 Comprehensive initial consultations by another practitioner by year
Age Range FY09 FY10 FY11 FY12 FY13 FY14 FY15 FY16 FY17 FY18

0-14 24,250 24,502 25,791 26,431 27,235 26,890 32,923 39,818 40,447 41,103

15-24 25,690 24,842 26,680 26,490 27,205 25,413 31,863 39,473 38,026 37,328

25-34 26,358 26,078 28,715 28,384 28,861 27,086 35,396 44,963 44,267 43,542

35-44 29,714 29,068 32,002 31,218 31,064 28,289 34,544 42,488 40,117 39,911

45-54 55,498 56,971 61,532 58,808 57,347 51,924 61,064 71,485 63,479 61,787

55-64 44,514 46,798 50,146 49,006 47,166 43,650 50,417 57,721 49,724 47,988

65+ 48,243 47,855 49,158 49,102 48,528 47,548 34,795 23,772 22,745 22,274

Total 254,267 256,114 274,024 269,439 267,406 250,800 281,002 319,720 298,805 293,933  
Source: Australian Government, Department of Human Services - Medicare Items Reports

Chart 1.8 Comprehensive initial consultations 
by another practitioner by year
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Usage of this item number has remained quite steady over the 
past 10 years, with only a 16% increase in volume and between 
250,000 – 300,000 consultations per annum. While volume 
increased in the younger age ranges (especially within the 0-14 
and 25-34 ranges), it decreased by half in the 65+ range. 

 

Chart 1.9 Comprehensive initial consultations by 
another practitioner by age range, FY18
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The decrease in the 65+ age range and the increase in the 
younger age ranges coincides with the changes to MBS Item 
numbers in 2015, allowing people 65+ to receive an initial 
comprehensive consultation every 12 months. Item 10907 accounts 
for 3.4% of all MBS claims for optometric consultations.

The increase in volume has predominantly come from the 45+ 
age range. This item accounts for only 0.1% of all MBS claims for 
optometric consultations. The number of referred comprehensive 

initial consultations performed by year over the past 10 years is 
presented in Table 1.3 and Chart 1.6, while the percentage share of 
consultations in FY18 by age range is presented in Chart 1.7.
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Items 10900,  
10910 & 10911

Prior to 1 January 2015, Item 10900, which 
related to a course of attention by one or more 
optometrists in relation to a specific episode 
of optometric care, accounted for more 
than 46% of all MBS claims for optometric 
consultations. The number of consultations 
under this item number were increasing year 

on year at an average of 2.4%. On 1 January 
2015, as part of the 2014-15 Federal Budget, 
the Government changed some optometry 
arrangements under the MBS including 
ceasing the use of Item 10900 and replacing 
it with two new items for comprehensive eye 
examinations – Item 10910 and Item 10911.

Item 10910 was introduced for patients 
under the age of 65 and entitles them to a 

comprehensive eye examination once every 
36 months, while Item 10911 was introduced 
for patients 65 years and older entitling 
them to a comprehensive eye examination 
once every 12 months. The total number of 
comprehensive initial consultations by year 
over the past 10 years is presented in Table 
1.5 and Chart 1.10, while the percentage share 
of consultations in FY18 by age range is 
presented in Chart 1.11.

 
Table 1.5 Comprehensive initial consultations by year

Source: Australian Government, Department of Human Services - Medicare Items Reports 

 
 
 

The changes to the MBS had a profound 
impact on the industry, especially during 2015 
which affected both FY15 and FY16 figures. In 
FY15 and FY16 there was a significant drop in 
comprehensive initial consultations claimed 
under 10910 and 10911 compared to previous 
claims under 10900. These changes most 
significantly affected patients under the age 
of 65, especially those following a standard 
two to three-year recall cycle. When these 
patients visited their optometrist for their 
routine eye health check in 2015 many were 
not eligible for a consultation under 10910 so 
optometrists needed to use an alternative 
item number for the patient in FY15 and FY16 

while they figured out the new schedule of 
services and how to maximise optometric 
benefits for their patients.

However, this has now stabilised and FY17 
and FY18 saw an increase in the use of Item 
10910 by 13.9% and 9.0% respectively and 
of Item 10911 by 7.6% and 5.1% respectively. 
Consultations under these item numbers 
have now surpassed the FY14 volumes of Item 
10900 by 2% to hit 3.47 million consultations 
for the year ending 30 June 2018. In FY18 
Items 109010 and 10911 collectively accounted 
for approximately 40% of all MBS claims for 
optometric consultations. 

While the number of comprehensive initial 
consultations for patients 65 years and 
over has increased by 137% over the past 10 
years, the number of comprehensive initial 
consultations for patients under the age of 
65 has decreased with the 45-64 age range 
decreasing the most at -20%. The likelihood 
is that these patients are regularly getting 
their eyes tested, approximately every two 
years as per the industry recommendation, 
but due to the eligibility restrictions under 
the MBS optometrists are billing the 
consultation under an alternative, applicable 
item number as and when required.

Chart 1.10 Comprehensive initial consultations by year 

0

500000

1000000

1500000

2000000

2500000

3000000

3500000

4000000

FY09 FY10 FY11 FY12 FY13 FY14 FY15 FY16 FY17 FY18

10900 10910 10911

Chart 1.11 Comprehensive initial consultations (10910 & 10911)  
by Age Range, FY18
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Brief Initial 
Consultation (10916)
There is only one item number for brief 
initial consultations, 10916, and it relates 
to professional attendance, being the first 
in a course of attention, of not more than 
15 minutes duration. The number of brief 
initial consultations by year over the past 
10 years is presented in Table 1.6 and Chart 
1.12, while the percentage share of brief 
initial consultations in FY18 by age range is 
presented in Chart 1.13.

Table 1.6 Brief initial consultations by year   

 
Source: Australian Government, Department of Human Services - Medicare Items Reports 
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Chart 1.12 Brief initial consultations by year 
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Chart 1.13 Brief initial consultations by age range, FY18
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The number of brief initial consultations has increased 115% over 
the past 10 years. After growing at an average of 12% per annum, 
growth has slowed over the past two years with the total number 
of brief initial consultations in FY17 and FY18 being below those of 
FY16. While the biggest percentage increase over the 10 years has 
come from children (0-14) at 204%, the largest volume increase has 
come from people 45-64 with 163,839 more consultations in FY18 
than in FY09. The likely reason for the increase in volume among 
the 45-64 age range is as noted previously - patients in this age 
range are more likely to be getting their eyes tested approximately 
every two years and due to the eligibility restrictions under the MBS 
cannot be billed each time under Item 10910. 

However, the total number of brief consultations is expected to 
continue slowly declining over the next couple of years, due to a 
reduction in brief consultations of people 45-64. This is due to risk 
factors of people in this age range being identified more frequently 
through Optical Coherence Tomography (OCT) results, as OCT is 
starting to be used more extensively in optometry practices across 
Australia, and the subsequent requirement for optometrists to 
comprehensively assess patients to thoroughly investigate and rule 
out, or confirm, ocular disease. 

At present, brief consultations account for 10.4% of all MBS claims 
for optometric consultations.

TOTAL VOLUME OF  
INITIAL CONSULTATIONS

The total volume of all initial consultations over the past 10 years is presented in Table 1.7. 

Table 1.7 Total initial consultations by year

Source: Australian Government, Department of Human Services - Medicare Items Reports 

Total initial consultations in the past 10 years have increased 26%, 
or by almost 975,000. In FY18, 4.68 million Australians visited an 
optometrist for an initial consultation, representing just 20% of the 
total Australian population. 

Of the 4.68 million initial consultations, 1.42 million were processed 
for people 65+, representing 38.9% of that age range. This suggests 
that as many as one in six older Australians are not taking advantage 
of the annual comprehensive eye test covered by Medicare. 

Only 513,000 initial consultations were for children aged 
0-14, representing just 11.8% of the age range, while 1.44 
million were for people aged 15-44 (representing 15.2% of 
the age range) and 1.29 million were for people aged 45-64 
(representing 22.1% of the age range), again suggesting that 
the majority of Australians are not having their eyes tested 
as regularly as the industry recommends.   

4.68m 
Australians visited an 

optometrist for an initial 
consultation in the past year
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Other Comprehensive  
Consultations (10912, 10913, 10914)
There are three Medicare item numbers for other 
comprehensive consultations: 

• 10912, which relates to professional attendance of more than 15 
minutes, being the first in a course of attention, if a patient that 
has suffered a significant change in visual function requiring 
comprehensive reassessment within either 36 months (for a 
patient under the age of 65) or 12 months (for a patient 65 years 
or over) of their previous consultation.

• 10913, which relates to professional attendance of more than 
15 minutes, being the first in a course of attention, if a patient 
has new signs or symptoms unrelated to the earlier course of 
attention requiring comprehensive reassessment within either 

36 months (for a patient under the age of 65) or 12 months (for a 
patient 65 years or over) of their previous consultation.

• 10914, which relates to professional attendance of more than 
15 minutes, being the first in a course of attention, if a patient 
has a progressive disorder (excluding presbyopia) requiring 
comprehensive reassessment within either 36 months (for a 
patient under the age of 65) or 12 months (for a patient 65 years 
or over) of their previous consultation. Progressive disorders 
include conditions such as maculopathy, cataract, corneal 
dystrophies, glaucoma etc.

The number of other comprehensive consultations over the past 10 
years is presented in Table 1.8 and Chart 1.14, while the percentage 
share of other comprehensive consultations in FY18 by age range is 
presented in Chart 1.15.

Table 1.8 Other comprehensive consultations by year

Source: Australian Government, Department of Human Services - Medicare Items Reports 

Chart 1.14 Other comprehensive consultations by year 
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Chart 1.15 Other comprehensive consultations by Age Range, FY18
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Other comprehensive consultations have risen steadily, yet 
significantly, year on year over the past 10 years and are up 239%, 
or 1.1 million, compared to 10 years ago. While growth has been seen 
across all age ranges, people 45+ still account for 74.2% of all other 
comprehensive consultations. 

Patients are seeing an optometrist significantly 
more for progressive disorders (52%) than for new 
signs or symptoms (34%) or significant changes in 
their visual function (14%). 

When a new patient with an existing condition doesn’t meet the 
eligibility criteria for 10910 or 10911, item 10914 is most likely to be 
used by the optometrist because it is the most accessible, and 
therefore may artificially lower the use of 10912 and 10913.

The ultisation of Item 10914, progressive disorders, speaks 
to two key trends: 1) patient behaviour change and 2) our 
increasingly ageing population. As has happened across 
all industries, the behaviour of optometry patients has 
dramatically changed over the past decade. Ten years ago, 
patients would typically visit the same optometrist each time 
they needed a consultation, but now most patients choose to 
go to different optometrists for their eye care needs. As the 
Australian population has started to age, there is also now 
a higher proportion of people in the 40-64 age range who 
are more at risk of progressive eye conditions that require 
reassessment within 36 months.

Other comprehensive consultations account for 18.6% of all 
MBS claims for optometric consultations.
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Other Comprehensive Consultations –  
Diabetes Mellitus (10915)
Item 10915 specifically relates to the professional attendance of more 
than 15 minutes, being the first in a course of attention involving the 
examination of the eyes, with the instillation of a mydriatic agent for a 
patient with diabetes mellitus requiring comprehensive reassessment. 

This item was created to assist the Government in identifying whether 
patients with diabetes are receiving appropriate eye care. 

The number of comprehensive consultations for patients with 
diabetes mellitus over the past 10 years are presented in Table 1.9 
and Chart 1.16, while the percentage share of diabetic consultations 
in FY18 by age range is presented in Chart 1.17.

 
Table 1.9 Diabetes mellitus consultations by year

Source: Australian Government, Department of Human Services - Medicare Items Reports 
 

Chart 1.16 Diabetes mellitus consultations by year
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Chart 1.17 Diabetes mellitus consultations by age range, FY18
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The number of comprehensive consultations for 
patients with diabetes mellitus has also risen steadily 
year on year over the past 10 years, increasing by 
132%, or 139,000, compared to 10 years ago. 

It is likely, however, that these figures do not accurately represent the 
number of diabetic patients receiving optometrical services each year.

There were 244,000 comprehensive consultations for patients with 
diabetes mellitus in FY18, representing just 20% of the 1.2 million 
Australians with diabetes registered with the National Diabetes 
Service Scheme (NDSS). However, as some patients with diabetes 
will have been recalled multiple times over the past year to see 
their optometrist based on the severity and stage of their individual 
condition, the percentage of people with diabetes who have received 
optometrical services under this item is likely to be lower than 20%. 

There could be a number of reasons for these low figures. First, 
a substantial proportion of people with diabetes are not having 
their eyes tested as regularly as the industry recommends. In 
announcing a new eye health screening program for Australians 

with diabetes earlier this year, the Federal Government estimated 
630,000 Australians with diabetes are currently missing out on 
their recommended eye health checks. 

Second, the use of this item requires dilation on the same day 
and in some cases where a patient with diabetes has visited their 
optometrist for an eye test they may not have received dilation on 
the same day, or at all for that matter as in the absence of clinical 
indications, dilation may not be required. In these cases, due to 
the eligibility restrictions under the MBS, the optometrist must bill 
the consultation under an alternative item, most probably either 
10910/10911 or even 10914. Some optometrists may also just have a 
preference to use 10914 over 10915. 

The eligibility restrictions combined with the fact that it is not 
mandatory to use this item for patients with diabetes would 
suggest that this item is not delivering on its mission of providing a 
clear view of diabetic patient care.    

Item 10915 accounts for just 2.8% of all MBS claims for optometric 
consultations.
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Subsequent Consultation (10918)

Item 10918 relates to a second or subsequent consultation in a 
course of attention not related to the prescription and fitting of 
contact lenses and not being a service associated with  
computerised perimetry. 

The number of subsequent consultations over the past 
10 years is presented in Table 1.10 and Chart 1.18, while 
the percentage share of subsequent consultations 
in FY18 by age range is presented in Chart 1.19.

 
Table 1.10  Subsequent consultations by year

Source: Australian Government, Department of Human Services - Medicare Items Reports 

Chart 1.18  Subsequent consultations by year 
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Chart 1.19  Subsequent consultations by Age Range, FY18
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While the number of subsequent consultations increased steadily 
from FY09 to FY16, volumes have decreased slightly year on year 
for the past two years. Subsequent consultations have increased 
by 45%, or 672,000, compared to 10 years ago. While there was 
an increase in the 65+ and the 0-14 age ranges in the past two 

years, there was a decrease in all other age ranges with the biggest 
decrease coming from people 45-64. In FY18, 2.1 million patients 
visited an optometrist for a subsequent consultation. This item 
accounts for 24.7% of all MBS claims for optometric consultations.
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68%

growth in bilateral  
visual fields procedures  
over the past 10 years
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VISUAL FIELDS (COMPUTERISED PERIMETRY SERVICES)
There are two Medicare item numbers for visual fields (computerised 
perimetry services) performed by an optometrist where indicated 
by the presence of relevant ocular disease or suspected pathology 
of the visual pathways or brain – 10940 for a bilateral procedure or 
10941 for a unilateral procedure.

The number of visual fields over the past 10 years is 
presented in Table 1.11, Table 1.12 and Chart 1.20, while the 
percentage share of visual fields in FY18 by age range is 
presented in Chart 1.21.

 
Table 1.11 Visual Fields by item number by year

Source: Australian Government, Department of Human Services - Medicare Items Reports

Table 1.12 Visual Fields by age range by year

Source: Australian Government, Department of Human Services - Medicare Items Reports 

Chart 1.20 Visual fields by year 
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Chart 1.21 Visual fields by age range, FY18
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The number of visual fields procedures has been increasing steadily 
over the past 10 years with 5%-10% growth each year. Bilateral 
visual fields have increased by 68%, or 174,000, compared to 10 
years ago while unilateral visual fields have grown by 80%, or 9,700. 
Bilateral visual fields are performed significantly more frequently 
than unilateral visual fields at a rate of 24:1. 

While visual fields procedures are performed on patients in all age 
ranges, 63% of all procedures are performed on patients within the 
55-64 and 65+ age ranges. We have seen an increase in visual fields 
procedures across all age ranges, however the biggest growth has 
come from the 65-74 age range. In FY18, 449,705 patients visited 
an optometrist and required visual fields. 

The growth trend we have seen over the past 10 years 
with visual fields testing is expected to continue over 
the coming years due to the ageing population, as 
older people are more at risk of developing glaucoma. 

Growth is also expected due of the 
proliferation of OCT usage in optometry 
practices in Australia, with glaucoma risk 
factors in older people being identified 
more frequently through OCT results 
and subsequent visual fields testing 
required as part of a glaucoma work-up.
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OPTOMETRIC SERVICES IN NEW ZEALAND

As there is no systematic means of 
capturing and reporting on optometric 
services conducted by community 
optometry practices in New Zealand, 
this report presents estimates of 
current eye test volumes extrapolated 
by combining Specsavers data-sets 
(Specsavers market share reporting and 
optometric service reporting) with New 

Zealand population data from StatsNZ.

