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 Abstract 
 

 
This thesis examines the development and professionalization of ophthalmology in New 

Zealand/Aotearoa from its first practitioners in the nineteenth century to the twenty-first century. 

Developments and professionalization in New Zealand are compared to those in overseas 

countries. 

 

The development of ophthalmology in New Zealand started before Europeans arrived. Maori 

suffered in particular from conjunctivitis and corneal infections, which were treated with extracts 

from plants, with human milk or urine, and sometimes with fish oils.  

 

The first European medical practitioner to record any interest in the eye was Dr David Monro, 

who arrived in New Zealand in 1842. He recorded seeing corneal ulcers in Maori. Practice in 

hospitals was the first step in professionalization in New Zealand. Dr Silas Stedman, described 

as an ophthalmologist, was appointed superintendent of Christchurch Hospital in 1862. By 

contrast, in 1877 Dr John Wilkins arrived in Christchurch and was one of a group of itinerant 

practitioners who advertised and travelled around both New Zealand and Australia.   

 

Ophthalmology significantly advanced when Dr Henry Lindo Ferguson arrived in Dunedin in 

1883, as New Zealand’s first fully trained ophthalmologist, rather than a generalist with an 

interest in ophthalmology.  Further progress was made with the first publication by a New 

Zealand ophthalmologist, which appeared in the first issue of the New Zealand Medical Journal 

in 1887. Subsequently, the first meeting of New Zealand ophthalmologists was at the Inter-

colonial Medical Congress in Melbourne in 1889. 

 

 Ophthalmology’s first effective medical agents were atropine, pilocarpine, and eserine all of 

which became available in the late 1800s. Cocaine as a local anaesthetic was first used in 

1885. There was no further major medical advance until antibiotics in the 1940s and steroids in 

the 1950s. These developments continued with the arrival of antivirals in the 1960s. From the 

1980s new anti-glaucoma medications and new antibiotics were introduced. The major advance 

in medical ophthalmology in the present century has been the introduction of anti-vascular 

endothelial growth factor drugs, commonly known as anti-VEGFs.  
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Ophthalmic surgery in the 1800s was confined to cataract, iridectomy for glaucoma, pterygium 

surgery, strabismus surgery, and various eyelid and lacrimal procedures. In the 1920s and 30s 

glaucoma drainage and retinal detachment surgery were developed. Surgery progressed rapidly 

in the mid-twentieth century, with the first successful corneal transplants in New Zealand in 

1949. The introduction of antibiotics, corticosteroids, and ophthalmic sutures in the early 1950s 

all increased the success rate of surgery. Vitreous surgery was introduced in 1977, intra-ocular 

lenses in the early 1980s, and laser refractive surgery in the 1990s. Dedicated day-stay 

ophthalmic surgery centres opened in the 1990s.  

 

Ophthalmic medical and surgical advances always followed very soon after their introduction 

overseas, but none originated in New Zealand. Professor Anthony Molteno of Dunedin was a 

world pioneer of glaucoma drainage setons, but his original work on these devices was 

completed before he emigrated from South Africa. Nevertheless, New Zealand ophthalmic 

practice is of a very high standard, partly because its practitioners have always acknowledged 

that New Zealand is too small to sustain the specialty without cross-fertilization of ideas and 

techniques, and so most have frequently travelled overseas to keep up with advances. 

 

The practice pattern of New Zealand ophthalmology largely followed that in Britain because 

many early ophthalmologists emigrated from Britain, many New Zealanders did their post-

graduate training in Britain, and during their careers Britain was the usual destination for 

attachments to keep abreast of developments in the specialty. However, the beginnings of 

successful surgery for retinal detachment in the 1930s stemmed from pioneering work 

principally in Europe, rather than Britain. Since the late 1970s, the practice pattern in New 

Zealand has been increasingly steered by the influence of the United States, in particular with 

vitreo-retinal surgery, intra-ocular lenses, refractive surgery, and ophthalmic anaesthesia.  

 

From 1972 New Zealanders began to complete their general ophthalmology training at home, 

prior to further ophthalmic sub-specialty training overseas.  From the 1970s, New Zealanders 

began to seek their post-graduate sub-specialty education in the United States and Canada, 

although the majority still travelled to Britain. From the early 2000s sub-specialty and 

postgraduate fellowships became available in New Zealand.  

 

Professionalization commenced with operations being performed in hospitals, the earliest 

recorded being in Dunedin Hospital in 1884. The first formal ophthalmology teaching was also in 
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1884, medical registration was introduced in 1867, the first conference was in 1889, and the first 

visual standards for occupations were adopted in 1896. The most significant leap in 

professionalization was the founding of the Ophthalmological Society of New Zealand in 1946. 

Visiting experts from overseas presented at its annual scientific meetings. The Society’s 

publication “Transactions of the Ophthalmological Society of New Zealand” was the first medical 

specialist publication in the country, and gave ophthalmologists an incentive to publish items of 

interest from their clinical work, and their clinical research.  As a representative body, the 

Society was more effective than individuals in promoting public health initiatives in eye care, and 

vision standards for occupations.  

 

The first academic department of ophthalmology was founded in Dunedin in 1947 at the 

University of Otago. The medical specialists register commenced in 1971. Professionalization 

further progressed with the introduction of continuing professional development including clinical 

audit in the 1990s. In 1997 the Ophthalmological Society of New Zealand amalgamated with the 

Royal Australian College of Ophthalmologists to form the Royal Australian and New Zealand 

College of Ophthalmologists (RANZCO). This gave New Zealand ophthalmologists secure 

access to the College’s educational programmes, scientific conferences, training programmes, 

examinations, its qualification, and its continuing professional development programme. 

Academic ophthalmology became more securely established with the appointment of Professor 

Charles McGhee as the first professorial head of an academic ophthalmology department in 

1999 at the University of Auckland, and Professor Colin Green as Professor of Ophthalmology 

and Translational Vision Research in 2007. The Department in Auckland has hugely increased 

the quantity and quality of ophthalmic research in New Zealand, as well as the standard of 

clinical practice. 

 

Compared to other westernized countries, professionalization in New Zealand was behind in the 

nineteenth century because European settlement commenced only in around 1840, and 

thereafter the number of ophthalmology practitioners was comparatively few, indeed only nine 

by the end of the century. However, in the twentieth and twenty-first centuries, New Zealand 

ophthalmology, to its credit, developed largely in parallel with Australia, the United States, and 

the United Kingdom. 

 

Contemporary New Zealand ophthalmology has evolved over two centuries to become a 

profession largely independent of major external influence and is a fully mature sub-specialty. It 
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now encompasses training to specialist level, with post-graduate sub-specialty fellowships and 

university academic departments which engage ophthalmologists and scientists in ophthalmic 

basic science and clinical research. Thus New Zealand has significantly contributed in recent 

decades to the global knowledge base of ophthalmology and visual sciences and has become a 

provider, as well as a recipient, of advanced, international, clinical and research training 

opportunities. 

 

 



V 

 

Acknowledgements 

 

Professor Charles McGhee has been very encouraging and supportive from the beginning, and 

his department was a stimulating environment in which to write this thesis. Neither my book 

“Eye Surgeons and Surgery in New Zealand” nor this thesis would have been completed without 

Professor McGhee’s expert advice, good humour, and generosity in permitting me to occupy a 

desk in his Department for over four years. In addition, Professor McGhee spent hours reading 

this thesis, and suggested many improvements. 

 Within the Department, Ms Maree McInerney, Departmental secretary, willingly typed much of 

the manuscript and helped in many other ways. Other Departmental members who helped 

include Louise Moffatt who provided some history about the New Zealand National Eye Bank, 

Helen Mawn who helped with Glaucoma New Zealand. Jane McGhee, Hutokshi Chinoy, and 

Sue Raynel all helped me to feel at home in their Department. 

Anne Wilson of the Philson Library, University of Auckland, helped greatly with finding 

references. 

In the early 1990s, the Ophthalmological Society of New Zealand foresightedly arranged for 

several senior ophthalmologists to record their oral archives, and engaged Ms Anna Cottrell to 

professionally interview them. Those recordings are an invaluable source, and I am grateful to 

the Alexander Turnbull Library for lending them. My interest in history was enhanced by those 

senior colleagues, some of whom were my mentors. I acknowledge also Professor Edward 

Norton, Chairman of the Bascom Palmer Eye Institute in Miami, Florida, where I did a two year 

clinical fellowship in 1973-75. The late Dr Norton was a distinguished American ophthalmologist, 

who developed cryotherapy and intra-ocular gases for the surgery of retinal detachment. He had 

great leadership qualities, and helped inspire a sense of history in me by his own deep 

knowledge of ophthalmic history, and in particular by his immense collection of historical books, 

now housed in the Mary and Edward Norton Library of Ophthalmology in Miami.  

I am most grateful to colleagues who so willingly subjected themselves to personal interviews.  

They were Mr Gordon Sanderson MNZM and the late Professor John Parr of Dunedin;  

Associate Professor Richard Clemett, Dr Ken Tarr, and the late Dr Roy Holmes of Christchurch; 

Drs John McKinnon and John Davison of Nelson; Drs Colin Fenton, Peter Wellings, Paul 



VI 

 

Herrick, and Thiers Halliwell of Wellington; Dr Tom Ellingham and the late Dr David Warnock of 

Palmerston North; Dr Kevin Taylor of New Plymouth; Dr David Sabiston MNZM of Napier; Dr 

Jim Macdiarmid of Hamilton; the late Drs Lindo Ferguson CBE and the late Charles Swanston 

OBE of Auckland; Dr John Henderson of Whangarei, and the late Dr Muriel Nielsen who 

practiced in Rotorua.  

Many other colleagues willingly contributed to my research endeavours in recent years. Dr 

Philip Boulton helped generously with ophthalmology in Palmerston North and adjacent areas, 

and also with the Commerce Commission case.  Dr Michael O’Rourke, past Chairman of the 

New Zealand Branch of the Royal Australian and New Zealand College of Ophthalmologists, 

and Dr Peter Haddad, both of Tauranga; Dr James Stewart and his wife Dr Rosalind McClean of 

Hamilton; Professor Anthony Molteno ONZM of Dunedin; Dr Brett Rogers of Invercargill; Dr 

Hylton Le Grice CNZM, and Associate Professor Philip Polkinghorne, of Auckland. And of 

course Professor Charles McGhee, who has been acknowledged separately. Dr Mary Jane 

Sime (nee Houliston), Honorary Secretary and Treasurer of the New Zealand Branch of the 

Royal Australian and New Zealand College of Ophthalmologists, helped to find many old 

records. These people assisted greatly with my book “Eye Surgeons and Surgery in New 

Zealand” (Wairau Press, an imprint of Random House New Zealand Ltd, 2012), and much of 

that material has been woven into this thesis. 

 I am grateful to my colleague Dr David Murdoch who kindly assisted with the voluntary work 

done by New Zealand ophthalmologists in the South Pacific nations. He also helped unearth 

some personalities in New Zealand ophthalmology in the nineteenth century. Barristers Gaeline 

Phipps and Harry Waalkens QC assisted with the section on the Commerce Commission Case 

in chapter six. 

Professor Linda Bryder of the Department of History at the University of Auckland kindly read 

my book, and gave invaluable advice about how this thesis should be constructed to logically 

describe the development and professionalization of ophthalmology in New Zealand. Dr Patricia 

Clarkson, retired cardiologist and secretary of the Auckland Medical History Society gave willing 

expert assistance.  Assistance is also gratefully acknowledged from Dr Wyn Beasley CNZM, 

retired surgeon and medical historian of Wellington. Professor Colin Green DSc of the 

Department of Ophthalmology helped with details of the eye research being carried out by the 

New Zealand National Eye Centre at the University of Auckland. 



VII 

 

The staff of the New Zealand Medical Association in Wellington were helpful in searching 

through archives of the Ophthalmological Society of New Zealand. Another valuable resource 

was Dr Basil Hutchinson’s index of obituaries from the New Zealand Medical Journal. 

Undoubtedly, in this work, which took several years, some who assisted me in important ways 

may have been inadvertently omitted. I apologize to them and thank them wholeheartedly.   

Finally I must acknowledge my loving and supportive wife, Dr Wendy Hadden, who, along with 

Professor McGhee, encouraged me to pursue first a textbook and secondly this thesis in my 

semi-retirement. She has sustained me throughout a very busy professional life and she has 

enabled me to complete this work through her unstinting encouragement, advice, and support, 

along with that of the staff of the Department of Ophthalmology at the University of Auckland. 



VIII 

 

     Contents 

 

                      Page number 

 

Abstract           

Acknowledgements 

Contents 

List of tables 

List of illustrations 

 

Chapter 1       Introduction.  A brief overview of the history of ophthalmology 
and ophthalmologists.                  

Eye diseases and eye surgery: An ancient history. Couching to extra-capsular  

cataract surgery techniques. Major advances of the nineteenth century. Eye 

disease and ophthalmology in New Zealand/Aotearoa. Professions, 

professionalism, and professionalization. Timelines. 

 

Chapter 2        Methodology   

 

Chapter 3        Eye care in New Zealand before the influence of European 
colonization 

Ocular afflictions of Maori. Maori remedies. Influence of early European settlers. 

Comparisons with Australian Aborigine and Pacific Polynesian people. 

    

Chapter 4       New Zealand ophthalmology 1833-1900 

Early medical practitioners in New Zealand. The peripatetic oculists. The 

beginnings of New Zealand ophthalmology. Sir Henry Lindo Ferguson. 

Development of ophthalmic medicine and surgery. Professionalization: hospital 

I 

V 

VII 

XI 

XII 

1 

20 

29 

38 



IX 

 

based practice, medical registration, teaching, publications, conferences, societies, 

ophthalmic pathology, community health. 

 

Chapter 5  The twentieth century to the end of World War II 

Geographic spread of services. The First World War. Hospitals. Publications. 

Relations with optometry. Retinal detachment surgery. Conferences. Education 

and qualification. The Royal Australasian College of Surgeons. Ophthalmic surgery 

and medicine. Academic ophthalmology. Public and private ophthalmology. The 

Second World War. Professionalization.  

 

Chapter 6  Post World War II to 1990  

The Ophthalmological Society of New Zealand: founding, committees, 

conferences, annual general meetings, relations with optometry, New Zealand 

Society for the Prevention of Blindness, conjoint meetings. Female 

ophthalmologists. The Transactions. Annual visiting professors. Ophthalmic and 

surgery. Sub-specialization. Training, education, examinations and qualification. 

Courses and teaching. Specialist registration. Academic ophthalmology. 

Publications. Public and private ophthalmology. Public health. New Zealand 

ophthalmologists overseas. Professionalization.   

 

Chapter 7      The Current Era: New Zealand Ophthalmology 1991-2014 

Ophthalmological Society of New Zealand annual general meetings, continued. 

Amalgamation of the Ophthalmological Society of New Zealand with the Royal 

Australian College of Ophthalmologists. The New Zealand Branch of the Royal 

Australian and New Zealand College of Ophthalmologists. Expansion of academic 

ophthalmology. Foundation Chair in Auckland. The Department of Ophthalmology 

at the University of Auckland. Translational vision research. The New Zealand 

National Eye Centre. Academic ophthalmology in Dunedin, Christchurch, and 

Wellington. Academic theses. Training and examinations. The New Zealand 

National Eye Bank. Medical and surgical ophthalmology. The Journal. Public 

70 

103 

162 



X 

 

ophthalmology. Private practice and medical insurance. Community eye health and 

support organizations. Overseas aid. Relations with Optometry. Continuing 

Professional Development. Professionalism and attacks on professionalism. The 

Commerce Commission Case. Professionalization since 1991. 

 

Chapter 8        Conclusions 

Development of ophthalmology. Professionalism and professionalization.  

 

Appendices   

1. The Ophthalmological Society of New Zealand and the New Zealand 

Branch of the Royal Australian and New Zealand College of 

Ophthalmologists:  presidents, chairmen, honorary secretary/treasurers, 

editors. Chairmen of the Education and Qualification Committee. 

2. The Ophthalmological Society of New Zealand and the New Zealand 

Branch of the Royal Australian and New Zealand College of 

Ophthalmologists: annual conferences and annual visiting professors. 

 

3. Items from the minutes of the Ophthalmological Society of New Zealand: 

annual general meetings related to amalgamation with the Royal Australian 

College of Ophthalmologists. 

 

4. Academic theses on ophthalmology and ophthalmology related topics. 

 
5. Publications by the author. 

 

           
References (in alphabetical order). 

224 

235 

241 

249 

252 

261 

265 



XI 
 

List of Tables 

 

                           Page number 

 

Table 1.1:  Timeline of selected seminal developments in    
ophthalmology up to 1930. 

Table 1.2:  Timeline of developments in ophthalmology in 
New Zealand 1820s to 1900. 

Table 1.3:  Timeline of developments in ophthalmology in 
New Zealand 1901-1945.  

Table 1.4:  Timeline of developments in ophthalmology in 
New Zealand 1946-1990.  

Table 1.5:  Timeline of developments in ophthalmology in 
New Zealand 1991-present.  

Table 1.6:  Timeline of professionalization of 
ophthalmology in New Zealand.  

Table 1.7:  Some steps in professionalization, comparing 
New Zealand with Australia, the United 
States, and the United Kingdom.  

Table 5.1:  Establishment of ophthalmologists in 
provincial centres. 

Table 5.2:  Establishment of surgical hospitals in New 
Zealand. 

Table 5.3:  Eye surgery numbers in different decades.  

Table 5.4:  Eye surgery patterns over thirty years. 

Table 5.5:  Local and general anaesthesia in cataract 
surgery. 

Table 6.1:  Scale of fees as suggested by sub-committee 
for operations and examinations as a guide 
(1946). 

 

 

 

11 

12 

13 

14 

15 

16 

17 

72 

78 

91 

92 

92 

115 

 

 

 

 



XII 
 

 

 

 

List of Illustrations 

            
                                    Page number 

Figure 1.1:   Eye Surgery, by Francesco Petrarca (1304-1378).                                             

Figure 1.2: Instruments used by Georg Bartisch (1535-1607) in cataract surgery.  

Figure 1.3:  Normal anatomy of the eye 

Figure 1.4:  Couching of Cataract.  

Figure 1.5:  The original 1805 entrance to Moorfields Eye Hospital.  

Figure 1.6:  The Coat of Arms of the Royal Australian and New Zealand College of 
Ophthalmologists.  

Figure 3.1:  Raupo huts, used by Maori before European Colonization.  

Figure 3.2:  Elsdon Best.  

Figure 3.3:  Aka Kura or crimson rata. Metrosideros carminea.  

Figure 4.1:  Dr John Wilkins (1826-1905).  

Figure 4.2:  Dr William MacStravick Stenhouse (1841-1925).  

Figure 4.3:  Dr Llewellyn Powell (d.1879).  

Figure 4.4:  Dr Arthur Challinor Purchas (1860-1941).  

Figure 4.5:  Sir Lindo Ferguson (1858-1948).  

Figure 4.6:  The Lindo Ferguson building, Otago Medical School.  

Figure 4.7:  Wychwood. Sir Lindo and Lady Ferguson’s home in Dunedin.  

Figure 4.8:  Instrument cabinet made of boxwood by the carpenter on the SS 
Takapuna on Sir Lindo’s voyage to New Zealand 1883.  

Figure 4.9:  Later instrument cabinet owned by Sir Lindo, made by Lüer, France. 

Figure 4.10:  Graefe knife for cataract surgery, from Sir Lindo Ferguson’s collection.  

Figure 5.1:  An upper retinal detachment. 

Figure 6.1:  Some founders of the Ophthalmological Society of New Zealand.  

Figure 6.2:  The principal shapers of the Education and Qualification Committee.  

Figure 6.3:  The medallion of the president of the Ophthalmological Society of New 
Zealand.  

Figure 6.4:  Dr Lindo Ferguson CBE.  

Figure 6.5:  New Zealand’s first and third woman ophthalmologists. 

Figure 6.6:  Dr Cecil Pittar.  

Figure 6.7:  Associate Professor Gillian Clover.  

Figure 6.8:  Dr Hylton Le Grice OBE, CNZM.  

Figure 7.1:  Professor Charles McGhee DSc.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

3 

5 

5 

5 

7 

10 

30 

31 

33 

41 

45 
45 

46 
49 

52 

53 

55 

55 

55 

82 

109 

112 

123 

124 

126 

126 

146

   151

   172

   



XIII 
 

 

 

 

Figure 7.2:  University of Auckland graduation ceremony 2008.  

Figure 7.3:  Professor Colin Green DSc.  

Figure 7.4:  Professor Anthony Molteno ONZM. 

Figure 7.5:  Associate Professor Gordon Sanderson MNZM.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

174

   176

   181

   181

   



1 
 

 

 

 

 

Chapter 1 

 

 

 

Introduction: A brief overview of the history 
of Ophthalmology and Ophthalmologists 

 
 
 



2 
 

  

Chapter 1 

Introduction: A brief overview of the history of 
Ophthalmology and Ophthalmologists 

 

1.1. Eye Disease and Eye Surgery: An Ancient History 

Medicine, like religion, has a history which goes back earlier than records, from times when 

facts and myths are difficult to distinguish. In ancient Babylonia, Assyria and Egypt, 

treatments were based, as they were by Maori, by the indigenous people of the Pacific, and 

by the Aboriginal people of Australia, on medicinal plants, rites, and appeals to the 

supernatural.  

The one effective procedure with an ancient history was couching of cataract. Hirschberg 

states in his monumental History of Ophthalmology:  “At the present time it is impossible to 

answer this important historical question as to which nation (or even which man) first 

performed a cataract operation.” 1 

Hippocrates (c.460-375 BC) is often credited with founding medicine based on science. 

However, from the time of the Renaissance (14th -17th centuries) when printing appeared, 

progress became easier to document and follow. Unfortunately, ophthalmology at that time, 

indeed until the early nineteenth century, was largely in the hands of quacks and itinerant 

surgeons (Figure 1.1), side-lined from mainstream medicine.2,3  
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Jaques Daviel4 performed the first cataract extraction, as opposed to traditional couching, in 

1753. The skill and instrumentation required for cataract extraction was beyond the quacks 

and itinerants, and roused the interest of mainstream doctors.  

However, distinguished scientists were investigating vision well before the eighteenth 

century. Leonardo Da Vinci (1452-1519) carried out dissections and thus began an 

understanding of ocular anatomy.  Vesalius of Italy published a landmark treatise on human 

anatomy in 1547, entitled De Humani Corporis Fabrica.  It was translated from Latin into 

English by Dr William F. Richardson and Emeritus Professor John B. Carman at the 

University of Auckland.5 Kepler (1571-1630) determined that the retina was the seat of 

vision.6  

Despite these developments in understanding the visual system, effective treatments did not 

expand for another century. Right up to the eighteenth century, global ophthalmology could 

deliver little more in patient benefits than traditional medicine, with the exception of cataract 

surgery. The development of ocular treatments was delayed, partly because during the 

Middle Ages and the Renaissance, as noted above, mainstream physicians and surgeons 

ignored ophthalmology.  Indeed if practitioners indulged in eye surgery they would often risk 

their reputations, as it implied that they associated with quacks and barbers who in those 

periods dominated eye surgery.   

Figure 1.1.  Eye Surgery, by Francesco Petrarca (1304-1378). 
Courtesy: Images from the History of Medicine (National Library of 
Medicine). 
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For centuries, almost the only really useful eye operation was cataract surgery by couching 

and there was limited interest in medical ophthalmology. However, when Helmholtz invented 

the ophthalmoscope to examine the retina and optic nerve in 1851, ophthalmology fully 

entered medicine proper. At last it became acceptable for respectable, qualified, medical 

practitioners to practise ophthalmology.  

 

1.2.    Couching to Extra-capsular Cataract Surgery Techniques 

Couching of cataract is the technique whereby a blade is inserted through the peripheral 

cornea and the pupil, and pushes the opaque lens backwards, so breaking the zonules, 

allowing the lens to fall into the vitreous (Figure 1.2). Couching clears the optic axis, giving 

vision which is bright but very blurred because the refraction provided by the lens is not 

replaced (Figure 1.3). Vision threatening complications were common, of which retinal 

detachment and endophthalmitis would have been the most significant.   

Couching of cataracts was recorded in India in pre-Hippocratic times, and Celsus of Rome 

wrote the earliest extant description of the procedure.7 Although carried out for centuries, 

there was no understanding of exactly what was being pushed out of the visual axis until the 

18th century French physician Maitre-Jan determined the true position of the crystalline lens 

and the fact that cataract was the lens becoming opaque.8  
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Figure 1.3. Normal anatomy of the eye 

Figure 1.2. Instruments used by Georg Bartisch (1535-1607) in cataract surgery. 
Images from the History of Medicine (National Library of Medicine) 

Figure 1.4. Couching of cataract 
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.                                                                       

Jacques Daviel (1696-1762)4 of France carried out the first recorded lens extraction in 1753 

and reported his results to the Royal Academy of Surgery in Paris in which he cited 206 

cases of which 182 were successful.9 However it took another hundred years for cataract 

extraction to become universally accepted as superior to couching, partly because of the 

increased skill and instrumentation required.  As noted, this increased skill level required for 

cataract extraction, as opposed to couching, helped ophthalmology to become an accepted 

surgical sub-specialty and to be embraced by mainline surgeons.   

 

1.3. The Dawn of Professional Ophthalmology 

Georg Joseph Beere (1763-1821) of Vienna became the first to be recognised as a specialist 

ophthalmologist after a full training in medicine and surgery, and partly through his influence 

ophthalmology became a medical sub-specialty in Europe from the early 1800s. In Britain, 

John Cunningham Saunders (1773-1810) risked his professional reputation by specializing 

in ophthalmic surgery, but fortunately for him and for eye surgery itself, he was supported by 

the prominent surgeon Astley Cooper.10  Saunders is the acknowledged founder of the 

internationally recognised Moorfields Eye Hospital in London (Figure 1.4).  

Mainstream medicine’s lack of interest in ophthalmology resulted in mainstream practitioners 

being out of their depth when confronted with the epidemic of conjunctivitis and trachoma in 

servicemen in the late 1790s, when many British soldiers were fighting in Egypt in the 

Napoleonic wars. Conjunctivitis, in particular trachoma, became epidemic in the troops.  

Their repatriation to Britain in 1802-03 with this communicable infection spurred the 

development of dedicated ophthalmic hospitals both for their care and isolation.  The best 

known of these institutions is Moorfields Eye Hospital, founded in 1805. There were eight 

other eye institutions founded in the London metropolis in the years 1804-57, and nineteen 

others were founded in the provinces of England and Wales between 1808 and 1832.11 
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1.4. Major Advances of the Nineteenth Century 

During the 19th century there were major advances in knowledge of ocular anatomy, 

physiology and pathology, and also developments in ophthalmic instruments. In 1808 

Wardrop published his “Essays on the Morbid Anatomy of the Human Eye,”12 in 1851 

Helmholtz invented the ophthalmoscope, in 1861 the first atlas of eye pathology was 

published, and in 1882 Ernst Fuchs (1851-1930) described uveal melanoma and its 

histological types.13 In 1892 Fuchs published his famous text book on ophthalmology which 

went through nineteen editions to 1945.14 Fuchs’s diverse contributions to ophthalmology 

have been detailed by Müller and McGhee.15 

In ophthalmic surgery, von Graefe developed iridectomy for glaucoma in 1856. General 

anaesthesia with chloroform or ether came in the 1840s, and cocaine for local anaesthesia in 

1884. As well were Lister’s principles of antiseptic surgery in 1867.16 

In medical ophthalmology, atropine, extracted from belladonna, was first described as a 

mydriatic by Cooper17 in 1844. Argyll Robertson reported on the effects of the calabar bean 

on the eye in 1863, from which physostigmine (eserine) was extracted. Weber18 reported on 

the effects of the calabar bean on lowering intra-ocular pressure in 1876, and in 1877 he 

reported on the pressure lowering effect of pilocarpine, and its superiority over 

physostigmine.19  

Figure 1.5. The original 1805 entrance to Moorfields Eye Hospital.                           
Courtesy: Rowan Arts (London) “Plunging into History.” Photograph by Isobel Courtman. 
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In ophthalmic pathology the first publication of the microscopic pathology of the eye was by 

Karl Stellwag von Carion and Carl Wedl in 1861, called Atlas der pathologischen Histologie 

des Auges.20 Progress in microscopy soon made it obsolete. There were several succeeding 

publications, the most influential of which was the pathology contained in Fuchs’s textbook, 

mentioned above.14 

All these scientific advances helped secure ophthalmology’s place in respectable 

mainstream medicine. However the three main drivers which took ophthalmology away from 

the quacks and itinerants were the inadequacy of mainstream practitioners to cope with the 

eye problems of troops repatriated from the Napoleonic wars, the heightened skills required 

for extra-capsular cataract surgery as opposed to couching, and the invention of the 

ophthalmoscope to examine the retina and optic nerve head. 

 

1.5. Eye Disease and Ophthalmology in New Zealand/Aotearoa  

Notably, the momentous, principally European, advances in ophthalmology and eye surgery 

that have been discussed in the previous section, all occurred in the same century as the 

signing of the Treaty of Waitangi and the settling of the first medical practitioners in New 

Zealand/Aotearoa.  

To contextualize the immediately preceding era in the “old world,” it is important to note that 

In previous centuries, despite some knowledge of ocular anatomy, physiology, and optics, 

the actual treatments available for ocular ailments was little more than that available to 

Maori. However, eye care was to change dramatically in New Zealand in the following years 

and interpretation of that evolution in ophthalmology, ophthalmologists and the 

professionalization of the specialty is the main thrust of this thesis.  

In order to put this and following chapters in context, table 1.1 provides a timeline of the most 

significant advances in ophthalmology internationally, and tables 1.2 to 1.5 provide more 

detailed timelines of the specialty’s development in New Zealand. 
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1.6. Professions, Professionalism, and Professionalization  

A profession is defined by The Shorter Oxford English Dictionary (third edition,1993) as “A 

vocation, a calling, especially one requiring advanced knowledge or training in some branch 

of learning or science, specifically law, theology, or medicine; generally, any occupation as a 

means of earning a living,” and professionalism is defined as “The body of qualities or 

features, as competence, skill, etc., characteristic of a profession or professional,” and 

professionalization as “ the action of professionalizing an occupation etc.”  

A more restrictive definition of a profession would add to the above that a profession is an 

occupation which sells knowledge and expertise to clients rather than products.  This 

certainly applies to law, medicine, and theology. Of these, perhaps the church is the most 

professional as the clergy do not sell even their expertise.   

Larson21 in her book ‘The Rise of Professionalism’ describes the concept of professions and 

professionalism in great detail, including a chapter on the medical profession.   

Professionalism in medicine is addressed more succinctly in the authoritative Charter of 

Medical Professionalism published simultaneously in The Lancet 22 and in Annals of Internal 

Medicine23 in 2002. This charter was a collaborative project by the European Federation of 

Internal Medicine, the American Board of Internal Medicine, the American College of 

Physicians, and the American Society of Internal Medicine. The preamble describes 

professionalism of medicine as “placing the interests of patients above those of the 

physician, setting and maintaining standards of competence and integrity, and providing 

expert advice to society on matters of health.” 

Professionalization is the progression of the profession over time to achieve those goals, 

both by the profession itself creating processes, and by adopting processes imposed by 

outside bodies.  The professionalization of ophthalmology in the United States is described 

by Truhlsen24 in his account of the founding of the American Academy of Ophthalmology and 

Otolaryngology in 1896, the direct predecessor to the present day American Academy of 

Ophthalmology. 

It is in this sense, which excludes scientific and technological developments, that this thesis 

will consider professionalization in the historical account of ophthalmology and 

ophthalmologists in New Zealand. The motto of the Royal Australian and New Zealand 

College of Ophthalmologists is “Ut Videant,” which may be translated as “that they may see.”
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Figure 1.6. The Coat of Arms of the Royal Australian and New Zealand                                                  

College of Ophthalmologists. 
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Chapter 2 

Methodology 

 

 

2.0. Sources used to compile this thesis  

2.1. Structured interviews with senior and leading ophthalmologists throughout New 
Zealand 2009-2011  

 
These interviews were pre-arranged visits by the author carried out between May 2009 

and August 2011. Many of those interviewed were elderly and these visits provided the 

rare opportunity to obtain the oral history of a pioneering group of ophthalmologists.  

 

The interview structure was pre-planned and tailored for each colleague being 

interviewed, as each was known to the author. Specific local and national data were 

appropriately sought. All interviews were conducted by the author and all took place in 

the ophthalmologists’ home towns 

 

Every interview was recorded with the knowledge and permission of the ophthalmologist 

being interviewed, and the material used was distilled from the recordings and written 

notes.  

 

Key components of all interviews included: 

 

A. Personal details of interviewee: Family background, place of birth, schooling, and 

medical and ophthalmological education. 

B. Ophthalmological practice from the beginning of professional career- place, 

ophthalmic and other colleagues, public and private surgical hospital facilities. 

C. Publications. 

D. Roles in local and national professional bodies. 

E. Any national or international influence. 

F. Interests and achievements outside of medicine and ophthalmology. 
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2.2. Leading and senior ophthalmologists interviewed were: 
1.  Professor John Parr of Dunedin (now deceased) 

2.  Dr Roy Holmes of Christchurch (now deceased) 

3.  Assoc. Professor Richard Clemett of Christchurch   

4.  Dr Ken Tarr of Christchurch  

5.  Dr John McKinnon of Nelson  

6.  Dr John Davison of Nelson  

7.  Dr Thiers Halliwell of Wellington  

8.  Dr Colin Fenton of Wellington  

9.  Dr Paul Herrick of Wellington  

10.  Dr Peter Wellings of Wellington  

11.  Dr Jim Macdiarmid of Hamilton  

12.  Dr Charles Swanston OBE of Auckland (now deceased) 

13.  Dr Lindo Ferguson CBE of Auckland (now deceased) 

14.  Dr Ross McKay of Auckland  

15.  Dr Ian Elliott of Auckland  

16.  Dr David Warnock of Palmerston North (now deceased) 

17.  Dr Tom Ellingham of Palmerston North  

18.  Dr Muriel Nielsen of Rotorua (now deceased) 

19.  Dr David Sabiston MNZM of Napier   

20.  Dr Ken Taylor of New Plymouth  

21.  Dr John Henderson of Whangarei 

 

2.3. Other ophthalmologists were interviewed more briefly, personally or by telephone. 
These included:  

 1.   Dr Brett Rogers of Invercargill  

2. Assoc. Prof. Mark Elder of Christchurch  

3. Dr Philip Boulton of Palmerston North  

4. Dr Gabriel Martinez of Gisborne  

5. Dr Peter Haddad of Tauranga  

6. Dr Doug Cox of Hamilton  

7. Dr Keith Gross of Rotorua  
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8. Dr Peter Bannister of Hastings  

9. Dr John Beaumont of Hastings 

 

2.4.  Non-ophthalmologists interviewed included:  
 

Associate Professor Gordon Sanderson MNZM of Dunedin was interviewed in detail in 

his office at the Department of Ophthalmology, Dunedin Hospital. 

Ms Rose Purchas of Auckland, descendant of Dr Arthur Challinor Purchas  

Dr Katharine Bowden of Whangarei, widow of Dr Bernard Bowden  

Mrs Susan Maclean (now deceased) of Wanganui, and Mrs Kirsty Riley of Auckland, 

descendants of the late Drs William Stephen Baird and James Bruce Baird of Wanganui. 

 

 
2.5. Oral archives 
 

Oral archive sources included recorded interviews with senior ophthalmologists, 

arranged by the Ophthalmological Society of New Zealand in conjunction with the 

Alexander Turnbull Library. All these interviews were professionally carried out by Ms 

Anna Cottrell between 1991 and 2001. All those interviewed are now deceased. Those 

interviewed were: 

 

Dr GG Talbot OBE of Auckland, 8th August, 1991. http://tapuhi.natlib.govt.nz/cgi-

bin/spydus/FULL/ORAL/OPHDR/228/349705,1  

 

Sir Randal Elliott of Wellington, 4th October and 8th November, 1991. 

http://tapuhi.natlib.govt.nz/cgi-bin/spydus/FULL/ORAL/OPHDR/91/349707,4 

 

Dr Calvin Ring of Auckland, 8th October, 1991. http://tapuhi.natlib.govt.nz/cgi-

bin/spydus/FULL/ORAL/OPHDR/91/349704,1 

 

Dr Dorothy Potter CBE of Masterton, 22nd March, 1995. http://tapuhi.natlib.govt.nz/cgi-

bin/spydus/FULL/ORAL/OPHDR/91/697297,7 

 

http://tapuhi.natlib.govt.nz/cgi-bin/spydus/FULL/ORAL/OPHDR/228/349705,1
http://tapuhi.natlib.govt.nz/cgi-bin/spydus/FULL/ORAL/OPHDR/228/349705,1
http://tapuhi.natlib.govt.nz/cgi-bin/spydus/FULL/ORAL/OPHDR/91/349707,4
http://tapuhi.natlib.govt.nz/cgi-bin/spydus/FULL/ORAL/OPHDR/91/349704,1
http://tapuhi.natlib.govt.nz/cgi-bin/spydus/FULL/ORAL/OPHDR/91/349704,1
http://tapuhi.natlib.govt.nz/cgi-bin/spydus/FULL/ORAL/OPHDR/91/697297,7
http://tapuhi.natlib.govt.nz/cgi-bin/spydus/FULL/ORAL/OPHDR/91/697297,7
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Professor John Parr of Dunedin, 27th February, 1993. http://tapuhi.natlib.govt.nz/cgi-

bin/spydus/FULL/ORAL/OPINT/392/349706,1  

 

Dr Roy Holmes of Christchurch, 28th November, 2000. http://tapuhi.natlib.govt.nz/cgi-

bin/spydus/FULL/ORAL/OPHDR/91/695496,5 

 

Dr Arthur Talbot of New Plymouth, 26th June, 2001. http://tapuhi.natlib.govt.nz/cgi-

bin/spydus/FULL/ORAL/OPHDR/91/696015,6 

 

The audiotapes were obtained from the Alexander Turnbull Library, listened to, and 

relevant notes made from them. A synopsis of each oral interview is obtainable at the 

website indicated after each.  

 

 

2.6. Archives New Zealand 
 

Archives New Zealand is a national repository of documents from Government      

Departments. Its national centre is in Wellington, with regional collections in Auckland, 

Christchurch, and Dunedin. Its archive retrieval system “Archway” was used to obtain, 

with permission, public hospital past operating theatre records from Auckland, Waikato, 

and Wellington hospitals. This was to discover the numbers and types of ophthalmic 

procedures carried out in succeeding decades.  
 
 
2.7. Obituaries 

  
Obituaries were consulted to establish personal details of past ophthalmologists. They 

were particularly valuable for details of family origins, education, war service, 

contributions to ophthalmology, pioneering work, involvement in professional bodies, and 

achievements in spheres outside of medicine. Most obituaries were found in the New 

Zealand Medical Journal, a task made easier by Dr Basil R Hutchinson’s1 list of 

obituaries published in the New Zealand Medical Journal. Other obituaries were sourced 

from the Medical Journal of Australia and from newspapers. Many obituaries in 

http://tapuhi.natlib.govt.nz/cgi-bin/spydus/FULL/ORAL/OPINT/392/349706,1
http://tapuhi.natlib.govt.nz/cgi-bin/spydus/FULL/ORAL/OPINT/392/349706,1
http://tapuhi.natlib.govt.nz/cgi-bin/spydus/FULL/ORAL/OPHDR/91/695496,5
http://tapuhi.natlib.govt.nz/cgi-bin/spydus/FULL/ORAL/OPHDR/91/695496,5
http://tapuhi.natlib.govt.nz/cgi-bin/spydus/FULL/ORAL/OPHDR/91/696015,6
http://tapuhi.natlib.govt.nz/cgi-bin/spydus/FULL/ORAL/OPHDR/91/696015,6
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newspapers were found through the website “Papers Past”. 

http://paperspast.natlib.govt.nz/cgi-bin/paperspast. 

 
 

2.8. Conference Presentations and Publications 
 

The first meetings in Australasia with a section on ophthalmology were the Inter-colonial 

Medical Congresses. Transactions of the congresses were published, but not all oral 

presentations were included in the transactions. Also, sometimes summaries were 

published in the Medical Journal of Australia and the New Zealand Medical Journal. The 

first such congress was in January 1889 in Melbourne, attended by three New Zealand 

ophthalmologists. The original printed programme of that meeting was donated to the 

Department of Ophthalmology, University of Auckland, by Dr Richard Henry Lindo 

Ferguson CBE. Perusal of the New Zealand Medical Journal and the Medical Journal of 

Australia revealed several papers published by New Zealand ophthalmologists in the 

New Zealand Medical Journal, but none published in the Medical Journal of Australia.  

 

More complete documentation of conference presentations became possible from 1938 

with the publication of the Transactions of the Ophthalmological Society of Australia; 

however, it contains no papers by New Zealand ophthalmologists. The Transactions of 

the Ophthalmological Society of New Zealand began in 1947. Most but not all oral 

presentations at the annual conferences were submitted for publication in the 

Transactions.  

 

In 1982 the Transactions of the Ophthalmological Society of New Zealand was 

succeeded by the Australasian Journal of Ophthalmology and in 1999 by Clinical and 

Experimental Ophthalmology. The latter two published only a small number of oral 

presentations, so from 1982 most oral presentations have been lost other than as titles 

in conference proceedings.  

 

 
 

 

http://paperspast.natlib.govt.nz/cgi-bin/paperspast
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2.9. Journal Articles  
 

Many ophthalmologists submitted manuscripts to the New Zealand Medical Journal, the 

Australian and New Zealand Journal of Ophthalmology and its successor Clinical and 

Experimental Ophthalmology, as well as in international journals. These were identified 

by Medline searches and review of journal archives. 

 
2.10. Minutes of meetings 

 
The following minutes were reviewed:  

The minutes of all the Annual Meetings of the Ophthalmological Society of New Zealand 

from its inception in 1946, which are kept in the office of the New Zealand Medical 

Association, The Terrace, Wellington.  

The minutes of the New Zealand Branch of the Royal Australian and New Zealand 

College of Ophthalmologists.  

The minutes of a) the Ophthalmological Society of Australia, b) the Australian College of 

Ophthalmologists, and its consecutive successors the Royal Australian College of 

Ophthalmologists and the Royal Australian and New Zealand College of 

Ophthalmologists. All these minutes were all perused in the archives room of the head 

office of the Royal Australian and New Zealand College of Ophthalmologists, Sydney, 

Australia. 

 

 
2.11. Sources for the list of theses on ophthalmology and ophthalmology-related topics  
 
 This list was compiled with the assistance of:  

Tui Bevin, Research Fellow, Ophthalmology, Department of Medicine, University of 

Otago. 

Richard German, Faculty Librarian, Medical Library, University of Otago. 

Hocken Collection Uare Taoka o Hakena, Dunedin. 

Hutokshi Chinoy, Personal assistant to Professor Charles McGhee, Department of 

Ophthalmology, University of Auckland. 
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Rob Jacobs, Associate Professor, Department of Optometry and Vision Science, 

University of Auckland. 

Ilva Rupenthal, Director of the Buchanan Ocular Therapeutics Unit, Department of 

Ophthalmology, University of Auckland.  

 
 
2.12. Personal experiences  

 

The author has been intimately involved in the evolution of ophthalmology in New 

Zealand during his career in ophthalmology from 1970 to 2013.  

 

These interactions included: Introduction of vitreous surgery to New Zealand in 1976; 

Chairman of the Eye Department, Auckland Hospital, 1982-1986; Chairman of the Board 

of Examiners of the Royal Australian and New Zealand College of Ophthalmologists, 

1994-2002; President of the Ophthalmological Society of New Zealand 1994-95; Leader 

of the committee to raise funds for the Foundation Chair of Ophthalmology at the 

University of Auckland 1993-97; President of the Royal Australian and New Zealand 

College of Ophthalmologists 2002-03; Honorary Associate Professor of Ophthalmology 

at the University of Auckland 2009-present. 

  

2.13. “Eye Surgeons and Surgery in New Zealand” 

“Eye Surgeons and Surgery in New Zealand” is a book published by the author in May 

2012.2 This research thesis is partly based on that publication. However in this thesis the 

history is written in a more chronological (rather than geographical) order, and is more 

completely referenced. It also adds a brief account of methods Maori used to treat eye 

ailments. This thesis focuses more on the professionalization of ophthalmology in New 

Zealand and how that compares with overseas. The book attempted to include a 

biography of every New Zealand ophthalmologist, whereas this thesis includes only 

those who made an identifiable contribution to the development of the specialty.  

2.14. Other sources  

These are annotated in the text and in the reference section of each chapter. 
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Chapter 3 

Eye care in New Zealand before the influence of 

European colonization 

 

 

3.1. Early Reports of Eye Disease in Maori  

Although the historical records are limited, it would appear, from available sources, that eye 

disorders were not uncommon in Maori before the influence of European colonization of 

Aotearoa / New Zealand in the nineteenth century. Indeed, inflammation of the external eye 

was apparently common in Maori in the 1820s, as observed and reported by the Wesleyan 

missionaries in the Hokianga.1 When Dr David Monro landed at Whangaruru, south of the 

Bay of Islands, in 1842, he observed Maori with corneal ulcers, for which he blamed the 

smoke of wood fires in huts without chimneys.2  

 

 

Figure 3.1. Raupo huts, used by Maori before European colonization. Sir George Grey Special Collection,     

Auckland Libraries, 7-A15829 
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Best3 also postulated that affections of the eyes were caused by the smoky state of their 

huts in winter. Buck4 noted conjunctivitis, blepharitis, chalazion, and corneal opacity. Tuke5 

mentioned strumous ophthalmia,* as one of the many manifestations of scrofula** and of 

tabes mesenterica,*** a condition of childhood thought to be caused by poor diet. In such 

children strumous ophthalmia manifested as prominence or bulging of the eyes, and red and 

everted eyelids which were devoid of lashes.  

 

3.2. Herbal and Spiritual Approaches to Eye Disease 

 

 Elsdon Best (1856-1931)6 was a son of early European   

settlers. He was born in Tawa Flat and he wrote 

extensively on Maori life and customs. After several jobs 

and wanderings overseas, he moved to the east coast of 

the North Island in 1895, where he worked around the 

area of Te Whaiti. He spoke fluent Maori, and had the 

confidence of the Tuhoe people. He wrote extensive 

notes, which have been distilled in articles published in 

the Transactions of the New Zealand Institute, the 

Journal of the Polynesian Society, and elsewhere. In 

1910 he was appointed ethnologist to the Dominion   

Museum in Wellington. 

 
 

 

 

 

 

  

*Strumous ophthalmia: Thyroid eye disease, usually evidenced by prominent eyes (exophthalmos). 

**Scrofula: Tuberculosis of the lymphatic glands which manifests as suppurating abscesses, usually     

in early life. ***Tabes mesenterica: Tuberculosis of the mesenteric glands in children, resulting in 

digestive derangement and generalized wasting.  

Figure 3.2. Elsdon Best. Sir George Grey       

Special Collection, Auckland Libraries 589-103. 
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Best7 suggested that most remedies used by Maori were based on what they saw 

Europeans using.  He proposed that before Europeans arrived, Maori did not use treatment 

methods such as plant products because that would have lessened the power of the priests, 

who relied principally upon rites and incantations. To quote Best: “In regard to the following 

account of the various simple remedies used by the natives, I am by no means prepared to 

state that all such here given were used in olden times — i.e., before the arrival of 

Europeans. In fact, I believe most of them to be modern, being based on the European 

methods of treatment of the sick. The use of simples* was not encouraged in the days of old, 

for that would have lessened the power of the priests, who relied principally upon their 

absurd rites and incantations. For no Hippocrates had appeared to separate medicine(!) 

from theology, and shamanism was rampant.” Buck8 tended to agree with this, possibly 

simplistic postulate, stating: “In other words, it was the incantations backed up by the power 

of the tohungas that cured. It follows that the value of drugs was but little explored. I heartily 

agree with Elsdon Best in saying that in ancient times the Maoris had very few drugs.”  

 

Whilst Parsons9 states that some Maori assert that herbal remedies have always been a 

major part of healing, Best and also Metge10 argue that the Maori explanation of sickness, 

being more spiritual than physical, significantly limited their exploration of herbs and 

botanicals in relation to disease. Thus, it is argued, they relied more on the spiritual powers 

of the Tohunga, the traditional healers. Yet it is seems inconceivable in an agricultural 

society that products from plants and animals would not have been used. Riley11 supports 

the theory that Maori would have had the sophistication to utilize remedies derived from 

plants or animals, whereas, Best suggests that the knowledge Maori may have possessed 

regarding their use might have been withheld because it was regarded as tapu.**  

 

Ocular remedies that Best12 reported included, the sap of the vine aka kura (Figure 3.3) for 

watering of the eyes, and the sap of the kopukupuku  plant for redness of the corners of the 

eyes. He mentioned styes being treated by squeezing out the contents, and then applying 

human breast milk. As previously noted, Buck13 attributed the smoky atmosphere of 

unventilated houses as a cause of conjunctivitis.  

 
 

 

 

 

*Simples: An old term for any herb with real or supposed medicinal virtues.  

**Tapu : (Maori). Forbidden, taboo. 
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Notably, in the context of whether Maori utilized herbal remedies, Fulton14, when discussing 

Dr Joseph Crocome, the first medical practitioner in the South Island who practised from the 

1830s to the 1870s, said: “When his [Crocome’s] own scanty stock of drugs failed him, he 

turned to the Maoris for some of their medical lore and remedies. Koromiko for internal 

troubles, infusion of phormium tenax (flax) and the slippery gum from around the roots and 

leaves as a bath for severe wounds......”  

 

 

3.3. Comparisons with Australian Aboriginal and Pacific Polynesian Peoples 

 

Dobson15 compiled an account of traditional healing practised by the Arrernte Aboriginal 

people, who are the second largest community of Aboriginal peoples in Australia. They live 

in and around Mparntwe (Alice Springs). They, like the Maori, appeared to utilize plant 

extracts and human milk for ocular ailments.  

 
Figure 3.3. Aka kura or crimson rata. Metrosideros carminea.      

Reproduced from Eagle “Complete Trees and Shrubs of New Zealand,” 

page 251. Permission to reproduce given by the publisher, Te Papa Press, 

Wellington. 
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The actual plants used in Aboriginal herbal remedies varied somewhat, perhaps 

unsurprisingly since the Aboriginal people were, and are, diverse peoples who live in diverse 

climates, from the north to south of Australia, including Tasmania. The Arrernte used the root 

bark of the ironwood tree (Acacia estrophiolata) as an eye wash for sore eyes. They also 

used human breast milk, and meat ants as an antiseptic for sore eyes and for children with 

sticky eyes. The fat of animals, including the emu, goanna, and perentie was also used. 

Theoretically, these fats would have been effective ocular lubricants. 

 

Like Maori, the Aboriginal people selected healers, in whom they imbued special powers, 

which were passed on by the healers to the next generation. They also used healing songs 

in dealing with disease. Basedow16 wrote an extensive description of the diseases of the 

Australian Aborigines in 1932, from his roles as Chief Medical Inspector and Chief Protector 

of the Aborigines of the Northern Territory, Special Aborigines Commissioner for the federal 

and South Australian governments, and Chairman of the Aborigines Protection League.  At 

the time in which he wrote, there were still many Aborigines living in remote areas quite 

unchanged by European encroachment, but Aborigines living near settlements had 

unfortunately been ravaged by European borne conditions in particular gonorrhoea, syphilis, 

and tuberculosis.   

 

Basedow16 found blepharitis to be common, which he put down to unhygienic camps in 

which they lived, and the myriad flies.  Similarly he described the prevalence of conjunctivitis 

being caused by dust, smoke, and the ubiquitous flies.  He further described trachoma as 

most probably the oldest known disease amongst the Aborigines of Australia.  Indeed, 

Basedow mentioned that William Dampier, one of the first Europeans to land on the north 

west coast in 1688, observed that the natives always keep their eyes half closed owing to 

the flies being so troublesome and that “they do never open their eyes as other people and 

therefore they cannot see far unless they hold up their heads as if they were looking at 

somewhat over them”.  
 

This phenomenon was no doubt due to the familiar drooping of the upper lids characteristic 

of trachoma. Interestingly, Basedow found that pterygium essentially did not occur and he 

observed only one case.  This is despite the dry, dusty, and extremely sunny conditions 

under which the Aborigines live, whereas, such high ultraviolet light conditions make pterygia 

extremely common in Europeans.  He described senile cataract as common throughout the 

tribal districts of Australia.  He also described corneal leukoma as common, which he 

ascribed to trauma in most cases.   
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Samoans were said to have used plant extracts to only a limited extent,17 although they 

utilized a wide variety of plants, as detailed by Macpherson and Macpherson.18 The only 

reference to ocular treatments was the use of drops made by plant material of unspecified 

origin being powdered into a pulp and placed in a gauze-like material, originally from the 

base of the coconut frond. Human breast milk was also said to have been used for eye 

complaints.19 

 

Parsons20 compiled an extensive bibliography of ethnomedicine in the Pacific, but 

unfortunately none of the 195 references to Polynesian ethno-medicine nor the 190 

references to Micronesian ethno-medicine referred specifically to the eye. 

 

 

3.4. Conclusions 
 

Contemporaneous descriptions suggest that Maori suffered from a number of external eye 

diseases before widespread European colonization of Aotearoa / New Zealand. Whether 

they had established herbal remedies to deal with ocular and other diseases continues to be 

debated. However, on the balance of the limited available data from that time, and in respect 

to the reported activities of parallel cultures in Australia and Polynesia, it is likely that Maori 

had a mixed approach to eye disease that included established herbal remedies and spiritual 

rituals.    
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Chapter 4  

New Zealand Ophthalmology 1833 to 1900 

 

4.0. Introduction 

Why come to New Zealand, a new sparsely populated colony with scant infrastructure? This 

might be asked of professional people, presumably well placed to thrive in their home 

country. Three early settlers who were interested in ophthalmology came for three different 

reasons. Dr David Monro left Scotland possibly because of family shame, Dr John Wilkins 

was forced to resign from the Medical Society of Victoria because of his unacceptable 

advertising, and Dr Henry Lindo Ferguson came on medical advice, partly because of the 

possibility of tuberculosis. Tuberculosis was a common reason for immigration to New 

Zealand’s supposedly healthier climate, as documented in detail by Bryder.1 

 

4.1. Early medical practitioners in New Zealand 

The earliest medical practitioners to settle and work in New Zealand did not include “pure” 

ophthalmologists, but those pioneers to the new world would have needed to manage ocular 

afflictions as best they could. The first resident medical practitioner in New Zealand was Dr 

Adolphus James Ross, who arrived in the Bay of Islands in 1833. He built a house at 

Waitangi, but stayed there only a few months. For unknown reasons, he appears to have 

aroused the enmity of Maori.2,3   

The first medical practitioner in New Zealand to leave any recorded interest in the eye was 

Dr David Monro (1813-1877), later Sir David Monro.4 He emigrated from Scotland in 1842, 

despite his impeccable medical lineage. We can only speculate the reasons, but one could 

have been an element of family shame. His great-great-grandfather, John Monro, was a 

founder the Edinburgh Medical School.  His great-grandfather, grandfather, and father were 

all, consecutively, professors of anatomy at the Edinburgh Medical School. David was the 

fourth son. His father was professor of anatomy at Edinburgh at the time of the infamous Dr 
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Robert Knox.  It was Knox who obtained bodies for dissection from the euphemistically 

called ‘resurrectionists’. The macabre Burke and Hare murders were committed to augment 

the supply of bodies to Dr Knox, who then on-sold the cadavers to the medical school.5,6  

Fortunately, Monro wrote a detailed journal of his voyage down the east coast of New 

Zealand.7 His ship was aiming for the Bay of Islands, but made landfall just south, at 

Whangaruru Harbour, where he observed that about one in eight Maori had inflamed eyes, 

and a few had ulceration and opacity of the cornea. He postulated that the cause may have 

been the habit of living in an enclosed hut with a fire but no chimney. Monro settled in 

Nelson, and in 1869 delivered a lecture on the eye at the Nelson Provincial Hall, probably 

the first ophthalmic lecture in New Zealand.8 (Sir Randal Elliott spoke of this in his opening 

address at the 50th annual conference of the Ophthalmological Society of New Zealand at 

Wairakei in 1996). However, Monro did not practise medicine in New Zealand for long, as he 

turned successfully to politics, was elected to the House of Representatives, became 

Speaker of the House, and was knighted in 1866.  He died “Sir David” in 1877 aged 63.  