In FY18 it is estimated that 781,322 
comprehensive eye examinations were 
conducted by community optometrists 
across New Zealand, representing just 
16.6% of the population. Based on 
a projected 6% annual growth rate, 
driven by a general population growth 

of 2% per annum, a continued ageing 
population and greater eye health 
awareness, by 2020 it is estimated 
that optometric consultations will 
exceed 917,000 (covering 18.8% of the 
population per annum) and by 2025 
exceed 1.2 million (covering 22.8% of 
the population per annum) as detailed in 
Table 1.13 and Chart 1.22.

Table 1.13 Total Optometric consultations forecasted to FY25

 

Chart 1.22 Total Optometric consultations forecast to FY25
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OPPORTUNITY FOR CHANGE

Specsavers’ evidence base, as detailed 
in ‘Causes of Avoidable Blindness’, points 
to improved patient health outcomes in 
Australia by encouraging efficient clinical 
pathways and communication with 
ophthalmology, public health system and 
medical practitioners by small but significant 
changes to the Optometric Medical Benefits 
Schedule (OMBS). These changes reflect 
connected, contemporary practice and the 
impact of technology and data on improving 
the management of patients with diabetes 
mellitus and progressive disorders such as 
glaucoma and AMD.

Recommended changes to the OMBS in 
Australia should include:

• Item 10905: Include written referrals 
from a medical practitioner as this will 
lead to improved patient health outcomes 
as a result of enhanced intra-profession 
referrals and communication

• Items 10916 and 10918: Remove the 
restrictions regarding billing of visual 
fields (10940 and 10941) as there are 
many instances where visual fields 

may be clinically indicated alongside a 
consultation that may currently be most 
appropriately billed to 10916 or 10918 
(ie. monitoring a patient with glaucoma 
requires both periodic review of visual 
fields and IOP measurement)

• 10914: Amend criteria for item 10914 
to support early identification and 
intervention as there are a number of 
conditions, including glaucoma and AMD, 
where initial diagnosis at an early stage 
requires detection of early progression. 
It is also clinically appropriate to closely 
monitor patients with high risk factors 
for such progressive disorders to enable 
timely detection and intervention.

• 10915: Remove the requirement for 
dilation and ambiguity related to the 
billing of patients with diabetes mellitus 
to ensure patients with diabetes are 
accurately identified when examined by 
an optometrist. 

• 10940 and 10941: To align with 
ophthalmology and agreed pathways, 
enable visual fields to be performed on 

behalf of, as well as by, an optometrist and 
allow further visual fields examination in 
the same 12 month period in the presence 
of one of the following conditions: 
established glaucoma (where surgery may 
be required within a six month period) 
where there has been definite progression 
of damage over a 12 month period; 
established neurological disease which 
may be progressive and where a visual 
field is necessary for the management 
of the patient; or monitoring for ocular 
disease or disease of the visual pathways 
which may be caused by systemic drug. 

• New code: Create a new code for 
patients 45-64 years to access 
optometric consultations every 24 
months, rather than every 36 months, 
as there is strong evidence to support 
a comprehensive eye examination 
every two years, even if asymptomatic, 
for adults aged 45-64 including the 
importance of early detection of 
asymptomatic conditions such as 
glaucoma and the lack of community 
understanding of the often-insidious 
nature of vision loss.

18.8%

of the New Zealand 
population is estimated  

to utilise optometric  
services by 2020
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60%  
projected increase 
in Australian health 
system expenditure 

by 2020
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THE SOCIAL AND ECONOMIC 
COST OF EYE HEALTH 

The latest figures available on the cost of eye health in Australia 
and New Zealand come from economic analysis completed by 
Access Economics in 2009 for Vision 2020 Australia and Vision 
2020 Australia in Support of the Vision 2020 New Zealand Trust. 

AUSTRALIA

The Australian analysis used top-down estimates 
of health system expenditure for 2004-05 from 
the Australian Institute of Health and Welfare 
(AIHW), converting it to 2009 prices using 
historical health cost inflation. At the time, the 
estimated total financial cost of vision loss in 
Australia was $16.6 billion per annum4.

• $2.98 billion was for estimated health system 
expenditure on disorders of the eye and adnexa; 

• $2.28 billion was for estimated productivity 
losses of those with vision loss; 

• $839 million was for estimated other indirect 
costs (aids, modifications, other carer and bring 
forward of funeral expenses); 

• $869 million was for estimated deadweight 
losses from transfers and lost taxation;

• $251 million was for estimated carer 
(opportunity) costs; and 

• $9.4 billion was for estimated loss of wellbeing.

Health system expenditure at the time 
comprised of hospital costs, out-of-hospital 
medical services, the cost of pharmaceuticals, 
optometry and allied health services, costs 
associated with other health practitioners 
including GPs, research and aged care costs. 

Hospital costs accounted for 34% of health 
system expenditure while optometry accounted 
for 10% and other health professionals 9%4.

In comparison to similar analysis undertaken by 
Centre for Eye Research Australia and Access 
Economics in 2004, the 2009 estimated health 
system expenditure was approximately 1.4 times 
the 2004 estimate. Using health inflation and 
demographic projections, Access Economics 
projected health system expenditure in Australia 
to rise from $2.98 billion in 2009 to $4.76 billion 
by 2020; an increase of 60% or $1.78 billion4. 

While optometry costs are projected 
to increase by $200 million from 
$267 million in 2009 to $467 million 
in 2020, as a share of health 
system expenditure optometry is 
projected to reduce from 10.4% 
in 2009 to 9.8% in 20204. 

NEW ZEALAND

The New Zealand analysis used multiple 
data sources to estimate the total 
financial cost of vision loss in New Zealand 
to be $2.8 billion per annum8:

• $198 million was for estimated health system 
expenditure on disorders of the eye and 
adnexa; 

• $112 million was for estimated productivity 
losses of those with vision loss; 

• $21 million was for estimated productivity losses 
of family and friends who care for people with 
vision loss on an unpaid basis;

• $30 million was for estimated other indirect 
costs (aids, modifications, other carer and bring 
forward of funeral expenses); 

• $39 million was for estimated deadweight 
losses from transfers and lost taxation; and

• $2.4 billion was for estimated loss of wellbeing.

Health system expenditure at the time comprised 
of hospital costs including public, private and out-
patient costs (54%), aged care (34%), the cost 
of pharmaceuticals (7%), optometry (3.5%), GPs 
(1%) and research (0.4%). As GP and optometrist 
consultations were only able to be calculated for 
individuals with moderate to severe vision loss, it 
is likely the $198 million is an underestimation of 
total health system expenditure8.

Using health inflation and demographic 
projections, Access Economics projected health 
system expenditure in New Zealand to rise from 
$198 million in 2009 to $522 million in 2020, an 
increase of 164% or $324 million8.

While optometry costs are projected 
to increase by $11.3 million from 
$6.8 million in 2009 to $18.1 million 
in 2020, as a share of health system 
expenditure optometry is projected to 
remain steady at 3.5%8. 
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THE NATIONS’ RELATIONSHIP 
WITH EYE HEALTH
To find out what Australians and 
New Zealanders think about eye 
health, Specsavers commissioned 
Nature Research in Australia 
and Research New Zealand to 
conduct online surveys. 

Fieldwork for New Zealand was 
undertaken between March and April 
2018 and for Australia, fieldwork 
took place in July 2018. Each survey 
was carried out with a nationally 
representative sample of 3,000 adult 
respondents over the age of 18.

The focus of the surveys was to gauge 
the general public’s awareness and 
understanding of eye conditions and 
diseases, their experience in going 
for eye tests and their perceptions 
of the role optometrists play as 
primary healthcare providers. 

THE PUBLIC VIEW 
OF EYE HEALTH

It is clear Australians and New Zealanders 
value their eyesight, with 62% of 
Australians and more than two-thirds 
(67%) of New Zealanders saying it was the 
sense they’d least like to lose. In fact, 83% 
of Australians and 82% of New Zealanders 
believe their eyesight is priceless and 
wouldn’t be willing to give it up for any 
amount of money.

However, despite this, we know most 
people are not taking preventative 
measures to look after their eye health. 
First, 50% of Australians and 54% of New 
Zealanders over the age of 40 reported 
experiencing at least one eyesight issue 
that they haven’t seen an optometrist 
about, with the most common complaints 
being not able to see things close-up or in 
the distance as well as they used to. 

Furthermore, 34% of Australians and 47% 
of New Zealanders couldn’t recall having an 
eye test in the past two years even though 
more than 85% thought everyone should 
be having their eyes tested at least every 
two years. This includes people at risk of 
avoidable vision loss, such as those with 
diabetes or a family history of glaucoma or 
age-related macular degeneration (AMD). 

Finally, while most people tend to know 
if they have a family history of diabetes 
or cancer, they don’t know if they have a 
family history of vision threatening eye 
disease. In fact, less than one in three 
people have had a conversation about 
their family’s eye health history and many 
(38%) aren’t even aware that genetics 
can even play a part in eye health, with 
the chance of developing some diseases 
like AMD and glaucoma being as high 
as 50% with a direct family history. 

THE PUBLIC’S UNDERSTANDING OF 
EYE CONDITIONS AND DISEASES

While prompted awareness of most eye 
conditions and diseases is quite high in both 
Australia and New Zealand, respondents 
from both countries demonstrated a low level 
of understanding of the major eye diseases 
that can cause vision loss and blindness, 
particularly around symptoms and treatments. 

As expected, myopia (80% of Australians 
and 85% of New Zealanders), cataract (79% 
of Australians and New Zealanders) and 
hyperopia (74% of Australians and 78% of 
New Zealanders) were the eye conditions that 
Australians and New Zealanders were most 
aware of and felt they knew the most about. 

Of the remaining three major eye diseases, 
glaucoma was the condition most cited, 
with three-quarters of respondents 
(Australia 73%, New Zealand 75%) having 
heard of the disease. This figure rose in 
the 55+ age range for both countries, with 
nearly 90% of respondents having heard 
of glaucoma. Prompted awareness of AMD 
wasn’t as high as glaucoma with only 62% 
of Australians and 51% of New Zealanders 
having previously heard of the disease 
while awareness of diabetic retinopathy 
was the lowest of all eye conditions with 
only 38% awareness in Australia and 43% 
awareness in New Zealand.

GLAUCOMA

Despite 75% of people claiming to be aware 
of glaucoma and have some understanding 
of the disease, a large proportion of 
respondents from both countries were 
unable to successfully respond to questions 
about the disease, with the majority 
claiming to know only a little, or nothing at 
all, about the condition.

The majority of people in both Australia (65%) 
and New Zealand (76%) don’t know that 
the most common form of glaucoma had no 
symptoms and almost half (43% in Australia 
and 47% in New Zealand) weren’t able to say 
whether glaucoma was an avoidable cause of 
blindness. 

Furthermore, of those who said they had 
some awareness of glaucoma there was an 
extremely high level of uncertainty around the 
prevalence of the disease, the increased risk if 
a family member has it, and the age at which 
you should start having regular eye tests for 
it and yet 41% of Australians and 44% of 
New Zealand believe they are likely or very 
likely to develop glaucoma in their lifetime.

AGE-RELATED MACULAR 
DEGENERATION

Of those who had heard of AMD, the majority 
were quite unfamiliar with the condition with 
most having a relatively poor understanding 
of the disease and many (43% of Australians 
and 56% of New Zealanders) not knowing 
that AMD is the leading cause of blindness in 
their country. 

While roughly 80% of people in both Australia 
and New Zealand are clear of the role that 
optometrists play in detecting AMD, nearly 
half (45% of Australians and 55% of New 
Zealanders) aren’t aware that lifestyle 
changes can help manage the disease. As 
with glaucoma, there is a lot of confusion and 
uncertainty around the prevalence of AMD 
and when you should start having regular eye 
tests for it.

36



ACCESSIBILITY  
AND PERCEIVED  
BARRIERS
In order to ensure more people have their 
eyes tested at the correct intervals for 
their age or stage of their condition, it is 
important to understand the perceived 
barriers to visiting an optometrist.

While the industry recommends 
people over the age of 65 have an eye 
examination every year and people 
under 65 every two years, there were 
a large number of respondents across 
both countries who reported not having 
an eye test in the past two years or not 
knowing when their last eye test was. 

 
NOTHING WRONG  
WITH MY EYES

Those who reported not to have had an eye 
test in the past two years were asked why 
they hadn’t had one and the main reason 
cited in both countries (20% in Australia 
and 22% in New Zealand) was because 
they didn’t think there was anything wrong 
with their eyes. 

Given the majority of eye conditions and 
diseases have no visible symptoms or 
warning signs early on, this mindset is very 
concerning and suggests a real need to 
increase and improve education around the 
importance of having regular eye tests. 

One in five Australians reported to either 
personally suffer from or have a family 
member that suffers from glaucoma or AMD 
but only a third of those have sought advice or 
support from either the glaucoma or macular 
disease foundations. 

DIABETIC RETINOPATHY

Diabetic retinopathy had the least level of 
awareness of all the major eye diseases and 
of the people who had heard of diabetic 
retinopathy, 89% acknowledged that they 
only know a little bit about the disease or 
nothing at all. 

At least 

82% 
of Australians and  
New Zealanders  

believe their eyesight  
is priceless

“We have a big problem in both Australia and New Zealand with 
people not understanding the crucial importance of preventative 
eye care. We have this complacent ‘she’ll be right’ attitude when 
it comes to eye health which is reflected in this research. A lot of 
people are waiting for signs of vision deterioration or sight loss 
before visiting their optometrist, rather than taking preventative 
measures and having their eyes checked regularly. By doing this 
they are also preventing optometrists from detecting potential 
signs of eye health issues or other health concerns at an early 
stage. We know that early detection and intervention is the key to 
preventing avoidable vision loss from eye diseases like glaucoma, 
age-related macular generation and diabetic retinopathy.” 

Dr. Ben Ashby, Specsavers Head of Optometry

CONCERNED ABOUT COST

In New Zealand, affordability was as much 
of a barrier for people getting regular eye 
tests as believing there’s nothing wrong with 
their eyes, with 31% citing cost as a reason 
for not going for an eye test and 22% citing 
it as the most important reason. Only 12% of 
Australians cited cost as the main barrier to 
having their eyes tested.

Misconceptions around the cost of eye 
tests in both countries was evident from 
the research. 

Almost half (47%) of New Zealanders said 
they aren’t willing to pay NZD$60 for a 
standard eye-test, the average rate, but 
more than half (52%) of respondents who 
hadn’t had an eye test in the last two years 
said they would consider having an eye test 
if it was free. While the 55+ age range was 
the most concerned about the cost of eye 
tests (30%), the 35-54 age range were 
more likely to state they weren’t prepared 
to pay anything for their eye test (25%). 
Meanwhile, women (28%) and those 
aged over 55 (29%) were more likely to be 
prepared to pay up to $100 for an eye test. 

With no government subsidy in New 
Zealand, pricing at different optometrists 
can be laddered and/or unclear, adding to 
the confusion for customers as they may go 
in not knowing exactly what it is going to 
cost them or what tests they need to have.
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While most Australians (59%) are aware that Medicare covers the cost of eye tests in 
Australia, 22% think they will be out of pocket and one in five (19%) don’t know whether 
they will be charged for their eye test or not. Furthermore, there was some confusion 
around how often you are entitled to a “bulk billed” (zero out of pocket cost) eye test 
through Medicare. The majority (47%) thought it was every year, but one in four (25%) 
were not sure at all.

Awareness and understanding of Medicare varied quite significantly between 
genders and age groups. Females (62%) were more likely than males (55%) 
to be aware of bulk billing arrangements, while people aged 55+ (69%) were 
the most informed age range and people 18-34 (43%) the least informed. 

 
KEY TRIGGERS

Issues with everyday activities such as 
reading, driving or looking at screens 
emerged as key triggers that would 
encourage someone who doesn’t have 
regular eye tests to go to an optometrist, 
while a reminder letter from an optometrist 
was the biggest trigger for people who have 
routine eye tests to book in for another. 

Significantly, 45% of Australians and 60% 
of New Zealanders that hadn’t had an eye 
test in the last two years said that if they 
couldn’t see properly to drive, they would 
consider seeing an optometrist; more than 
half (52% of Australians and 61% of New 
Zealanders) said if they were struggling to 
read they would; while 40% of Australians 
and 49% of New Zealanders said they 
would if it impacted their ability to see/
use their mobile phone, tablet or computer 
screen. Headaches or tired eyes were also 
potential triggers for 39% of Australians 
and 49% of New Zealanders. 

 
AN EYE TEST IS 
MORE THAN A 
SIGHT TEST

Less than half the time taken during a 
comprehensive eye examination actually 
tests a person’s vision. Most of the 
consultation is actually spent assessing 
risk factors and indicators of wider eye 
health and general health issues including 
glaucoma, AMD, cataracts, diabetes, and 
high blood pressure. 