 

4.2. Dr John Wilkins (1826-1905): Moorfields to Australia and New Zealand 

A characteristic of medicine, including ophthalmology, in the late 1800s in Britain, America, 

and New Zealand, was the existence of practitioners who were peripatetic and who 

advertised brazenly.  

In Australia and New Zealand, John Wilkins (Figure 4.1) was a colourful, controversial, and 

probably a clever surgeon in the 19th century. Consequently, a great deal has been written 

about him. The most comprehensive articles were written by Ronald Lowe.9,10 Sir Lindo 

Ferguson mentioned Wilkins in his address to the annual meeting of the New Zealand 

Branch of the British Medical Association in 1922,11 and also in his autobiography.12  

While practising in Victoria, Wilkins wrote extensively, and had twenty-eight papers 

published in the Australian Medical Journal on a wide variety of medical topics. He even 

invented an anaesthetic machine, mentioned by Hutchinson,13 an Auckland anaesthetist, at 

an address for a retiring colleague. Lowe described Wilkins as a “good author who wrote 

clearly and without obfuscating verbiage.”  However Wilkins was prone to advertising and 

was rebuked by the Medical Society of Victoria for advertisements in ‘The Age’ newspaper.  

Ultimately he was forced to resign from the Medical Society of Victoria, which precipitated 

his move to Dunedin in 1877, later to Christchurch, and finally to Auckland. 
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In the Otago Daily Times of October 29th 187714 there was a business notice advising that 

Mr John Wilkins, surgeon, with his detailed qualifications, was available for consultation.  His 

residence was Bell Tower, Dowling Street, Dunedin.  He moved to Christchurch in 1880. 

There he again he ran into trouble by advertising in the Evening Star,15 a Dunedin 

newspaper.  His advertisement mentioned that he had been on the surgical staff of the Royal 

Eye Hospital, London, which is now the internationally famous Moorfields Eye Hospital. The 

President of the New Zealand Medical Association checked by writing to Moorfields, and 

was advised that Wilkins had never been on the staff. The Medical Association held a 

meeting and passed a resolution that the advertisements were misleading, and this was 

reported in the Australian Medical Journal.16 

However, Wilkins subsequently forwarded 

documents which proved that he had been 

appointed as a clinical assistant at Moorfields, 

signed by the renowned Sir William Bowman, 

a senior surgeon. The Australian Medical 

Journal was obliged to publish a retraction and 

apology.17 The error was a question of the 

distinction at Moorfields between “honorary 

staff” and “assistants to staff.” 

Dr Wilkins moved to Auckland in 1884, and 

gained further publicity in the New Zealand 

Herald of 18th September that year18 with an 

article titled “A Skilful Operation”. It read: 

“About a fortnight since we noticed that 

Captain Burgess, our Auckland 

harbourmaster, was laid up from an attack of a 

disease in his right eye known as glaucoma, 

producing in it the greatest pain with daily 

failing sight, and as he had already lost all 

useful vision of his left eye from previous 

attacks in it of the same disease, he naturally 

became greatly disquieted in his mind as to 

how the present attack was likely to terminate. 

Fearing blindness in this eye also, he 

consulted Dr Wilkins of this city, who advised an immediate operation as the only treatment 

likely to do any permanent good. The doctor performed the operation on the 3rd of this month 

 
Figure 4.1. Dr John Wilkins (1826-1905). Cyclopedia of 

New Zealand, volume 2, 1902. 
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upon both eyes, with the disease was immediately stopped and sight returned. The progress 

toward recovery of sight since Dr Wilkins performed the operation has been so satisfactory 

that Captain Burgess is again able to resume his office duty with excellent sight.”  

 

4.3. Other Peripatetic Oculists: Dr Grant and Professor Wallenburg 

At around the time that Wilkins relocated to Christchurch, there was a notice in the classified 

section of the Otago Daily Times of October 4th 1879,19 advising that Dr Grant and Professor 

Wallenburg, oculists, aurists, and specialists, had arrived in Dunedin. It read “They may be 

consulted upon all diseases of the eye, ear, and throat.  Deafness, noises in the head, 

defective sight, cataracts, amaurosis, ophthalmia, gutta serena [an archaic term for 

amblyopia], loss of the eyelashes, inflammation, and all diseases of the eye, ear, and throat, 

treated upon new and scientific principles. At their consulting rooms, Criterion Hotel, private 

entrance- Moray Place.”   

This advertisement was followed by a glowing opinion from the press. The editor of the 

Otago Daily Times and the editor of the Saturday Advertiser were invited to the doctors’ 

consulting rooms at the Criterion Hotel.  The first case shown to them was a Miss White 

aged eleven years, the daughter of a settler at Oamaru, who had been totally blind for years.   

The editors reported that “This young lady had been under the treatment of these clever 

oculists for three days and, wonderful to say, her eyesight had been perfectly cured.  The 

father of the girl assured us that he had placed her under the care of several medical men 

who had failed to do her any good, despite the money that he lavished upon her.”  Three 

other remarkable cases were quoted.  The article finished by saying “The above cases 

clearly illustrate that Dr Grant and Professor Wallenburg are without doubt what they profess 

to be. Oculists, aurists, and specialists.  We would strongly recommend that those who are 

either afflicted with blindness or deafness to consult these gentlemen at once as their stay 

here is limited.”   

In the late 19th century, the Otago Daily Times, the North Otago Times, and the Southland 

Daily News were replete with such  “miracle cures” carried out by Dr Grant and Professor 

Wallenburg and some of these accounts were given extra credibility by being headed 

“Opinions of the Press”.  In addition there were letters to the editors of the publications from 

grateful patients who described their wonderful cures.   

Dr Grant must have subsequently moved to Auckland because in the New Zealand Herald of 

June 17th 188120 we read in the classified columns on page three: “Blindness, Deafness, &c. 
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Dr Grant, Member of Royal College of Surgeons, England, and of the Medical Board of 

Victoria and New South Wales; also registered in New Zealand and Tasmania. Oculist, 

Aurist, & Specialist (From Europe), By the desire of friends of his numerous patients, has 

returned to permanently reside and practice the various branches of his profession in 

Auckland, and can be consulted at his private Consulting Rooms, corner of Grafton Road 

and Symonds Street (Opposite the Choral Hall), Auckland, Upon All Diseases of the Eye, 

Ear, and Throat, Deafness, Noises in the Head, Defective Sight, Squinting, Cataracts, 

Amaurosis, Ophthalmia, Gutta Serena, Loss of Eyelashes, Inflammation, and all Diseases of 

the Eye, Ear, and Throat, treated on new and scientific principles, and attention is confidently 

and particularly requested to the following cases of the Eye, Ear, Throat, and other Special 

Affections.” This was followed by testimonials from three patients from Christchurch, which 

were in turn followed by opinions of the press extolling further miraculous cures of blindness 

and deafness by Dr Grant.  

 Such fanciful self-promotions would not be publishable today and it is difficult to understand 

how anyone could believe them then, just over a hundred years ago. Professor Wallenburg 

and Dr Grant moved about, advertising wherever they went, akin to snake-oil salesmen. 

Wilkins did the same, but he had the backing of some post-graduate training in 

ophthalmology at Moorfields, and when in Victoria, Australia, he published extensively, as 

previously noted. 

Drs Wilkins, Grant and Professor Wallenburg were the last generation of peripatetic 

advertising surgeons. As already noted, ophthalmic surgery had been largely carried out by 

barbers and others without formal training, and neglected by mainstream medical 

practitioners until the 1800s. However brazen advertising was not confined to 

ophthalmology. For example, “Surgeon Langston” of Melbourne advertised even in the 

Auckland Weekly News.21 The large two column advertisement with photograph included the 

sentences “The greatest and most successful practitioner in the world,” and “A born 

physician”. Belgrave22 refers to Langston, and comments on other medical peripatetics of 

that time.  

 

4.4. The beginnings of New Zealand Ophthalmology  

It is inevitable that documentation from the medical literature in 19th century New Zealand is 

at times both fragmentary and contradictory. However, Dr Stedman was definitely appointed 

the first medical superintendent of Christchurch Hospital in 1862. Bennett23 in his book on 

the history of Christchurch Hospital described Stedman as an ophthalmologist, but later said 
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he was the physician, and joint superintendent with Parkerson, who was the surgeon. 

Subsequently, Wales,24 in his unpublished history of ophthalmology in Christchurch  also 

described Stedman as an ophthalmologist.  

Nonetheless we can be certain that Dr Llewellyn Powell was appointed as an eye specialist 

in 1864, nineteen years before Sir Lindo Ferguson arrived in New Zealand. Thereafter, in 

Dunedin, William MacStravick Stenhouse (1841-1923, Figure 4.2), a graduate of Glasgow 

University, began practice in 1876. Although a generalist, presumably he had a strong 

interest in ophthalmology, as he wrote booklets entitled “Our eyes and how to use them,”25 

“The Common Diseases of the Ear, Throat, and Nose,” and a paper entitled “Aetiology of 

Episcleritis.”26 He was an honorary visiting physician to Dunedin Hospital for ten years. He 

may not have practised eye surgery, but only medical ophthalmology (vide infra).  

Ultimately we cannot glean with the passing of time whether these early physicians had 

significant, or indeed any, specialist training in ophthalmology, nor to what degree they 

confined themselves to ophthalmology practice, or at least to ophthalmology and “ear nose 

and throat” which were specialties that were commonly practiced together until the mid-

twentieth century. There is evidence that these early practitioners were all generalists. For 

example, Stenhouse wrote an article entitled “Successful case of Cesarian Section.”27 

Stedman was variously described as an ophthalmologist and as a physician23 and C. 

Morton  Anderson was an ophthalmologist in Christchurch but his obituary describes him 

only as a surgeon. Ferguson was a contemporary of these men, and wrote that they were all 

generalists who had but an interest in ophthalmology.28 Even in the United States, until the 

mid-1880s, eye diseases were treated by practitioners who ranged from barber surgeons 

and itinerant healers to the rare part-time, true, ophthalmologist with formal medical 

training.29  

At Christchurch Hospital, by 1870 the medical staff had risen to three, one physician, one 

surgeon, and one ophthalmologist, Dr Llewellyn Powell (Figure 4.3).  Application was made 

to the New Zealand Government for the medical staff to be paid, but this did not happen for 

another seventy years. Honorary hospital appointments were common in New Zealand until 

the 1940s, giving rise to the professional sentiment that public hospital work was largely 

”charity” work, supported by the physicians’ income from private practice, and in many 

instances in those days from personal wealth. In 1876 a medical school was planned for 

Christchurch, to be associated with Canterbury University College and Christ’s College, and 

Dr Llewellyn Powell was to be lecturer in physiology and demonstrator in ophthalmology.  

However when the Provincial Council ceased to exist, the medical school project lapsed.   



 
 

45 
 

In Wellington the earliest known ophthalmologist was William George Kemp (1846–1919), 

who completed his medical training at St Bartholomew’s hospital in London. He worked in 

Nelson from 1868, before moving to Wellington in 1870, and was an honorary physician at 

Wellington Hospital from 1879–1882. He then spent a short time as a clinical assistant at 

Moorfields Eye Hospital in London, before returning to Wellington to serve as an honorary 

ophthalmic surgeon from 1883–1886. He returned to England in 1892.  

The first ophthalmologists to definitely establish themselves in Auckland, and to provide a 

life-long service to its citizens, were Arthur Challinor Purchas (1860-1941), and C. Humphry 

Haines (1856-1924).  

 

                           

 

 

 

 

 

 

 

Figure 5. Dr Llewellyn Powell (?-1879),. 

 

 

 

 

 

 

 

 

 

 
Figure 4.3. Dr Llewellyn Powell (d.1879). 
Canterbury Museum, 19XX.2.5023. 

 

 Figure 4.2. Dr William MacStravick Stenhouse (1841-

1923). Cyclopedia of New Zealand, volume 4, 1905. 
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Purchas (Figure 4.4) was described as an ophthalmic surgeon and oculist, of Symonds 

Street, Auckland.  He was the second son of the Rev. Dr Arthur Guyon Purchas (1821-

1906), one of New Zealand’s early colonists, who was qualified both in medicine and as an 

ordained priest in the Anglican Church. Arthur Challinor was born in Auckland in 1860, 

graduated in medicine in Edinburgh in 1884, returned to New Zealand in 1886, and 

subsequently practiced in Auckland for over fifty years.  

Dr C. Humphry Haines arrived in Auckland from Ireland, also in 1886. Haines was born in 

Cork, and educated at Edinburgh where he gained the Edinburgh fellowship in surgery. He 

trained at the National Eye and Ear Infirmary in Dublin, two or three years after Sir Lindo 

Ferguson had trained there.  

 
Figure 4.4. Dr Arthur Challinor Purchas (1860-1941). Sir George 

Grey Special Collection, Auckland City Libraries, 31-WP583. 

 



 
 

47 
 

While a house surgeon Haines wrote an article in the Ophthalmic Review30 describing a new 

instrument for facilitating retinoscopy.  This instrument introduced a disc of twelve lenses 

which could be mounted on the back of a chair and placed in front of the eye of the patient 

so that retinoscopy could be carried out by changing the lenses simply by rotating the disc 

rather than picking up individual lenses. The description fits it as being an early phoropter. 

The British Medical Journal31  records in 1886 that Haines delivered this paper to a meeting 

of the Ophthalmological Society of the United Kingdom.  Later he wrote an article in the New 

Zealand Medical Journal in 1888 entitled “Evisceration of the eyeball with introduction of 

artificial vitreous or Mules’ operation.”32 The artificial vitreous was in fact a glass ball.  

Doctors Purchas and Haines, together with the early ophthalmic surgeons resident in 

Wellington, Christchurch and Dunedin may well have been concerned about their peripatetic 

contemporaries, the aforementioned Wallenburg in Dunedin, and Grant and Wilkins in 

Dunedin and Auckland, who were travelling about the country in those years and inserting 

inflated testimonials in the public press. However, there is no written legacy of antagonism. 

Present-day regulations, communications, and a less gullible, more-informed population 

have fortunately put an end to peripatetic practitioners who falsely advertise miracle cures.  

 

4.5. Sir Lindo Ferguson: Ophthalmology and academia 

 We can be confident that Henry Lindo (later Sir Lindo) Ferguson (Figure 4.5) was the first in 

New Zealand to practice ophthalmology exclusively, albeit with some ear nose throat surgery 

in his early career.  

Ferguson (1858-1948) arrived in Dunedin in 1883. He described the ophthalmic scene in 

New Zealand before he arrived in his address to the first sub-section meeting in eye, ear, 

nose, and throat held in conjunction with the Annual Meeting of the New Zealand Branch of 

the British Medical Association in 1922,11 as follows: 

“I found on arrival that the eye work of the Colony was either dealt with as part of general 

practice or was done peripatetically by a Dr Schwarzbach, a German who later made 

Sydney his headquarters and came around New Zealand every year or so after the fashion 

of an operatic company, making short stays in each centre, and by a Dr Wilkins, who had 

been in Dunedin but who lived in Christchurch when I arrived and came down periodically for 

a fortnight or three weeks and paid shorter visits to the smaller towns.  Soon after my arrival 

Dr Wilkins moved to Auckland and later to San Francisco, and his practice was not by any 

means confined to ophthalmology.  From what I saw of their work I should say that Wilkins 
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was a good operator and I have been told that his operating showed what was then referred 

to as ‘surgical style’, but I must confess that the methods of practice of both men filled me 

with amazement and dismay.  Dr Wilkins’ preliminary advertisements announcing a three 

weeks visit during which he could be consulted at his hotel had been in the papers when I 

arrived, and a few days after I landed he came down, but returned to Christchurch next day 

and since then there have been no peripatetic ophthalmologists in Dunedin, though both he 

and Schwarzbach worked the North Island for a good many years after that time.  When I 

came in 1883 I was told on all hands that the time was not right for special practice and only 

two of the local practitioners in Dunedin considered that I might in time make a living, but 

within a couple of years Mr Humphry Haines who had obtained his special [ophthalmology] 

training as house surgeon in my old hospital after I left Dublin made the same experiment in 

Auckland as I had done in the south, and a few years later there were specialists in 

Christchurch and Wellington.” 
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Perhaps it is understandable why Ferguson did not mention his predecessors Professor 

Wallenburg and Dr Grant, the other two peripatetic ophthalmologists, but it is surprising that 

he did not mention William Stenhouse, who had been practicing ophthalmology in Dunedin 

before Ferguson arrived in 1883. 

Fortunately, Ferguson recorded his earlier life.33 During the winter of 1882-83 in Dublin, 

Ferguson was working at nights to obtain photographs of the retina utilizing his own eyes 

with the pupils dilated.  After so doing, he found that he required glasses for hypermetropia. 

He also had some “chest trouble.” There was a possibility of tuberculosis (Dr Richard Henry 

Lindo Ferguson CBE, personal communication), which fortunately did not eventuate. 

Ferguson went to his old teacher James Little, who ordered a “complete change”, so he 

Figure 4.5. Sir Lindo Ferguson (1858-1948).         
Courtesy Dr R.H. Lindo Ferguson CBE. 
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selected New Zealand because its climate was very like the British. His mother and older 

brother accompanied him, the latter very likely having tuberculosis. Ferguson arrived at Port 

Chalmers on October the 12th 1883, by which time he was feeling well and his ocular 

accommodation was restored, allowing him to dispense with his glasses. It is possible, but 

nowhere mentioned, that he had been instilling atropine eye drops to dilate his pupils for the 

photographs. Atropine paralyzes the eye’s accommodation, an effect which may take three 

weeks to wear off, and occasionally longer. 

Ferguson was appointed to the Dunedin Hospital staff as an ophthalmologist in 1884, and 

was appointed as a lecturer in ophthalmology by the Council of the University of Otago in 

1887. He became Professor of Ophthalmology in 1909, the same year that the medical 

school appointed its first professors in medicine, surgery, pathology, and midwifery and 

diseases of women, which was an attestation of Ferguson’s status as much or more than 

ophthalmology’s importance in those times.   

In his early years in Dunedin, Ferguson practiced both ophthalmology and otolaryngology, 

but relinquished otolaryngology when Dr A.J. Hall was appointed lecturer in otolaryngology 

in 1915. In this era, the range of ophthalmic surgery was cataract, iridectomy, strabismus, 

pterygium, and some lacrimal and orbital surgery. Ferguson’s instruments included four 

beautiful trephines, of the type used to extirpate benign tumours, which raises the possibility 

that early on he may have done some neurosurgery. However, they were more likely used 

for mastoid work. (Dr Richard Henry Lindo Ferguson CBE, personal communication, 2010). 

There were many shipwrecks in New Zealand in the 1800s, and Ferguson knew that the 

captain of one had poor eyesight. He successfully campaigned the government to introduce 

eyesight tests for deck officers, the forerunner of many more visual standards for 

occupations (Dr Richard Henry Lindo Ferguson CBE, personal communication, 2010). This 

was an early step in the professionalization of ophthalmology in New Zealand. 

Ferguson is traditionally reputed to be the first true ophthalmologist in Australasia. This 

conviction originates in part from the president’s medallion which was presented to the 

Ophthalmological Society of New Zealand by the Ferguson family in 1970.34 On its reverse 

side it is engraved with “Sir Henry Lindo Ferguson, CMG, FRCSI, 1858-1948. The first 

ophthalmologist in Australasia.” However, as already noted, in Dunedin there was William 

McStravick Stenhouse, and in Christchurch Llewellyn Powell. It is also well documented by 

Lowe35 that Andrew Sexton Gray, the founder of the Royal Victorian Eye and Ear Hospital in 

Melbourne in 1871, formally trained in ophthalmology with Dr William Wilde (father of Oscar 

Wilde the playwright) at the St Mark’s Ophthalmic Hospital in Dublin. Notably, Aubrey Bowen 

trained in ophthalmology at the Birmingham and Midland Eye Hospital, and then pursued 
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further training at St Mark’s Ophthalmic Hospital in Dublin and attended eye clinics at 

Moorfields Eye Hospital in London, before emigrating to Melbourne in 1864.36   

In the context of these trained ophthalmologists in Australia it is difficult to understand or 

reconcile the reason for Ferguson saying that the standard of ophthalmology in Melbourne 

and Sydney was low.37 Indeed, Melbourne seems to have had well trained specialists. 

Sydney may have been a little behind Victoria, as the first appointment was of Henry 

Normand MacLaurin as ophthalmic surgeon to outpatients at St Vincent’s Hospital in 1873, 

although he had no formal training in ophthalmology. He was later appointed as an honorary 

physician.38 MacLaurin’s later career included becoming Chancellor of the University of 

Sydney, and he was knighted in 1902. Sydney Hospital had an ophthalmic department only 

from 1879, and Sydney Eye Hospital was not established until 1882.39 

Whether the first ophthalmologist in Australasia or not, Ferguson was the first to have a 

university academic appointment, and was Australasia’s first professor of ophthalmology. 

Thus Sir Lindo was hugely influential in both Australia and New Zealand, and his reputation 

attracted patients from Australia - a not inconsiderable journey in the late nineteenth century. 

Ferguson became the second Dean of the Otago Medical School in 1914, succeeding 

Professor John Halliday Scott. Ferguson retired in 1937, and to date remains New Zealand’s 

longest serving Medical Dean. Ferguson’s legacies include his enormous achievements as 

Dean of New Zealand’s only medical school at that time, which grew in size, stature and 

facilities under his leadership. He was extremely successful in persuading the politicians and 

university leaders that for the medical school to achieve high standards it needed adequate 

funding. The neo-classical Lindo Ferguson building is named in his honour (Figure 4.6). 

From every account, Ferguson was a commanding and inspiring leader. Honours were 

bestowed upon him. He was a foundation member of the Ophthalmological Society of Great 

Britain, and of the Royal Academy of Medicine of Ireland. With Sir Hugh Devine of 

Melbourne and Sir James Elliott of Wellington, he was involved in the founding of the Royal 

Australasian College of Surgeons. In 1927-28 the three travelled together to the United 

States to learn how the American College of Surgeons functioned, and to take advice from 

that body before establishing the Australasian College of Surgeons (see also chapter 5).40  

As a result, Ferguson was made an honorary fellow of the American College of Surgeons in 

1927. These significant contributions to New Zealand and Australian medicine were further 

recognized by His Majesty King George the Fifth, who knighted him (KCMG) in 1924, and in 

1934 The University of Melbourne conferred on him an honorary Doctor of Medicine. 
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Figure 4.6. The Lindo Ferguson Building, Otago Medical School. The author (2009). 
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Figure 4.7. Wychwood. Sir Lindo and Lady Ferguson’s home in Dunedin. Hocken Collections, Uare Taoka O Hakena, 

University of Otago. 

 

Sir Lindo also found time for some private ophthalmology practice. He operated at Prospect 

House, New Zealand’s first private surgical hospital, in St David Street, Dunedin. Prospect 

House was opened in 1900 by Miss Annie Tombe, a certificated nurse who had served in 

the Dunedin Hospital. Sir Lindo charged fees commensurate with his high reputation. A 

solicitor called Mondy refused to pay his fee, and Sir Lindo took him to court, which received 

wide publicity,41 an example of public service and good business practice not being mutually 

exclusive. Sir Lindo operated for cataract on Sir John Logan Campbell, the acknowledged 

“father” of Auckland. Sir John was a medical practitioner, but after his arrival in New Zealand 

he did not practice medicine. Despite his wealth, Sir John complained to Sir Lindo about 

being sent an account for the surgery, as he had expected that professional courtesy would 

have applied!41  

Sir Lindo had private means, and he did not insist on a Dean’s salary until the age of 

seventy. And that salary went back into the School. He was quoted as saying that “I was 

able to do much for the School that a salaried whole time man could not have done. I was 
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absolutely independent and could say what I liked and the [University] Council took it 

cheerfully.”42 

Sir Lindo and Lady Ferguson personally and generously donated to the Otago Medical 

School, thus founding the Dean’s Fund, which was later re-named in his honour as the 

Ferguson Fund.  

Sir Lindo’s wide interests included stamp collecting, gold mining, and wines. He had a large 

underground wine cellar at his home, Wychwood, in Anderson’s Bay, Dunedin (Figure 4.7) . 

After his medical training in Ireland he obtained a certificate in mining from Trinity College in 

Dublin. In Dunedin he became chairman of an alluvial mining operation, where it seems the 

dredge was always in some trouble or other. The directors, one of whom was Sir George 

Fenwick, often met in his rooms. Sadly, but possibly to the benefit of New Zealand 

ophthalmology, their golden dreams never eventuated.  

The depression of 1929 affected even Sir Lindo. He dispensed with his chauffeur, but then 

had to drive his bull-nosed Morris Cowley himself. He disliked reversing, a manoeuvre he 

avoided by creating doors at both ends of his garage and a circular driveway.  

 In 1935 the generosity of Mr Samuel Saltzman, a Dunedin merchant, provided a modern 

operating theatre specifically for ophthalmology and otolaryngology.  Sir Lindo Ferguson, at 

the age of 78, performed the first operation in the new theatre, which was the last of his 

illustrious career.  

Sir Lindo died on January 22nd, 1948. He and Lady (Mary Emmeline) Ferguson (1864-1944) 

had a son Gerald, and a daughter who died during childhood. Their two grandchildren by 

Gerald are Mrs Marjorie Macdonald, wife of ophthalmologist the late Dr Gair Macdonald, and 

the late Dr Richard Henry Lindo Ferguson CBE, an eminent ophthalmologist in Auckland 

who retired to Mangonui (who was interviewed in the course of this research). In 2013 Dr 

Ferguson donated his grandfather’s instruments and two instrument cabinets to the 

Department of Ophthalmology, New Zealand National Eye Centre, in the University of 

Auckland, where they are displayed (Figures 4.8, 4.9, 4.10). 
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              Figure 4.10.  Graefe knife for cataract surgery, from Sir Lindo’s collection. The author 

 

 

 

 

Figure 4.9. Later instrument cabinet owned by Sir 

Lindo Ferguson, made by Lüer, France. The author 

 

Figure 4.8. Instrument cabinet made of boxwood by the 

carpenter on the SS Takapuna, on Sir Lindo’s voyage to 

New Zealand, 1883. The author 
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4.6. Development of Ophthalmic Medicine and Surgery 

To the credit of New Zealand ophthalmologists from the nineteenth century to the present, 

ophthalmic practice in New Zealand has kept pace with advances made in the western 

world, in particular Britain, Europe, and the United States.  This is largely because most New 

Zealand ophthalmologists completed their post-graduate training overseas and worked 

under leaders in a sub-specialty, many of whom have later been invited to New Zealand as 

visiting speakers. These liaisons and friendships have frequently enhanced the value of 

overseas trips made by New Zealanders to refresher courses and conferences, and have 

facilitated private visits to observe leading ophthalmologists first hand, especially in Britain 

and the United States. New Zealanders frequently experience enviable warmth and attention 

from hosts. Even today, New Zealand’s population is too low to fully train in ophthalmology, 

let alone in a sub-specialty.  Colleagues returning from their training, or returning from 

conferences, courses, and professional visits overseas have kept New Zealand 

ophthalmology invigorated. Without, the specialty in our small country would become 

incestuous. 

In 1884 Karl Koller, a pupil of Sigmund Freud, discovered the local anaesthetic properties of 

cocaine. This was a breakthrough in ophthalmic anaesthesia, and just a year later in 1885 it 

was being used in New Zealand, even by the peripatetics Drs Wilkins, Schwarzbach,43 

Grant, and Professor Wallenburg. Prior to cocaine eye drops, ocular anaesthesia was a 

problem.  Chloroform and ether were available, but general anaesthesia was in its infancy. In 

that period, indeed until the 1950s, cataract operations were done using the Graefe knife 

and extra-capsular extraction. In 1857 von Graefe described three types of glaucoma and 

the value of iridectomy in narrow angle glaucoma. Strabismus procedures were being done 

but usually not on children. This was the gamut of surgery on the eye itself in the late 

nineteenth century. Glaucoma drainage procedures did not come until 1903 when Herbert 

described iridencleisis.44 

In 1887 Knapp reported on a consecutive series of 1000 cataract operations.45 They were 

performed with different variations of the extra-capsular technique. The outcomes were 

described as good in 85.4%, moderate in 8.3%, and poor in 6.3%. Failure occurred because 

of suppuration (infection), now known as endophthalmitis, in 4.2%.  In 1900, Finlay reported 

a series of 100 cataract operations.46 He found that vitreous loss occurred in 24% and iris 

prolapse in 17%. Prolapse was common because no sutures were used. The surgical 

instruments were cleaned and boiled in water or in a two per cent solution of carbolic acid, 

but not autoclaved.  More significantly many operations were done in surgeons’ offices, in 
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hotel rooms, and in patients’ homes on their kitchen tables.  Hospital operating theatres were 

only beginning to be built at that time.  