The majority of Australians and New 
Zealanders have a basic understanding of 
the role optometrists play in the delivery 
of primary health care. More than 75% 
of people are aware that optometrists 
test people’s vision, prescribe and supply 
glasses, and check for eye health problems 
but as many as one in four don’t know that 
optometrists can detect major eye diseases 
including glaucoma, cataract and AMD. 

People in both countries are even less likely 
to know that optometrists use diagnostic 
scans to examine the eye for eye health 
conditions, that they offer advice on the 
management of minor eye conditions or that 
they can treat some eye health conditions. 

Furthermore, awareness of optometrists’ ability 
to detect indirect general health issues through 
a routine eye examination, such as high blood 
pressure, brain tumours, cardio-vascular 
disease and high cholesterol, is very minimal.

The vast majority of Australians and New 
Zealanders, however, have an expectation 
that a full eye test should include everything 
needed to detect major causes of avoidable 
blindness (88%), they believe that their 
optometrist should work closely with 
other eye care providers and healthcare 
specialists to provide the best eye care 
available (83%) and that their optometrist 
should use a technology platform, like 
Oculo, to share their eye care data with 
their specialist and/or GP (80%).

“Cost should not be a barrier to people looking after their eye health. 
While in Australia eye tests are covered by Medicare, we need to 
continue demonstrating value to the health sector. In New Zealand, while 
Specsavers offers free eye exams to all AA members and free eye tests 
to all children 15 years and under, we need a government-funded model 
aligned with DHBs and the local community to deliver a collaborative 
approach to care between ophthalmology and optometry.” 
Naomi Barber, Specsavers Senior Optometrist.

OTHER BARRIERS

The other key barriers to having an eye 
test include not having the time (15% of 
Australians and 11% of New Zealanders), 
the idea that current glasses or contact 
lenses are fine (14% of Australians and 14% 
of New Zealanders) and people thinking 
that they don’t need to wear glasses (9% of 
Australians and New Zealanders). 

In the 55+ age range, 35% of respondents 
said their current glasses or contact 

lenses were fine (compared to the 18% 
average), which is very concerning 
given the ongoing deterioration of sight 
after the age of 45 and the need to 
ensure older people have an up-to-date 
prescription in order to prevent avoidable 
vision impairment from refractive error.  

Only 4% of Australians and 2% of New 
Zealanders cited access, “difficult for me to 
get to an optometrist”, as the main reason 
for not having regular eye tests.
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60% 
of New Zealanders that 
hadn’t had an eye test in 

the last two years said they 
would consider seeing an 

optometrist if they couldn’t 
see properly to drive

EYE HEALTH - A PUBLIC  
HEALTH ISSUE 
With an increasing ageing population, 
it has never been more important 
for eye health to be elevated as a 
primary public health issue, to the 
same extent as diabetes or obesity. 

In 2005 the Australian Government 
released its National Eye Health 
Framework with the overarching 
goal being to promote eye health and 
reduce the incidence of avoidable 
blindness and vision loss in Australia. 

While a lot of work has been done over 
the past 13 years by governments, health 
professionals, industry, researchers and 
universities, current eye test volumes 
together with outcomes from these 
latest consumer research studies show 
that so much more needs to be done if 
we are going to successfully eliminate 
avoidable vision loss and blindness 
in Australia and New Zealand.

It is clear we need to 
step up our efforts to 
educate consumers about 
the importance of eye 
health through large scale 
public health awareness 
campaigns and health 
promotion activities. 

This is the first line of defence. Not 
only do we need to make people care 
about their eyes and shake them from 
complacent attitudes when it comes 
to eye health but we also need to drive 
genuine, sustained behaviour change. 

To do this we also need to 
address both the real and 
perceived barriers which 
are preventing people from 
having regular eye tests, 

which includes the issue 
of affordability to ensure 
the cost of having an eye 
test isn’t a barrier.

Improving the health outcomes of 
patients through early detection 
and treatment of eye diseases, by 
ensuring appropriate referral pathways 
are in place, and through suitable 
co-management of patients across 
optometry, ophthalmology, GPs and 
allied health professionals is key to 
reducing avoidable vision loss. 
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CAUSES OF  
AVOIDABLE BLINDNESS
GLAUCOMA

Glaucoma is the leading cause of irreversible 
blindness worldwide25, despite the fact that sight 
loss as a result of glaucoma can be prevented 
through early detection and appropriate treatment. 

In its early stages, glaucoma is largely asymptomatic; patients 
do not experience any noticeable changes to their vision or any 
pain or discomfort. Sight loss often occurs insidiously and may 
go unnoticed until significant structural damage has already 
occurred, commonly described as loss of peripheral vision, causing 
increasingly narrow tunnel vision. The progression rates for people 
with treated glaucoma are half of those with untreated glaucoma, 
but in the developed world, more than 50% of people living with 
glaucoma are undiagnosed26. Damage caused by glaucoma is 
irreversible, and if left untreated, glaucoma can lead to blindness.  

Peak national patient support groups estimate that as many as 
115,000 New Zealanders and 300,000 Australians over the age 
of 40 currently have glaucoma, with 2-3% of the total population 
expected to develop glaucoma in their lifetime. 

The Blue Mountains Eye Study (BMES) found primary open-angle 
glaucoma (POAG), the most common form of glaucoma, had a 
prevalence of 3% in Australians aged 49 and over – 51% of whom 
had not been diagnosed27. The Melbourne Visual Impairment 
Project (MVIP) similarly found a 50% undiagnosed rate amongst 
glaucoma patients, however the prevalence of definite POAG was 
lower, reported at 1.7%. 

Age is a significant risk factor, with one in 200 Australians said 
to have glaucoma at age 40, which increases to one in eight for 
those over the age of 80. The BMES reported a positive correlation 
between glaucoma prevalence and age as 0.4% for <60 years, 
1.3% for 60-69 years, 4.7% for 70-79 years, and 11.4% for people 
aged 80 years and over27. 

Pooled data from several studies suggests the overall prevalence of 
POAG is 0.3% in people aged 40 years, increasing to 3.3% in people 
aged 70 years, with the prevalence of glaucoma being four to 10 
times higher in older age groups than in individuals in their 40s29.

Those with a direct family history of glaucoma are three to six 
times more likely to develop the disease, with the incidence in 
first-degree relatives reported as three to five times that found in 
the general population29. Other risk factors include African or Asian 
descended ethnicity, rural location and eye trauma. 

Approximately 27,000 Australians aged 40 years and over4 and 
4,820 New Zealanders aged 50 years and over8 were estimated 
to have vision loss from glaucoma in 2009. Of these, 10,500 and 
1,953 people respectively were blind. The projected number of 
Australians with vision loss from glaucoma by 2020 is 41,900, 
18,000 of whom will be blind4, while in New Zealand it is projected 
that 7,287 will have vision loss from glaucoma, with 3,147 blind8. 

 
While no cure is currently available for glaucoma, the disease can 
be well-managed if treated early. Traditionally, visual fields analysis, 
assessment of the optic nerve head and intraocular pressure (IOP) 
have been among the key factors considered in the diagnosis of 
glaucoma. However, further research needs to be undertaken to 
evaluate how best to utilise these assessments and harness the latest 
advancements in ophthalmic diagnostic technology to more effectively 
and confidently detect and diagnose the disease. 

For example, while Medicare utilisation statistics show that optometrists 
perform visual fields on 8% of all patients, including on 10% of all 
patients over the age of 4530, there have been no studies to date that 
determine the percentage of visual fields assessments that would need 
to be performed on patients in order to capture all cases of glaucoma. 

In addition, while increased IOP has 
been identified as a significant risk 
factor for the development and 
progression of glaucoma, the 
level of IOP that causes nerve 
damage can differ between 
individuals31. The threshold for 
defining ‘elevated IOP’ varies 
in the published literature, 
although between 10mmHg and 
21mmHg is generally considered 
‘normal’ as 95% of the normal 
population falls within this range29. 

Individuals with IOPs ranging from 20-23mmHg are said to be at 
four times greater risk of developing glaucoma than those with IOPs 
below 16mmHg, with this risk increasing to 10 times when the IOP 
is ≥24mmHg, and to more than 40 times when IOP is >30mmHg. A 
significant proportion of patients with glaucoma may not present with 
elevated IOP (i.e. normal-tension glaucoma), meaning some cases may 
go undiagnosed31  if IOP is used as the sole indicator of glaucoma.

Further research is also required for the optimisation of the glaucoma 
referral pathway to ensure effective co-management of patients 
between eye care professionals. A US-based study in 2014 indicated 
that glaucoma referral letters frequently did not include important 
information, with 34% of referral letters deemed substandard32. 
A similar study to assess the quality and consistency of glaucoma 
referrals is currently underway in Australia, led by Dr. Mitchell Lawlor. 

Once a diagnosis has been made, medication in the form of eye drops 
or oral tablets can be used to help prevent or slow further loss of sight, 
and in some cases, surgical interventions such as laser procedures, 
trabeculoplasty or minimally invasive glaucoma surgery can be 
effective in improving a patient’s prognosis. It has also been suggested 
that connecting patients with a patient support program following 
diagnosis can have a positive impact on treatment adherence as well 
as clinical and humanistic outcomes33, and that education through such 
support groups can improve a newly diagnosed glaucoma patient’s 
understanding of their condition while reducing anxiety77.

50%  
of people living 

with glaucoma are 
undiagnosed
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GLAUCOMA  
PATIENT OUTCOMES

A data-set of 6.3 million Specsavers’ 
patients in Australia, as depicted in Chart 
2.1, supports a positive correlation between 
glaucoma prevalence and age that has 
previously been reported in published 
literature. Specsavers stores are detecting 
and referring for glaucoma at approximately 
six times the frequency in people over 80 
(4.4%) compared to the 40-49 age group 
(0.7%), which falls within the four to 10 
times increased prevalence range reported 
between older and younger age groups. 

The data also shows that the 
introduction of the RANZCO 
referral pathways (which includes 
the RANZCO Referral Pathway 
for Glaucoma Management) and 
benchmark reporting have had an 
impact on referral rates across all 
age ranges. 

In 2017, Specsavers referred approximately 
15,000 patients for glaucoma. In 2018, an 
additional 7,300 patients were referred 
following the implementation of the 
RANZCO referral pathway for glaucoma and 
benchmark reporting. Factors which may 
have contributed to this finding include:

• Optometrists having a clearer 
understanding of when to refer as a result 
of using the RANZCO referral guidelines

• Optometrists re-evaluating their individual 
clinical practice and/or the completion 
of professional development activities in 
response to feedback provided to them via 
the benchmark reports

The data indicates that across the 85 
practices that have integrated OCT as part 
of standard patient care, Specsavers is now 
referring an additional 9,900 patients with 
glaucoma annually compared with 2017. 
This suggests OCT is an effective tool in 
identifying more people in need of referral 
for glaucoma across all age groups. 

The 2018 OCT data also indicates that by 
using OCT on every patient, Specsavers is 
able to detect glaucoma at a rate close to 
population prevalence. 

While Medicare utilisation data indicates that 
optometrists perform visual fields on 8% of 
all patients, Specsavers data suggests there 
is potentially a need to utilise this functional 
test more in practice. Data collated over 1.6 
million patient journeys as depicted in Chart 
2.2 indicates that to detect glaucoma at 
currently established population prevalence 
rates (based on an extrapolation of BMES 
prevalence rates to include all age groups), 

visual fields should be performed on at 
least 9-10% of all patients presenting to 
optometry.

A data-set of 3.2 million 
Specsavers patients in Australia 
indicates that the majority of 
patients referred for glaucoma 
have IOP less than 22mmHg – i.e. 
within the ‘normal’ range. 

These cases, which have been depicted 
in Chart 2.3 by age group, are likely to 
comprise a combination of newly diagnosed 
patients as well as previously diagnosed 
glaucoma patients who are having their 
condition managed. Chart 2.3 shows that 
practices using OCT on every patient are 
detecting and referring more patients with 
normal-tension glaucoma across all age 
groups, with a higher proportion being 
referred in the younger age groups.

Chart 2.1 Glaucoma referrals as a percentage of patients
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Chart 2.2 Visual fields as a percentage of patients vs glaucoma referrals  
as a percentage of patients

Chart 2.3 Glaucoma referrals where IOP is under 22mmHg
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CASE STUDY: MAUREEN’S STORY 

Maureen, 50, has always had her eyes 
tested routinely, having needed glasses 
since she was a child due to a weak left eye. 
While she has a family history of glaucoma, 
Maureen did not present with any 
symptoms at her last eye test, but her OCT 
scan revealed she had retinal nerve fibre 
layer loss, a sign of early stage glaucoma.

Maureen had thinning of the inferior retinal nerve fibre 
layer in the right eye. Her cup disc ratio was stable since her 
2014 visit at R 0.25 L 0.25. IOP was also similar at R 11mmHg 
L 11mmHg, 2014 was R 11mmHg L 12mmHg. The thinning of 
RNFL was detected on the OCT only.

“I was really surprised. It’s crazy to think that the health of 
my eyes had changed so much since the last time I had my 
eyes checked and yet I didn’t notice any changes. Seeing how 
glaucoma affected my grandfather, the first things I asked 
were how serious is it and can it be fixed?”

Maureen was relieved when she found out that it had been 
detected in the very early stages and that her condition wasn’t 
critical so she would be able to take preventative measures 
to ensure that her sight wouldn’t deteriorate any further. 

“I couldn’t recommend routine eye tests enough to my circle 
of family and friends. There’s nothing to lose, but a lot to 
gain. At a minimum, you gain peace of mind. If something is 
identified in a test like it was for me, you’ve given yourself 
the opportunity to do something about it.”

OPPORTUNITY FOR CHANGE

Given glaucoma is occurring on such a large scale within the 
population, there is a clear need for close collaboration between 
optometry and ophthalmology to ensure effective detection, 
management and monitoring of patients with, or at risk of, glaucoma.

Specsavers’ Australian data shows that using OCT as part of the eye 
examination for every patient, and performing visual fields analysis 
on all those with identified risk factors, has a significant impact 
on detection and referral rates. In addition to adopting OCT as a 
screening tool more widely, optometry could improve its glaucoma 
detection capabilities. The key is to increase awareness of the vital 
role that the appropriate volume of visual fields analysis plays in 
glaucoma detection, and create accessibility for optical professionals 
to perform visual fields analysis in a timely manner on all patients 
who require it. 

The data shows that the RANZCO guidelines for glaucoma referral 
and benchmark reporting also appear to contribute positively to 
patient outcomes. By proliferating these practices throughout 
the profession, optometry could help reduce the number of 
undiagnosed glaucoma patients from the current 50% statistic. 

While Specsavers has provided the benchmark for its Australian 
patient base, there is a need for more research across both the 
Australian and New Zealand populations to better understand the 
number of patients being seen in optometric practice who require 
ophthalmic care, assessment and intervention. 

It is also critical that eye care stakeholders continue to educate 
the community on glaucoma and the way in which optometry 
and regular eye examinations can contribute towards reducing 
avoidable sight loss and blindness resulting from this eye disease.  
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AGE-RELATED MACULAR DEGENERATION

Age-related macular degeneration (AMD) is the cause of 
50% of blindness in Australians4 and 48% of blindness in 
New Zealand8 for people aged 40 or over. 

This eye disease, which is the most common cause 
of vision loss in people aged 55 years and over in 
developed countries34, destroys the macula, which leads 
to deterioration and eventual loss of central vision, 
impacting quality of life and independence.  

AMD was initially classified as either ‘early’ or ‘late’ AMD, 
where early AMD involved the development of drusen 
or pigment changes at the macular with either no visual 
impairment or early changes in reading or central vision, 
and late AMD involved severe vision loss35. 

In 2013, the Beckman Initiative for Macular Research 
Classification Committee introduced a new classification 
system that further defined the progression of AMD to 
include an ‘intermediate’ AMD sub-type and outlined 
clinical signs that could be considered as normal ageing36. 
The RANZCO Referral Pathway for AMD Management 
prescribes the use of the 2013 Beckman Classification 
when classifying AMD.

Late AMD can be classified as either ‘wet’ or ‘dry’ AMD in a 
ratio of about 2:135. In the exudative or neovascular ‘wet’ 
form of AMD, choroidal neovascularisation can lead to 
bleeding into the underlying retina, causing damage to 
the central macular region. This can lead to a distortion of 
vision, including blurring of central vision.

The dry form of AMD, also known as geographic atrophy, 
which is categorised as late stage AMD, has direct 
impact on visual acuity and can ultimately lead to severe 
impairment of central vision as photoreceptors within 
the retina are damaged. This leads to disturbance of 
the retinal structure and scarring, which is visible on 
assessment through digital retinal photography and/or 
OCT imaging. 

One in seven Australians over the age of 50 have AMD, 
with 83.68% affected by early AMD and 16.32% with 
late AMD in at least one eye35. It is estimated that 67% 
of late AMD cases are neovascular, with the remaining 
33% being geographic37. It was estimated in 2009 that 
approximately 60,350 Australians had vision loss from 
AMD, including approximately 33,000 who were blind.  