 On the medical side, in the late 1880s atropine was available to dilate the pupil for surgery 

and for iritis. Pilocarpine and physostigmine (eserine) were available for glaucoma.  Visual 

fields using the Bjerrum screen were introduced in the 1880s. Pressure was estimated 

digitally until the Schiotz tonometer in 1905. Phenol was used for corneal dendritic ulcers, 

now known to be caused by the herpes simplex virus. It was effective and used into the 

1960s, until supplanted by idoxuridine, the first effective topical anti-viral agent. 

 

4.7. Professionalization of Ophthalmology in the nineteenth century 

Professionalization of ophthalmology in New Zealand in the late 1800s included the 

development of hospital based practice, emergence of pure ophthalmic specialists, formation 

of the Medical Council and medical registration, teaching of ophthalmology, publication of 

journal articles, the inter-colonial medical congresses, and the first of many community 

safety initiatives (vide infra 4.7.1 – 4.7.8). 

When Europeans were settling in New Zealand, ophthalmology in Britain, Europe, and the 

United States had at last become a respected specialty within mainstream medicine. Three 

occurrences in Europe over a fifty year span had led to this situation: trachomatous eye 

disease in troops returning from the Napoleonic wars, development of extra-capsular 

cataract surgery, and the introduction of the ophthalmoscope. (See chapter one for fuller 

details and key references) 

The repatriation of troops in the early 1800s from the Napoleonic wars in Egypt had 

highlighted the inadequacy of established medicine to care for eye diseases, as they had 

hitherto largely left ophthalmic care to the “quacks”. The new operation of extra-capsular 

cataract surgery required more instrumentation and a higher skill level, and the emergent 

specialty of ophthalmology was bolstered by the invention of the ophthalmoscope in 1851 by 

Hermann von Helmholtz (1821-1894). This invention  permitted visualization of the optic 

nerve, choroid, and the retina with its blood vessels, the only place in the living in which 

blood vessels can be seen directly. This vastly expanded the identification of ocular and 

systemic abnormalities, and along with a growing interest in ophthalmic pathology, increased 

ophthalmology’s integration into general medicine.  
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These developments in Europe had all occurred before the development of ophthalmology 

provision in New Zealand, so ophthalmology was no longer a fringe medical specialty by the 

time of its earliest practitioners in New Zealand.  

 

4.7.1. Development of Hospital Based Ophthalmology in New Zealand 

 

In 1846 the Government of New Zealand agreed to grant money for the erection of hospitals 

in Auckland, Wellington, Wanganui, and New Plymouth for “the treatment of sick and 

destitute Europeans and the free treatment of all natives.”47 Wellington was the first to take 

effective action, opening in 1847 and on its present site in 1881.  Auckland’s first hospital 

also opened in 1847 on the same site that it still occupies.48,49   Dunedin Hospital opened in 

1851 in the Octagon, and moved to its present site in 1865.50 As noted, Christchurch 

Hospital opened in 1862, with Stedman, an ophthalmologist, appointed as its first 

superintendent in 1863. Early ophthalmologists with hospital appointments would also have 

been in private practice. They operated in their offices and in patients’ homes on private 

patients, and in the hospitals on public patients. The government hospitals charged 

European patients if they had means. Charging in government hospitals was variable, but 

ceased on enactment of the Social Security Act in 1938, but charging had a brief and 

unsuccessful retrial in the 1990s (see chapter five). New Zealand’s first recognized private 

surgical hospital was Prospect House in Dunedin, which opened in 1900. Sir Lindo Ferguson 

carried out private operations there, but there is no record of the date when he started 

private ophthalmic surgery there.  

The establishment of hospital based ophthalmology occurred much earlier in Britain than 

elsewhere because of the “ophthalmic blight”, later recognized as trachoma, contracted by 

servicemen in Egypt engaged in the Napoleonic Wars of the late 1790s. As previously noted, 

the repatriation of troops to Britain with this communicable infection led to the establishment 

of stand-alone ophthalmic hospitals. In New Zealand there have never been dedicated eye 

hospitals, both because the southern hemisphere was spared the epidemic of trachoma and 

because of New Zealand’s sparse population.  In Australia, the Royal Victorian Eye and Ear 

Hospital in Melbourne was founded in 1865 by Gray51 and remains a leading centre for 

ophthalmic clinical practice and research in Australasia.  
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4.7.2. The Medical Council and Medical Registration 
 
Georgina Jones wrote a detailed history of the Medical Council of New Zealand, with an 

unduly modest title.52 The first statute to regulate the medical profession in New Zealand 

came into effect on 10th October 1867.  The Medical Practitioners Act 1867 was passed by 

the United Kingdom legislature for the by then self-governing colony of New Zealand.  The 

Act constituted New Zealand’s first Medical Board, and defined the qualifications required of 

practitioners in medicine and surgery, which included ophthalmology.  

The 1867 Act empowered the Registrar to keep a register of doctors, to change their 

addresses on the register when necessary, and to remove from the register the names of 

doctors who had died.  Physicians and surgeons applying for registration were required to 

produce evidence of their qualifications and their addresses.  In provinces other than 

Wellington, a member of parliament or the resident magistrate in the chief local town was 

authorized to verify the authenticity of qualifications.  

 

Applicants for registration were required to have qualified through a medical course of not 

less than three years’ duration, and to have received a diploma, degree or license from a 

university, college, or other body. The Medical Board was also able to register, without 

further assessment, legally qualified practitioners from England, Scotland, Wales and 

Ireland.  

 

In Australia, medical registration was the responsibility of individual states until 2010, when a 

unified national register was established.  In the United Kingdom the General Medical 

Council was created by the Medical Act of 1858. 

 

Roughly a century was to pass before specialist registration was introduced, and New 

Zealand was the first of the three countries to do so, in 1971. 
 

4.7.3. Ophthalmology Teaching in the Nineteenth Century 
 
The only record of formal ophthalmology teaching is of Lindo Ferguson teaching medical 

students in Dunedin Hospital.53 His first group of four students was in 1884, one of whom 

was Louis Barnett, who later became a leading Dunedin surgeon, and as Sir Louis Barnett, 

one of the founders with Sir Lindo himself of the Royal Australasian College of Surgeons in 

Dunedin in 1927.  
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Undoubtedly there would have been informal teaching of ophthalmology to young doctors 

and medical students in hospitals, which to the present continues, usually unpaid and little 

acknowledged, but which contributes to the professionalism fostered by hospital work.  

 

In contrast, formal teaching of ophthalmology to medical students began at the Eye Infirmary 

in London in 1811.54  

 

4.7.4. Ophthalmology Journals and Professional Publications  
 

The New Zealand Medical Journal’s first series was published from 1887 to 1896 and its 

second series from 1900 to the present. Occasionally authors would send their articles to 

overseas journals in the hope of achieving a wider readership and more “kudos”. 

Predictably, Henry Lindo Ferguson published an article in volume one of the first series of 

the New Zealand Medical Journal, 1887. It reported on two cases of distension of the frontal 

sinus causing exophthalmos.55 In this first series of the New Zealand Medical Journal there 

were many further contributions by Ferguson and other ophthalmologists throughout New 

Zealand.  Kendall’s article on atropine in ophthalmology56 was in the first volume of the 

second series of the New Zealand Medical Journal in 1900.  

 

An interesting editorial in the April 1889 issue of the New Zealand Medical Journal,57 entitled 

‘Election at Christchurch Hospital’, refers to both ophthalmology and medical politics.  It 

read: “The result of the recent election of an ophthalmic surgeon for the Christchurch 

Hospital is only one more example of that perverseness which usually characterises the 

decisions of hospital boards as a class. Put not your faith in princes is proverbial; but put not 

your faith in hospital boards would be quite as applicable”.  It would naturally be anticipated 

that the guiding principle in such elections should be the promotion of the best interests of 

the institution, and so an ordinary ratepayer believes, so long as he remains an ordinary 

ratepayer; but immediately he is elevated in to the proud possession of a hospital 

committeeman, other considerations seem at once to become more important. We have no 

intention or desire to disparage the qualifications of the gentleman who has been appointed 

to the position of ophthalmic surgeon to the Christchurch Hospital.  He may be everything 

that is desirable; but we will ask, can the public believe that the best interests of that 

institution have been consulted when their representatives on the hospital board, overlooking 

the long, faithful, and satisfying services of the late surgeon, appoint a gentleman recently 

arrived, and just fresh from his college career? Or, can it be right that the latter before he has 
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been tested, should be placed in successful competition with a gentleman who has already 

proved himself competent in all ways for the position? We venture to answer both questions 

in the negative, and can only say, truly wondrous are the ways of hospital boards” This 

editorial is the first recorded altercation between a hospital board and the medical 

profession, unfortunately to be followed by many more over the intervening years. 

The transactions of the inter-colonial medical conferences were published after each 

meeting.  Articles were also published by New Zealand ophthalmologists in the Australian 

Medical Journal (first series 1856-1895), the Inter-colonial Medical Journal of Australasia 

(1896-1909), and the Inter-colonial Quarterly Journal of Medicine and Surgery (1895-1896). 

The first publication devoted to ophthalmology in Britain was the Ophthalmic Hospital 

Reports which emanated from Moorfields Eye Hospital, first issued in 1857. In Europe there 

was the Annales d’Oculistique, first published in 1857, and von Graefe’s Archives of 

Ophthalmology in 1864 (still in press). The American Journal of Ophthalmology began in 

1862, and the Archives of Ophthalmology and Otology, later separated by specialty, began 

in 1869. Both remain leading publications. Although New Zealand ophthalmologists 

published in general medical journals from the late 1880s, they lacked a dedicated 

ophthalmic publication until the Transactions of the Ophthalmological Society of New 

Zealand began in 1947. The Transactions of the Ophthalmological Society of Australia 

began in 1937.  

 

4.7.5. Ophthalmological Conferences  
 

Ophthalmological conferences were initially an eye and ear nose throat section of the annual 

Australasian Inter-colonial Medical Congress.58 The first Australasian Inter-colonial Medical 

Congress, held in Adelaide in 1887, was associated with the fiftieth jubilee of Queen Victoria, 

but did not have an eye and ear nose throat section. The second was in Melbourne in 1889 

at the time of the International Exhibition, and included an eye ear nose throat section, as did 

the succeeding congresses. It was attended by C. Morton Anderson and Lindo (later Sir 

Lindo) Ferguson. The latter presented three papers.59  

 

The third congress was in Sydney in 1892 and the fourth in Dunedin in 1896. Lindo 

Ferguson and Dr Ferdinand Batchelor, a Dunedin obstetrician and gynaecologist and 

congress president, undertook a pre-conference tour of Hobart, Melbourne, Adelaide, and 

Sydney to generate support for the conference in Dunedin, their home town.60 Ten papers 
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were read on ophthalmology. Sir Lindo Ferguson was president of the eye and ear nose 

throat section at the fifth congress in Brisbane in 1899,61 and Henry Martindale Kendall of 

Wellington presented a paper “The Ocular Symptoms and Signs of Locomotor Ataxia.62 

 

The very first international meeting of any branch of medicine was the conference of the 

International Council of Ophthalmology held in Brussels in 1857.63 

 

4.7.6. Specialist Medical Societies 

 
Professionalization in New Zealand lagged behind Britain and the United States in terms of 

the emergence of specialist societies and publications. This is understandable, because in 

1900 there were only nine doctors practising ophthalmology in the entire country, and of 

those, Henry Lindo Ferguson, and probably Humphry Haines, were the only ones who 

mainly confined their practice to ophthalmology. In Australia the Ophthalmological Society of 

Melbourne was founded in 189964 but in 1912 became just a section of the British Medical 

Association. The Ophthalmological Society of New South Wales was founded in 1910.65 It 

continued alongside the Ophthalmological Society of Australia, founded in 1936, but 

disbanded with the founding of the Australian College of Ophthalmologists in 1968. There 

was no specialty society in New Zealand until the founding of the Ophthalmological Society 

of New Zealand in 1947, with 33 members.66  

 

The American Ophthalmological Society, founded in 1864, was the first national specialty 

society in the world, in any medical specialty.67 The Ophthalmological Society of the United 

Kingdom was founded in 1880. Its first president68 was Sir William Bowman LLD, FRS, and 

Sir Lindo Ferguson was one of its foundation members. According to Newell,69 the reason for 

it being established 16 years later than the American Ophthalmological Society was a belief 

in the United Kingdom that members should be trained to practice all branches of medicine 

and that specialist societies were counter to that. The American Academy of Ophthalmology 

and Otolaryngology was founded in 1896 and to this day is a powerful educational body with 

world-wide influence.70 
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4.7.7. Ophthalmic Pathology  
 

Ophthalmic pathology, medical retina, and neuro-ophthalmology are the glues which bind 

ophthalmology to systemic medicine. Morgagni (1682-1771) published “De Sedibus et 

causis morborum per anatomem” (“De Sedibus”) in 1761, which was a landmark work which 

demanded acceptance that diagnosis, prognosis, and treatment must be founded on the 

pathological changes in anatomical structures.  Nevertheless that landmark publication and 

others around that time were deficient in describing the pathology of the eye.  This deficiency 

was addressed by Wardrop, a Scot who published his influential “Morbid Anatomy of the 

Human Eye” in two volumes in 1818.71  

 

Dalrymple (1803-52) of Moorfields Eye Hospital published “Pathology of the Human Eye”, in 

1852.72  Modern post-microscopic ophthalmic pathology was significantly advanced by Ernst 

Fuchs (1851-1930) marked by his publication in 1882 of “Sarcom Des Uvealtractos” which 

described the microscopy of uveal melanoma.73   

 

Hermann Knapp who founded the journal “Archives of Ophthalmology” established 

ophthalmic pathology in the United States with his treatise on intra-ocular tumours from 

original clinical and anatomical investigations, published in English in 1869.74  

 

In Britain, ophthalmic pathology’s pioneer after the microscope was Sir John Herbert 

Parsons who published “The Pathology of the Eye” in 1904.75   

 

Ophthalmic pathology in New Zealand and Australia was carried out by general pathologists 

without any sub-specialty training right up until after the Second World War, and indeed 

specialist ophthalmic pathologists as opposed to general pathologists with an interest in 

ophthalmic pathology did not exist anywhere until after the Second World War.  

 

 

4.7.8. Community Health and Ophthalmology 
  
The first recorded promotion of matters of public health related to ophthalmology in New 

Zealand was Sir Lindo Ferguson’s successful lobbying for vision testing of railway men and 

seamen at the Inter-colonial Congress in 1896, which led to the Union Steamship Company 

adopting visual standards.76 Dr Richard Henry Lindo Ferguson CBE mentioned that his 
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grandfather had been concerned about the toll of “The New Zealand disease”, meaning 

deaths from shipwrecks and drownings. (personal communication, 2010).  

 

4.8. Conclusions: New Zealand Ophthalmology 1833 to 1900 

The pioneers of New Zealand ophthalmology in the nineteenth century included a diverse 

group; from peripatetic self-advertising practitioners with limited training, to august 

established ophthalmologists, most notably Sir Lindo Ferguson. From individual practice for 

most of the nineteenth century, professionalization in ophthalmology rapidly developed in the 

final two decades of the 1800s. However, many other aspects of professionalization were yet 

to arrive. There were no training posts, and there was no specialty society or specialist 

journal until after the Second World War. There was no recognized specialist register, 

meaning that anyone with only general medical qualifications and experience could practice 

ophthalmology, although appointments to public hospitals and operating privileges at private 

hospitals would have been influenced by qualifications and experience. Nonetheless, 

specialist registration, sub-specialist ophthalmologists, continuing professional development, 

and evidence-based clinical practice were far in the future. 
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Chapter 5 

The Twentieth Century to the end of the Second World War 

 

5.0. Geographic Spread of Ophthalmology Services 

In 1901, there were only nine medical men practising ophthalmology in New Zealand, all in 

the four main centres- Dunedin, Christchurch, Wellington, and Auckland. Notably, Dr Lindo 

Ferguson of Dunedin and Dr Humphry Haines of Auckland were the only ones practising 

purely in ophthalmology and ENT, whereas the others were also practising some general 

medicine and surgery.1 

The first ophthalmologists to practise in the provincial centres were John Macdonald in 

Invercargill in 1908, Leonard Talbot in Timaru in 1916, Lionel Lewis in Nelson in 1944, David 

Wilson in Blenheim in 1970, Edgar Whitaker in Palmerston North in 1908, William Baird in 

Wanganui in 1929, Rex Brewster in New Plymouth in 1914, Alexander Watt Beveridge in 

Hamilton in 1921, and Stuart Scoular in Napier/Hastings in 1924. Somewhat later were 

Dorothy Potter in Masterton and Violet MacDonald in Gisborne, both in 1952, Muriel Nielsen 

in Rotorua in 1955, Ronald Tingey in Tauranga in 1955, and Bernard Bowden in Whangarei 

in 1960.    

It can be seen that the beginnings of specialist services in the provincial centres were not 

related to the size of populations of the centres – data summarised in Table 5.1 - nor to the 

availability of rail, then the principal means of transport to the nearest metropolitan centres.2,3  

By exclusion, the major determinant of geographic location would appear to be the 

preference of the individual ophthalmologists for various personal or professional reasons. 

For example, Nelson and Gisborne were both remote, had the fourth and third highest 

populations of the provincial centres4, but had no ophthalmologist until 1944 and 1952 

respectively. Whangarei had no resident ophthalmologist until 1960.  

All the provincial ophthalmologists arrived well after rail services began, rather than before, 

when travel for patients would have been more difficult (Table 5.1). Nelson’s railway opened 

in 1912, but it was an isolated line of only 97 kilometres from Nelson to Glenhope, and was 

never connected to the remainder of the South Island’s rail network.2 From the 1920s, rail 

services became less important in passenger transport, as road and later air services 

developed and became competitive in providing accessibility to the main centres. 

 



72 
 

Table 5.1. 

 

Establishment of Ophthalmologists in Provincial Centres 

and timing of commencement related to population and rail transport 

 

Provincial 
Centre 

First ophthalmologist and 
year commenced 

Population in or 
near that year 

Year rail link opened to 
nearest main centre 
 

Invercargill 1908 
John Macdonald 

11,582 
(census 1906) 

1879 
(Dunedin) 

Timaru c.1916 
Leonard Talbot 

13,716 
(census 1916) 

1876 
(Christchurch) 

Nelson 1944 
Lionel Lewis 

16,577 
(census 1945) 

Never 

Blenheim 1972 
David Wilson 

14,100 
(estimated, 1969) 

1945 
(Christchurch) 

Palmerston 
North 

1908 
Edgar Whitaker 

10,239 
(census 1906) 

1886 
(Wellington) 

Wanganui 1929 
William Baird 

26,129 
(census 1926) 

1885 
(Wellington) 

Masterton 1952 
Dorothy Potter 

3,163 
(census 1951) 

1880 
(Wellington) 

New Plymouth 1914 
Rex Brewster 

9,795 
(census 1916) 

1886 
(Wellington) 

Napier/Hastings 1924 
Stuart Scoular 

32,466 
(census 1926) 

1891 
(Wellington) 

Gisborne 1952 
Violet MacFarlane 

19,744 
(census 1951) 

1942 
(Wellington) 

Hamilton 1921 
Alexander Beveridge 

13,798 
(census 1921) 

1877 
(Auckland) 

Tauranga 1955 
Ronald Tingey 
 

18,829 
(census 1956, Admin 
County) 

1928 
(Auckland) 

Rotorua 1955 
Muriel Nielsen 

12,302 
(census 1956) 

1894 
(Auckland) 

Whangarei 1960 
Bernard Bowden 
 

16,100 
(census 1959, 
borough) 

1924 
(Auckland) 

 

Rail link data obtained from Yonge2 and Churchman and Hurst.3 

Population data obtained from national and local census information.4 
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5.1. Ophthalmologists in Provincial Centres in the South Island  
 

5.1.1. Invercargill: Dr John Macdonald (1877-1968) began in Invercargill in 1908. Following 

on, his son Gair Macdonald practised ophthalmology for a short while in Invercargill, before 

moving to practise in Dunedin.  

 
5.1.2. Timaru: The second centre to establish ophthalmology services outside of Dunedin 

and Christchurch. Dr Leonard Talbot started practice in Timaru in 1916. He was the second 

son of the second chairman of the Timaru Hospital Board, and graduated from the Otago 

Medical School in 1902.  He travelled to the United Kingdom where he gained the 

Fellowship of The Royal College of Surgeons and trained in eyes and ENT.  During World 

War One he returned to Timaru to be acting Medical Superintendent of the hospital.5  

 

Leonard Talbot and his wife were strict Anglicans and “teetotallers” (avoided alcohol).  Their 

home life was intellectual, consisting of play-reading, bridge circles, and his wife was a 

scholar in Latin, which she instilled into the children.  Undoubtedly that helped their two sons 

Kenneth (Jim) and Arthur, both ophthalmologists-to-be, with their medical intermediate, at a 

time when Latin was a compulsory subject.   

 

During World War Two Leonard was in his sixties but nevertheless went with the New 

Zealand Army’s Eighth Brigade and Third Division in the Pacific.  His elder son Jim returned 

from post-graduate ophthalmology training in the United Kingdom to look after the practice.  

Both Leonard the father and Jim the son were subsequently foundation members of the 

Ophthalmological Society of New Zealand at its inaugural meeting in 1947.6  Arthur, Jim’s 

younger brother by seven years, also an ophthalmologist, practised in New Plymouth.   

 
5.1.3. Nelson: Nelson is an early New Zealand city, being settled by Wakefield’s New 

Zealand Company in 1842, as were Wellington, Wanganui, and New Plymouth.  David 

Monro (see chapter 4, section 4.1), the first doctor in New Zealand to have recorded any 

interest in ophthalmology, gave a talk on the eye to the Nelson Institute in 1869.  

Nelson’s first ophthalmologist was possibly Henry Martindale Kendall, who was there from 

1868 to 1870, when he moved to Wellington, where he definitely practised ophthalmology, 

but we cannot be certain that he practised ophthalmology while in Nelson. Dr Lionel Lewis 

(1883-1965) definitely practised in Nelson from 1944, then in Christchurch for six years, and 

then back to Nelson until he retired in 1960. He graduated from the Edinburgh Medical 
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School in 1910, and was posted to India during the First World War. He was a foundation 

member of the Ophthalmological Society of New Zealand in 1947. 7 

5.1.4. Blenheim: The first ophthalmologist was David Wilson, who started in 1972. His 

father was Associate Professor Rowland Wilson (see under academic ophthalmology, 

chapter 6, paragraph 6.19.1).  

 

5.2. Ophthalmologists in Provincial Centres in the North Island 

5.2.1. Palmerston North: The first ophthalmologist outside of Wellington and Auckland was 

Dr Edgar Whitaker in Palmerston North. He practised there from 1908 until 1921, when he 

returned to England to take over the family business, Whitaker's Almanac.8 

5.2.2. Wanganui’s first ophthalmologist was William Stephen Baird (1873-1948). 

Remarkably, both his two brothers and two of his three sisters also studied medicine in 

Glasgow and all became medical practitioners in New Zealand.9  

5.2.3. New Plymouth: Rex Brewster (1853-1952) began ophthalmic practice in New 

Plymouth in 1914, and was a foundation member of the Ophthalmological Society of New 

Zealand in 1947.10 His practice was interrupted by war service from 1916 to 1920, during 

which he gained the Military Cross.11 His wife Monica was a foundation benefactor of the 

Govett-Brewster art gallery in New Plymouth, and was its first patron. The gallery has 

developed into a leading museum of contemporary art in New Zealand. 

5.2.4. Napier/Hastings:  Stuart Scoular12 graduated from the Otago Medical School in 1916, 

and trained in ophthalmology in Bristol, England. He returned to New Zealand and practised 

in Napier for 25 years. He also gained a Doctor of Medicine (MD), probably the first MD 

earned by a New Zealand ophthalmologist, although Sir Lindo Ferguson was awarded an 

honorary MD from the University of Melbourne. Dr Scoular’s thesis was “Some observations 

on a series of 56 consecutive cases of haemothorax due to wounds of the chest.”13 His MD 

(New Zealand) was granted in 1918, just two years after graduating in medicine, so it does 

not necessarily suggest that he was a generalist with only an interest in ophthalmology. He 

died in 1949. 

5.2.5. Masterton: Dr Dorothy Potter (1922-2009) began work here in 1952, where she 

practised medical ophthalmology. She was the first woman president of the 

Ophthalmological Society of New Zealand in 1984, and was awarded the CBE in 1993.14 
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5.2.6. Gisborne: The first ophthalmologist domiciled in Gisborne was Violet MacFarlane 

(1914-?), New Zealand’s second woman ophthalmologist after Caroline Stenhouse of 

Christchurch. She qualified from the University of Glasgow, followed by the Diploma in 

Ophthalmic Medicine and Surgery (DOMS). MacFarlane was a visiting ophthalmic surgeon 

in Wellington from 1949 to 1952, when she moved to Gisborne, where she practised until 

1959. She then moved to Sydney, where her husband had been appointed as a professor in 

veterinary science (personal communication Dr Gabriel Martinez, retired ophthalmologist, 

Gisborne). 

5.2.7. Hamilton: Alexander Watt Beveridge (1879-1954) was born in Edinburgh, where he 

gained the Fellowship of the College of Surgeons (FRCS Edin.). He immigrated to Auckland 

at the age of 34. During the First World War he was an honorary eye surgeon at Auckland 

Hospital. He returned to Scotland, and then permanently moved back to New Zealand in 

1921 and commenced private practice in Hamilton. He was a visiting specialist at Waikato 

Hospital for 16 years, from where he retired in 1937.15,16 

5.2.8. Tauranga: Ronald Tingey (1924-2007) was the first ophthalmologist in the Bay of 

Plenty.  He started practising in Tauranga as an eye and ear nose and throat surgeon in 

1955.  He was planning to become an engineer but an encounter with Rex Brewster, 

ophthalmologist of New Plymouth, changed his career path.  Tingey was an eye ENT 

registrar in Dunedin, and did his ophthalmology training in London and Ireland, where he 

gained the Diploma in Ophthalmology (DO) and Diploma in Ophthalmic Medicine and 

Surgery (DOMS).  In 1961 he developed double vision secondary to measles encephalitis, 

an impossible condition for an ophthalmic surgeon.  Fortunately it was rectified by 

strabismus surgery.17  

To Tingey’s great credit, he undertook the daunting task for someone in busy private and 

public practice to take the newly introduced ophthalmic primary examination of The Royal 

Australasian College of Surgeons in 1969. He paid visits to Auckland during 1969 and was 

tutored by Lindo Ferguson in optics and George Hitchcock in general pathology, but he had 

to learn general and ophthalmic physiology and anatomy of the head and neck with only 

minimal guidance. He passed the ophthalmic primary examination and two years later 

passed the final Fellowship in Ophthalmology of the Royal Australasian College of Surgeons 

(personal communication).   

5.2.9. Rotorua: Muriel Nielsen (née Little, 1928-2012) was New Zealand’s fourth woman 

ophthalmologist, after Caroline Stenhouse, Violet MacFarlane, and Dorothy Potter. Being 

Irish, Nielsen did her medical training at the Trinity College in Dublin where she gained the 

final year prize in surgery. In her early career she could recall sex discrimination by an 
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anaesthetist, but never by any ophthalmic colleagues. Nielsen was the second 

ophthalmologist in the Bay of Plenty, after Ron Tingey in Tauranga. She was encouraged by 

the New Zealand Department of Health to accept a part-time position in Rotorua which was 

the centre of a large Maori population without ophthalmic services. Maori patients came to 

her from far and wide. Some walked from Opotiki, a distance of 127 kilometres, and district 

nurses brought Maori children from outlying schools. After some years she had Maori 

patients even from Northland. Nielsen recounted that she had the impression that some 

preferred to see her because Auckland ophthalmologists talked down to them! That was 

before cultural sensitivity was expected of doctors. 

5.2.10. Whangarei: A Dr Pabst is recorded as being appointed an honorary ophthalmic 

surgeon to the Whangarei Hospital in 1911,18 but nothing further is known about him. 

Northland patients had to travel to Auckland for ophthalmic care until the arrival of Bernard 

Bowden in 1960. Bowden (1927-1980) was strong academically at school and university, 

and graduated from the Otago Medical School with distinction in surgery. He married Dr 

Katharine Thomson after graduating, and trained in ophthalmology in Bristol. He had a 

lifelong interest in marine biology, and was a guest lecturer at the Department of Zoology at 

the University of Auckland. He and Katharine lived on a coastal farm at Matapouri. He 

served Northland and the Northland Hospital Board for the whole of his professional life, 

unfortunately shortened by his premature death at the age of 53 from lymphoma. At the time 

he was president of the New Zealand Medical Association.19 

 

  

5.3. New Zealand Ophthalmologists and the First World War 

Unfortunately, despite the disproportionate contribution of New Zealand armed services to 

the first great conflict of the twentieth century, there is no written account of the contribution 

of New Zealand ophthalmologists to the First World War. The exceptions are limited 

accounts noted within individual obituaries.  

As far as can be ascertained from the limited record, Dr Terras Bell of Christchurch was the 

only ophthalmologist killed in action in the First World War.  

Dr Arthur Purchas of Auckland served in the disastrous Gallipoli campaign and rose to the 

rank of Major. His wife Evelyn, a nurse, volunteered to go to Gallipoli with him to care for the 

sick and wounded. She died there of enteric fever, poignantly highlighting that giving one’s 

life in the profession is the ultimate in professionalism. 
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5.4. Establishment of Public and Private Surgical Hospitals 

By 1901 public hospitals were established in the four main urban centres and in all the 

provincial centres listed in table 5.2 except Tauranga and Rotorua, where the hospitals 

opened in 1914 and 1916 respectively.  

The dates identified by the author in respect to when the hospitals were founded are based 

on the most likely date that the hospitals first included surgical facilities. In several places, 

small buildings such as converted houses were called hospitals at much earlier dates. 

The first private surgical hospital was Prospect House in Dunedin which opened in 1900, 

and the Mater Misericordiae Hospital in Auckland opened in 1901. Private surgical hospitals 

were established later in other centres (see table 5.2). We can thus be sure that a significant 

amount of private ophthalmic surgery was still carried out in offices and patients’ homes in 

the early 1900s, and Sir Lindo Ferguson confirmed this in his autobiographical notes.20 From 

tables 5.1 and 5.2 it can be seen that public hospitals in every centre preceded the first 

ophthalmologists, so presumably public surgery was always performed in a hospital. Further, 

there would be a financial disincentive for an ophthalmologist working in a public hospital, 

paid or honorary, to do operations on public patients in his rooms or elsewhere. In some 

provincial centres, but never in the four main centres, there were occasional arrangements 

whereby surgeons could admit private patients to a specific area in the public hospital and 

carry out surgery for a private fee. This was possible in Blenheim into the 1970s (personal 

communication, Dr David Wilson, 2013). 

Surgery in hospitals was a quantum leap in quality from performing surgery in homes, 

offices, and hotel rooms. Hospitals provide environmental cleanliness, control of sterility, and 

availability of equipment for the surgery itself and for anaesthesia and resuscitation. Other 

benefits include interchanges with colleagues, and the opportunity for teaching. Also in 

hospitals, surgical colleagues, medical residents, nurses, and others, inevitably oversee 

surgeons’ activities, even if not formally. This promotes some discipline and adherence to 

standards, the lack of which may go unnoticed in a solo setting. The value of this collegial 

oversight would have been denied, and even scoffed at by some senior surgeons of 

yesteryear who may have regarded themselves as demi-gods rather than humans with 

human frailties - no longer an acceptable attitude.  
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Table 5.2. 

Establishment of Surgical Hospitals in New Zealand 

 

Location 
 

Public Hospitals 
 
Private Hospitals 

 

Invercargill Kew 1864  Park,  1919 

Dunedin 1851 Prospect House, 1900 

Timaru 1864 Bidwell, 1912 

Christchurch 1862 St George’s, 1928 

Nelson 1853 None 

Blenheim Wairau, 1887  Lister, 1970s 

Wellington 1847 Lewisham, 1929 

Palmerston North 1893 Northcote, before 1914 

Wanganui 1850 Belverdale, 1909 

Masterton 1879 Selina Sutherland, 1996 

New Plymouth 1847 Iona,(?start date) 

Napier/Hastings 1880 Royston, 1921 

Gisborne Cook, 1878  Chelsea, 1927 

Tauranga 1914 Grace Road, 1953 

Rotorua 1916 None 

Hamilton Waikato, 1887  Braemar, 1924 

Auckland 1841 Mater Misericordiae, 1901 

Whangarei 1901 St Mary’s Onerahi, 1953 

 

 

5.5.  Ophthalmic Publications 

Throughout the New Zealand Medical Journal up until 1946 there were many articles 

published by ophthalmologists, but from 1947, after the founding of the Ophthalmological 

Society of New Zealand, ophthalmologists published in the Society’s Transactions.  

New Zealand ophthalmologists did not publish in the Australian Medical Journal (1910-1914, 

subsequently the Medical Journal of Australia from 1914). However, they did publish in the 

Transactions of the Inter-colonial Medical Congresses of Australasia from 1889, the first year 

in which the congress included a section on ophthalmology and ear nose throat, until 1937, 
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when the congresses, by then re-named the Australasian Medical Congress, ceased to have 

an ophthalmic section with the founding of the Ophthalmological Society of Australia. 

Not to be forgotten are significant contributions by New Zealanders published in overseas 

journals, of which many are cited in association with their authors.  

Every volume of the Medical Journal of Australia featured abstracts from current medical 

literature worldwide, including ophthalmology. There were also reports from meetings of the 

branches in Australia of the British Medical Association, which frequently included 

ophthalmological cases and other ophthalmic items. Of particular interest is the supplement 

to the 1927 Medical Journal of Australia in which was published the Transactions of the 

Australasian Medical Congress which had been held in Dunedin in February of that year. 

The section on ophthalmology included papers by Dr E.L. Marchant of Wellington, Dr G.W. 

Harty of Wellington, and Dr A.J. Hall of Dunedin. However, this particular meeting was most 

notable for being the occasion at which the Royal Australasian College of Surgeons was 

founded. The Medical Journal of Australia continued to publish ophthalmological extracts 

from current medical literature until 1968. 

It would be tedious to itemize the ophthalmological papers delivered over this period, but 

mention should be made of two topics which influenced the development of the specialty: 

relations between ophthalmology and optometry, and retinal detachment. 

 

5.5.1. Relations with Optometry 

This perennial topic crops up in every decade, indeed almost in every year, somewhere in 

the records of New Zealand ophthalmology. In the interests of cohesion, the earliest records 

of the topic and its discussion are considered here. Then the topic, as detailed in the records 

of the Ophthalmological Society of New Zealand from 1947 to 1993, is considered in a single 

section in chapter 6, paragraph 6.5, and the most recent issues in the saga are addressed in 

in chapter 7, paragraph 7.14. 

Dr G.W. Harty’s paper of 1927 entitled “Ophthalmology and the Consulting Optician”21 

addressed the issue of whether or not sight-testing opticians should be registered, 

concluding that they should not.  At that time opticians had been registered in Tasmania, 

Queensland and South Australia but not in the other Australian states and nor in New 

Zealand or Britain.  His paper included extracts from a report prepared by the Council of the 

Ophthalmological Society of Great Britain in 192222 on sight-testing by opticians wherein it 

was stated in reference to training that the Council “would warmly welcome any scheme 
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which would lead to a greater efficiency in the making and fitting of spectacles”, and that “no 

course of training short of that required for full medical qualification can produce the skill and 

judgement necessary to meet the requirements.”  And “It is the opinion of the Council that 

any State recognition of sight-testing by persons possessing only an optical qualification 

would not be in the interests of the community.”   

The Council’s article referred to the scientific principles of sight-testing being developed by 

scientific research which were not available to the optician, to the frequent necessity for the 

use of drugs in estimating refractive errors, especially in children, and also to the 

interdependence of eye defects with general disease.  Finally the Council stated that it 

cannot be in the interests of the community to allow such great responsibilities to pass in to 

the hands of men with no medical training and to “hall-mark by official recognition a practice 

involving such dangers.” 

A comment following Dr Harty’s presentation stated: “Sir James Barrett (Melbourne) said 

that he was Chairman of a special committee set up to meet the opticians of Melbourne and 

to discuss the matter. He said that he had told them that sight-testing [by opticians] was 

wrong in principle and practice and that they should have nothing to do with anything apart 

from the actual fitting and making of glasses.  He mentioned that there were some university 

authorities who wished to introduce something in the nature of a diploma in optometry.  He 

deprecated such a scheme and especially the action of some professors of physics who 

looked upon the eye as only made up of certain curves.  He pointed out that it took ten years 

to make a competent ophthalmologist, six years medical course, two years hospital 

experience of general work, and two years special eye work.  He thought that the treatment 

and prescribing of glasses for myopia in children by opticians was greatly to be condemned.  

Children got glasses that they could see with and their cases were not properly investigated.  

He thought that there was no objection to the registration of dispensing opticians and the 

medical profession would be willing to cooperate with opticians to promote scientific training 

and registration for dispensing.”23 

 A motion was carried by the meeting that ”it is not in the public interest to register and 

recognize sight testing or consulting opticians as such.”24 

Clearly at that time and for many years thereafter, the medical profession was against 

opticians testing patients for glasses, but not against dispensing opticians who only provided 

and fitted the glasses that were prescribed by ophthalmologists.  The medical profession and 

ophthalmologists could hardly be against dispensing opticians, considering that they 

themselves did not have the skills to grind lenses and fit them into frames. 
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These presentations are the first record of the on-going turf war between ophthalmology and 

optometry. We have documented in the 1920s that in New Zealand, Australia, and Britain, 

opticians, as optometrists were then known, were applying not only to fit glasses as 

prescribed by ophthalmologists, but also to test patients for what power of glasses they 

required. The arguments put up by ophthalmologists as to why that would not be in the 

public interest seem nowadays to be specious. All parties nowadays would agree that the 

potential harm from not detecting organic disease during the course of testing for glasses 

was much exaggerated in the 1920s, all the more so as the ophthalmic surgeons were then 

themselves less able to diagnose and treat. Demarcation issues between ophthalmology 

and optometry continue to this day; it is only the goal posts which have moved.  

 

 

5.5.2. Retinal Detachment 

 In the 1930s there was a flurry of excitement with the first reported successes in retinal 

detachment surgery. In 1930 Gonin published a series of 221 retinal detachment operations, 

with an unprecedented success rate of 53%.25    

Hope-Robertson26 was the first in New Zealand to publish success with surgery based on 

the principles of Gonin, in particular the importance of sealing the retinal breaks. Hope-

Robertson’s paper in the New Zealand Medical Journal in 1935 reported his first successful 

case done two years previously.  The patient was a nineteen year old university student who 

had myopia of minus six dioptres.  He had a large infero-temporal detachment in the left eye.  

Larsson’s diathermy operation27 was carried out and postoperatively the patient was kept 

lying on his back as still as possible for four weeks.  The pre-operative vision corrected to 

6/36 suggesting the detachment had spread just to the fovea.  The post-operative vision 

corrected to 6/5.   

Hope-Robertson’s paper described three techniques used to apply Gonin’s surgical 

principles. Firstly, Larsson’s procedure involved making a series of diathermy scars on the 

sclera directly over the detachment.  Over the centre of the detachment a trephine opening 

was made from which the sub-retinal fluid escaped. Secondly, Guist’s detachment 

operation28 involved multiple trephining over the region of the detachment and the 

application of caustic to trephine openings in the sclera to create inflammation which would 

lead to adhesions between the choroid and retina.  Thirdly, Safar’s method29 consisted of 

applying a diathermy current to the sclera by means of a series of pointed studs.  The studs 
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actually perforated the sclera.  The detachment was completely encircled by a series of 

these studs, through which the sub-retinal fluid could drain.     

 

 

Figure 5.1. An upper retinal detachment (large arrow), and retinal tear (small arrow) 

 

Hope-Robertson’s second article30 in 1937 reported on cases he had operated using the 

techniques of Larsson and Safar.  In the second article he more clearly described the 

necessity for searching for a hole or tear in the retina and suggested that if a hole or holes 

could not be found then it was a good plan to put the patient to bed for a few days which 

would sometimes reveal a hole or tear.  He also described his method of using traction 

sutures to gain access to the more posterior sclera, and of using diathermy in the area of the 

hole. Hope-Robertson said that with case selection, a 45% to 50% success rate could be 

expected.  

Dr Ian Rutherford31 of Dunedin complimented Hope-Robertson’s article on the Safar 

operation and its good results.  Rutherford proffered the opinion that Hope-Robertson under-

estimated the importance of finding the retinal hole and disagreed with the results being 
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about as good whether or not a retinal hole could be found.  Rutherford made four further 

astute observations.  The first was that he had always thought of a detachment in terms of 

the hole and did not attach importance to its extent except in so far as it may affect the 

macula.  Also, Rutherford said that although a field would be taken, he did not think its 

interpretation ever influenced the treatment, although the finding of the hole certainly did.  

Thirdly, he mentioned that in one case the hole was a small dis-insertion (retinal dialysis), 

and that it was seen by applying external pressure in the region of the ora serrata, bringing it 

in to better view.  Fourthly he went on to say that he thought it important to find the hole and 

to have it accurately marked, using this as a centre around which to work, rather than to 

subject almost the whole area beneath the detachment to the trauma of diathermy, which 

seemed the alternative to not finding and localising a hole.  He mentioned the technique of 

Weve,32 which was to begin by localising the hole and putting a guiding puncture over it 

before proceeding further. Weve claimed a 90% success rate in his more recent cases which 

he attributed to the care taken in sealing off the tear.  

C.A. Pittar33 reported on two successful cases of detached retina at the Auckland Clinical 

Society meeting of 20th August 1935, and William C. Burns,34 two years later, reported on a 

successful case.  Burns preferred the Safar needle to drain the sub-retinal fluid after 

applying diathermy as this was a single point of puncture, which he rightly said caused less 

haemorrhage than the trephine.  His article included a drawing of the retinal detachment and 

the corresponding visual field defect.   

The principles so clearly enunciated by Rutherford, principles which were probably not given 

their due importance when he wrote them, remain fundamental to successful re-attachment 

of the retina. He missed only one other principle, the release of vitreous traction, which is 

now managed by scleral buckling, vitrectomy, internal tamponade, or all three. Retinal 

adhesion has been accomplished by cryotherapy since the 1960s and laser since the 1970s, 

both of which are safer than diathermy, the complications of which include scleral damage 

and retinal perforation.  

The first article in the Medical Journal of Australia on retinal detachment was by J. Bruce 

Hamilton of Hobart, entitled “The Gonin Operation for the Cure of Idiopathic Retinal 

Detachment.”35 Hamilton mentioned that at the 13th International Congress of Ophthalmology 

in Amsterdam in 1929, Gonin made disparaging remarks about British ophthalmologists’ 

treatment of this condition.  Shortly after, several English ophthalmologists journeyed to 

Lausanne where they were impressed with the results achieved by Gonin.  At that time 

Hamilton was on the house staff at Moorfields Eye Hospital in London where the first 

attempts were made to carry out Gonin’s technique. Gonin visited England and spoke at the 
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Oxford Ophthalmological Congress in July 1930.  Hamilton then continued to describe his 

own techniques, using Gonin’s principles, in particular the necessity of finding a retinal hole, 

localising its position, draining the sub-retinal fluid, and application of cautery.  Hamilton 

described the technique he used in detail but did not give his results.  As in the New Zealand 

Medical Journal, a flurry of excitement ensued, with further articles on retinal detachment 

successfully treated using Gonin’s principles.  Other Australian publications included that by 

W. Lockhart Gibson,36 and in the same volume there was a review of J. Ringland Anderson’s 

book.37 In 1933, there were three successful cases reported, one by Dr Duncan,38 and two 

by Dr Ringland Anderson.39 Further successes were reported at the Australasian Medical 

Congress in its ophthalmology section, in Hobart in 1934, by Dr Esme Anderson of 

Melbourne.40  

Contemporaneously, successes using the principles of Gonin were being reported in the 

United States.41   A surgical development as dramatic as this, which had roughly a 50% 

chance of curing a blinding condition which has an incidence of around one per 10,000 per 

year 42,43,44,45  inevitably was adopted in Europe, Britain, the United States, and Australasia at 

the same time. Surgeons published variations of technique, but all were based on the 

principles of finding the retinal breaks, sealing the surrounding neuro-retina to the underlying 

retinal pigment epithelium and choroid, and draining the sub-retinal fluid. Releasing vitreous 

traction, which further increases success, came later as mentioned, in the 1950s with scleral 

buckling, and enhanced further in the 1970s with vitrectomy, intra-vitreal expansile gases, 

and intra-vitreal silicone oil.  

 

5.6.  Ophthalmology Conferences 

The sixth Inter-colonial Medical Congress was in Hobart in 1902. Subsequent meetings were 

re-named Australasian Medical Congresses, because of Australian Federation. The tenth in 

the series was held in Auckland in 1914, when the president of the whole congress was 

Auckland ophthalmologist Arthur Challinor Purchas. The president of the eye ear nose throat 

section was Francis Antill Pockley of Sydney, and the secretary George EO Fenwick of 

Auckland.  

Pockley had had the honour of being the first ophthalmologist to be president of the whole 

conference in Sydney in 1911. Incidentally, Pockley had been in Vienna with Purchas of 

Auckland and John Lockhart Gibson of Brisbane in 1884, all young men in their twenties at 

the time, to see Carl Koller demonstrating the use of cocaine for topical anaesthesia. From 

1923, the meetings were renamed British Medical Association congresses. They took place 
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every three or four years, and were always attended by a few New Zealand 

ophthalmologists. 

Office bearers of the Australasian Branch of the British Medical Association meeting in 

Dunedin in 1927 included ophthalmologists Pockley of Sydney and A.L. Kenny of 

Melbourne, both being Vice-Presidents.  The president of the section of ophthalmology was 

A.M. Morgan of Adelaide and the secretary A.J. Hall of Dunedin.  Sir Lindo Ferguson was on 

the entertainment committee and Lady Ferguson on the ladies’ committee.  The president of 

the entire Congress was Louis Barnett (later Sir Louis Barnett), surgeon of Dunedin. This 

meeting, as already mentioned, was notable for being the genesis of the Royal Australasian 

College of Surgeons46 (vide infra).  

The eye ear nose and throat section of the three to four yearly meetings of the Australasian 

branch of the British Medical Association ceased with the founding of the Ophthalmological 

Society of Australia in 1937. Conferences specific to ophthalmology commenced in Australia 

in 1937 with the founding of the Ophthalmological Society of Australia, and in New Zealand 

in 1947 with the founding of the Ophthalmological Society of New Zealand. Both Societies 

published their Transactions from their founding. 

In New Zealand, there were in addition annual meetings of the New Zealand Branch of the 

British Medical Association. The first of these which included an eye ear nose and throat 

section was in 1922, and Sir Lindo Ferguson inaugurated this first meeting of the section 

with a discourse on the dangers of sub-specialization.47 He had been president of the old 

New Zealand Medical Association in 1896, when it was decided to merge the Association 

with the British Medical Association. The first series of the New Zealand Medical Journal 

ceased in 1896, and was re-launched as the second (and present) series in 1900. The New 

Zealand Medical Association remained a branch of the British Medical Association until 

1967, when it regained its independence. The last eye ear nose throat section in the annual 

meeting of the New Zealand Branch of the British Medical Association was in 1946, when 

the Ophthalmological Society of New Zealand was founded.   

 

5.7. Ophthalmic Education and Qualification 1900 - 1946 

Most ophthalmologists in this period trained and qualified in the specialty overseas, usually 

in Britain. In 1888 the Royal College of Surgeons (of England) joined forces with the Royal 

College of Physicians to form a joint examination which gave membership of both Colleges 

(MRCS, LRCP), which was an undergraduate medical qualification.  
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In 1920 the same two Colleges introduced a conjoint diploma for ophthalmic medicine and 

surgery (DOMS), which was a post-graduate qualification. However, if an ophthalmologist 

wished to become a fellow of the Royal College of Surgeons, it was necessary to take the 

examination in general surgery, until the Royal College of Surgeons finally established a 

separate final fellowship in ophthalmology in 1947.  

Although most ophthalmologists in New Zealand possessed a higher surgical qualification in 

the first half of the twentieth century, such as fellowship of the Royal College of Surgeons of 

England, Edinburgh, Glasgow or Ireland, there was nothing to prevent medical practitioners 

without higher qualifications in ophthalmology to practise ophthalmology, as was the case 

elsewhere. 

In Australasia, the Diploma of Ophthalmology of the University of Melbourne was established 

in 1933, which was closely based on the Diploma of Ophthalmic Medicine and Surgery of 

London.48 The Royal Australasian College of Surgeons introduced a final fellowship 

examination in ophthalmology, also in 1933 (vide infra), which was a more prestigious 

qualification than the University of Melbourne’s diploma, and which was fourteen years 

before England’s Royal College of Surgeons offered its own final fellowship examination in 

ophthalmology in 1947. Both were long after the American Board of Ophthalmology, the first 

specialist Board in the United States, which conducted post-graduate specialist 

examinations from its founding in 1916. 

 

5.8. The Royal Australasian College of Surgeons 

Ophthalmologists had a significant role in the founding of the Royal Australasian College of 

Surgeons, and that College’s Fellowship was the pre-eminent specialist qualification in 

ophthalmology in Australia and New Zealand until 1986 when training and qualification in 

ophthalmology was finally taken over by the Australian College of Ophthalmologists, now the 

Royal Australian and New Zealand College of Ophthalmologists (RANZCO).   

The founding of the Royal Australasian College of Surgeons is vividly documented by 

Beasley in his book ‘The Mantle of Surgery’.49  In February 1920 the Professor of Surgery at 

Otago University in Dunedin, Louis (later Sir Louis) Barnett, proposed to a meeting of the 

New Zealand Branch of the British Medical Association that an Association should be 

founded to raise surgical standards and recognise surgical expertise.50 Barnett had been 

promoted to Professor of Surgery in 1909, the same year that Lindo Ferguson was promoted 
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to Professor of Ophthalmology.  Barnett’s proposal was raised at the 11th Australasian 

Medical Congress in Brisbane in October 1920.   

In 1924 a group of American surgeons which included Dr Will Mayo, founder of the 

prestigious Mayo Clinic, visited Australia and New Zealand and provided considerable 

advice and support on founding a College of Surgeons in Australasia.  Subsequently a party 

of eight Australian and New Zealand surgeons attended the American College meeting in 

New York in 1925, the party including Sir Lindo Ferguson of Dunedin, and Sir James Elliott 

of Wellington, father of ophthalmologist Sir Randal Elliott.   

At the 12th Australasian Medical Congress in Dunedin in February 1927 at which Barnett was 

the congress president in his home town, he and his surgical colleagues formed the College 

of Surgeons of Australasia. At a “Preliminary Convention” in Sydney the previous year there 

had been forty who were willing to sign an agreement to be founders of the proposed college 

should it go ahead.51 Seventeen of the forty were at the Dunedin congress, and of those, 

four were ophthalmologists: Sir Lindo Ferguson of Dunedin, Sir James Barrett and AL Kenny 

of Melbourne, and Francis Antill Pockley of Sydney.  Sir George Syme of Melbourne was the 

College’s first president and Sir Louis Barnett of Dunedin its first vice president and 

subsequently the College’s fourth president (1937-39).   

As mentioned above, in 1933 the Royal Australasian College of Surgeons first offered its 

final Fellowship examination in ophthalmology and the first Fellow in ophthalmology was Dr 

Esme Anderson one of the few women surgeons of that era.52 

Fellowship of the Royal Australasian College of Surgeons involved the hurdle of passing the 

very stringent, general primary examination which comprised detailed anatomy of the whole 

body, general physiology and general pathology.  For many years most who undertook the 

Fellowship of the Royal Australasian College of Surgeons in ophthalmology were those who 

had completed their postgraduate training overseas. Since they had already earned a 

surgical Fellowship from one of the Colleges of the United Kingdom they were excused the 

daunting primary examination.  

The Diploma in Ophthalmology of the University of Melbourne was taken mainly by those 

wishing to specialise in ophthalmology, but who did not travel overseas for postgraduate 

training. The diploma gave specialist recognition, but was considered inferior to a fellowship 

of a surgical college. Holding a fellowship would therefore be an advantage when applying 

for a position.  
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For completeness, although the events occurred later than the period considered in this 

chapter, it is worth noting that the Royal Australasian College of Surgeons subsequently took 

the enlightened and bold step of introducing a modified ophthalmic primary examination in 

1969.  This was 19 years before any of the British Royal colleges took the same step, and 

the Royal College of Surgeons (of England) never did. The modified primary was composed 

of detailed anatomy of the head and neck only, but with special knowledge required of the 

visual system.  Physiology required detailed ocular physiology together with general 

physiology but excluding gastro-intestinal and reproductive physiology. General pathology 

was still required, and there was a separate examination in optics. The first New Zealander 

to pass the Fellowship via the ophthalmic primary examination was Dr Ron Tingey of 

Tauranga. The first New Zealander to complete training in ophthalmology to Fellowship 

standard within Australasia was Ian Elliott, who in fact took the general primary examination, 

which he passed with distinction, winning the Gordon Taylor prize for the highest scoring 

candidate in Australasia in 1967.  

 

5.9. Ophthalmic Surgery and Medicine in New Zealand 

5.9.1. Eye Operations – Numbers and Mix from Early to Late 20th Century 

It is not possible to gather comprehensive information on the numbers and types of 

ophthalmic operations performed in New Zealand over the decades.  In earlier days, some 

operations were done in doctors’ offices and in patients’ homes. Many operations are carried 

out in private surgical hospitals from which records are not all obtainable.  However, it has 

been possible to obtain representative figures from some public hospitals (Table 5.3). 

McAdam53 published data on the eye operations completed at Dunedin Hospital in 1893, and 

Meller54 published the eye operations performed in Christchurch in 1912. In both these 

years, as in 1928 at Waikato Hospital, the proportion of enucleation procedures was 

extremely high, being 12%, 40%, and 8% of all eye operations in each of the years 1893, 

1912, and 1928 respectively. Fortunately, by comparison, removal of the eye was only 1.1% 

of all operations in Auckland in 2004-2005.   

In the figures from Waikato in 1928, only three cataract operations were carried out, and only 

a total of twenty five operations for the whole year.  The low figures suggest that many 

procedures were carried out in private facilities and possibly others were done in Auckland.   

The rate of eye operations increased from 59 per 100,000 population in Dunedin in 1893, to 

79 per 100,000 in Christchurch in 1912. However, by comparison this reached 179 per 
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100,000 in Auckland in 2004. This trend is because of vastly improved surgical and 

anaesthetic techniques permitting many more conditions to be treated, and also because of 

the increased average age of the population.   

By far the most informative figures on surgical trends are from Auckland, largely because of 

the size of the population and because more complete data are available. Interestingly, data 

are obtainable for Auckland Public Hospital operating theatre records for two twelve-month 

periods, 1974 and 2004-2005, separated by thirty years. A comparison of the two twelve-

month periods is highlighted in table 5.4. This table selects five operations for which there 

have been significant numeric changes over the thirty year period.  Over the thirty year 

period, the rate of enucleation or evisceration of the eye decreased in both absolute 

numbers, and in the number per population, from 9.0 to 2.3 per 100,000 population per year.  

This pleasing trend can be explained by fewer penetrating eye injuries, mainly because of 

improved industrial safety, the use of seat belts in vehicles, laminated windscreens, airbags, 

and drink-drive laws.  This is despite the increased number of vehicles per person over the 

same thirty year period. The reduction in enucleation procedures also reflects advances in 

the management of penetrating ocular trauma, ocular tumours, and neo-vascular glaucoma 

(in particular secondary to proliferative diabetic retinopathy).  

Other operations have literally vanished over a century, with increasing pace over the last 30 

years, because of technological advances. Iridectomy was replaced by neodymium-YAG 

iridotomy, and needling and discission largely replaced by neodymium-YAG posterior 

capsulotomy. Totally new operations which appeared during the thirty year period include 

vitrectomy, which has been a major advance in the repair of retinal detachment, as well as in 

managing other retinal conditions, in particular macular hole and epiretinal membrane 

Considering the Auckland 30-year data, operations which significantly increased in number 

included cataract and corneal transplant surgery.  Cataract increased because of the 

increasing proportion of elderly in the population, and because of cataracts being removed at 

an earlier stage, the latter trend being permitted by advanced surgical techniques making the 

operation safer and providing better quality visual outcomes.  The number of corneal 

transplants increased for the same reasons, although the number of corneal transplants did 

not increase to the same extent as cataract partly because of the decreased number of 

grafts required for aphakic or pseudophakic bullous keratopathy following cataract surgery. 