By 2020, this number is projected to increase to 91,300, 
of whom 53,000 would be blind4. By 2030, in the 
absence of effective prevention and treatment efforts, 
it is projected that the number of Australians with 
AMD will increase by over 70% to 1.77 million, and the 
number of Australians experiencing vision loss in both 
eyes due to AMD will double to more than 215,00035.

A lack of epidemiological data on vision loss in New 
Zealand means analogous AMD prevalence rates for the 
country are estimates only. In 2009, it was estimated 
that of the almost 125,000 New Zealanders aged 40 
years or older with vision loss, approximately 11,000 
(8.8%) cases were due to AMD, with 5,896 (4.72%) 
being blind as a result8. It was projected that by 2020, 
the number of New Zealanders with vision loss from 
AMD would be 16,280, of whom approximately 9,100 
would be blind8. A later study in 2015 predicted that 
the prevalence of AMD in the 45-85 year group would 
increase 12.9% from 2014 through to 2026 due to an 
ageing population demographic14.

No cure is currently available for late AMD, although 
antioxidant therapy has been found to limit progression 
to late AMD. Injection of anti-VEGF agents into the eye 
can slow or halt the progression of wet AMD and, in 
some situations, may help restore some vision. While 
there is currently no treatment for dry AMD, control 
of modifiable risk factors such as cigarette smoking, 
alcohol consumption and diet could potentially reduce 
the risk of developing AMD by 45%4. With wet AMD 
accounting for 10% of all AMD cases, and resulting 
in 90% of blindness38, there is a compelling case for 
improving early detection and intervention through 
screening to reduce the amount of avoidable blindness 
resulting from AMD.

Late diagnosis and lack of awareness, as well as 
compliance and adherence to therapy can be barriers to 
effective treatment35. Patients may drop out of therapy 
or delay treatment due to prohibitive costs or “injection 
fatigue” from the ongoing intravitreal injections, among 
other reasons.
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AMD PATIENT OUTCOMES

A data-set of 6.3 million Specsavers’ patients in Australia and applicable referrals sent through Oculo 
under the ‘Medical Retina’ category is presented in Chart 2.4. The majority of these are AMD referrals, 
which indicates that the introduction of the RANZCO referral pathways and benchmark reporting 
has resulted in an increase of referral rates across the majority of all age groups likely to have AMD, 
particularly in the over 50s range. Furthermore, the data shows that Specsavers practices that are 
screening every patient using OCT are detecting a significantly higher proportion of medical retina 
cases, with most age groups showing more than double the number of referrals. 

Chart 2.4 Medical Retina referrals as a percentage of patients
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Published literature states that the annual incidence of geographic atrophy and neovascular AMD 
increases dramatically with age from 49 onwards39,75, a trend which is reflected in the Specsavers data. 
Furthermore, Specsavers data from a representative sample of approximately 3,000 patients, as 
depicted in Chart 2.5, also shows that 34.5% of patients are being referred for early AMD, 34.9% for 
intermediate AMD and 30.6% for late AMD. 

Chart 2.5 Classification of AMD referrals sent 
through Oculo
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The majority of referrals are for early and 
intermediate, showing that Specsavers clinics 
are detecting the eye disease early and 
referring patients at a stage when there is still 
opportunity to manage the disease and prevent 
advancement to late AMD, thus preserving vision. 

Patients with early and intermediate AMD 
often have little to no noticeable vision 
changes, but by using OCT as a screening 
tool on every patient, the clinician is able 
to observe subtle changes in the macula, 
i.e. development of drusen, that might 
not otherwise have been detected. Using 
OCT in a systematic manner also improves 
the likelihood of detecting AMD at earlier 
‘sub clinical’ stages, which will likely lead 
to better management and monitoring 
of the patient’s condition and encourage 
adherence and compliance with treatment. 

The introduction of the RANZCO Referral 
Pathway for AMD Management appears 
to lead to better patient outcomes by 
providing a clear outline of when to refer, 
the responsibilities of the optometrist 
and ophthalmologist, and how best to 
efficiently and effectively manage the 
patient. Benchmark reporting also showed 
an impact, suggesting that providing 
optometrists with more information 
about their clinical practice can help 
them enhance their patient outcomes. 
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CASE STUDY: ALLAN’S STORY

 
Two years ago when Allan, now aged 83, set 
off on holiday to Canada with his wife, he 
never thought he’d experience sudden vision 
loss and would be blind in six weeks. 

Throughout his travels, Allan noticed that 
his sight began to progressively worsen, and 
on his way back to Australia he felt like he 
was almost blind. Allan has monocular vision, 
where his right eye is weaker than his left, 
and has worn reading glasses since he was 
in his sixties. However, the onset vision loss 
that he experienced in his left eye after his 
travels meant that he couldn’t see clearly out 
of either of them. 

A trip to his optometrist revealed that 
he had wet AMD. He was immediately 
referred to an ophthalmologist and given 
an injection in his left eye to stop his 
vision from deteriorating further. 

Since his first set of injections, and after 
consistent 3-monthly reviews, Allan’s 
vision has improved by 6 lines.

While he cannot go back to driving 
just yet, he can carry out his usual 
lifestyle and is able to read the 
newspaper and watch television.

OPPORTUNITY  
FOR CHANGE

Further research should be undertaken to assess how 
closely optometrists are adhering to the RANZCO AMD 
referral pathway, and the quality of the referrals resulting 
from utilisation of the pathway. 

Industry funding, government funding, or a combination 
of both, could contribute to making the latest diagnostic 
technology, such as OCT, more accessible for patients 
throughout the profession. 

It would also be beneficial to establish streamlined processes 
between eye care professionals, service providers and 
technology that enhance detection. Patient databases could 
be utilised to develop an effective AMD eye care and support 
model to help ensure patients at risk of AMD are adequately 
monitored and to minimise treatment drop-out rates for 
those who have been diagnosed with AMD.
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DIABETIC RETINOPATHY

Approximately 8% of Australian adult men and  
6.8% of Australian adult women are living with 
diabetes, with Indigenous Australians twice as likely  
to have diabetes as non-Indigenous Australians40. 

One of the most common complications 
associated with diabetes is diabetic 
retinopathy (DR); almost all those with type 
1 diabetes and more than 60% of those with 
type 2 diabetes are expected to develop some 
form of DR within 20 years of being diagnosed 
with diabetes41. 

According to Australia’s National 
Health and Medical Research 
Council (NHMRC), between 25% 
and 44% of people with diabetes 
will have some form of DR, with 
an overall DR prevalence of 40% 
estimated in older groups40. 

The 2002 Australian Diabetes, Obesity and 
Lifestyle Study showed that, of the people 
with diabetes, 19.3% had non-proliferative 
diabetic retinopathy (NPDR), 2.1% had 
proliferative retinopathy (PR), and 3.3% 
had diabetic macular oedema (DMO)42. The 
BMES found 32.4% of people aged 49 and 
over with diabetes had DR and 4.3% had 
DMO41, while the MVIP also showed 29.1% 
of Australians over the age of 40 with self-
reported diabetes had DR – 16.7% had mild 
NDPR, 6.8% had moderate NDPR, 0.5% had 
severe NDPR, 4.2% had PR and 5.6% had 
clinically significant DMO41,43.

Indigenous Australians are particularly at 
risk as they are at least four times more likely 
than non-Indigenous Australians to develop 
diabetes, and may have limited access to 
eye health care in remote communities41. 
Clinically significant DMO has been found 
to be present in Indigenous Australians in 
earlier stages of diabetes compared with 
non-Indigenous Australians, highlighting 
an even greater need for early intervention 
in this demographic. In the National Eye 
Health Survey conducted in Australia in 
2016, it was found that as many as 20% of 
cases of bilateral blindness in Indigenous 
people over the age of 40 was due to DR5.

The prevalence of DR has shown variance 
across ethnic groups in New Zealand as 
well. Diabetes is estimated to be around 
three times more prevalent in the Māori 
and Pacific populations than other New 
Zealanders, with a 2007 study showing 
the prevalence of moderate to severe 
retinopathy to be 4% of the European 
type 2 diabetic population compared with 
12.9% and 15.8% in the Māori and Pacific 
populations8. In both Australia and New 
Zealand, approximately 2% of vision loss in 
adults aged 40 years or over is due to DR4,8.

There are usually no early symptoms of 
DR, but once vision loss has occurred, 
the eye disease can have a significant 
impact on quality of life. Advanced DR has 
been associated with depression, loss of 
confidence and anger41. People with DMO in 
particular may find tasks that require acute 
central vision such as reading and seeing 
faces extremely challenging44. DMO has also 
been found to affect a patient’s capacity to 
work while additionally placing an emotional 
burden on a patient’s family and carers. 

Early detection of DR and 
treatment can prevent up to 
98% of severe vision loss1, but 
if left untreated, DR can lead to 
irreversible blindness.  
 
DR is the leading cause of 
blindness in working-age 
Australians44.

The NHMRC recommends that non-
Indigenous Australians with diabetes 
have their eyes checked for DR at 
least once every two years, and that 
Indigenous Australians have their 
eyes checked annually40. However, up 
to 50% of Australians with diabetes 
are failing to have an eye examination 
at the recommended frequency41. 

It is estimated more than 630,000 
Australians with diabetes are 
not accessing recommended eye 
checks for early detection of DR, 
with about 100,000 of those 
having a vision-threatening form 
of this disease16.

Failure to adhere to the recommended 
frequency of eye checks has been 
attributed to low rates of screening, 
predominantly due to lack of awareness of 
the link between diabetes and blindness 
and the importance of regular eye 
examinations, as well as poor coordination 
between healthcare professionals44. It 
has been suggested that vision loss and 
avoidable blindness as a result of DR could 
be reduced through the establishment 
of an eye screening program for people 
with diabetes and improved coordination 
between eye care providers (i.e. GPs 
and optometrists). Performing retinal 
examinations on every patient with 
diabetes that is not currently being 
screened could result in the detection of an 
additional 9,200 cases of DMO per year.

Increasing accessibility to OCT technology 
could also play a significant part in 
addressing this issue; the NHMRC states 
that “OCT provides an effective qualitative 
and quantitative method of examining 
the eye, particularly in detecting early 
macular thickening, and also in following 
progression or regression of macular 
oedema over the course of treatment”40,44.

25-44% 
of people with diabetes  
will have some form of 
diabetic retinopathy
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DIABETIC RETINOPATHY  
PATIENT OUTCOMES

Assuming that diabetes has a prevalence of 8% in the 
Australian population, as estimated by the NHMRC, and 
50% of people with diabetes are failing to receive an 
eye examination within the recommended timeframes, 
it follows that 4% of all patients being seen by an 
optometrist have diabetes, at least 25% of which would 
have some form of DR (i.e. 1% of patients). 

Chart 2.6, which is based on data-set of 6.3 million 
Specsavers’  patients in Australia, shows that Specsavers 
optometrists currently send diabetic eye reports to GPs for 
1.5% of all patients, which is in the range of DR prevalence 
in the population.  
 
Specsavers has been working to enhance awareness 
amongst its optometry workforce about the importance 
of multidisciplinary care. This includes encouraging 
optometrists to write an eye report to the patient’s GP 
when a patient with diabetes presents for an eye test 
by highlighting the report’s role in forming effective 
management plans and improving compliance. 

Australian Specsavers data suggests this education  
has had a positive impact, showing a 0.9% increase in  
the percentage of patients for whom a diabetes eye 
report was written in 2018 compared to the previous 
corresponding period.

Following on from the assumption that approximately 
2% of all patients have some form of DR, and based on 
the MVIP’s prevalence estimates of 4.2% and 5.6% for 
PR and clinically significant DMO in people with diabetes, 
respectively, it would be expected that at least 9.8% of 
patients with some form of DR would require a referral to 
an ophthalmologist – equivalent to approximately 0.2% of 
all patients currently seen by optometrists in a primary eye 
care setting.

Since 2017, Specsavers has been referring between 0.13% 
and 0.3% of patients with diabetes to ophthalmic care for 
DR, as shown in Chart 2.7. This aligns with detection and 
referral of high-risk DR, but may also suggest that there are 
more sight-threatening DR cases in the population than 
has previously been documented.

Based on 6.3 million patient journeys, Chart 2.8 represents 
the volume of patients referred for identified DMO and DR. 
Stores using OCT as part of the standard eye examination 
for all patients are detecting almost double the number of 
DMO cases in diabetic eye referrals than stores that do not, 
with a 10.4% increase in the percentage of diabetic eye 
referrals for patients who also have DMO. 

This suggests that the diagnostic sensitivity of OCT and 
the additional clinical information it provides increases an 
optometrist’s ability to confidently diagnose DMO compared 
to the use of retinal photography or direct observation.

50% 
 of people with diabetes fail to 

receive an eye examination within 
the recommended timeframes

Chart 2.6 Diabetes GP eye reports as a percentage of  
all patients
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Chart 2.7 Diabetic eye referrals as a percentage of patients
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Chart 2.8  Percentage of diabetic eye referrals with  
macular oedema identified
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CASE STUDY: MICHELLE’S STORY

When Michelle, 60, visited her optometrist 
for a routine eye test three years ago she 
explained that she had been experiencing 
some blurriness in her left eye for quite 
some time, but it had gone by the time 
she had her appointment with the 
optometrist. After dilation and field 
tests, her optometrist detected diabetic 
papillitis. Her test results showed a swollen 
optic disc with blurred disc margins and 
haemorrhages in the right eye.

As someone living with Type 2 Diabetes, 
Michelle was unaware that it could have so 
much effect on her vision. “I was diagnosed 
with Type 2 Diabetes some time ago, and 
what I didn’t realise was that I hadn’t been 
taking it as seriously as I should have.”

Michelle’s optometrist urgently referred her 
to an ophthalmologist with concerns about 
the swollen optic nerve and amount of 
haemorrhages in her left eye. Blood tests, 
duplex and an MRI revealed that the health 

of her left eye was being impacted from a 
lack of control over her diabetes. 

“I was a little disappointed, knowing that 
I hadn’t been looking after myself and it 
was taking its toll. But, I looked at it as an 
opportunity to change my life for the better.”

Michelle worked with her GP to address her 
diet, lifestyle and blood sugar levels and 
after months of learning new habits and 
forgetting old ones, Michelle saw positive 
changes. The haemorrhages resolved and 
her vision improved to 6/9. While the vision 
in her left eye hasn’t returned completely 
to what it was previously, and she still 
experiences some blurred vision, Michelle 
has been able to keep her driver’s licence 
and live a normal life.

“The difference in my sight from that first 
appointment to now is all the motivation I 
need to continue living a healthier lifestyle. 
Nowadays, my health is everything to me.”

OPPORTUNITY 
FOR CHANGE

While the 2018 Australian data shows 
that Specsavers is referring an increased 
number of people with diabetes for 
ophthalmological assessment compared 
to the previous year, by improving patient 
access to OCT technology, benchmarking 
and inter-disciplinary guidelines, this 
number is expected to increase significantly 
in 2019 following the development of 
the national diabetes eye screening 
program, to which Specsavers has 
committed $5 million over five years 
as the founding optometric partner. 

The program, which will address the 
50% of people with diabetes who are not 
getting their eyes checked and are at risk 
of sight-threatening changes, is currently 
supported by government and key eye 
health stakeholders. However, further 
funding from, and collaboration with, eye 
care professionals and service providers 
across the industry could help expedite 
the project’s implementation and result in 
a more widely adopted and fit-for-purpose 
program. New Zealand would also benefit 
from the development of a similar initiative.

Data from Specsavers’ OCT rollout supports 
published literature that indicates access 
to OCT technology is highly effective in 
improving detection and diagnosis of DR, 
among other eye diseases. Early results 
also show that use of the OCT to screen 
every patient as part of their eye exam, as 
opposed to using it only upon indication, has 
an impact on early detection; an important 
component of improving patient health 
outcomes. This reinforces the notion that 
increasing accessibility to OCT technology 
could alleviate the toll on healthcare 
systems by ensuring early detection of 
sight-threatening eye conditions and 
subsequently decreasing the prevalence of 
vision loss and blindness resulting from DR.

Specsavers’ early data provides a 
snapshot of the referral patterns and GP 
communication for patients with diabetes 
currently presenting to optometry – data 
that has not previously been available. 

Aggregation of additional data over time 
could help inform a multidisciplinary 
eye care model that optometrists and 
GPs could jointly utilise to ensure more 
people with diabetes are having their 
eyes checked on a regular basis, and that 

those who have been diagnosed with 
DR are being managed appropriately. 

The detection of DR by 
optometrists also presents an 
excellent opportunity to reduce 
both morbidity and mortality 
related to diabetes. 

Recent studies have demonstrated a strong 
relationship between DR and diabetic kidney 
disease (which, in itself, is an independent risk 
factor for premature cardiac death). Up to two-
thirds of those with DR will concurrently suffer 
diabetic kidney disease, and the existence 
of DR serves as a powerful predictor of the 
progression of renal damage in patients with 
diabetes45. Therefore, in communicating the 
detection of DR to GPs, optometrists add value 
to the patient’s management, particularly 
modifications in lifestyle and medical therapy 
that is geared to tighter glycaemic control.  