This was despite the huge increase in the number of cataract operations.   

From 1935 to 1938 there was a flurry of excitement regarding surgery for retinal detachment, 

which has been detailed earlier in this chapter. Further success of retinal detachment 

surgery occurred over the recent thirty year period but unfortunately the available figures do 
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not allow valid comparisons.  In Auckland in 1974 there were 72 scleral buckle operations 

which was the standard method of operating on retinal detachments at that time.  By 2004 

many retinal detachment operations involved vitrectomy, sometimes alone and sometimes 

combined with a scleral buckle procedure.  However, the available operating theatre records 

do not distinguish vitrectomy operations for managing retinal detachment and vitrectomy 

operations for other reasons such as vitreous haemorrhage, macular hole, and epiretinal 

membrane. 

The move from local anaesthesia to general anaesthesia and then back to local anaesthesia 

is most obvious for cataract surgery (table 5.3).  Local anaesthetic with cocaine became 

available from 1884, and for cataract surgery was the preferred anaesthetic until the 1950s.  

Then general anaesthesia became more accepted.  But despite continuing improvements in 

general anaesthesia over the thirty year interval from the 1970s to the 2000s, there was a 

trend back to local anaesthesia.  This was driven from the United States where local 

anaesthesia was, and still is, used more than in the United Kingdom and Europe.  The 

reasons included safety, cost, and throughput.  Ophthalmologists in New Zealand have 

followed the American trend more than the British and European and have become more 

skilled at local anaesthetic techniques, and nowadays patients and surgeons alike would not 

return to general anaesthesia for routine cataracts except in specific circumstances, for 

example, mental infirmity (author’s experience and discussions with British and American 

colleagues).   

It is the author’s view that in the 1950s New Zealand ophthalmologists partially lost the skills 

of administering local anaesthetic when improvements in general anaesthesia made it the 

preferred option, but this lasted for just over twenty years, until the 1980s.  General 

anaesthesia is still often preferred for some procedures, in particular corneal transplants, 

because of the delicacy and longer time of the procedure, scleral buckles for retinal 

detachments because of the manipulation, enucleation or evisceration because of patient 

preference, and strabismus surgery because most patients are children.   

Over the past hundred years, and indeed over the past thirty years, ophthalmology has 

become a much more surgically orientated specialty, able to offer treatments unimaginable 

in earlier times. Lasers entered ophthalmology in the 1970s. Now they are used to treat 

retinal neovascularization, retinal detachment, some types of macular degeneration, 

glaucoma, and perhaps most well-known of all, excimer lasers to re-curve the cornea to treat 

refractive errors. The femtosecond laser has recently gained a role in cataract surgery to 

make the limbal incisions, the anterior capsulotomy, and to partially disintegrate the lens 

nucleus. 
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Table 5.3. 

Eye Surgery Numbers in Different Decades 
at Dunedin, Christchurch, Waikato, Wellington, and Auckland Hospitals 

 

 
  

1893 
Dunedin 
(McAdam) 

1912 
Chch 
(Meller) 

1928 
Waikato 

1935 
Wellington 

1974 
Auckland 

2004-2005 
Auckland 

 Pop 116,088 Pop 
80,193 

Pop 16,594 Pop 149,971 Pop 797,406 Pop 1,324,300 

 No. No No. GA LA No. GA LA No. GA LA No. GA LA 
Cataract 28 26 3 0 3 16 0 16 242 210 32 1616 35 1581 
Secondary procedure from 
cataract 

4 16 1 1 0 18 3 15 33 29 4    

Iridectomy 10 11 6 0 6 10 2 8 39 38 1 2 0 2 
Glaucoma drainage      4 0 4 24 22 2 31 4 27 

Strabismus 7     8 8 0 97 95 2 113 111 2 
Corneal Transplant         13 13 0 53 52 1 
Retinal detachment: 
Diathermy alone 

     5 0 5       

Scleral buckle         72 72 0 33 29 4 
Vitrectomy & buckle            14 14 0 
Vitrectomy             272 123 149 
Photocoagulation    
retina 

        65 18 47 39 6 33 

Lacrimal: 
dacryocystectomy 

     3 2 1       

dacryocystorhinostomy         2 2 0 40 19 21 
Other 2  1 1 0    66 66 0 23 16 7 
Eyelids: 
Ptosis 

        9 9 0 42 11 31 

Other 3  1 1 0          
Orbitotomy         4 4 0 25 23 2 
Trauma-penetrating  1  3 0 3 2 0 2 54 54 0 44 41 3 
Removal of eye 8 10 10 5 5 6 6 0 64 64 0 27 26 1 
Miscellaneous 3              

TOTAL 69 63 25 8 17 72 21 51 784 696 88 2374 510 1864 

               

 
Surgery figures for Waikato, Wellington & Auckland extracted from available public hospital operating theatre records, viewed on site and at Archives New Zealand. 

Surgery figures for Dunedin & Christchurch are from McAdam53 and Meller54 respectively. 

Population figures from Statistics New Zealand, at the nearest census. 
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Table 5.4. 

Eye Surgery Patterns over Thirty Years 

Significant changes in Auckland 

 

 Operations per 100,000 population per year 
 

 1974 
(12 month period) 
 

2004-5 
(12 month period) 

Enucleation/Evisceration 9.0 2.3 
Penetrating Eye Injury 7.6 3.7 
Glaucoma Drainage 3.6 2.6 
Cataract 34.0 135 
Corneal Transplant 1.8 4.4 
All eye operations 
per 100,000 population per 
year 

98 179 

 

 

 

 

Table 5.5. 

Local and General Anaesthesia in Cataract Surgery 

Year 1928-1935 
(Waikato and 
Wellington) 

1974 
(Auckland) 

2004 
(Auckland) 

Number of Cataract 
Operations 

19 242 1616 

Under local 
anaesthesia 

19 (100%) 32 (12%) 1581 (98%) 

Under general 
anaesthesia 

0 (0%) 210 (88%) 35 (2%) 
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5.10. Medical Ophthalmology 

On the medical side of ophthalmology, in the late 1880s atropine became available to dilate 

the pupil for surgery and for iritis. Pilocarpine and physostigmine (eserine) became available 

for glaucoma, and the first local anaesthetic, cocaine, was introduced in 1885. (See chapter 

4, section 4.6)   

For many decades in the early twentieth century, effective medications were still limited to 

atropine, pilocarpine, physostigmine, cocaine for local anaesthesia, astringents, and 

lubricants.  Kendall 55 wrote on atropine’s uses in ophthalmology in 1900, being mainly for 

dilating the pupil prior to surgery, and for treating iritis.  

Various chemicals, including iodine and trichloracetic acid, were used for herpes simplex 

corneal dendritic ulcers. They were effective in many instances, but were supplanted in the 

1960s by specific antiviral agents, the first being idoxuridine.56   

 

5.11. Academic Ophthalmology 

 

Academic ophthalmology encompasses teaching, clinical research, and basic science 

research. In that broad sense, academic ophthalmology in New Zealand started when Sir 

Lindo Ferguson was appointed lecturer in ophthalmology and formally taught ophthalmology 

to four students at Dunedin Hospital in 1884.57   

Lindo Ferguson was subsequently appointed professor of ophthalmology at the University of 

Otago in 1909. This was some 54 years before Australia’s first professor, Gerard Crock, was 

appointed the J. Ringland Anderson Professor of Ophthalmology at the University of 

Melbourne in 1963.  However, unlike Professor Crock, Sir Lindo never created a research 

team nor established an academic department of ophthalmology, as his was a part-time 

appointment. Further, five years later in 1914 he was appointed the Dean of the medical 

school and concentrated, very effectively, on that role for the remainder of his outstanding 

professional career. New Zealand’s first academic Department of Ophthalmology was in 

Dunedin and came much later, in 1946, with the full-time appointment of Dr Rowland Wilson 

as full-time lecturer, and subsequent associate professor (see chapter 6, section 6.19.1).  

Academic departments of New Zealand universities did not engage in post-graduate 

ophthalmic education until the late 1960s. Being a British colony in the 19th century, New 

Zealand’s early ophthalmologists largely came fully trained from Great Britain or Ireland.  
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Then for decades, indeed until the late 1960s, New Zealand medical graduates wishing to 

specialize in ophthalmology worked for one or two years as house surgeons in a New 

Zealand hospital, after which they travelled abroad to train in ophthalmology, invariably in the 

United Kingdom.  There, the premier destination was Moorfields Eye Hospital in London, 

although many received expert training at other British centres.   

From the time of the Second World War, some of those interested in ophthalmology spent 

one or two years as an ophthalmology registrar in New Zealand before travelling overseas.  

Early eye registrars included Dr Calvin Ring in Auckland in 1939-1940, before he served in 

World War Two in Egypt and Italy, followed by post-graduate ophthalmology training at 

Moorfields Eye Hospital. Dr Gair Macdonald was a registrar in Dunedin in 1945, before post-

graduate training in Edinburgh and Bristol.  A few, especially those aiming for provincial 

centres, completed their training in Australia, usually in Melbourne, where the University of 

Melbourne’s Diploma in Ophthalmology was available from 1933. Interestingly, the last 

diploma awarded by the University of Melbourne was as late as 1979, after which everyone 

wishing to qualify in ophthalmology in Australia or New Zealand took the more prestigious 

Fellowship examination in ophthalmology of the Royal Australasian College of Surgeons, 

and subsequently of the Royal Australian and New Zealand College of Ophthalmologists. 

 

5.12. Public Ophthalmology in New Zealand 

Many ophthalmologists and other medical specialists in private practice took honorary 

positions in the public hospitals. Their reasons were varied but included a wish to manage a 

wider variety of diseases and trauma, and to provide a service to the less affluent. Hospital 

work provided the opportunity to work alongside colleagues and to train young doctors and 

nurses, which provided a fulfilling contrast to the relative isolation of private practice.  

The first recorded public ophthalmologist was Dr Llewellyn Powell in Christchurch in 1864. 

The first appointments in Auckland were Drs Humphry Haines and Arthur Challinor Purchas, 

both of whom took up honorary appointments in 1886. Honorary appointments to public 

hospitals came later in provincial centres as previously noted.58  

Most New Zealand public hospitals initially relied on honorary medical staff, who earned their 

living from private practice. However, by 1928 most honorary appointments had been 

replaced by full-time salaried specialists or paid part-time specialists, sometimes called 

visiting specialists. Honorary appointments persisted in the four main centres, but most had 

largely lapsed by the 1940s. The Waikato Hospital Board from the outset rejected honorary 
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medical appointments and part-time paid appointments, preferring full-time paid hospital 

specialists. Exceptions were Drs AW Beveridge, eye specialist, SL Green, ear nose throat 

specialist, and later Duncan Macdiarmid, eye specialist, who were paid an annual retainer 

for part-time work, presumably because the hospital had little choice. Waikato was thus 

called a “closed hospital”. This policy disadvantaged Waikato Hospital, as it excluded many 

talented specialists from being on its staff. Indeed, the Otago Medical School advised 

graduates that they would receive better training in an open hospital. The closed policy at 

Waikato was lifted only in 1950.59 

 

5.13. Private Ophthalmology in New Zealand 

The first private surgical hospital was Prospect House in St David Street, Dunedin, which 

opened in 1900. Prospect House was established by an enterprising nurse from Dunedin 

Hospital, Miss Annie Tombe. Its opening was described in the Otago Daily Times of April 

14th 1900.60  “There are 14 rooms in the hospital. Six of these are wards, four being upstairs 

and two on the ground floor, the furnishing of which is marked with every possible comfort 

and good taste. The operating theatre has had special efforts bestowed upon it. It has two 

large windows and is painted white, which gives the best light and every appliance is 

provided that is required in a room of the kind. A balcony 20 feet long, a smoking room, and 

a handsome drawing room are evidences that the comfort of patients is assured in the 

convalescent stage, while we also find a capital dining room, nurses’ rooms, servants’ 

rooms, bathrooms, and, in fact, all the accessories of an up-to-date house, including hot and 

cold water throughout and incandescent lighting.......”. Sir Lindo Ferguson operated at 

Prospect. The Mater Misericordiae Hospital (now Mercy Hospital) in Dunedin opened in 

1936. 

The second private surgical hospital to be established was the Mater Misericordiae in 

Epsom, Auckland, established by the Sisters of Mercy, and opened in 1901. It is now called 

the Mercy Hospital, and is part of the Ascot hospital group.  

Sir Lindo Ferguson stated in his autobiographical notes that in his earlier days, probably 

referring to the 1890s to 1900: “There were no private hospitals or nurses, and one had to 

operate in hotels or lodging houses.”61  At the same time, operating facilities were available 

in the public hospitals. Clearly private surgical facilities were inferior to public. This 

dichotomy reduced during the 1900s, but even up to the late 1900s difficult cases were 

avoided by the private sector and transferred to public hospitals. The reason was not only 

that the public operating theatres were more completely equipped, but also because in the 
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public hospitals surgeons had more support from colleagues, and house surgeons and 

registrars were available to assist with management 24 hours a day. The private sector 

finally came of age in the 1990s (see chapter 7, section 7.11).  

 

5.14. The Second World War  

War records are characteristically emphasized in obituaries. Simply listing those who served 

is not appropriate here, but there are two individuals who should be mentioned because of 

their special interest. 

Dr Cecil Pittar was in the naval reserve before the Second World War. In 1939 he was called 

up with two hours’ notice to sail on HMS Achilles, headed for the battle of the River Plate. 

This well-known naval encounter resulted in the scuttling of the German pocket battle ship 

Graf Spee. Almost immediately after returning home, Pittar went overseas to serve in the 

Royal Navy as an eye surgeon for the remainder of the war.  

Dr Howard Coverdale gave extensive service in the Second World War as an eye surgeon, 

mainly at Helwan Hospital in Egypt. Sir Duncan Stout devoted a chapter to ophthalmology in 

his comprehensive book “War Surgery and Medicine,”62 and Coverdale wrote an account of 

the contributions of New Zealand ophthalmologists in the Second World War, including a 

useful bibliography.63 Ophthalmic work was concentrated at Helwan, which served the New 

Zealand base, as well as the Royal Air Force and British troops. Stout64 recorded that by the 

end of 1943 Coverdale had dealt with 8772 ophthalmic cases, and added that due to 

inadequate screening in New Zealand before departure, refractive errors were common in 

the earlier years, and spectacle lenses were in short supply. He also commented on the 

visual problems associated with psychoneurosis, on which Coverdale also wrote.65 

Blepharitis and conjunctivitis were common in the dry dusty conditions in Egypt. However, 

amongst New Zealanders trachoma was found in only the Maori Battalion, and eleven Maori 

were repatriated for that. Of interest, Coverdale saw only one case of sympathetic 

ophthalmia. Albert and Diaz-Rohena66 wrote a detailed review of sympathetic ophthalmia 

which surmised that within the limits of war-time statistics, sympathetic ophthalmia was 

seemingly far less common after penetrating injuries in the First World War than in wars in 

the nineteenth century, and almost non-existent in the Second World War and later conflicts. 

The presumption is that there was more awareness of the condition, and an injured eye 

without visual potential was more likely to be enucleated to prevent the condition developing 

in the uninjured eye. Of interest is the Bowman lecture given by Ida Mann67  in 1961, in which 
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she states that from ophthalmic surveys in outback Western Australia 248 cases of eye 

injury were seen, but no cases of sympathetic ophthalmia, suggesting that sympathetic 

ophthalmia is rare in Australian Aborigines. She further stated that uveitis of any type was 

rare in Australian Aborigines, most cases being associated with leprosy, and that uveitis of 

all types is rare in the Maori of New Zealand, but to date the last statement remains 

unsubstantiated. 

In Egypt and Italy combined, 618 New Zealand men had major battle or accidental injuries to 

the eye. Seven were totally blinded, and 89 lost the vision in one eye. Sixty-five had one eye 

removed, and two had both eyes removed.68   

Eustatius William Barton Griffiths, known as Peter, who practised in Hastings and New 

Plymouth, was the only New Zealand ophthalmologist killed in the Second World War, in 

February 1942 in Singapore. 

Fear of an outbreak of trachoma in New Zealand forces in Fiji in the Second World War led 

to Hope-Robertson and LS Talbot69 visiting Fiji in 1945, when they found trachoma in Fijian 

servicemen, but not in white civilians or New Zealand forces. In 1941, Swanston70 published 

a survey of trachoma in Maori children in schools in Northland New Zealand. Of 886 children 

examined, he found 10 with definite trachoma and another 22 with possible trachoma. Also, 

he incidentally found two adult Maori almost blind with trachoma. He stated that it was not 

possible to determine whether or not trachoma had been present in Maori before their 

contact with Europeans. 

 

5.15. Professionalization 1901-1946.  

By the end of the Second World War, professionalization had made modest progress since 

1901. Most importantly, major surgery, public and private, was well-established in surgical 

hospitals. Ophthalmologists were publishing clinical research but not yet in a dedicated 

ophthalmic publication in New Zealand, and nor were there dedicated ophthalmic 

conferences in New Zealand. Post-graduate training in ophthalmology was still non-existent. 

Teaching was limited to medical students as opposed to trainee ophthalmologists, and there 

was no academic department of ophthalmology in the nation. Evidenced-based clinical 

practice and continuing professional development were unheard of, as was the importance 

of cultural awareness. Most of that was to change by the new millennium. 
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Chapter 6 

The end of World War II to 1990 

 

6.1. Introduction  

This period of 45 years marked real progress in both the professionalization of 

ophthalmology, and the science and technology of ophthalmology. The Ophthalmological 

Society of New Zealand was formed in 1946. Also beginning in this period were the first 

academic department, training of registrars to fellowship level, sub-specialization, the 

Medical Council of New Zealand’s specialist register, the New Zealand Society for the 

Prevention of Blindness, and increasingly well-organized voluntary work in the Pacific 

Islands. 

 

6.2. Formation of the Ophthalmological Society of New Zealand 

Although New Zealanders claim, inaccurately, to have had the first ophthalmologist in 

Australasia in Sir Lindo Ferguson, New Zealand certainly cannot claim to have had the first 

ophthalmological society. The Ophthalmological Society of Melbourne1 was founded in 1899 

but folded in 1913, whereas, the Ophthalmological Society of New South Wales was 

founded in 1910,2 and ran parallel with the Ophthalmological Society of Australia from when 

the latter was founded in 1938. When the Ophthalmological Society of Australia became the 

Australian College of Ophthalmologists in 1969, the Ophthalmological Society of New South 

Wales was absorbed. Winton has written a full history of the Ophthalmological Society of 

Australia and the College.3  

Globally, the Ophthalmological Society of the United Kingdom was founded in 1887, the 

American Ophthalmological Society was founded in 1894, and the American Academy of 

Ophthalmology in 1917. However, it is understandable that the Ophthalmological Society of 

New Zealand was not founded until 1946, as in 1900, as previously noted, there were only 

nine doctors practising ophthalmology in the whole country. In 1947 the fledgling Society had 

33 members. 

The most important reason for establishing an ophthalmological society is to raise the 

standard of practice. A society enhances professionalization by providing forums for collegial 

interactions, in particular meetings in which scientific and clinical papers are presented and 

discussed, and to which overseas experts are invited, and a publication for scientific articles. 
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Membership of a society requires acceptable experience and qualifications, and belonging to 

a society engenders clinical standards. Also, public health initiatives emanate from societies 

more than from individuals, such as setting levels of vision for driving and for various 

occupations, including the police, fire service, armed forces, and maritime officers. Societies 

carry a united voice for what they stand for, in this case the visual health of New Zealanders. 

It is fair to admit however, that one of the incentives for establishing the Ophthalmological 

Society of New Zealand was the proposed changes to the Social Security Act and the 

possibility of the government instituting a specialist service in New Zealand, as mentioned by 

Dr Hope-Robertson in his preamble (vide infra). A concern was that the government might 

agree to pay a fixed amount to the patient for certain ophthalmological services and that the 

government would want to be assured that individual eye specialists did not charge the 

patient anything above a certain specified amount for a particular service. A professional 

body would be better placed to lobby on such issues than individual ophthalmologists. The 

welfare state had been founded in 1938, and the government had introduced the medical 

benefit for general practitioners. This was intended to cover the whole cost of a consultation 

with a general practitioner, but the medical profession successfully lobbied the government 

to permit general practitioners to charge an excess over the subsidy. This patient benefit did 

not cover specialist consultations or surgery, but its possible extension to that was the 

concern of specialists. A third party which contributes to fees, even although it is a benefit for 

patients rather than the doctor, inevitably may attempt to control not only fees, but other 

aspects of practice. 

The genesis of the Ophthalmological Society of New Zealand was a meeting in February 

1946 of the eye section of the conference of the New Zealand Branch of the British Medical 

Association (BMA).4 Present were Drs James Beaumont, Howard Coverdale, William 

Fairclough, George E.O. Fenwick, Herbert Goldstein, Cecil Pittar, and Graeme Talbot all of 

Auckland, Duncan Macdiarmid of Hamilton, Ernest Marchant of Wellington, Lindsay Burns 

and Lionel Lewis of Christchurch, and William Carswell and Rowland Wilson of Dunedin. 

Dr Walter J. Hope-Robertson of Wellington opened a discussion by reading the following 

paper:  

 

“Gentlemen, for some time past I, together with various other practicing ophthalmologists in 

New Zealand have been interested in the formation of an ophthalmological society in New 

Zealand. 
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In 1939 as a result of receiving a copy of the programme of the first Annual Meeting of the 

Ophthalmological Society of Australia and an invitation to be present at that meeting, I wrote 

to make a tentative enquiries as to whether it would be possible for New Zealand members 

to join that Society and possibly rename it the Ophthalmological Society of Australia and 

New Zealand.   

 

During April 1943 I sent you all a letter explaining the result of my communications with the 

Ophthalmological Society of Australia and suggesting the formation of such a society in New 

Zealand.  I have all that correspondence, if any member wishes to inspect it.  I did not 

proceed any further with the matter because I did not consider the time opportune owing to 

exigencies of medical practice in New Zealand consequent upon the outbreak of the Second 

World War at the end of 1939.  However with the introduction of Social Security Legislation 

in 1943 I again felt the urgent need of a society which among other aims and objects would 

help to protect the interests of ophthalmologists in this country. 

 

As a result of that letter I received replies from practically every ophthalmologist in New 

Zealand, all of whom seemed to be unanimously in favour of the formation of such a society 

although some were not keen on affiliating with our Australian brethren, while one or two did 

not like the idea of our society working under the auspices of the British Medical Association 

(BMA) who would have the power of dissolving us.  The question of affiliation with the 

Ophthalmological Society of Australia is a minor matter and can be decided at any time, but 

the question as to whether we should work under the auspices of the BMA is a matter of 

some importance and I will have something to say about that later.  Again, owing to the war 

no suitable opportunity arose which would enable us to hold a preliminary meeting.  

However the advent of this first Annual Meeting of the BMA since the close World War Two 

seemed to be an opportune moment to attempt to form an ophthalmological society in New 

Zealand, particularly in view of the fact that we have been informed that the Government 

intends this year to make drastic alterations in the Social Securities Act- alterations which 

must affect us all as practicing ophthalmologists.  Toward the latter end of last year I 

attended the Annual Meeting of the Ophthalmological Society of Australia and I was much 

impressed by the standard of their papers, and of the great benefits to be derived from the 

membership of such a Society.  I do not, at the moment, wish to waste time by going in to 

the various reasons as to why I think an ophthalmological society is needed in New Zealand, 

but I would like to read to you the objects of the Australian Ophthalmological Society as laid 

down in the book of rules of that Society. These would, I believe, be the main objects of a 

like society in New Zealand.  Some members may not entirely agree with these objects- they 
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may wish others added or some deleted, but that is a matter which can easily be adjusted in 

the future when we finally ratify the rules of our own society. 

However whatever the objects and aims of such a society may be in New Zealand I do feel 

that because of the present trend of social security legislature in New Zealand, an 

ophthalmological society is urgently needed in order to help protect the interests of practicing 

oculists in this country.  As stated previously the Government this year intends bringing 

down a bill which will profoundly affect specialist practice in this country.  It is absolutely 

essential that we have an authoritative body to put forward the views of the oculists.  Optical 

benefits are envisaged in the near future- this must of necessity entail a fight with the 

opticians- here again an authoritative body representative of the oculists is an absolute 

essential.   Collectively we can make ourselves heard but individually we would cry in the 

wilderness. 

One vital matter to be decided is whether or not we will work under the auspices of the New 

Zealand branch of the BMA.  I do not propose to go in to the pros and cons of this matter at 

the moment.  I have an open mind with perhaps some preference for working under the 

BMA.  However I suggest that if I preliminary committee is set up it should bring down some 

recommendations in this important matter to a subsequent meeting of members.  I recall that 

in passing that the Ophthalmological Society of the United Kingdom is an entirely separate 

body from the BMA.  On the other hand both the Ophthalmological Society in Australia and 

the Obstetrical and Gynaecological Society of New Zealand work under the auspices of the 

BMA.  Should members wish to form the Society under the BMA then it is necessary to 

obtain permission from the Council of the BMA for the formation of such a society.   

In order to facilitate matters in the formation of a society I have already obtained permission 

from the Council of the BMA to form such a society but such permission in no way prejudices 

our position if we decide to form a society outside the BMA. 

In view of the fact that we have in New Zealand the only living foundation member of the 

Ophthalmological Society of the United Kingdom, after consultation with Mr Coverdale I took 

the liberty of asking Sir Lindo Ferguson that, if the members so desired, would he be willing 

to accept the office of Patron of our society.  I would like to read his reply.  “Mr Chairman and 

gentlemen, I feel sure that an ophthalmological society in New Zealand would be of great 

benefit not only to oculists themselves but also to the whole of the medical profession and 

the general public of New Zealand and I therefore wish to propose that the oculists of New 

Zealand form a society to be known as the Ophthalmological Society of New Zealand.” 

At the conclusion of this paper Dr Hope-Robertson proposed that the oculists of New 

Zealand form a society to be known as the Ophthalmological Society of New Zealand. 
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Dr G.W. Harty of Wellington seconded the motion saying that he considered such a society 

would be very useful in keeping case records.  He asked how many of those present would 

be prepared to publish a case each year. 

Dr Graeme Talbot of Auckland said that he was also in favour of the formation of such a 

society and said that he considered that the BMA was out of touch with the oculists.  He also 

said that the Ophthalmological Society of the United Kingdom was not a political Society and 

therefore in his opinion it was not as effective as it might be. 

Dr Lewis of Christchurch said that he also was in favour of the formation of such a society 

and that he felt that the future of ophthalmology in New Zealand was in dire danger.  He 

thought practising ophthalmologists should have opposed the registration of the opticians in 

1928.  He drew attention to the fact of how in his opinion it was possible for an optician to 

overrule the opinion of an oculist in deciding on certificates for driving licences. 

Dr Coverdale of Auckland said that in his opinion there appeared to be general agreement 

that an ophthalmological society should be formed in New Zealand.  Dr Coverdale then put 

the motion and it was unanimously agreed to form an ophthalmological society in New 

Zealand.   

Dr Coverdale then stated that it would be impossible for the present meeting to draw up any 

rules and he proposed that a sub-committee should be set up to go in to the rules for such a 

society and to bring them down for presentation at a full meeting three days later on Friday 

February the 15th 1946. 

It was agreed that the members of the sub-committee should consist of Drs Coverdale, 

Fairclough, Hope-Robertson, Pittar, and Wilson.  

The subsequent meeting was held in the Department of Ophthalmology at Auckland Public 

Hospital.  Dr Howard Coverdale was in the Chair.  The proposed rules were read out and 

agreed to. The following were present:  Dr H.V. Coverdale, Auckland (Chairman), Dr 

Beaumont (Auckland), Dr W.S.V. Bransgrove (Palmerston North), Dr W.A. Fairclough 

(Auckland), Dr G.E.O. Fenwick (Auckland), Dr H. M. Goldstein (Auckland), Dr G.W. Harty 

(Wellington), Dr W.J. Hope-Robertson (Wellington), Dr L. Lewis (Christchurch), Dr D.C. 

Macdiarmid (Hamilton),  Dr J.G. Macdonald (Invercargill), Dr C.A. Pittar (Auckland), Dr H.W. 