Specsavers is currently in 
the process of investigating 
opportunities to work more 
effectively with GPs for better 
patient outcomes. 
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CATARACT

Cataract develops due to gradual compaction of lens 
fibres, causing cloudy or blurry vision over time. Most 
cataracts occur as part of the natural ageing process, 
but factors such as systemic health issues, trauma, 
certain medications, and high exposure to UV light 
can cause acceleration of cataract or development  
of cataract in younger patients. 

Cataract often causes glare issues, 
ghosting and reduction in visual acuity. 
Without any intervention, cataract 
can progress to cause blindness.

Cataract is a relatively rare cause 
of vision loss in those under 50, 
but prevalence increases from 
approximately 0.1% in the 60-
69 age group to 15.2% in the 
population aged over 904.

The National Eye Health Survey conducted 
in 2016 showed that cataract was the 
second most common cause of vision loss in 
Indigenous (aged 40 and over) and non-
Indigenous Australians (aged 50 and over) 
at a prevalence of 20.22% and 13.93% 
respectively5. It was estimated that in 
2009, approximately 15% of vision loss in 
Australians aged 40 and over was caused by 
cataract, with cataract also being the third 
most common cause of blindness in this 
age group (12%)4. Furthermore, at the time, 
approximately 84,960 Australians were 
estimated to have vision loss from cataract, 

and of these, 7,700 were blind. It is projected 
that by 2020, nearly 126,400 Australians will 
have cataract-related vision loss and 11,350 
will have cataract-related blindness4.

In the corresponding New Zealand 
demographic, 13% of vision loss and 11% of 
blindness was attributed to cataract8. It was 
estimated that in 2009, approximately 15,642 
New Zealanders had vision loss from cataract, 
with 1,390 blind as a result of the eye disease. 
By 2020, nearly 22,800 New Zealanders are 
projected to have cataract-related vision loss, 
with approximately 2,000 projected to have 
cataract-related blindness8.

More recently, Medibank reported that 
743,000 Australians aged 18 and over 
are currently affected by cataract and the 
incidence is increasing, with approximately 
139,000 more Australians living with the 
condition now than in 2010-1146.

In some cases of early-stage cataract, vision 
can be improved through advice about 
appropriate lighting, ways to minimise the 
effects of glare on vision and/or through 
prescription spectacles. More advanced 
cases may require surgery to return visual 
acuity to pre-cataract levels. 

In Australia, cataract surgery is a well-
established and effective intervention in 
the prevention of blindness and low vision, 
leading to improved levels of visual acuity 
and/or functioning in 80-95% of patients1. 
As cataract is usually diagnosed through 
assessment of visual acuity, optometrists 
play a significant role in referring patients to 
ophthalmology for timely treatment.

15% 
of vision loss in  

Australians aged 40  
and over was caused  

by cataract
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CATARACT PATIENT OUTCOMES

Specsavers’ integration of Oculo into its patient 
management system, as well as its investment into IT 
systems that allow for data analysis and tracking, has 
enabled Specsavers to identify the number of patients 
being referred for cataract. 

Chart 2.9, which is based on data from 6.3 million 
Specsavers’ patients in Australia and applicable referrals 
sent through Oculo, shows that approximately 1.5% of 
patients in the 60-69 age group are being referred for 
cataract, which is considerably higher than the incidence 
distribution previously reported in published literature4. 

The data also shows that almost 3% of patients in the 
90-99 age group are referred compared to the 15.2% 
prevalence reported. Specsavers’ data represents the 
number of people presenting to primary eye care, which 
may not necessarily encompass the entire cohort of 
people affected by cataract in the older age groups.  
This data also represents patients who have been 
referred for cataract, which may not include those in 
older age groups who, for various reasons, may not be 
suitable candidates for cataract surgery. 
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CASE STUDY: JUDY’S STORY  

At her latest routine eye examination, 84-year-old Judy 
mentioned that she had noticed a decline in her vision 
over the preceding few months. Her last eye examination 
was in 2014 at which time she was diagnosed with 
polymyalgia, which was being treated with steroids. 

Upon examination, Judy’s optometrist saw signs of 
bilateral cataract and referred her to an ophthalmologist 
for further assessment. The ophthalmologist confirmed 
the diagnosis and told Judy she needed cataract surgery 
on both eyes to preserve her sight.

Her IOP pressures were 14mmHg OU. Her best corrected 
vision had fallen significantly from OD 6/7.5-1 OS 6/6-1 in 
2014 to OD 6/24-2 OS 6/15-1. Examination of her anterior 
and posterior eye revealed mild superior lid ptosis OU. 
Visually significant nuclear sclerotic and anterior cortical 
cataract OU with a healthy posterior pole.

“My brothers both had cataracts too, so I wasn’t too 
surprised when they told me I did. What I was surprised 
about though, was my left eye as I didn’t have any 
symptoms. I couldn’t believe that I needed surgery on 
that one too.” 

Judy had both eyes 
operated on just 
a week apart. The 
surgery restored the 
vision of her right 
eye so it was optimal for distance and her left eye so that 
she could read again. At the time, Judy was a little worried 
about adjusting to the new arrangement.

“I thought I’d have trouble with two eyes seeing 
differently, but I spoke to my daughter and she 
said that it was a really common thing – especially 
for people that wear contact lenses.”

Both surgeries were successful and Judy noticed an 
immediate change to the quality of her vision.

“I went to the hospital for day surgery and I was home 
by the afternoon. By night time I was doing something 
I hadn’t done in many years, reading the newspaper 
without my glasses. I couldn’t have continued the way I 
was going and I’m so glad I went ahead with the surgery. It 
was nothing to be scared off, it wasn’t long or painful and 
it was definitely worth it.”

OPPORTUNITY FOR CHANGE

It is important that high-quality eye care be made accessible to as many Australians and New Zealanders as 
possible, both in terms of cost and geographic location, to ensure that optometrists are given the chance to 
identify and refer cataract patients at a time appropriate for effective intervention. 

Chart 2.9 Cataract referrals as a percentage of patients

55



REFRACTIVE ERROR

Despite the fact that refractive error (RE) is one 
of the most readily treatable causes of vision 
impairment, due to the high proportion of cases 
that can be corrected with prescription glasses, 
contact lenses and/or refractive surgery, it 
remains one of the leading causes of vision loss 
in developed nations47,76.

Australia and New Zealand are no exception; uncorrected refractive 
error (excluding presbyopia) is the most common cause of vision 
loss in Australians and New Zealanders aged 40 and over, with a 
prevalence of 59% and 55%, respectively4,8. It also accounts for 3% 
of blindness in Australians aged 40 and over and in New Zealanders 
aged 50 and over. The most recent Australian population-based 
study, conducted in 2016, estimated that uncorrected refractive 
error was the cause of 63.39% and 61.69% of bilateral vision loss 
in Indigenous (aged 40 and over) and non-Indigenous (aged 50 and 
over) Australians, respectively5. 

The overall prevalence of uncorrected refractive error in Australia is 
estimated to be approximately 22% of the population aged 40 and 
over22. Prevalence increases with age from 0.5% in the 40 to 49-
year age group to 13% in the 80 to 89 year age group.

Refractive error can have both hereditary and environmental 
influences and usually begins to develop in childhood during eye 
development2. The main types of refractive error are myopia, 
hyperopia, astigmatism and presbyopia. While the former three 
types can present at any age, presbyopia, which is caused by a 

loss of accommodation due to the natural ageing process, usually 
only becomes symptomatic at 40 to 45 years of age4. Between 
the ages of 40 and 65, the ability to focus at near may continue 
to diminish as a result of presbyopia, after which time prescription 
requirements for focussed vision usually stabilise. Conversely, while 
hyperopia is the most common refractive error in children, it has an 
inverse correlation with age until adolescence48.

The BMES reported prevalence rates for refractive error subtypes 
in Australians aged 49-97 years of age as 15% for myopia and 57% 
for hyperopia49. The study found that myopia prevalence decreased 
with age, from 21% in people aged under 60 years to 10% in 
people aged 80 years and over. On the other hand, hyperopia was 
positively correlated with age, increasing from 36% in people 
aged under 60 years to 71% in people aged 80 years and over. 
Astigmatism was found to have a prevalence of 37% in this group50.

In addition to causing general discomfort and reduced concentration 
resulting from eye strain, tiredness and headaches, the blurred vision 
caused by the uncorrected refractive error can have a significant 
impact on quality of life and productivity4,2. Myopia is also associated 
with earlier development of cataract or glaucoma, and those with high 
myopia have a higher risk of AMD and structural weakness of the retina 
leading to retinal detachment compared to those with normal vision2.

By 2020, it is projected that uncorrected 
RE will account for 57% of vision loss in 
Australians aged 40 and over, with the cost 
to the health system anticipated to increase 
from $407 million in 2009 to $753 million4.

REFRACTIVE ERROR PATIENT OUTCOMES

Specsavers’ data on refractive error, as depicted in Chart 2.10, is 
based on prescriptions from 8.7 million patients. The data shows 
the relative proportion of myopic, hyperopic, astigmatic and near 
addition prescriptions across age groups.

For people aged 50-99, an average of 34% of dispenses were for 
astigmatism, whereby the cylindrical power was higher than any other 
component of the prescription. This aligns closely with the BMES study 
which found astigmatism had a prevalence of 37% in older groups. 

The data also follows the BMES reported trends of decreased 
myopia prevalence and increased hyperopia prevalence in older 
groups compared to younger groups, respectively. For the 10 to 
39 age group, approximately 50% of optical dispenses were for 
myopia. This reduced with age, with only 10% of optical dispenses 
for patients over the age of 60 being for myopia. For the 50 to 
79 age group, over 60% of optical dispenses were for hyperopia 
compared to the 20 to 39 age group, where on average 16.7% of 
optical dispenses were for hyperopia. Reflecting the published 
literature, hyperopia was the most common optical dispense for 
patients in the 0 to 9 age group, subsequently decreasing in the 10 
to 19 age group. 

In agreement with the known relationship between presbyopia 
and age, 10% to 16% of patients aged under 40 were dispensed a 
near addition (ie. a prescription for reading), with the prevalence 
of dispensed near additions increasing dramatically for those aged 
over 40 years (54% on average).

Chart 2.10 Refractive error based on dispensed prescriptions 

0
0.1

0.2
0.3
0.4
0.5
0.6
0.7
0.8
0.9

1

0-
9

10
 - 

19

20
 - 

29

30
 - 

39

40
 - 

49

50
 - 

59

60
 - 

69

70
 - 

79

80
 - 

89

90
 - 

99Pe
rc

en
ta

ge
 o

f P
at

ie
nt

s D
is

pe
ns

ed

Age Group
astigmatism hyperopia myopia near add

56



#1
Refractive Error  

is the number one cause  
of vision impairment in 

Australia and New Zealand

Chart 2.11, based on a sample of 8.7 million dispenses, shows that 
more than 75% of the 8.7 million dispenses depicted were for 
prescriptions between -2.50D and +2.50D (mild to moderate myopia). 
Approximately 5% were for myopic prescriptions over -3.00D, and 
1.5% were for myopic prescriptions over -5.00D. About 10.5% of 
dispenses were for hyperopic prescriptions over +3.00D. 

Chart 2.11 Distribution of dispensed prescriptions by lens power

0
0.02
0.04
0.06
0.08

0.1
0.12

10
 to

 9
.7

5
9 

to
 8

.7
5

8 
to

 7.
75

7 
to

 6
.7

5
6 

to
 5

.7
5

5 
to

 4
.7

5
4 

to
 3

.7
5

3 
to

 2
.7

5
2 

to
 1.

75
1 t

o 
0.

75
-0

.2
5 

to
 -0

.5
-1

.2
5 

to
 -1

.5
-2

.2
5 t

o 
-2

.5
-3

.2
5 

to
 -3

.5
-4

.2
5 

to
 -4

.5
-5

.2
5 t

o 
-5

.5
-6

.2
5 

to
 -6

.5
-7

.2
5 

to
 -7

.5
-8

.2
5 

to
 -8

.5
-9

.2
5 

to
 -9

.5

Pe
rc

en
ta

ge
 o

f D
Is

pe
ns

ed
 

Pr
es

cr
ip

tio
ns

Lens Power

Chart 2.12 Distribution of lens power of contact lens prescriptions
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Chart 2.12, which is based on approximately 600,000 contact lens 
prescriptions, shows a significantly higher contact lens penetration for 
myopic patients compared to hyperopic patients. 

This could represent increased ‘value’ in contact lenses for people with 
myopia for a number of reasons: 

• As they tend to be younger, they are less likely to have dry eye or 
anterior eye complications relating to contact lens wear

• Younger patients are more likely to opt for contact lenses for 
aesthetic reasons

• People with myopia receive optimal visual and functional outcomes 
with contact lenses for a wide array of daily activities compared to 
many mild to moderate hyperopic patients who may not experience 
a large difference in vision with contact lenses.

Another possible reason for these findings are the fact that a large 
proportion of hyperopic patients are aged over 40 and may therefore 
require more specialised contact lenses such as multifocal contact 
lenses. These types of contact lenses are more expensive, which may 
pose a barrier to uptake. 

OPPORTUNITY FOR CHANGE

Although there have been many advancements in contact lens 
manufacture over the years, Specsavers’ data suggests there may be an 
opportunity to make contact lenses more appealing to a broader range 
of patients by targeting technology advancements towards hyperopes 
to ensure they are receiving the same value from contact lenses as their 
myopic counterparts.
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CHILDREN’S  
EYE HEALTH
Vision plays an essential role in 
a child’s education, social and 
physical development. Children 
learn from their environment by 
watching others and through 
interactive participation. 

In fact, about 80% of learning takes place through the visual 
system51. Vision is responsible for providing feedback about the 
world and is the unifying sense allowing children to integrate their 
sensory experiences.

With as many as one in four children having an 
undiagnosed eye condition, children’s eye health is 
an important and growing issue in both Australia and 
New Zealand. 

The challenge with children’s eye health is that vision loss in 
children may arise from a disorder itself, or from disruption 
of the normal visual and neurological developmental 
processes, or a combination of both52. Early detection and 
intervention is very important to minimise the impact of 
an eye condition on a child’s developing visual system.

Undiagnosed eye conditions can severely impair a child’s education 
and wellbeing. If left uncorrected, an eye condition can lead to 
either unilateral or bilateral vision loss or even blindness, and can 
have a lasting impact on the child’s life. 

Undiagnosed eye conditions stemming from childhood can have 
negative long-term effects in adult life, including poor education and 
social difficulties. Deloitte Access Economics found that a 17-year 
old living in Australia in 2016 with a vision impairment could expect 
to receive $53,916 less in earnings than a person with clear vision52. 
Other studies have shown that children with uncorrected refractive 
error showed lower scores on achievement tests, while children 
suffering from amblyopia were slower to read than those without52. 

The Australian Bureau of Statistics reports that 
refractive error (RE) accounts for three of the top 
ten most common long-term health conditions 
in children under the age of 15: hyperopia (3rd), 
myopia (4th) and astigmatism (10th)52.

80%  
of learning takes 
place through the 

visual system
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OPTOMETRIC SERVICES
In Australia, an analysis of Medicare claims processed over the last 10 years revealed the total volume of children’s consultations, across all 
optometric service item numbers, has increased by 50% over the past 10 years with an average increase in consultations of 5% per year. 

The volume of optometric consultations by year over the past 10 years is presented in Chart 3.1. Optometrists conducted 895,000 
consultations with children in FY18, representing just 21% of all children in Australia 0-14 years. Comprehensive initial consultations 
(10910) account for 42% of all children’s consultations followed by subsequent consultations (10918) at 32%. 

Chart 3.1  Children’s Optometric consultations by year 

0
100000

200000
300000
400000
500000
600000
700000
800000
900000

1000000

FY09
FY10 FY11

FY12
FY13

FY14
FY15

FY16
FY17

FY18

Chart 3.2  Children’s Vision Assessments by year
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Furthermore, the number of children’s vision assessment 
(item 10943), which is an additional test to confirm diagnosis 
of, or establish a treatment regime for, a significant 
binocular or accommodative dysfunction has increased 
250% over the past 10 years, growing at an average of 
15% per annum as detailed in Chart 3.2. Optometrists 
performed 115,000 children’s vision assessments in FY18.

Based on Specsavers’ clinical data from the year ending 30 June 
2018, 40% of children in Australia who had an initial comprehensive 
consultation (10910) required a prescription to correct a refractive error. 
In New Zealand, the percentage of children who required a prescription 
was a lot higher at more than 75%. This is likely due to more parents in 
Australia taking their child for a routine eye test without them necessarily 
being concerned there is an issue with their vision, while in New Zealand 
more parents are likely to take their child to visit the optometrist when 
they are specifically concerned about their child’s vision. 

Starting school 
is the biggest trigger for 

parents to take their  
child for an eye test

60



Of parents who said they had never taken their child for an 
eye test, almost half (48% in Australia and 44% in New 
Zealand) didn’t think there was anything wrong with their 
child’s eyes, over a third (38% in Australia and 37% in 
New Zealand) admitted they’ve never really thought about 
getting their child’s eyes tested and a 31% believed their 
child was too young. Time and cost were not indicated as 
barriers in either country for children getting their eyes 
tested regularly.

Unsurprisingly, parents are not prioritising their children’s 
eye health. They are more likely to take their children for 
regular medical (67% in Australia and 91% in New Zealand) 
and dental (46% in Australia and 86% in New Zealand) 
appointments, yet only 27% of Australian parents and 36% of 
New Zealand parents prioritise regular visits to an optometrist. 

Starting school is the biggest trigger for parents to take 
their child for an eye test followed by noticing symptoms of 
potential sight problems. 

54% of Australian and 34% of New Zealand 
parents that have taken their child for an eye 
test thought it was important to have their 
child’s eyes checked before they started school.

12% of Australian and 22% of New Zealand parents said 
they took their child to see an optometrist when they 
noticed their child was struggling with their reading/falling 
behind at school.

While most of children’s eye tests in Australia and New 
Zealand are conducted by an optometrist (59%), some 
parents reported that their child’s eye test was done by a 
doctor or other healthcare professional (18%), while others 
said it was part of a before school or in-school eye sight 
check (15%) or by a specialist/ophthalmologist (8%).

THE NATIONS’  
RELATIONSHIP WITH  
CHILDREN’S EYE HEALTH

Specsavers commissioned YouGov Galaxy in 
Australia and Research New Zealand to carry 
out online surveys which revealed that as 
many as 32% of Australian children and 58% 
of New Zealand children have never had an 
eye test, despite the industry recommendation 
being a child’s first eye test should take place 
around the age of 3-4 and then every two 
years as they progress through school. 

As many as

1 in 4 
children have 

an undiagnosed 
eye condition

58%
of New Zealand 

children have never 
had an eye test

38%
of Australians parents 

admit they’ve never 
really thought about 
having their child’s 

eyes checked

1 in 6
children wear 

glasses or contact 
lenses to correct 
a vision problem
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CASE STUDY: AMANI’S STORY 

When Amani was two and a half years old she started 
having daily headaches, became lethargic and began 
vomiting frequently. Her condition spiralled quickly and 
after 7 weeks of complaining and finding it hard to keep 
her balance, her mum Jemma knew that the doctors’ 
diagnosis of a virus without fever was not what was 
wrong with her daughter.

“I asked the doctors to scan her head but she didn’t meet 
the criteria for a CT scan - the doctors were concerned 
with Amani being so young.”

Jemma decided to book Amani in for an eye test.

“My husband and I were talking about what we 
should do next and we spoke about how he’s always 
had terrible eyesight so perhaps we should get 
Amani’s eyes tested. When the optometrist asked 
me if Amani was complaining of headaches or 
vomiting I got butterflies in my stomach. I thought, 
finally – somebody is giving me something.”

Through the eye examination, the optometrist identified 
immense pressure build up behind Amani’s eyes and 
quickly arranged an appointment with a paediatric 
ophthalmologist the next day. The ophthalmologist 
confirmed that pressure was causing significant swelling 
of the left optic nerve and sent Jemma and Amani straight 
to the hospital for a brain scan.

“The clinic was 
closing, so the 
ophthalmologist 
provided me 
with a letter for 
the emergency 
room and Amani was seen straight away. Due to 
her age, the doctors wanted to do an MRI in the 
morning rather than a CT scan but when they 
measured the circumference of her head, they 
found it was double what it should be so they went 
straight ahead with the CT scan that evening.”

The CT scan revealed that Amani had a 5cm tumour that 
was blocking the flow of cerebrospinal fluid. Amani was 
scheduled for surgery first thing the next day and by the 
afternoon, Jemma and her husband were informed that 
the surgeons had successfully removed the tumour and 
the biopsy results showed that it was benign. 

Nearly a year on, Amani has made a full recovery, 
and doctors expect that she will have no long-term 
implications from the tumour.

“I’m so thankful that I took Amani to the 
optometrist that day – I get emotional 
thinking about it. If I hadn’t have gone, our 
lives would be completely different.”

AFTER EIGHT  
IS TOO LATE

Children’s eyes develop rapidly within the first few years of life, 
with the visual system reaching adult configuration around 
the age of eight years52. There are several critical periods (3-9 
months and 2-4 years) within the eight years when even minor 
interruptions can have severe effects on long-term vision52. If 
clear images are not received consistently in the first eight years 
from each eye then normal visual development is prevented, 
usually resulting in permanent, untreatable vision loss.

If a child has their first eye test after the age of eight, it may 
be too late as many issues uncovered after this time are often 
untreatable in later stages of life which is why early detection of 
childhood eye conditions before a child is eight years old is critical. 
Before the age of eight there is an opportunity to correct or treat 
conditions such as myopia and amblyopia, before they get worse 
or develop into more serious and permanent conditions. 

As a child’s developing visual system is highly vulnerable, regular 
eye tests during these years are crucial for detecting any eye 
health abnormalities. Just as importantly, any eye conditions that 
are detected in a child need to be treated in a timely manner in 
an effort to prevent permanent vision loss from occurring. It is 
important that treatment regimens are adhered to and managed 
in parallel with the developing visual system52. 
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PREVALENCE OF 
CHILDREN’S EYE 
CONDITIONS
The prevalence of eye conditions and diseases among 
children in Australia and New Zealand is not known with 
certainty because many, mostly refractive errors, go 
undiagnosed and many of the ocular conditions that may 
cause vision loss in children have low prevalence.

However, prevalence estimates for eye conditions 
in Australian children suggest rates of about 2% for 
amblyopia, up to 7.3% for strabismus, and between 1% and 
14.7% for refractive error53.

Based on self-reported data from the Australian Bureau of 
Statistics (ABS) 2014–15 National Health Survey (ABS 2015), 
10% of Australian children reported having a long-term 
vision disorder, with the main conditions being myopia (4%) 
and hyperopia (4%)54.

10% 
of Australian children 

reported having a 
long-term vision 

disorder
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CHILDREN’S EYE CONDITIONS  
AND THE MYOPIA EPIDEMIC

The main eye conditions that 
affect children in Australia and 
New Zealand are:

• Refractive error
• Amblyopia
• Strabismus

In addition, a small proportion of vision loss 
in children is from currently untreatable 
conditions which are predominantly rare 
diseases including congenital cataract, 
childhood glaucoma and retinal dystrophies52.

Refractive Error

Most eye conditions, and visual 
impairment, affecting children are caused 
by refractive errors, which can be easily 
treated with prescription glasses. There 
are three main types of refractive errors 
affecting children - myopia, hyperopia 
or hypermetropia and astigmatism. 

In the 2004–05 National Health Survey 
approximately 16% of children aged 10–14 
years were reported to wear prescription 
glasses or contact lenses to correct a 
refractive error54.

Amblyopia

Around one in 50 children will develop 
amblyopia53, an acquired vision defect caused 
by an abnormal visual experience during a 
sensitive period of visual development. A 
decrease in visual acuity is caused by pattern 
deprivation or abnormal binocular interaction. 
While amblyopia is reversible if detected and 
treated early, if left untreated it will lead to 
permanent vision loss, the degree of which 
can range from mild to severe. Prescription 
glasses can be used to correct the vision in the 
weaker eye, but if the eye doesn’t respond, a 
patch can be worn over the good eye for part 
of the day to force the weaker eye to work. 
Treatment is usually effective, but may take 
some time to produce results.

Strabismus

Around one in 20 children will develop 
strabismus53, otherwise known as squint 
or heterotropia. Strabismus involves a 
misalignment of the eyes that can result 
from a condition that affects the extraocular 
muscles or the centres of the brain that 
control eye movement. Children can be born 
with strabismus or develop it later in life 
as a result of uncorrected refractive error, 
trauma, or other diseases such as raised 
intracranial pressure or tumours. 

Strabismus can cause blurred vision, double 
vision and lead to amblyopia as the brain 
tries to compensate by suppressing or 
blocking out the strabismic eye which stops 
visual development in that eye. As with 
amblyopia, early detection and treatment 
are imperative for long-term visual 
outcomes. Strabismus can be treated with 
prescription glasses and eye exercises. If 
these don’t work, surgery may be needed to 
move the muscles that control the eye.

THE MYOPIA EPIDEMIC

It is undeniable that the prevalence of 
myopia is increasing worldwide. In some 
parts of Asia myopia is reaching epidemic 
levels with over 70% of teens and young 
adults being myopic55. In Australia, while 
the number of myopic young people is 
increasing, with prevalence currently 
between 11.5% - 31%, it remains 
significantly lower than other parts of the 
Asia Pacific region56. 

Concerningly, in addition to 
rising prevalence, the magnitude 
of myopia is also on the rise, 
resulting in an increase in the 
number of individuals reaching 
high myopia (-5.00 D or more)56 
and the associated risk of vision 
loss from pathologic conditions 
associated with high myopia 
including retinal damage, 
cataract and glaucoma57.

Rapid changes in the prevalence of myopia 
over the past decades suggests that 

environmental factors may be playing a role 
in the increased incidence of myopia. Three 
key risk factors remain consistently linked 
to myopia: education, near work and time 
spent outdoors55.  
 
Multiple studies have shown a decrease 
in incident myopia with more time spent 
outdoors. When children spend sufficient 
time engaging in activities outdoors (45-
120 minutes every day), the risk of myopia 
reduces by up to 50%, even with myopic 
parents and high levels of near work58,56. 

A recent concern is that children are 
spending an increased amount of time 
on screens. While both the Australian 
and New Zealand government have 
guidelines for parents recommending 
they exercise common sense and restrict 
the use of electronic devices to no longer 
than two hours a day, RANZCO notes 
that there is no hard evidence to support 
adverse effects in children’s eyesight 
with excessive use of screens59. 

Evidence-based interventions aimed at 
reducing the burden of myopia are two-fold, 
preventing or delaying the onset of myopia 
and controlling myopia. In terms of preventing 
or delaying the onset of myopia, a simple 
environmental approach is recommended 
whereby children spend an adequate amount 
of time outdoors while staying protected 
from UV light exposure and reducing the 
amount of time they spend on intensive early 
schooling. In terms of controlling myopia, 
of the treatments available to slow the 
progression of myopia, low dose atropine 
appears to be the most promising55. 

Research in Australia and New Zealand 
is, however, needed to understand the 
magnitude of the problem locally.

1 in 20  
children will develop 

strabismus 

1 in 50  
will develop amblyopia
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CHILDREN’S EYE  
SCREENING PROGRAMS

The importance of detecting eye conditions in children 
in a timely manner is universally agreed because many 
common eye conditions can be treated or managed 
effectively once identified. 

Children’s eye screening programs aim to 
detect common vision and eye conditions 
that affect young children, either just 
before they start school or in the first years 
of school, through valid and reliable tests. 
However, the cost and effectiveness of 
children’s eye screenings, the nature of 
the tests included in the screening and the 
ideal screening age have been the cause of 
much debate in Australia and worldwide60.  

The National Children’s Vision Screening 
Project conducted in 2009 by the Centre 
for Community and Child Health on 
behalf of the Commonwealth of Australia 
concluded that a universal screening 
program for all Australian children in the 
year prior to school entry is ideal. Such 
a program, which would see screening 
and treatment being co-managed, 
would optimise treatment outcomes and 
maximise compliance with treatment61.

Currently in Australia, there are various 
forms of screening programs operating 
within the different states and territories. 
While some offer universal screening of 
all children prior to or following school 
entry, others only offer targeted screening 
for at-risk children61. There is also little 
coordination between the different states 
and territories and each have separate 
Health Department guidelines60. 

Unfortunately, there appears to be little 
consistency in terms of how and when 
vision screenings are conducted, the 
tools and procedures that are used, the 
personnel who conduct the screenings 
and the referral pathways used to follow up 
screening results62. 

The various programs currently in place 
across Australia include:

The Healthy Kids Check is a Federal 
Government sponsored health screening 
program administered within general 
medical practices and child health and 
parenting services across Australia and 
targets four-year-old children. The vision 
assessment component nominally includes 
a general inspection of the external eyes, 
measurement of visual acuity (if age 
appropriate), and a brief history provided by 
a parent60. While it allows for referral to an 
optometrist in the event of concerns by the 
medical practitioner or nurse who administers 
the screening, it also relies on parental 
vigilance in ensuring children attend regular 
health checks, which are known to have 
variable participation rates53. 

In 2008 the NSW Government introduced the 
Statewide Eyesight Preschooler Screening 
(StEPS), a universal, evidence based, free 
vision screening program for all four-year-old 
children in the state. Local Health Districts 
target preschools and child care centres to 
offer all four-year-old children a free StEPS 
vision screening. The screening is designed to 
identify childhood vision problems early, prior 
to school entry, so that treatment outcomes 
can be maximised. In 2011 StEPS had a state-
wide screening rate of approximately 72%53. 

In 2017 the Victorian Government committed 
$480,000 over four years to a new Glasses 
for Kids program, which offers every prep to 
year 3 student at participating schools a free 
vision screen and, if required, a follow up full 
comprehensive eye test at an optometrist 
and a free pair of glasses. 

The program has initially targeted 30,000 
students from 250 schools in the most 
disadvantaged areas in the state. Nearly all 
initial vision screenings are conducted at the 
school by either optometry students under 
the supervision of an ophthalmologist or by a 
registered optometrist.

In 2016 the Queensland Government 
announced a new $14 million Primary School 
Nurse Health Readiness Program which 
included a vision screening for every prep 
student in government and non-government 
schools. The vision screening program 
has been progressively rolled out to all 
Queensland primary schools during 2017 
and 2018. The nurse conducts a two-stage 
screening process – visual acuity testing 
and the use of automated photoscreening 
equipment. If a child is identified through the 
screening program to have a vision concern, 
their parents are advised to consult with an 
eye health professional for a comprehensive 
assessment and treatment if required.

In Western Australia, all children are offered a 
health assessment as they start school. This 
usually occurs in kindergarten and is provided 
by the local Community Health Nurse and 
includes a vision check. If the screening 
test indicates there may be a problem, 
the Community Health Nurse will contact 
the parents of the child to discuss further 
assessment and possible referral.

In ACT, registered nurses conduct a 
Kindergarten Health Check at both 
ACT government and non-government 
schools which includes a vision check. The 
Kindergarten Health Check is in line with 
the Federal Government’s Healthy Kids 
Check program.

In New Zealand, The Ministry of Health funds 
free vision checks for all children as part of the 
Well Child Tamariki Ora programme, delivered 
through Plunket or another Well Child 
Tamariki Ora service. It includes rudimentary 
vision checks undertaken by a nurse between 
the age of four weeks and five years. At 
each visit the nurse checks that the child 
can see, hear and speak well. The last Well 
Child Tamariki Ora check is a B4 School Check 
at four years of age which includes a vision 
screening for amblyopia undertaken by a 
vision technician. Following this, children have 
their distance vision checked at school when 
they are 11 or 12. If the school screening picks 
up a vision problem, the parent is encouraged 
to book their child in for an eye test at either 
their local hospital or with a local optometrist 
or ophthalmologist. 

More research is required in order to 
determine an accessible and economical 
strategy that improves visual outcomes    
for children. 
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94%  
of current vision 

loss experienced by 
Indigenous Australians 

is treatable or 
preventable
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INDIGENOUS  
EYE HEALTH
ABORIGINAL AND TORRES STRAIT 
ISLANDER EYE HEALTH

For the purpose of this report, 
the term Indigenous is used 
to refer to all Aboriginal and 
Torres Strait Islander people.

Although Aboriginal and Torres Strait 
Islander children start life with much better 
vision than non-Indigenous Australians63, 
studies have found that once over the age 
of 40, Aboriginal and Torres Strait Islanders 
are three times more likely to suffer vison 
loss or blindness than non-Indigenous 
Australians5. With ongoing action from both 
the public and private sectors, this number 
has changed dramatically since 1977, when 
Indigenous Australians were 10 times more 
likely to go blind63. 

This disparity in eye health is due to a 
range of barriers facing Aboriginal and 
Torres Strait Islander people, which prevent 
access to high quality, affordable and 
culturally appropriate eye health services. 
These challenges predominantly revolve 
around cost, cultural safety, geography and 
transportation, timing and consistency of 
outreach visits, and awareness about eye 
care and what services are available.  

OPTOMETRIC SERVICES

In 2015-16, around 84,000 (12%) Indigenous 
Australians had an eye examination in the 
preceding 12 months64. The age-standardised 
proportion of Indigenous Australians who 
had an eye examination remained fairly 
stable between 2014-15 and 2015-16, but the 
proportion for non-Indigenous Australians 
increased resulting in a widening of the gap 
from 5.2% to 6.2%64.