Simpson (Wellington), Dr G.G. Talbot (Auckland), Dr R.P. Wilson (Dunedin). 
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 Figure 6.1. Some founders of the Ophthalmological Society of New Zealand. 
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Nominations were then called for President. Dr Fairclough was nominated by Dr Fenwick 

and seconded by Dr Coverdale. Dr Harty was nominated by Dr Lewis and seconded by Dr 

Bransgrove. A vote was taken, and Dr Fairclough was elected president. Dr Harty was 

elected Vice-President unopposed and Dr Hope-Robertson was elected Secretary/ 

Treasurer unopposed.  Members of the executive were Doctors Coverdale, Marchant, and 

Wilson. The functions of the executive are detailed below. 

 It was unanimously decided to ask Sir Lindo Ferguson to act as Patron of the Society. 

Membership was voluntary, although practising ophthalmology outside of the Society would 

be disapproved of by colleagues. Those infringing acceptable standards of practice could be 

expelled (see section 6.6). Foundation membership was open to all who were practising 

ophthalmology at the time. Later, to become a member one had to be practising 

ophthalmology and have an acceptable higher qualification. All these restrictions furthered 

professionalization. 

 

6.3. The Committees of the Ophthalmological Society of New Zealand (OSNZ)  

6.3.1. The Executive:  

The Executive Committee was composed of the officers of the Society, and two or three 

elected ordinary members. The officers were the president, president-elect, vice-president, 

immediate past-president, honorary secretary-treasurer, chairman of the qualification and 

education committee, and the editor of the Transactions. The Executive’s roles included 

admittance of new members, appointment of honorary members and honorary life members, 

and the time and place of future annual meetings. The Executive also recommended 

appropriate new officers to the annual general meeting, in particular the next vice-president, 

who would then usually become the next president-elect.  

6.3.2. Qualification and Education Committee:  

At the conjoint meeting of the Australian College of Ophthalmologists and the 

Ophthalmological Society of New Zealand in Sydney in 1975, Professor John Parr and Dr 

Calvin Ring spearheaded the formation of an education committee of the OSNZ, to study 

and advise on postgraduate ophthalmic training in New Zealand, which hitherto had been ad 

hoc.  

This important standing committee’s founding members were Professor John Parr as 

chairman, Drs Calvin Ring, Colin Fenton, and Richard Clemett, with Jim Macdiarmid as 
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honorary secretary. The committee oversaw ophthalmic training in New Zealand. It was 

responsible for co-ordinating a national selection process for ophthalmic registrars, for 

advising on the numbers and ensuring the standards of training posts, and for advising the 

New Zealand Medical Council on matters relating to credentialing and training in 

ophthalmology. The most difficult of these was advising on the further training and 

assessment required of individual overseas trained ophthalmologists desirous of practising 

in New Zealand.  

Long serving members of the committee included Professor John Parr, who founded it in 

1975 and retired in 1986, and who was chairman from 1975 until 1982, when Dr Colin 

Fenton took over chairmanship. Dr Peter Wellings was secretary for twelve years from 1978 

to 1990, and then chairman until 1996. Dr Doug Cox was briefly chairman in 1997 when he 

was replaced by Associate Professor Mark Elder in 1998, who in turn was replaced by Dr 

Brian Sloan of Auckland in 2004. The present chair is Dr Ainsley Morris of Christchurch, who 

was elected in 2010.  

Since the amalgamation of the Ophthalmological Society of New Zealand with the Royal 

Australian College of Ophthalmologists in 1999, the name has been changed to the 

Qualification and Education Committee, a standing committee of the New Zealand Branch of 

the Royal Australian and New Zealand College of Ophthalmologists. However, Professor 

John Parr’s original choice of name of Education and Qualification Committee is more logical 

as, in his own words, “education comes before qualification.”  

The New Zealand Branch Qualification and Education Committee chairpersons retain a 

place on Federal College Qualification and Education Committee, as do the chairpersons of 

the Qualification and Education Committees of the other (Australian State) branches of the 

College. 
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Figure 6.2. The principal shapers of the Education and Qualification Committee. 
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6.3.3. Visual Standards Committee  

Perhaps of less importance than the Education and Qualification Committee, this committee 

nevertheless carried significant responsibility as the OSNZ was occasionally consulted about 

visual standards for driving and for occupations. During Bruce Hadden’s chairmanship of the 

committee in the 1990s, it produced two booklets. One was entitled “Visual Standards for 

Occupations”, published jointly with the New Zealand Association of Optometrists in 1992. It 

was the second joint project with the New Zealand Association of Optometrists. It listed 

visual standards and how they should be measured for occupations such as the police, fire 

service, railways, civil aviation, and the armed forces. The other was a revised edition of the 

booklet for assessing visual loss. This was mainly for accident compensation assessments, 

now almost exclusively used for assessments required by the Accident Compensation 

Corporation. 

 

6.3.4. Therapeutic Committee  

This newer committee was more active in recent times because of its input into the 

prescribing of therapeutic agents by optometrists. It has also been involved in advising 

Pharmac, a quasi-autonomous non-governmental organization or “quango”, about which 

ophthalmic preparations should be available in New Zealand, which should be subsidised, 

and the question of generic equivalence. 

 

6.4. Conferences and Annual General Meetings 

With the establishment of the Ophthalmological Society of New Zealand in 1947 began 

annual conferences and annual general meetings which have continued to the present day.  

The conferences have always been very well supported by ophthalmologists (and their 

spouses). They became valuable educational meetings and also provided social gatherings 

for ophthalmologists from throughout New Zealand.  

Usually there were two invited experts from overseas (see appendix 2). Being small 

meetings, it was easy for members to have the benefit of individual discussions with the 

overseas speakers. There were always many papers presented by the members. As Calvin 

Ring said, “the person who learns the most from a presentation is usually the presenter.” 

And as Roy Holmes commented, “you come away from the meetings feeling more in touch 

with how others are practising.” These two reflections are foundations of professionalism.  
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The first annual conference of the Ophthalmological Society of New Zealand was held in 

Auckland from February 19th to February 21st 1947. Those present were Drs W.A. 

Fairclough, (President) Dr G.W. Harty (Vice-President), Dr D.C. Macdiarmid, Dr J.H. 

Beaumont, Dr C.A. Pittar (Conference Secretary), Drs H.M. Goldstein, S. Scoular, W.H. 

Simpson, W.L.B. Burns, K.J. Talbot, J.S. Monro, H.V. Coverdale, G. Talbot, L.A. Lewis, 

W.S.V. Bransgrove, G.E.O. Fenwick, and W.J. Hope-Robertson (Honorary 

Secretary/Treasurer).  Those members who had joined during the year since the meeting of 

February 1946 were Doctors L.S. Talbot, J.S. Monro, Stuart Scoular, K.J. Talbot, J.A. 

Doctor, R.C. Brewster, and W.L.B. Burns. There were 33 foundation members. Included in 

these were three families of ophthalmologists: Dr Leonard S. Talbot of Timaru and his two 

sons, Kenneth J.(Jim) Talbot of Timaru and Arthur N. Talbot of New Plymouth, Dr W.C. 

Burns of Timaru and his son Lindsay Burns of Christchurch, and Dr Harry Wales and his son 

H. Jenner Wales, both of Christchurch.  

The Honorary Secretary of the first conference was Dr Cecil Pittar. The topics considered 

were wide-ranging aspects of ophthalmology and vision. Presenters of papers at the first 

conference were: the Dr William Fairclough (President) who presented papers on industrial 

lighting and on the direct inheritance of retinoblastoma, Dr Cecil Pittar on intra-capsular 

cataract extraction, Dr Walter Hope-Robertson on pseudo-tumour of the orbit, Dr Howard 

Coverdale on ocular lesions associated with dendritic ulcer and a case of angiomatosis 

retinae, Dr Graeme Talbot on alternative operations to corneo-scleral trephining in the 

treatment of glaucoma,  and Dr John Macdonald on spasm of accommodation.  

 

On the first evening of the conference a dinner was held at The Northern Club of Auckland, 

and on the second evening an ‘At Home’ at the residence of the President. On the afternoon 

of the third day there was a scenic drive and afternoon tea.  Nine scientific papers were 

presented and there was also a clinical demonstration.   

 

The annual general meetings (AGMs) of the Society were always held within the annual 

scientific conferences. Topics from early annual general meetings which recurred year after 

year were more often about the business of ophthalmology practice rather than the science, 

and the same still applies to the annual meetings of the New Zealand Branch of the Royal 

Australian and New Zealand College of Ophthalmologists. 

Dr Hope-Robertson as first secretary-treasurer of the Ophthalmological Society of New 

Zealand was a large contributor to the Society’s success.  Rowland Wilson, the more 

academic, was the first editor of the Society’s Transactions.  Hope-Robertson was the 

ophthalmology consultant to the New Zealand Armed Forces during the whole of World War 
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II and was advisor in ophthalmology to the Department of Health. He travelled widely, and 

became well connected with leading overseas ophthalmologists many of whom travelled to 

New Zealand as visiting speakers at subsequent OSNZ conferences, enriching the scientific 

value of the meetings. 

At the first annual general meeting in 19475 the question of an eye bank for corneal grafting 

was proposed by Dr Pittar.  Dr Pittar was appointed the eye bank registrar.  At the second 

meeting in 1948 further details of the proposed eye bank were discussed including air 

transportation of donor eyes from one centre to another. There was no further discussion 

regarding the proposed eye bank in subsequent meetings.  Indeed the idea of a corneal 

bank lapsed until the New Zealand National Eye Bank was established by Associate 

Professor Gillian Clover in 1989.  Notably, Dr Pittar was New Zealand’s earliest corneal 

transplant surgeon.6,7 

 

Table 6.1.  Scale of fees as suggested by sub-committee for operations and 
examinations as a guide (1946) 

 
  
 

Description of Consultation or 
Procedure 
 

Fee in Guineas 

1. Examination, Investigation and 
Consultation   

2-5  

2. Examination and report 5-10  
3. Foreign Bodies 2  
4. Corneal Graft 60-100  
5. Enucleation (and implant) 30-50  
6. Cataract Operations 60-100  
7. Capsulotomy 20  
8. Glaucoma Operations 40-50  
9. Detachment of Retina 50-100  
10. Squint Operations 30-40  
11. Dacryocystectomy 20-30  
12. Dacryocystorhinostomy 40-50  
13. Pterygium 15-25  
14. Tarsal Cyst 4  
15. Baby’s Epiphora 6-8  
16. Ptosis 40-50  
17. Ectropion and Entropion 15-30  
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Hope-Robertson raised the topic of the proposed changes to the Social Security Act and the 

possibility of the government instituting a specialist service in New Zealand. A concern was 

that the government might agree to pay a fixed amount to the patient for certain 

ophthalmological services and that the government would want to be assured that individual 

eye specialists did not charge the patient anything above a certain specified amount for a 

particular service.  He thought that members should be advised to agree on a maximum and 

if they wished a minimum rate of fees that they were prepared to accept for all 

ophthalmological work.  He stated that some time previously he had sent to members of the 

Society a proposed scale of fees for a full specialist service working under the Social 

Security Act.  This scale of fees was published in the minutes, and a copy was also sent to 

the Health Department!  No doubt this acted as a guide in those days, but publication of fees 

today would likely be considered fee fixing, anti-competitive, and unlawful.  

 

 

 

 

6.5. Relations between Ophthalmology and Optometry 

This topic was introduced in chapter four, dealing with the topic before the founding of the 

Ophthalmological Society of New Zealand. For continuity of the theme this section deals with 

the topic as it was considered by the Society from 1947 to 1990. We will then return to the 

early annual general meetings.  

Optometry was considered in the Society’s records as early as was possible. In February 

1946 in Dr Hope-Robertson’s paper proposing the formation of an ophthalmological society 

the following was noted. “Optical benefits are envisaged in the near future- this must of 

necessity entail a fight with the opticians- here again an authoritative body representative of 

the oculists is an absolute essential. Collectively we can make ourselves heard but 

individually we would cry in the wilderness.” 4  

 

At the first annual meeting of the Society in February 1947,5  Hope-Robertson reported that 

he had received a letter from Dr (later Associate Professor)  Rowland Wilson in Dunedin 

asking for views of the members regarding the employment of opticians in the eye 

department of the Dunedin Public Hospital.  Members were unanimously against the 

employment of opticians in public hospitals.  Nevertheless the Otago Hospital Board 

advertised through the newspapers of New Zealand for an optician in their eye department 
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but no applications had been received.  The question of opticians being employed in public 

hospitals came up again in 1948 but again it was not resolved.  Dr Leonard Talbot sensibly 

said that it would be quite impossible for Dr Rowland Wilson (the academic ophthalmologist 

at Dunedin Hospital) to do all the work that was expected of him, while at the same time 

spending three quarters of his life doing the “hack work of refractions.”  Suggestions as to 

who might do refractions were varied, and included clinical assistants, orthoptists, house 

surgeons, or in the future, eye registrars, but opticians were not on the list.  The Otago 

Hospital Board had employed a Mr Dick, who was an orthoptist as well as a qualified 

optician.   

 

In the minutes of the 1950 meeting8 we read that Dr Bruce Hamilton of Hobart, president of 

the Ophthalmological Society of Australia would not allow any of his Society’s members to 

train or lecture to opticians. Dr Pittar then put forward the motion that no member of the 

Ophthalmological Society of New Zealand (OSNZ) should take part in the training of any 

opticians in New Zealand. It was seconded and carried unanimously. Also at the 1950 

meeting the issue was raised of opticians examining recruits to the New Zealand Armed 

Forces and that such examinations would be better carried out by ophthalmologists.  

However it was conceded that there were not enough ophthalmologists to do these 

examinations.  

 

In 19529 concern was raised that the Health Department was referring school children who 

failed routine eye checks to optometrists rather than to ophthalmologists.  Ophthalmologists 

made the point that only they were able to properly examine children under the age of 

sixteen because a proper refraction required the use of a cycloplegic, and opticians were not 

allowed by law to insert drops in to patients’ eyes.  In 1953, an optometrist was elected to the 

Wellington Hospital Board, which raised the ire of the members, but of course they had to 

live with it.  

 

In the minutes of the tenth meeting in 1956 there was concern about general medical 

practitioners asking advice from opticians and how important it was for medical students and 

nurses to be taught about correct relationships between such groups and of the limitations of 

opticians’ knowledge. 

 

From 1959 the issue of education of optometrists was raised and whether or not 

ophthalmologists should or should not accept requests to teach optometrists.  This was an 

on-going discussion for many years. At the 14th conference of the Society in Christchurch in 

1960, the importation of micro-corneal contact lenses was first mentioned.  The motion was 
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carried that the OSNZ recognizes the New Zealand Contact Lens Society, despite most of its 

members being optometrists, as is the case nowadays. Hirst Laboratories was already 

manufacturing contact lenses in New Zealand. Dr KJ (Jim) Talbot of Timaru made a plea for 

cooperation with opticians.  He said opticians were here to stay and suggested they be 

treated as colleagues.  Dr Calvin Ring said the School of Optometry was also here to stay 

and its sphere must be defined.  

 

In 1964 concerns began to emerge about the establishment of the School of Optometry at 

the University of Auckland. Dr Graeme Talbot had been asked to lecture to optometry 

students and he asked for guidance from the Society as to his action in this matter.  A 

softening of the approach to optometrists was evident in that the following motion was 

passed: 

 

That the Society approves the following:  

1. That it supports the policy that ophthalmologists should take part in the training of 

optometrists. 

2. That it believes the curriculum of the School of Optometry which was formed without 

prior consultation with this Society to be unsatisfactory. 

3. That in the present circumstances the Society cannot approve of members delivering 

lectures to the School of Optometry until the Society is given a clear definition of the 

scope of optometry and until the Ophthalmological Society of New Zealand has a 

voice in the direction of the affairs of the School. 

4. That for the above purpose and to provide a positive policy for cooperation between 

ophthalmologists and optometrists particularly with regard to training, the Society set 

up a sub-committee which has the power to wait on the Minister of Health if 

considered necessary. 

 

The feeling of the Ophthalmological Society members at the time is encapsulated in this 

sentence from the minutes of the 1965 annual meeting:  “The Ophthalmological Society 

accepted this course [for optometry] of one year medical intermediate, three years at the 

psychology department, and one year of optometrics, on the basis that it probably would 

discourage applicants to the course, and this was proving to be so, as there were very few 

opticians in training.”  The same meeting continued with considerable discussion and 

opinions but in the final analysis it was decided that Dr Graeme Talbot should be advised not 

to lecture in the School of Optometry until the Ophthalmological Society was fully informed of 
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the contents of the course. The question of optometry students attending ophthalmological 

clinics was regarded as contentious.   

At the annual meeting in 1967 Dr Graeme Talbot said “The school [of optometry] was getting 

few candidates.  The students feel they might as well go in to something worthwhile.”  
However, Dr Talbot also made a plea for cooperation with opticians. He suggested that since 

opticians were “here to stay”, we should treat them as colleagues. The same year Dr Calvin 

Ring said “opticians were seeking professional status and we should protest at this.” 

Opinions were still clearly divided, but some thawing of relations was continuing, at least 

when compared to 67 years previously when ophthalmologists were insisting that a full 

medical education followed by post-graduate training in ophthalmology was necessary for 

measuring patients for spectacles, as already highlighted in chapter five.10 

At the 24th meeting in 1970 concern was raised about optometrists giving advice to patients 

on whether they had glaucoma on the grounds of sporadic pressure measurements only. In 

1973 the new Optometry Act was discussed, and all members were against the use of drugs 

by optometrists. 

In 1988 the issue of optometrists being employed by ophthalmologists in their practices was 

raised again and was strongly opposed by the Royal Australian College of Ophthalmologists 

and by most OSNZ members. In 1989 it was recorded that Dr John Murchland, Censor-in-

Chief of the Royal Australian College of Ophthalmologists, never supported the concept of 

optometrists being employed in ophthalmic practices. However, at the 44th annual general 

meeting in 1990 the author put a written motion in favour of salaried optometrists being 

permitted by the Society to be employed by ophthalmologists in their rooms. The letter 

pointed out that there was a double standard in that optometrists had been employed in the 

eye departments of public hospitals for many years. The President of the Royal Australian 

College of Ophthalmologists was at the meeting, and said that “if this motion was passed it 

would really put the cat amongst the pigeons,” and that “it would not be accepted by RACO.” 

The motion was tabled and not voted on, but an informal show of hands showed strong 

support for the motion. This is an example of the continuing tension between ophthalmology 

and optometry in Australia, and of the thawing relationship in New Zealand. The following 

year the motion was passed unanimously, as the RACO had changed a rule to say that 

optometrists could be employed in private ophthalmological practices in New Zealand. Not to 

allow employment of optometrists would have contravened the New Zealand Commerce Act. 

Also at the 44th meeting in 1990, concern was expressed about the School of Optometry 

relocating to the School of Medicine site at the University of Auckland.  Undoubtedly the 

concern was that being in the School of Medicine, optometrists would take advantage of 
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opportunities to be seen as ‘quasi medical practitioners’. Although the Department of 

Optometry was within the building which also contained the medical school, the Department 

of Optometry was in fact part of the Faculty of Science. In the following year it was recorded 

that the academic ophthalmologists in Auckland had put much work into persuading the 

university that optometry should not become part of the Faculty of Medical and Health 

Sciences.   

 

6.6. Early conferences continued 
 

The second conference of the Society was held in Dunedin in February 1948 when the 

Society’s second president was Dr Rowland P. Wilson. Sir Lindo Ferguson had died the 

previous month. The new patron was Dr Garnet W. Harty of Wellington, who had retired to 

Wanganui. Thereafter, there were no further patrons of the Society. 

The third annual conference was held in Wellington in May 1949. By this time there were 36 

members. It is interesting to note that Dr Barrie Jones, as a registrar in Wellington, 

presented a paper titled ‘Demonstration of an apparatus to a remove non-magnetic intra-

ocular foreign bodies’.  Barrie Jones later became the clinical director of ophthalmology at 

Moorfields Eye Hospital in London, and was subsequently the mentor of many future 

Australian and New Zealand ophthalmologists. Again a cocktail party was held at the home 

of the President, Dr W.H. Simpson. The Annual Dinner was segregated along gender lines 

on the programme. The Ophthalmological Society Dinner was at the Wellington Club, and for 

the ladies, dinner was at the Queen’s Club. The Society’s only woman member, Dr Caroline 

Stenhouse, was therefore unable to dine with her colleagues! 

A special meeting of the Society was held in Christchurch in October 1949 to hear two 

distinguished visitors from London, Drs James Doggart and Keith Lyle. The fourth annual 

meeting was held in Christchurch in 1950, when the visiting speaker was J. Bruce Hamilton 

of Hobart, President of the Ophthalmological Society of Australia.  

At the annual conference in 1952 the notice of motion was put and passed that “no member 

of this Society shall regularly perform major ophthalmic operations except in a public hospital 

or private hospital clearly licensed for medicine and surgery.” The reason for this became 

apparent the following year when it was noted in the minutes that letters were received 

stating that members had evidence that a certain member had performed a major 

ophthalmic operation in a hospital which was not a recognised surgical hospital.  It was 
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noted that the member did a lot of major surgery in his own rooms.  It was decided that the 

Secretary write to the member asking for his resignation. He resigned in 1956. 

The clear issue of operating in non-recognized premises was used in this instance as a 

mechanism to oust the member, whose standard of practice was widely considered by 

professional colleagues to be generally unsatisfactory. Being in the 1950s this action did not 

actually affect the member’s ability to continue practising ophthalmology although it would 

have limited his ability to be employed by public hospitals or to gain operating privileges in 

private surgical hospitals. Such a member’s professional inadequacies may often become 

known to his peers, but not necessarily to potential referrers or the public. In this way a 

professional society is an effective watchdog. Nowadays, a colleague who observes another 

to be practising at an inadequate standard is obliged by the appropriate Medical Council to 

report such to the Council. In New Zealand the Medical Council may decide to conduct an 

investigation which may lead to remedial or disciplinary action, ranging from no action, a 

reprimand, a fine, limitations on practising, to being struck off the medical register.  

The first conference hosted by a provincial centre was in Hamilton in 1957 with Dr Duncan 

Macdiarmid as president. 

In April 1959 there was a special general meeting at Palmerston North Hospital on the 

occasion of the visit of Dr Ian Lederman, a radiotherapist, under the auspices of the 

Palmerston North Hospital postgraduate committee, the Otolaryngological Society of New 

Zealand, the New Zealand Society of Radiotherapists, the British Empire Cancer Campaign 

Society, and the Ophthalmological Society of New Zealand.   

 

The sixteenth conference of the Ophthalmological Society of New Zealand in 1962 was the 

first conjoint meeting with the Ophthalmological Society of Australia. Dr Jim Gray was 

inducted as the new president by Dr Cecil Pittar. It was held at Surfers Paradise in 

Queensland. 

 

The New Zealand Society for the Prevention of Blindness was formed at the annual general 

meeting in 1964. Its aim was public education of eye care and eye safety. All members of 

the OSNZ were automatically members of the New Zealand Society for the Prevention of 

Blindness. Also, a representative of the optometry profession was invited to each annual 

meeting, notable as the first act of tangible co-operation between the two professions. Dr 

Calvin Ring was the first president of the society, and Dr Lindo Ferguson its first secretary.  It 

was originally intended to be associated with the Royal New Zealand Foundation of the Blind 
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and then after two years to become a separate society.  However the Blind Foundation was 

determined that any preventative society should be a sub-committee within their Act. Finally, 

a separate, legally incorporated New Zealand Society for the Prevention of Blindness was 

formed. 

 

At the 23rd Conference in 1969 the issue of specialist registration was addressed.  The 

Medical Council of New Zealand had asked the Society to act as a reference body in 

preparing a provisional list of specialists for inclusion in the specialist register and therefore 

receive the social security specialist benefit.  It was decided that a diploma in ophthalmology 

was not adequate, and that the proposed specialist register to be set up by the Medical 

Council should be restricted to those holding a fellowship of one of the royal colleges of 

surgeons, notably London, Edinburgh, Glasgow, or Australasia. Initially, existing members 

practising ophthalmology but holding only a diploma were “grandfathered” onto the specialist 

register. The specialist benefit was introduced in 1969. This initiated discussions on whether 

ophthalmologists, and indeed all medical specialists, should use the refund system or the 

schedule system.  This meant whether patients should individually claim their own specialist 

benefit refund from a Government agency or whether ophthalmologists should apply for the 

benefit on behalf of the patients and reduce the gross fee by the amount of the benefit. The 

refund system was preferred in principle as it identified the benefit as a patient benefit not a 

doctor benefit, and because the schedule system allowed the Government access to the 

business of private practices. A few principled ophthalmologists worked the refund system 

for some years but the majority opted for the schedule system in which they sent a list of 

patients to the Department of Health and obtained a refund on the patients’ behalf. This was 

simpler, and also if a patient did not pay, the doctor at least received the government 

subsidy. 

At the 24th conference in Christchurch in 1970 the Presidents’ handsome medallion, 

generously commissioned by the Ferguson family and designed by Cecil Thomas of London, 

was presented to the Society to be used by future presidents (Figure 6.2). Dr H. Jenner 

Wales, President, received the medallion from Dr R.H. Lindo Ferguson CBE, Mrs Marjorie 

Macdonald, granddaughter of Sir Lindo, and Mrs Marjorie Ferguson (née Hellaby), Sir 

Lindo’s daughter-in-law, and mother of Dr Lindo Ferguson. It was presented in memory of 

Sir Lindo, first Patron of the Society. On its reverse side is engraved “Sir Henry Lindo 

Ferguson, CMG, FRCSI, 1858-1948. The first ophthalmologist in Australasia.” Sir Lindo’s 

eminence and contributions are undisputed (see chapter 4, section 4.5). However, whether 

he was the first ophthalmologist in Australasia is open to question, as discussed in chapter 

four and elsewhere. When the Ophthalmological Society of New Zealand amalgamated with 
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the Royal Australian College of Ophthalmologists, the medallion was modified, and it 

continues to be worn by the chairperson of the New Zealand Branch of the Royal Australian 

and New Zealand College of Ophthalmologists. 

 

  

 

 

In 1974 there was an early discussion between Professor John Parr, Dr Calvin Ring, and Dr 

Richard Clemett supporting the training of registrars to full qualification as ophthalmologists 

entirely within New Zealand 

The minutes of the 1980 OSNZ Annual General Meeting includes a review by Dr Lindo 

Ferguson about an early agreement on examinations between the fledgling Royal Australian 

College of Ophthalmologists (RACO) and the Royal Australian College of Surgeons. This 

agreement would have left New Zealand trainees without an examination, as New 

Zealanders were not eligible to belong to the Royal Australian College of Ophthalmologists. 

Ferguson and Professor Parr negotiated a conjoint examination which New Zealand 

candidates could take. Ferguson then  outlined some possible long-term solutions, among 

which were that the OSNZ itself becomes a College, forming an Australasian College of 

Ophthalmologists, becoming part of a New Zealand Medical Academy, or becoming affiliated 

Figure 6.3. The medallion of the president of the Ophthalmological Society of 
New Zealand, showing its front and reverse sides. Courtesy Dr Mike O’Rourke 
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with the RACO such as a faculty of the RACO. There was further discussion the following 

year in which there was more inclination to forming a New Zealand College, or  

alternatively becoming more affiliated with the RACO.  In 1983 the mood was for the OSNZ 

to become more closely affiliated with the RACO in terms of educational issues but that the 

OSNZ remain as an independent New Zealand body for 

local ophthalmic matters, meaning business and political 

matters in particular relationships with optometry, 

workforce considerations, and government relations.   

Also in 1980 Dr Lindo Ferguson represented the OSNZ at 

a thanksgiving service in Westminster Abbey to mark the 

centenary of the Ophthalmological Society of the United 

Kingdom. The OSNZ sent a formally inscribed message: 

“The President and members of the Ophthalmological 

Society of New Zealand extend their warmest 

congratulations and best wishes to the Ophthalmological 

Society of the United Kingdom on the occasion of its 

centenary. They acknowledge with pleasure and gratitude 

the close and long-standing ties that exist between the 

two Societies by virtue of formal affiliation, common membership, and shared aims.”  Dr 

Ferguson’s presence was fitting, as his grandfather Sir Lindo had been the only New 

Zealand ophthalmologist who was also a foundation member of the Ophthalmological 

Society of the United Kingdom in 1880. 