PREVALENCE OF  
VISION LOSS

Presently, one in nine Indigenous Australians 
over the age of 40 suffers from vision loss 
or blindness64. As with non-Indigenous 
Australians, the prevalence of vision loss 
increases significantly with age. Indigenous 
Australians aged 50 to 59 years have almost 
twice the prevalence of bilateral vision loss 
than non-Indigenous Australians of the same 
age (8.23% vs 4.42%)5. This gap increases to 
a four-fold higher prevalence in those aged 60 
to 69 years (16.85% in Indigenous Australians 
vs 4.37% in non-Indigenous Australians). 
Furthermore, Indigenous Australians living 
in outer regional areas (21.59%) have the 
highest prevalence of vision loss compared to 
inner regional areas which have the lowest 
prevalence at 10.20%5. 

CAUSES OF VISION LOSS  
AND BLINDNESS

According to the National Eye Health Survey, 
94% of current vision loss experienced 
by Indigenous Australians is treatable or 
preventable5. The main causes of vision loss 
within Australia’s Indigenous population 
over the age of 40  are:

Refractive Error (63%)
Cataract (20%)
Diabetic Retinopathy (5.5%)64

Trachoma is also found in some remote 
Indigenous communities, with a prevalence of 
5.7% amongst five to nine year olds64.  
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Refractive Error

Despite being the most common 
risk to sight, Indigenous 
Australians have only a slightly 
higher prevalence rate of 
refractive error (63.39%) to non-
Indigenous Australians (61.69%)64. 
The key difference, however, is 
access to treatment64. 

While there are state subsidy schemes in place 
working to decrease the level of vision loss 
due to refractive error, by making glasses more 
accessible for Indigenous Australians, there 
is still a large gap between the estimated 
number of people requiring prescription 

glasses to correct a refractive error and the 
number of glasses being dispensed. 

In 2016-17, glasses were distributed 
through the various state spectacle 
schemes to 2,076 Indigenous people in 
Victoria (38 per 1000), 5,936 in Queensland 
(28 per 1000) and 5,506 in New South 
Wales (24 per 1000). Victoria was closest 
to reaching the estimated number of 
people needing glasses. From the launch 
of the schemes in 2010 until June 2016, the 
Victorian Scheme alone has supplied 11,000 
pairs of glasses to Indigenous people, 
delivering important improvements in eye 
health as a consequence64.

Chart 4.1  State spectacle schemes 
and estimated need for Indigenous 
Australians, 2016-17 

Source: Indigenous Eye Health Measures 2017

Cataract

The prevalence rate of cataract 
amongst Indigenous Australians 
is 20.22%, compared to 13.93% 
for non-Indigenous Australians5. 

Cataract can be treated with surgery by 
replacing the cloudy lens with a new, 
artificial one. While the rate of cataract 
surgeries on Indigenous Australians has 
increased 36% in the past 10 years64, 
cataract was still the leading cause of 
blindness for Indigenous Australians 
in 2016. In fact, in that same year only 
61.47% of Indigenous Australians 
had cataract surgeries, compared to 
88% of non-Indigenous Australians5. 
Furthermore, Indigenous Australians who 
required cataract surgery had a much 
longer waiting period, with an average of 
152 days compared to 93 days  
for non-Indigenous Australians64.

Diabetic Retinopathy

The difference in prevalence rates 
between Indigenous and non-Indigenous 
Australians is significant, with Indigenous 
Australians almost three times more 
likely to develop diabetic retinopathy 
(5.46% compared with 1.49% for 
non-Indigenous Australians)5.

It is widely recommended that patients 
with diabetes have their eyes tested 
annually to monitor for signs of diabetic 
retinopathy. However, according to 
Indigenous Eye Health Measures 2017, 
it was estimated that a third (37%) of 
Indigenous Australians with diabetes 
did not have their eyes tested in the 
previous year. This rate increased in 
very remote regions.

Trachoma

Trachoma is the most infectious cause of 
blindness in the world and Australia is the only 
developed country to still have it. Trachoma 
is a bacterial eye infection caused by the 
spreading of eye and nose secretions, common 
in communities with overcrowded housing and 
limited access to health hardware. 

While an individual trachoma infection 
can go unnoticed and display symptoms 
of a normal cold, repeated infections can 
lead to scarring that causes the margin of 
the eyelid to turn inwards, the eyelashes 
become inverted and rub on the cornea 
which can lead to irreversible blindness.

The World Health Organisation developed a 
four-pronged strategy to control trachoma, 
SAFE65:

1. Surgery for trichiasis (inward eyelashes 
that occur due to trachoma)

2. Antibiotics to reduce infection
3. Facial Cleanliness promotion to stop 

infection spreading
4. Environmental improvements in water 

and sanitisation

Trachoma was identified as a major 
problem for Indigenous Australians in the 
1970s which saw the development of The 
National Trachoma and Eye Health Program, 
funded by the Commonwealth Government 
and led by well-known ophthalmologist 
Fred Hollows. This, and other work since 
then has seen trachoma disappearing in 
some larger communities, however over 130 
communities in central Australia are still at 
risk of contracting trachoma.

Currently, the prevalence rate of trachoma 
is measured in five to nine year olds in 
at-risk communities. While the rate has 

decreased since 2009, it has remained 
steady in recent years at around 4.7%64.

According to the 2017 Roadmap 
to Close the Gap for Vision, 
there are currently 16 trachoma 
hotspots in Australia, compared 
to 54 in 2008; and the amount 
of Indigenous communities rid 
of trachoma has grown from 
27 in 2008 to 75 in 201663. 

Next steps will see the continuation of 
the implementing SAFE through trachoma 
elimination programs in at-risk communities 
as well as trachoma-mapping to ensure the 
infection is abolished.

The Australian Government, in collaboration 
with The World Health Organisation, is 
working to eliminate trachoma as a public 
health problem by the year 202065.  From 2017 
to 2020, $20.8 million in funding from the 
Australian Government has been committed 
to continue trachoma screening and treatment 
and invest in improvements of health hygiene 
and environmental health in affected areas66.

Chart 4.2 Prevalence of trachoma in at-risk 
Indigenous communities, 2009-2016

Source: Indigenous Eye Health Measures 2017
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MĀORI AND PACIFIC 
ISLAND EYE HEALTH

For the purposes of this paper, we use the term Pacific 
and Māori people to refer to those who have Pacific or 
Māori descent and who live in New Zealand. We use the 
word Pakeha to refer to those who live in New Zealand 
and have European descent.

Like Indigenous Australians, Pacific and 
Māori populations in New Zealand are 
more vulnerable to developing eye health 
conditions. Unfortunately, little research 
has been done recently to reasonably 

identify the state of eye health for 
these people, except for diabetic 
retinopathy because diabetes is 
considered a wider public health 
issue in New Zealand. 

PREVALENCE OF VISION LOSS

Clear Focus estimates that for all eye 
conditions excluding presbyopia, Māori 
have more than double the chance of 
experiencing vision loss from the age of 40 
compared to non-Māori8. This rate almost 
triples between the ages of 70 and 74. 

Total blindness due to eye 
conditions follows suit, with 1.57% 
of Māori going blind between the 
ages of 70 and 74, compared to 
0.65% of non-Māori8. 

For example, a common eye condition 
that leads to vision loss in New 
Zealand is cataract, with Māori 
people under the age of 75 more 
than twice as likely to experience 
vision loss due to it. By 2020, it is 
estimated that 1,407 Māori will have 
vision loss and 93 will have blindness 
caused by cataract8. The same trend 
follows with glaucoma and age-
related macular degeneration, where 
Māori have double the prevalence 
rate percentage than non-Māori.

CAUSES OF VISION LOSS  
AND BLINDNESS

The main causes of vision 
loss within Māori and Pacific 
populations are diabetic retinopathy, 
cataract, glaucoma, age-related 
macular degeneration, refractive 
error and presbyopia8. 

On top of that, in 2006, it was 
estimated that 12,100 Māori and 
3,600 Pacific Islanders were living 
with vision loss, yet only 7.7% of 
the Māori population visited an 
optometrist for an eye test8. 

Diabetic Retinopathy

Unfortunately, the prevalence of 
diabetes is especially high for Māori 
and Pacific populations in New 
Zealand, with 2.9% of Pakeha, 
8% of Māori and 10.1% of Pacific 
Islanders having the disease67. In 
line with the rest of the world, type 
two diabetes is the most common. 

This prevalence rate of diabetes 
is worsened by the lack of control 
over the disease which has led to 
the death rate of Māori and Pacific 
Islanders aged 45 to 64 being nine 
times more likely than Pakeha68.

On top of this, of the estimated 160,000 
people with diabetes in New Zealand, 
Pacific and Māori people are most likely 
to develop sight-threatening diabetic 
retinopathy and other morbidities69. 

As seen in Ngati Porou Hauora’s East 
Coast programme, Ngati and Healthy, 
work is being done in different Māori 
and Pacific communities, but the focus 
has been on preventing diabetes by 
encouraging healthy food and exercise 
and hasn’t included routine eye tests in 
its messaging70.

Clear Focus states that while 218 Māori 
with diabetes were diagnosed with 
vision loss due to diabetic retinopathy in 
2009, 353 were expected by 20208.
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MĀORI AND PACIFIC  
EYE HEALTH BARRIERS

While it is obvious there is a lot 
of work to be done, there are two 
fundamental underlying issues 
that need to be addressed for New 
Zealand to commence the long 
journey toward eradicating avoidable 
blindness within its Māori and Pacific 
populations.

Improving Affordability 
and Accessibility

Eye examinations for Māori and Pacific 
people aren’t covered or subsidised by the 
New Zealand Government. At a cost of $60 
at Specsavers or an average of $69.64 
across all providers, the cost of having an 
eye examination and potentially glasses or 
contact lenses is a real barrier for Māori and 
Pacific people. 

According to the 2013 Census, the median 
annual income for Māori men and women 
over 15 is $22,500, $6,000 less than the 
national median income of $28,50071. 
According to the Ministry of Health, the 
need for subsidised health care is so 
extreme that 19% of Pacific adults and 
10% of Pacific children haven’t picked up 
a prescription for required medicine in the 
past 12 months because of the cost67. 

Vision loss is estimated to cost the New 
Zealand economy more than $3 billion 
each year8 and with the number of those 
affected continuing to grow, preventative 
action needs to be undertaken. As there are 
cost effective treatment options for most 
eye conditions and diseases that prevent 
vision loss and blindness, early detection is 
paramount. Eye examinations conducted 
by community optometrists are capable of 
detecting early signs of eye diseases, as 
well as broader health issues, that can be 
treated and co-managed to minimise, or 
event prevent, vision loss.

As the only way to detect these diseases 
early, which often have no visible symptoms 
or early warning signs, is through routine 
eye testing, the New Zealand government 
may need to look at establishing a 
subsidised eye screening program to 
ensure this high-risk group is able to access 
adequate eye care services. 

Improving the Evidence Base

New Zealand is behind many 
other western countries when 
it comes to having high quality 
health data and research. To 
put this into context, in 2012, 
Australia spent 3.4 times more 
on health research, the United 
Kingdom 4.5 times and the 
United States 9.7 times more72.

Clear Focus  states that a lack of 
internationally regarded ophthalmological 
surveys for New Zealand means that the 
only way of accurately measuring New 
Zealand’s state of eye health is by using 
large scale Australian surveys as a basis 
and adjusting for higher rates of vision loss 
among the Māori population according to 
the 2006 New Zealand Disability Survey8.

The New Zealand Health Research Strategy 
Public Discussion Document (2016)  stated 
limited funding for health research means 
that there are significant gaps in our 
knowledge and therefore hinders the 
country’s ability to develop policy and make 
effective changes to support these people73. 

In New Zealand, there is a real need for 
high quality research and data collection 
systems to help inform and underpin policy 
and practice. High quality data and research 
can help guide priorities within eye care 
delivery, evaluate eye care and generalist 
health services and programs, monitor 
quality improvement initiatives and inform 
consumers, communities and health care 
practitioners1. Furthermore, research 
dedicated to Māori and Pacific eye health is 
imperative because of disparities in health 
status and higher rates of eye disease than 
non-Māori.

Raising Public Awareness

Over 30% of New Zealanders aren’t aware 
that an eye test can detect chronic and 
systemic diseases69. Raising general public 
awareness about eye health among the 
Māori and Pacific Islander communities is a 
key first step towards reducing the risk of 
avoidable vison loss and blindness. 

It is important to develop targeted 
health awareness campaigns for 
Māori and Pacific Islanders to 
help them understand more about 
eye health, the risk factors for 
eye disease, the importance of 
healthy lifestyle choices and the 
prevention of chronic diseases, 
such as diabetes, that can lead to 
eye complications. 

If the information is presented in an 
engaging way that is aligned with the 
different relevant cultures represented, at-
risk populations are more likely to prioritise 
the health of their eyes by engaging in 
behaviours and habits that lead to good eye 
health74. These behaviours could include 
committing to routine eye tests, eating 
healthier foods, addressing smoking habits 
and managing chronic diseases like diabetes. 

30%
of New Zealanders  

aren’t aware that an  
eye test can detect chronic 

and systemic diseases
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SUPPORTING THE FRED  
HOLLOWS FOUNDATION

Specsavers is proud to support The Fred Hollows Foundation in 
Australia and The Fred Hollows Foundation New Zealand, which 
work to improve Aboriginal and Torres Strait Islander eye health, 
as well as that of our Pacific neighbours. 

Since 2013, Specsavers has donated a portion of the profits 
of each glasses sale to The Fred Hollows Foundation and 
The Fred Hollows Foundation New Zealand. Specsavers 
also raises money for The Foundation by selling limited 
edition glasses and holding various fundraising events 
throughout the year. On top of supporting The Foundations 
financially, Specsavers also donates optometry 
equipment and runs an outreach program that sees 
optometrists volunteering with specific projects. 

To date, more than $2.8million has been donated to The 
Fred Hollows Foundation and The Fred Hollows Foundation 
New Zealand to support the following two programs. 

“The support from our partners like 
Specsavers is invaluable. Through the 
generosity of their store owners, employees 
and customers they are helping to restore 
sight and change lives. It’s a great synergy 
between ophthalmology and optometry, a 
wonderful example of how businesses and 
employees can come together to deliver a 
huge social impact for those less fortunate.” 

Gabi Hollows, The Fred Hollows Foundation  
Founding Director.

THE MOBILE EYE CLINIC

Donations from Specsavers New Zealand have 
supported the running costs of The Fred Hollows 
Foundation New Zealand’s Mobile Eye Clinic in Fiji 
since the clinic launched in 2015. 

The Mobile Eye Clinic is a purpose-built clinic that 
was constructed in New Zealand and shipped to 
Fiji to provide life-changing cataract surgery and 
treatment to restore sight to the needlessly blind. 

Fiji has one of the largest populations in the Pacific 
and despite having one of the most developed 
economies in the Pacific, many Fijians still live in 
poverty. This, and the lack of accessibility to health 
care services, adds to the challenges that the country 
faces in providing quality health care to its people.  

The Fred Hollows Foundation NZ’s dedicated 
screening team works alongside the Mobile Eye 
Clinic, visiting smaller neighbouring villages to screen 
patients for eye problems, and refer them to the 
nearby Mobile Eye Clinic as needed.

The clinic can stay in a location longer than the 
dedicated screening team can, giving patients in 
remote areas better access to free high-quality eye 
care. The clinic is now a permanent service in Fiji. 

In 2017, the Mobile Eye Clinic 
completed 11,438 consultations, 
596 cataract surgeries and 
dispensed 7,250 pairs of glasses.

THE LIONS OUTBACK VISION VAN 

Donations from Specsavers Australia help fund a project 
that addresses the unique challenges of delivering 
quality specialist eye health care to regional, remote and 
Indigenous communities across Western Australia.

Specsavers, through The Fred Hollows Foundation, 
supports the workforce requirements of the Lions 
Outback Vision Van, a mobile eye health clinic that 
provides outreach optometry and ophthalmology 
care for people living in remote and rural Western 
Australia. In collaboration and partnership, the Lions 
Outback Vision Van project aims to further develop 
and build the capacity of local healthcare providers to 
deliver accessible, equitable, effective, and culturally 
appropriate eye healthcare. The vision van consists of 
three consulting rooms, filled with specialist equipment 
to address key conditions, such as cataract, trachoma, 
glaucoma, and diabetic retinopathy.

Outreach clinics can involve up to six staff, including an 
Optometrist, Ophthalmologist, Resident, an Ophthalmology 
Fellow, the vision van driver and a specialist health service 
provider, such as the Diabetic Retinopathy Screener or 
Aboriginal Eye Health Coordinator.

The Lions Outback Vision Van project currently provides 
specialist eye healthcare services throughout the 
Pilbara, Kimberley, Goldfields, Midwest and Great 
Southern regions of Western Australia. 

In 2017, the Lions Outback Vision Van 
performed more than 2,030 consultations 
throughout 19 communities. 
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$2.8m
donated to The Fred  
Hollows Foundation  

and The Fred Hollows 
Foundation New Zealand 

from from Specsavers 
Community Program 
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TRANSFORMING  
EYE HEALTH
During 2017-18, Specsavers Australia & New Zealand  
consolidated its eye care strategies into a single-minded mission: 
‘Transforming Eye Health’, which aims to support the National Eye 
Health Framework to reduce the incidence of avoidable vision loss 
and blindness in the region through a multi-faceted approach:

1
Raise public awareness in order to drive 
behaviour change and prevent vision loss 
from eye diseases through early detection.

2
Increase early detection by making vital 
diagnostic technology available to all 
patients and improving optometrists’  

 technical diagnostic capability.

3
Improve communication and collaboration 
between professions to effectively manage 
patient outcomes.

4
Improve the evidence base by capturing  
data, analysing it and sharing it across the 
profession.

Specsavers has already taken significant steps toward addressing 
these challenges and is in the process of implementing several new 
projects while continuing to build on the foundations of previously 
established eye care initiatives.

RAISING PUBLIC 
AWARENESS

The Australian Government’s National Eye Health Framework states 
that raising general public awareness about eye health is the first 
line of defence in reducing the risk of avoidable blindness and vision 
loss and among other things recommends targeted communication 
activities and opportunistic health promotion activities to raise public 
awareness about the risk factors for eye disease1. 

Over the past 18 months, Specsavers has invested over $10 million 
across Australia and New Zealand to raise awareness of eye health 
through above and below the line marketing and public relations 
campaigns. While different communications have been targeted 
to different audiences, all communications have been aimed at 
increasing public awareness of the importance of having regular  
eye tests. 

In addition to working with key industry bodies to develop positive 
communications, Specsavers actively supports the various eye 
health awareness days and campaigns. Furthermore, Specsavers 
runs its own annual Eye Health Month campaign in July. For the past 
two years, the campaign has combined the use of key eye health 
statistics with the credibility and celebrity power of ambassadors 
such as former Olympic swimmer Ian Thorpe and media personality 
Kerri-Anne Kennerley to highlight the importance of having regular 
eye tests and the potential risks of not prioritising your eye health. 
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PRICELESS EYES:  
A PUBLIC EYE HEALTH 
AWARENESS CAMPAIGN

In September 2018, Specsavers launched its newest 
public health awareness campaign: Priceless Eyes. 
Taking on the challenge of driving social change in 
Australia and New Zealand, the campaign aims to get 
people to stop and think about the value of their eyes 
and eyesight. 

Masquerading as Vesper-Sacs, an advanced medical 
research company searching for live test subjects, 
Specsavers recruited people for market research 
interviews and posed a confronting question: how 
much would you sell your eyes for? Interviewees were 
pleasantly surprised to learn the scenario was entirely 
fictitious, and were unanimous – they wouldn’t give up 
their eyes for any amount, proving the point: our eyes 
are priceless. 

Specsavers went to great lengths to pull off the stunt, 
constructing a high-tech facility in a CBD office tower 
from scratch – complete with staff, a company backstory, 
brochures, a corporate video and even stationery. 

“We started with a simple insight: that 
our eyes are priceless, and decided 
to put it to the test and see how real 
people would react to the thought of 
losing their sight. The reactions we got 
were indeed, priceless. If we’re to get 
Australians and Kiwis to change their 
behaviours, we need to make them care 
enough to act and we really hope this 
campaign will do just that.” 

Sarah McInnes, Specsavers Marketing Director.

NATIONAL DIABETES EYE 
SCREENING PROGRAM

Specsavers has committed $1 million per year for five years 
towards communicating a national diabetes eye screening 
program in Australia. The program, “Keep Sight: Protecting Vision 
from Diabetes”, aims to substantially increase the number of 
Australians with diabetes having their eyes checked regularly 
as per industry guidelines, specifically targeting the more than 
630,000 Australians with diabetes who are not currently accessing 
recommended regular eye checks for early detection of problems. 
It will also create a proactive approach to ensuring people who are 
newly diagnosed with diabetes in coming years are aware of, and 
regularly access, the right eye checks at the right time. 

The Australian Government announced in July 2018 that it 
would provide $1 million in funding for year one to commence 
development of the program, which was proposed by leading 
diabetes and eye health groups, including Diabetes Australia, 
Specsavers, Vision 2020 Australia and Oculo.

The National Diabetes Eye Screening Program aims to create a 
proactive and effective digital health initiative which links the 
NDSS database of 1.2 million Australians with diabetes with Oculo. 
It will create an electronic eye health record and a shared library of 
clinical images for people living with diabetes, which can be used 
by patient’s nominated health providers to track and manage their 
eye health. The program will also involve proactively targeting 
communications and reminders to people with diabetes to 
encourage them to have regular eye checks.

The Australia-first program is expected to improve awareness 
amongst people with diabetes about the need for regular eye 
checks, leading to an increase in early detection and intervention 
for diabetic retinopathy. This will result in a reduction in vision loss 
and blindness for people with diabetes. 

 

$5million
committed by Specsavers  
towards communicating a  

national diabetes eye screening 
program in Australia
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INCREASING EARLY 
DETECTION

The key to preventing avoidable vision loss and 
blindness is the early detection of eye conditions and 
diseases because this enables cost effective treatments 
to be administered in order to preserve vision. 
Unfortunately, in both Australia and New Zealand many 
people have undetected and untreated eye conditions. 
This is in due in part to people not having their eyes 
tested regularly and in part because early stages of eye 
diseases have not been detected by an optometrist. The 
early signs of some eye diseases, such as glaucoma, are 
hard to identify especially without access to the most 
advanced technology. 

If we are to be successful in our mission, as an industry 
we must be systematic in the way we screen patients for 
potential eye diseases, we must ensure the optometry 
workforce is benchmarked on eye disease detection 
rates and appropriate referral pathways are established.

OPTICAL COHERENCE 
TOMOGRAPHY 

Specsavers has committed more than $40 million over 
two years to rollout optical coherence tomography (OCT) 
technology across its Australian and New Zealand store 
network. OCT uses a normative database to analyse 
cross-sectional scans of the retina and optic nerve. 
This provides detailed structural information which is 
fundamental for the enhanced detection of glaucoma 
and other eye diseases in their early stages – in many 
cases, prior to functional deficits being evident. 

Traditionally, OCT has been used when clinically 
indicated after a clinician’s assessment to confirm a 
suspected eye disease diagnosis, often at significant 
cost to the patient. Specsavers is using OCT 
systematically as part of a standard pre-test screening 
for all patients, at no additional cost, greatly improving 
accessibility and patient outcomes. Once the rollout 
is complete, Specsavers will have the largest ‘every-
patient’ eye disease screening program in the world 
and by 2020 will be using OCT on more than four million 
Australian and New Zealand patients annually.

“The roll out of OCT across all our 
practices has been a huge investment 
for us but our pilot data proves it 
delivers far better health outcomes for 
patients. From my perspective, it’s quite 
simple, if you don’t have the technology 
or you don’t use it in a systematic say on 
every patient, you will miss diseases.” 
Brendan Thompson, Specsavers NZ Country Director.

 
INVESTMENT IN  
PROFESSIONAL DEVELOPMENT

Specsavers’ hosts annual professional development events for its 
optometrists and dispensing staff, including the Specsavers Clinical 
Conference and the Specsavers Dispensing Conference. These 
events ensure Specsavers’ optical professionals stay abreast of 
the latest professional advancements in their field so that they can 
deliver optimal patient care. The Specsavers Clinical Conference is an 
important forum for RANZCO to engage with optometrists to improve 
patient care and detection of avoidable causes of blindness.

Specsavers has also been working with external training providers, 
including the Centre for Eye Research Australia and the Australian 
College of Optometry, to support training materials to further its 
optometrists’ skills in glaucoma detection. 

In June 2018, Specsavers began the Ophthalmologist Local Education 
and Engagement Program (OLEEP). OLEEP facilitates ongoing 
education sessions between Specsavers optometrists and local 
RANZCO ophthalmologists to whom they refer, with the aim of 
further improving patient outcomes through increased collaboration 
and tailored, feedback-based professional development.

There is a need and opportunity 
to link optometry training to 
changes in patterns of care 
and patient outcomes.

CASE STUDY: JOHN’S STORY   

John, 67, spends a lot of his time 
overseas and booked a routine eye test to get an updated lens 
prescription before leaving on another trip.

John had nothing to report when the optometrist asked if he was 
having any trouble with his eyes however his OCT scan indicated John 
had retinal pigmentation that was raised from the surface with a build-
up of fluid; possible signs of melanoma. 

Examination revealed a 2 disc diameter x 2.5 disc diameter thickened 
hyperpigmented choroidal lesion, 1.5 disc diameters inferior to the left 
optic disc with no evidence of lipofuscin orange pigment, no drusen and 
indistinct peripheral margins. There was also sub-retinal fluid tracking 
away from this lesion. There was no visible external melanoma.

The optometrist immediately referred John to a specialist for 
further testing, which confirmed that John had early stage choroidal 
melanoma in his left eye. 

“I was shocked to find out that I had melanoma. Honestly, I had no 
symptoms. If I hadn’t gone to the optometrist I wouldn’t have known 
that there were any issues.”

As the melanoma was discovered at early, John has been able to 
receive treatment and stop the progression of the disease through a 
radioactive patch and radiotherapy. 

His optometrist credited the detection of John’s condition at this 
early stage to the OCT scan that allowed him to see things he 
wouldn’t otherwise have been able to see. 
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IMPROVING 
COMMUNICATION  
AND COLLABORATION  
BETWEEN PROFESSIONS

Fundamentally, Australia and  
New Zealand are differently equipped 
when it comes to tackling eye health 
and the detection, diagnoses and 
management of eye disease. 

In Australia, funding for optometric services comes from 
the government via Medicare, which covers the cost of eye 
examinations. Through Medicare, optometrists have a responsibility 
to effectively triage patients to ophthalmologists and hospitals, 
in order to minimise the burden of patients that can be more 
effectively managed by primary care. Australia’s eye health issues 
tend to stem from the management of eye disease. Hospitals and 
ophthalmologists simply don’t have the capacity to manage all 
patients with AMD, glaucoma and diabetes at the appropriate level, 
which is why effective clinical and referral pathway processes and 
effective co-management of patients is so important.

In New Zealand, a small population spread across two islands has 
meant the government has had to develop solutions to ensure 
people living in rural, regional and remote areas are provided with 
the same healthcare as those based in the cities. The current 
solution, which came into effect in 2001, maintains 20 District 
Health Boards (DHB) which are responsible for the planning 
and delivery of health services to their local region. Without 
government-subsidised optometric services, New Zealanders 
typically report directly to hospitals for eye conditions and diseases 
meaning that irrespective of the severity, a patient will tend to visit 
a DHB-funded hospital rather than a community-based optometrist. 
Unfortunately, this results in the hospital system taking the brunt of 
patients causing long wait times, barriers to access and ultimately 
inferior patient outcomes. 

To successfully transform eye health in Australia and New Zealand 
the different professions must work together – government, 
optometry, ophthalmology, GPs, allied health professionals, training 
institutions, peak industry bodies, researchers and patient advocacy 
and support groups. 

“Optometry is not an island; we cannot 
prevent avoidable vision loss and blindness 
by ourselves. We must engage and develop 
mutually beneficial partnerships with the other 
professions and agree on the protocols - we 
need systematic, improved communication 
between professions in order to effectively 
manage patient outcomes.” 
Peter Larsen, Specsavers Director of Optometry.

2016
Specsavers and  

RANZCO agreed to work 
together to etablish more 

effective and efficient 
patient care pathways
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ESTABLISHING EFFECTIVE  
PATIENT CARE PATHWAYS

In August 2016, in an industry first, Specsavers and the Royal 
Australian and RANZCO jointly announced a Memorandum of 
Understanding to spearhead a more collaborative approach to care 
between ophthalmologists and optometrists. The two organisations 
agreed to work together, and with others, to establish more 
effective and efficient patient care pathways and improve eye health 
outcomes across Australia and New Zealand. 

As part of this collaboration, Specsavers became a leading 
contributor, alongside other optometrists, to RANZCO’s work on 
standardising referral guidelines for glaucoma across the industry, 
creating a clear demarcation of roles and responsibilities in terms of 
when to send a patient for specialist care and clinical assessment 
in the context of shared-care arrangements. The referral guidelines 
were trialled throughout a two-year pilot programme, during 
which time significant metrics and data were gathered. Specsavers 
and RANZCO are now working on a research project to assess the 
utilisation and effectiveness of the RANZCO Referral Pathway for 
Glaucoma Management.

Specsavers is continuing to work alongside RANZCO 
to participate in the development of the AMD and 
diabetic retinopathy guidelines, which again will be 
made available to all optometrists, ophthalmologists 
and GPs across Australia and New Zealand.

COLLABORATION WITH 
PATIENT ADVOCACY GROUPS 
AND SUPPORT SERVICES

In addition to its ongoing collaboration with RANZCO, Specsavers 
is working in partnership with Glaucoma Australia, Glaucoma New 
Zealand, Macular Disease Foundation Australia and Diabetes 
Australia to explore innovative approaches to addressing key areas 
of need for each priority eye health condition, promote eye health 
awareness and identify opportunities for collaborative research. 

Specsavers has worked to introduce patient 
registrations with Glaucoma Australia through 
Oculo so that when a patient is referred to an 
ophthalmologist they can also be registered with 
Glaucoma Australia. 

Registering patients with Glaucoma Australia ensures patients 
receive optimal support by keeping them up to date with the latest 
information on their condition, reinforcing the importance and 
rationale behind their management plans and reducing the risk of 
losing the patient in the recall process. 

Specsavers has also established a strong working relationship     
with Macular Disease Foundation Australia and is currently 
investigating ways in which it can better engage with GPs for 
improved patient outcomes. 

The three-year agreement aims to better assist and equip those at 
risk of, and those living with, macular disease, raise awareness of 
the disease among health care professionals and promote patient 
referral pathways. 
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1,800
optometrists and  

480 ophthalmologists 
currently using Oculo  

across Australia
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IMPROVING THE EVIDENCE BASE

While glaucoma has been the immediate 
focus of Specsavers’ ‘Transforming 
Eye Health’ mission, the combination 
of Specsavers’ eye care initiatives has 
provided an unprecedented volume of 
new data and information on levels of 
eye care in Australia and New Zealand 
and the impact that certain strategies 
and interventions can have upon patient 
outcomes in relation to a number of major 
eye diseases.

Some of Specsavers’ early findings, 
based on annualised data collected from 
its Australian practices for the period 1 
January 2017 to 30 June 2018, are detailed 
within ‘Causes of Avoidable Blindness. It is 
anticipated that similar data will be available 
for New Zealand in the very near future. 

 
INTEGRATION OF 
ELECTRONIC REFERRAL 
FUNCTIONALITY

Specsavers has invested in the integration 
of the Oculo electronic referral platform 
into its Australian store network, with 
integration also in progress for its New 
Zealand patient management system. 

The integration of the platform enables 
more secure, efficient and consistent 
communication and referral channels 
between optometrists, ophthalmologists 
and GPs, and facilitates more effective 
treatment and support for patients. 

 
 

As an industry-wide platform, Oculo 
is now being used by more than 1,800 
optometrists and 480 ophthalmologists 
across Australia and is currently being 
rolled out across New Zealand.

INTRODUCTION OF 
BENCHMARK REPORTING

Specsavers has invested in IT systems      
that allow for the extraction, aggregation 
and tracking of patient outcome data across 
its practices. 

The high volume of patients seen across the 
Specsavers network means this data can be 
analysed in a meaningful way to establish 
individual, practice and regional benchmarks. 

Specsavers feeds this information back to its 
optometrists through benchmark reports, 
providing them with an understanding of 
the expected standards as well as visibility 
on how they compare to others in terms of 
patient outcomes. This includes information 
on how their eye disease detection rates 
compare to expected population prevalence, 
their referral patterns and inter-professional 
communications, and Medicare utilisation for 
eye care services. 

The benchmark reports allow optometrists 
to reflect on their clinical practice. They also 
assess opportunities where the optometrist 
could further enhance patient outcomes 
and recommends targeted professional 
development activities accordingly. 

“If we are to successfully transform eye health in this region we need to produce and share a growing 
data-set across the profession and government based on proven results; meaning we need to capture 
data, analyse it effectively and share it in order to improve detection rates across the profession. We 
expect to perform eye tests on more than 3.5 million patients over the next 12 months. We’ll be able to 
evaluate all of that data, and for the first time anywhere with such a large cohort, provide a snapshot 
of eye health and benchmarked eye health trends in the ANZ region. Capturing real data like this will 
help show governments the value that a systematic approach to optometry and disease detection can 
bring to public eye health; that screening all patients through a comprehensive eye exam and treating 
them early reduces vision loss, which ultimately costs far more in the long run.” 

Peter Larsen, Director of Optometry.
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This report presents the latest available data 
on eye health in Australia and New Zealand. 
We hope it supports strategic thinking as we 
work together to transform eye health and 

take steps to improve patient outcomes and 
eliminate avoidable vision loss and blindness.

Specsavers Australia & New Zealand
520 Graham Street, Port Melbourne VIC 3207

T: +61 3 8645 0700
www.specsavers.com.au   |   www.specsavers.co.nz

Working in partnership to prevent avoidable vision loss and blindness