Dr George Hitchcock (1926-2010), pathologist, was nominated an honorary member of the 

Society in 1981 for his teaching of pathology to many registrars, and his interest in 

ophthalmic pathology. More prestigiously, he had also been elected an Honorary Fellow of 

the Royal Australasian College of Surgeons for his teaching and examining in pathology for 

all surgical sub-specialties. This was very appropriate, given the fundamental place of 

pathology in the medical and surgical management of eye diseases.11  

 

6.7. Conjoint Meetings 

 Conjoint meetings were held with the Ophthalmological Society of Australia. The first was in 

Surfers Paradise, Queensland, in 1962. The second conjoint meeting was in Rotorua in 

October 1966, and was opened by the Governor-General Sir Bernard Fergusson. This 

Figure 6.4. Dr Lindo Ferguson CBE. 
Auckland District Health Board 
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meeting included the inaugural meeting of The New Zealand Society for the Prevention of 

Blindness (vide supra).   

The annual meeting of the Ophthalmological Society in 1972 was held in April during the 

fourth congress of the Asia-Pacific Academy of Ophthalmology. This was the largest 

ophthalmological meeting ever held in New Zealand. Dr George de L. Fenwick was the 

President of the Asia-Pacific Academy of Ophthalmology as well as President of the 

Ophthalmological Society of New Zealand.  The opening was a glittering function in the 

Auckland Town Hall. The conference itself and the trade exhibit were at the Auckland War 

Memorial Museum. 

 

6.8. Female Ophthalmologists 

 Female ophthalmologists were relatively uncommon until the past twenty years, as were 

women surgeons in general. The specialty itself is well suited to combining with family life, 

but the long period of training conflicts with caring for young children. Part-time training was 

rarely if ever permitted.  Caroline Stenhouse was the first female ophthalmologist, starting 

practice in Christchurch in 1930. She was the eldest of three daughters of a country doctor. 

Then there were Dr Violet MacFarlane who started in Wellington in 1949 before settling in 

Gisborne in 1952, Dr Dorothy Potter in Masterton from 1952, and Dr Muriel Nielsen in 

Rotorua from 1955. There was then a long gap before Dr Gillian Clover returned to Auckland 

after post-graduate fellowship training in London in 1983 as the Sir William Stevenson 

Senior Lecturer in ophthalmology. Since then it has been pleasing that many women have 

entered the specialty.12 
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Until the 1980s, registrars were not at all encouraged to attend OSNZ annual meetings.  The 

social hierarchy of those years would have inhibited seniors from “letting their hair down” in 

the presence of young trainees, and vice versa. Socialising was undoubtedly more 

boisterous in years past. It was around 1992 when registrars first began to feel welcome at 

the meetings, and their participation has enriched the programme ever since. There is a 

prize each year for the best registrar’s presentation. 

 

6.9. The Transactions of the Ophthalmological Society of New Zealand 

The Transactions of the OSNZ was an annual publication of the 

presentations of members and visiting speakers at the annual scientific 

conferences. It was the first publication by a medical specialty in New 

Zealand. The Transactions continued uninterrupted until 1985 when it 

combined with the Australian Journal of Ophthalmology, which was 

renamed the Australian and New Zealand Journal of Ophthalmology. 

This was thirteen years before the Ophthalmological Society of New 

Zealand was fully merged with the Australian College to form the 

Royal Australian and New Zealand College of Ophthalmologists. 

 

Dr Dorothy Potter CBE. New Zealand Optics, 
Maryanne Dransfield 

 

Dr Caroline Stenhouse. New Zealand         
Medical Journal 

 Figure 6.5. New Zealand’s first and third woman ophthalmologists. 

Figure 6.6.  Dr Cecil Pittar.             
Auckland District Health Board 



127 
 

Seminal presentations and publications in the early years include the first president’s 

address on industrial lighting,13 and the 1948 president’s address by Rowland Wilson,14 a 

world authority on conjunctivitis and in particular on trachoma. Dr Cecil Pittar gave 

pioneering presentations, in 1947 on intra-capsular cataract extraction,15 and in 1949 and 

1951 on corneal transplantation.6,7 In the 1952 Transactions there was an early group 

discussion on the use of cortisone by visiting speaker Dr Arthur Lister of London, and Drs 

Walter Hope-Robertson and Graeme Talbot,16 a good example of the value of visiting 

speakers in introducing new developments.Dr Howard Coverdale edited the Transactions 

until 1956 when the editorship was taken over by Dr Rowland Wilson, who continued the 

task until 1962 when the position was taken over by Professor John Parr. Parr, being a 

meticulous writer himself, was also a meticulous editor, occasionally to the annoyance of 

some less meticulous authors. Parr filled the arduous post with considerable distinction and 

benefit to the standard of the Transactions. Associate Professor Richard Clemett took over 

in 1981. After the Transactions ceased in 1985, Clemett continued as joint editor of the 

Australian and New Zealand Journal of Ophthalmology with Frank Martin AM of Sydney.  

 

6.10. Annual Visiting Professors 

Another educational activity which continues is the annual visiting professor. The invitee is 

selected by each of the main centres in turn, and the same centre is responsible for 

organizing the visit. Each visitor spends two or three days in each of the main centres. In 

some years the northern centre visited has been Hamilton, rather than Auckland. Starting in 

1980 with Professor Creig Hoyt of San Francisco, the earlier visitors were funded by the 

Royal Australasian College of Surgeons, as a final token of support for ophthalmic education 

before exiting altogether from ophthalmology. Medical supply companies have funded some 

of the more recent visitors.  

These visits have been continued over 30 years because they are educationally valuable. 

Spending two days with small groups in their own area allows ophthalmologists, registrars, 

and others to have a more one-to-one interchange with the visitor than is possible at a 

conference. Also, the visitor usually has a session specifically for registrars in each centre. 

Hospitality given to these visiting professors has been reciprocated frequently and 

generously, to the benefit of New Zealanders travelling overseas to keep abreast. A list of 

the visiting professors is detailed in appendix two. 
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6.11. Medical Ophthalmology 

Medical ophthalmology was relatively static from the late nineteenth century, when atropine, 

pilocarpine, physostigmine (eserine), and cocaine became available, until the early 1950s 

when antibiotics and corticosteroids became available. These drugs not only revolutionized 

the management of infections and inflammations of the eye, but also improved the outcomes 

of eye surgery. Anti-viral agents for the herpes simplex virus became available in the 1960s, 

as did anti-fungal agents. Later, the increased range of pressure lowering medications 

reduced the need for glaucoma drainage procedures. 

In 1949 a sub-committee of the Ophthalmological Society of New Zealand produced an 

updated section for inclusion in the New Zealand Formulary. The Formulary had a short life, 

being supplanted by the British National Formulary, then New Ethicals, MIMS, and the New 

Zealand Pharmaceutical Schedule. The sub-committee’s ophthalmic section had a very 

short life, as just three years later, glucocorticoids and new antibiotics became available, 

which revolutionized the pharmaceutical armamentarium.  

The ophthalmic section of the 1949 New Zealand Formulary is reproduced below to illustrate 

the rapidity of progress in the following few years. It is notable that the only anti-bacterials 

included are penicillin and sulphacetamide, and the only anti-glaucoma medications are 

pilocarpine and physostigmine. The “Latinization” of the names is quaint. 

 

 Proposed ophthalmic section for the New Zealand Formulary, 1949. 

Collyria 

Collyrium Boracis: Sod. biborat.gr.3, Sod. chlorid.gr. 2, Sod. Bicarb.gr. ½, Aq.dest.  ad       

drams 2. Mitte ounces 8. Sig: Mix with equal quantities of warm boiled water in an eye bath 

before use. 

Collyrium Acidi Borici et Zinci. Sig: Mix with equal quantities of warm boiled water before 

use. (This gives 1½% acid boric and 1/8% of zinc sulph.) 

Collyrium Hydrarg. Oxycyanid. (1:4000). Sig: Mix with equal parts of warm boiled water 

before use. 

Guttae Ophthalmicae 

Not more than 4 drams to be prescribed unless otherwise necessary. 
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Antiseptics and Astringents 

Guttae Acriflavinae (1:500.) 

Guttae Sod. Sulphacetamid. 5-20% 

Guttae Penicillini. Crystalline penicillin G should be prescribed for these drops. (1000 units 

per 1 cc.) 

Guttae Merthiolat. (1:5000) 

Guttae Acidi Borici et Zinci Sulphatis. Boric Acid gr. 2, Zinc Sulph.gr. ½, Aq.dest. ad drams 

4. 

Mydriatics 

Guttae Homatropinae. Homatropin. Hydrobrom.gr.2, Chlorbutol gr.1, Aq.dest ad drams 4  

Guttae Atropinae. Atropin.Sulphat.gr.2, Chlorbutol gr.1, Aq. dest. ad drams 4 

Guttae Hyoscinae. Hyoscin.hydrobrom.gr.½, Chlorbutol gr.1, Aq. dest. ad drams 4 

Miotics 

Guttae Physostigminae. (Synonym:Guttae Eserinae). Eserin.sulph. gr.½, Chlorbutol gr. 1, 

Aq. dest. ad drams 4. 

Guttae Pilocarpinae.  Pilocarpin.Nitrat. gr. 2, Chlorbutol gr. 1, Aq. dest.  ad drams 4 

Guttae Prostigmin.  Prostigmin. gr.6, Chlorbutol gr.1, Aq. dest. ad drams 4 

Other Drops 

Guttae Ethylmorphinae.  Dionin. gr. 4, Chlorbutol gr. 1, Aq. dest. ad drams 4 

Guttae Fluoresceinae (B.P.C.).  2% 

Guttae amethocainae hydrochloridum (Decicain).  1/4% 

Oculenta 

60 grs. Preferably in collapsible tubes to be dispensed unless otherwise directed. 

Oculentum Atropinae. 1%    
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Oculentum Eserinae cum Pilocarpinae. Eserin.Sulph. gr. 1 8�     Pilocarp.nit. gr. ½, 

oculent.simplicis ad gr. 60. 

Oculentum Acidi Borici.  (B.P.) 

Oculentum Hydrarg.ox.flav. (B.P.) 

Oculentum Penicillini (B.P.) 1948. 

(Crystalline penicillin G should always be prescribed for the oculentum and cremor.) 

Cremor Penicillini (B.P.) 1948 

Oculentum Sulphacetamid. 10% 

Lamellae 

Lamellae homatropinae gr. 1
100

 . Lamellae eserinae gr. 1.
1000

.  

Lamellae cocainae gr. 1.
50

 

Glossary 

Collyrium: Eye lotion or eye wash. 

Gutta: A drop. 

Oculentum: An eye ointment. 

Lamella: A medicated disk or wafer placed under the eyelid to release a drug. 

Cremor: A substance resembling cream. 

Dram is a unit of fluid volume, 1/8th of a fluid ounce or 3.56 millilitres. Grain(gr) is a small troy 

or avoirdupois unit of weight, equal to 0.0648 gram. 

B.P:  British Pharmacopoeia. 

 

New medications were marketed by international pharmaceutical companies and therefore 

become available at around the same time throughout the western world. This changed in 

the 1990s with the creation of Pharmac (see chapter 7, section 7.8.1).  
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6.12. Advances in Ophthalmic Surgery 

Ophthalmic surgery advanced rapidly following World War II. The late 1940s and early 

1950s saw successful corneal transplantation, intra-capsular cataract surgery, and further 

improvements in retinal detachment surgery. Successful surgery was aided by the advances 

in medical ophthalmology as mentioned above, in particular the introduction of antibiotics 

and glucocorticoids. Suture materials also improved. 

As previously noted, Cecil Pittar wrote up his early experiences with both corneal 

transplantation and intra-capsular cataract surgery in 1947, 1949, and 19516,7,15. Although 

intra-capsular cataract surgery had been written about since 192517, it was not the usual 

procedure overseas until the early 1950s18. Similarly, corneal transplantation was a fledgling 

procedure world-wide in the early 1950s. One of the earliest articles was by the famous 

Ramon Castroviejo of New York who described a directly sutured partial or full-thickness 

square graft for keratoconus.19 

Coverdale20 wrote in 1968, reflecting on the state of ophthalmic surgery in London in the late 

1920s.  He reiterated that general anaesthesia was avoided if possible and emphasised that 

speed in surgery was highly desirable even under local anaesthetic.  Patients were kept in 

bed with both eyes covered for twelve days after cataract surgery, and this was not relaxed 

until the introduction of sutures fine enough to be used for cataract incisions in the 1950s.  

When Coverdale was training in London in the 1920s a Gullstrand slit-lamp was available for 

microscopic examination of the eye, but was seldom used. Uveitis was thought to be caused 

by some tissue sensitivity and to be associated with syphilis, gonorrhoea, tuberculosis, or 

distant focal infections such as dental infections and prostatitis.  Ophthalmology in New 

Zealand in the 1920s was most likely comparable to that described by Coverdale because of 

New Zealand ophthalmologists travelling “home,” an outdated term for England, frequently. 

There is no documentation to suggest otherwise, and the era is beyond living memory.  

As noted, major advances in ophthalmic surgery came in the 1950s, with the introduction of 

antibiotics, corticosteroids, and fine sutures. The earliest corneal grafts were held in place by 

overlying sutures anchored in the sclera. Cataract limbal incisions began to be sutured from 

the 1950s. In the 1960s swaged needles were introduced.  

In 1965 Dr Hylton Le Grice CNZM returned from training in London. He had been privileged 

to work with Dermot Pierse in London, who was a world pioneer in ophthalmic microsurgery, 

and who developed the Keeler operating microscope. By the 1970s microscopes and 

sutures were the standard in cataract surgery and because of the stronger sutured incision, 

the hospital stay came down from three weeks on bed rest (and the head secured between 
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sandbags), first to ten days, then to five days, and finally to overnight stay by the 1980s. 

Cataract day care surgery arrived in the 1990s, in general a little after the United States and 

a little before it was popular in Britain. This timing of course varied from region to region 

(personal observations and communications).  

Surgeons active in the 1960s to 1990s period were challenged by changing techniques. In 

the 1960s there was the transition from extra-capsular extraction to intra-capsular extraction. 

Subsequently, in the 1980s, there was a move back to (a more refined) extra-capsular 

technique in which there was more complete removal of lens cortex. Later in the 1980s the 

continuous curvilinear capsulorrhexis was developed which allows a posterior chamber intra-

ocular lens to be securely supported by both the anterior and posterior lens capsule. In the 

1990s came the further challenge of mastering phacoemulsification, which was for many the 

most difficult skill to acquire.21,22 Philip Boulton of Palmerston North was the first in New 

Zealand to practise phaco-emulsification, in 1998, but he did not publish his cases. Retinal 

detachment surgery advanced further in the 1960s with the management of vitreous traction 

by scleral buckling,23 and from the 1980s, by vitrectomy techniques,24 which later included 

intravitreal expansile gases and silicone oil. For retinal adhesion, cryotherapy, xenon arc, 

and argon laser have been used instead of diathermy since the 1970s, as they are safer 

options.25  

However, the key principles so clearly enunciated by Rutherford (see chapter 5), principles 

which were probably not given their due importance when he wrote them, remain 

fundamental to successful re-attachment of the retina. He missed only the release of 

vitreous traction.   

Surgical advances from the late 1960s have enormously reduced blindness from retinal 

detachment. The incidence of retinal detachment is around one per 10,000 people per year, 

and of those, the number with retinal detachments in both eyes is about 12%.26  It is by no 

means a rare condition. In New Zealand, this incidence gives a rate of 440 retinal 

detachments per year. Without surgery, 52 people per year would be blind from bilateral 

retinal detachment. Polkinghorne27 found an incidence of 1.18 per 10,000 per year in 

northern New Zealand in 1997-1998, almost identical to Regillo and Benson’s international 

figure.26  Hence advances in surgical repair of retinal detachment have greatly reduced the 

incidence of both unilateral blindness and total blindness.  

The Schepens binocular indirect ophthalmoscope was a major advance for detecting retinal 

holes, and facilitating accurate placement of cryotherapy and scleral buckles at surgery. Dr 

Harold Coop returned in 1969 after training with Lorimer Fison at Moorfields, and further 

developed modern retinal surgery. Coop also used the xenon-arc photo-coagulator to treat 
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proliferative retinal disease.28 He was the first in New Zealand to recognize that diffuse 

retinal photo-coagulation was effective in dissipating neovascularisation, even in areas not 

directly treated. Coop was also the first to inject silicone oil into the vitreous in treating retinal 

detachments complicated by retinal traction.29  Dr Bill Taylor, Harold Coop, Bruce Hadden 

and others began using the argon laser instead of the xenon-arc for retinal photocoagulation 

from 1976. 

Philip Polkinghorne has written many articles on retinal surgery, including one on the history 

of retinal surgery in New Zealand.30 He rightly credits Dr Hylton Le Grice CNZM for 

introducing binocular indirect ophthalmoscopy to New Zealand in 1965. His history 

concentrates on progress from the 1950s, a period when the major developments have 

occurred, rather than from the 1930s, when surgeons began treating retinal breaks with 

diathermy and draining sub-retinal fluid, but did not relieve vitreous traction with scleral 

buckling. Polkinghorne has also written an important and original thesis on retinal 

detachment in New Zealand, which earned a Doctor of Medicine (MD) degree from the 

University of Auckland. Significantly, Dr Bill Taylor of Auckland co-authored a landmark 

paper in the British Journal of Ophthalmology in 1972, which was the first to describe the 

definite association between a retinal break and pigment cells in the vitreous.31  

In the 1960s and 70s intra-ocular lenses were being tentatively used by a few surgeons 

including Grant Johnston32 of Hamilton, and John Croke, David Warnock, and John 

Henderson of Palmerston North. Most were iris or angle-supported intra-ocular lenses after 

intra-capsular cataract surgery. However it was Calvin Ring33 who introduced modern extra-

capsular cataract surgery combined with a posterior chamber intra-ocular lens.  He visited 

Cornelius Binkhorst in Holland, and then Norman Jaffe in Miami in 1975.  He presented the 

results of this operation at the OSNZ meeting in 1982 and was criticised widely, most 

vociferously by Christchurch ophthalmologists Roy Holmes and Rod Suckling.  However 

Calvin Ring’s careful surgery and outstanding results spoke for themselves. Ring was an 

early user of the operating microscope from around 1970, and his facility with microsurgery 

very much enhanced the quality of his operations.  

Intra-ocular lenses were not used by Christchurch ophthalmologists until the late 1980s, not 

long before they would have been criticised for not using them.  As mentioned before, the 

opposition to intra-ocular lenses was largely a result of many ophthalmologists in London in 

that era observing cataract surgery being done with unsuitable implants, most notably by 

Peter Choyce at St Thomas’s Hospital, “with questionable judgement and even more 

questionable results.”34 Several New Zealand surgeons at that time saw the complications, 

and indeed they removed many intra-ocular lenses because of complications during their 
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training in England. For this and other reasons, the renowned Moorfields Eye Hospital 

lagged seriously behind other centres of excellence in adopting successful intra-ocular lens 

surgery.35  

Those in the United Kingdom who continued pursuing intra-ocular lenses were ostracized by 

the establishment, but in a few short years the establishment was shown to be 

embarrassingly wrong. Calvin Ring had the perspicacity to see through this. Arnott,36 a 

talented English ophthalmologist put himself outside of the establishment by embracing 

intra-ocular lenses, aided by the support of several leading American surgeons, one of 

whom was Robert Sinskey who later visited New Zealand and demonstrated live cataract 

surgery with a  posterior chamber lens, thus convincing other New Zealand eye surgeons 

that this approach to cataract surgery was the future.  

 As mentioned in the section on the Ophthalmological Society of New Zealand, at the 

Society’s first annual general meeting in 1947, Cecil Pittar brought up the need for a corneal 

eye bank. It did not come about until the New Zealand National Eye Bank was established 

by Associate Professor Gillian Clover in 1989 (vide infra, 6.20.2).  

Vitrectomy was introduced to New Zealand by Dr O. Bruce Hadden37 in 1976, having trained 

with Robert Machemer at the Bascom Palmer Eye Institute in Miami. Dr John Bowbyes38  in 

Dunedin also started vitreous surgery the same year. The operating microscope was 

upgraded with motorized foot controlled focusing, zoom and X-Y movement, refinements 

initially considered necessary only for vitrectomy but which soon became standard in all 

ophthalmic microsurgery. Polkinghorne introduced more modern, advanced techniques in 

vitreous surgery from the early 1990s.  

Refractive surgery came to New Zealand in 1985, when Peter Ring performed the first radial 

keratotomy, shortly thereafter followed by Antony Morris along with Peter Bannister in 

Hawke’s Bay. However, it was in 1992 when excimer laser based refractive surgery was 

launched in New Zealand that refractive surgery really made headlines (see section 7.8.2). 

Glaucoma procedures were usually iridencleisis, cyclodialysis, corneo-scleral trephine, or 

the Scheie guarded thermal sclerostomy, until William (Bill) Taylor popularised 

trabeculectomy in New Zealand in 1972 soon after it had been described by Cairns.39 

Anthony Molteno arrived in Dunedin in 1977 from South Africa, where he had developed the 

world’s first successful glaucoma drainage valve.40 The original “Molteno implant” has had 

several modifications, and is still a leading glaucoma drainage valve globally. It is fair to say 

that Molteno’s glaucoma drainage valve was the only advance invented by a New Zealand 

ophthalmologist, as opposed to those who merely introduced new procedures which had 
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been pioneered overseas, although it must be noted that when Molteno invented the valve 

he was still working in South Africa,  

Challenging advances were simultaneously occurring in other branches of ophthalmic 

surgery. It was a combination of these surgical challenges as well as the knowledge 

explosion which drove sub-specialization in ophthalmology. 

As mentioned previously, it is to the credit of New Zealand ophthalmologists, from the 

nineteenth century to the present, that ophthalmic practice has kept pace with advances 

made in the western world, in particular Australia, Britain, Europe, and the United States.  

This is largely because most New Zealand ophthalmologists have completed their post-

graduate training overseas and worked under leaders in a sub-specialty, many of whom 

have later accepted invitations to come to New Zealand as visiting speakers. These liaisons 

and friendships have frequently enhanced the value of overseas trips made by New Zealand 

eye surgeons to refresher courses and conferences, and have facilitated private visits to 

observe leading ophthalmologists first hand, especially in Britain and the United States. 

Colleagues returning from their training, or returning from conferences, courses, and 

professional visits overseas have kept New Zealand ophthalmology invigorated. Without, this 

interaction the specialty in our small country would become incestuous. 

 

6.13. Sub-specialization in Ophthalmology 

As elsewhere internationally, the first ophthalmic sub-specialty was retinal surgery, now 

termed vitreo-retinal surgery. The main reason was the improved results obtained from 

technically demanding retinal detachment surgery. The basic surgical challenge was to find 

the retinal break or breaks, and this required expertise with the binocular indirect 

ophthalmoscope, introduced in 1951 by Schepens.41    Efficient use of the binocular indirect 

came only after a significant learning curve, one that was difficult to master in mid-career. 

This, together with the unwanted responsibility of an unsuccessful operation resulting in a 

blind eye, and the semi-urgency of most retinal detachment surgery, typically limits vitreo-

retinal surgery to those truly dedicated to the sub-specialty. 

Other sub-specialist fields were developing in this period, in particular neuro-ophthalmology, 

ophthalmic plastic surgery, and medical retina.  
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6.14. Training, Education and Qualification 

From the beginning of the specialty and throughout the country, part-time and the few full-

time ophthalmologists in the public system, have voluntarily provided formal, informal, and 

bedside teaching for the benefit of nurses, house surgeons, and ophthalmic registrars. This 

continues to be an on-going contribution to ophthalmic education which is often taken for 

granted. Academic ophthalmologists have increasingly supported the under-graduate and 

post-graduate teaching, and in Auckland the academic department also contributes to the 

teaching of optometry students and to those taking the postgraduate optometry diploma in 

therapeutics (see section 7.14). In the 1950s, it became desirable for ophthalmologists to 

become Fellows of the Royal Australasian College of Surgeons in order to be appointed as 

consultants at metropolitan New Zealand public hospitals.  If one held an overseas 

Fellowship, such as that of the Royal College of Surgeons of England, it was necessary to 

take only a written paper and an oral examination, and later only an oral examination.  The 

Royal Australasian College of Surgeons delegated this rather perfunctory oral examination 

for New Zealanders to its New Zealand examiners, the earliest being Drs Walter Hope-

Robertson and Graeme Talbot. 

In 1966, the Royal Australasian College of Surgeons (RACS) established a modified primary 

examination for ophthalmology, which was 14 years before the Royal Colleges in the United 

Kingdom took the same enlightened step (see detailed description in preceding chapter). 

This logical, but for those times bold, initiative by the RACS was spearheaded by the RACS 

Vice-Presidents at the time, Drs B.K. Rank and Alan Lendon, and the RACS Censor-in-Chief 

Dr S.F. Reid.  Ophthalmological Society of Australia representatives involved were Drs Max 

Moore, E.V. Waddy Pockley, Hugh Ryan, Ronald Lowe, and Kenneth Howsam.  Dr Howsam 

later became the first Censor-in-Chief of the Royal Australian College of Ophthalmologists, 

and the current medal for the top candidate in the final RANZCO examinations is named in 

his honour. The first to take the modified primary examination from New Zealand was Dr 

Ron Tingey in 1968. 

The full Part Two Fellowship examination of the RACS was first held in New Zealand, for 

New Zealand ophthalmologists, in 1970, on which occasion the examiners were Professor 

John Parr, Dr Calvin Ring, and Dr Reuben Hertzberg of Sydney. The candidate was Dr Ian 

Elliott, the first to fully train in New Zealand. At the same time, the examination was held 

twice a year in Australia, so New Zealand surgeons had the luxury of sitting in either country.   

In the late 1950s, Victorian ophthalmologists James Foster and Geoffrey Harley proposed 

that the Ophthalmological Society of Australia become the Australian College of 
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Ophthalmologists.  A strong reason for this move was to give Australian ophthalmologists a 

single qualification in ophthalmology provided by their own College.  Also, increasingly, the 

Royal Australasian College of Surgeons was not meeting the needs of the increasingly 

complex and specialised field of ophthalmology.  The Australian College of Ophthalmologists 

was established in May 1969, and it gained its Royal Charter in 1977.  From 1980 the Royal 

Australian College of Ophthalmologists (RACO) took over ophthalmic training and 

examinations.  The modified primary of the RACS became the Part l of the RACO.  The 

examiners were all Fellows of the RACO without necessarily being Fellows of the RACS. 

These developments were the death knell of the diploma in ophthalmology of the University 

of Melbourne, the last of which was awarded in1979.42  

The role of the RACS in the ophthalmology examinations was subsequently reduced to 

having a representative at the final examiners meeting, who usually was not even an 

ophthalmologist – thus the examiner must have felt redundant, as indeed was the 

appointment.  This joint examination system allowed Australian candidates to obtain the 

Fellowship of both Colleges (FRACS and FRACO), but New Zealanders were eligible only 

for the Fellowship of the Royal Australasian College of Surgeons, as they were not members 

of the Royal Australian College of Ophthalmologists.  However, this meant that if in the 

future the RACS were to completely opt out of ophthalmology examinations (which it later 

did), then New Zealand ophthalmologists would be left without a qualification.  As previously 

noted, it was thanks to successful negotiations in 1981, led by Drs Lindo Ferguson CBE, Dr 

Roy Holmes, and Professor Parr, that New Zealand ophthalmologists were allowed to take 

examinations of the RACO and to be granted the RACO Fellowship.  They were known as 

New Zealand Fellows, the difference from their Australian counterparts being that they had 

no voting rights and were not eligible to hold office in the College. Nevertheless, although 

New Zealanders retained an internationally recognised qualification, they had to wait until 

1997 to become equal Fellows of the College, when full amalgamation occurred and the 

College was renamed the Royal Australian and New Zealand College of Ophthalmologists. 

From 1981 candidates from both countries had the privilege of being granted the Fellowship 

of both colleges, merely by paying a second subscription. This ceased in 2000 when the 

RACS pulled out of ophthalmology altogether, so that candidates from both countries have 

since been eligible for only the Fellowship of the Royal Australian and New Zealand College 

of Ophthalmologists (FRANZCO). 

Each year, a New Zealand examiner had been invited by the RACS and subsequently the 

RACO to examine in Australia.  Over the years they included Sir Randal Elliott, Drs George 

de L Fenwick, Lindo Ferguson CBE, Rod Suckling, Jim Macdiarmid, Colin Fenton, Peter 

Wellings, and Bruce Hadden.  
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Holding an examination in New Zealand for only one or two candidates was both 

uneconomic for the College, and difficult for the examiners to ensure even standards.  The 

last New Zealand Fellowship examination expressly for New Zealand ophthalmologists was 

in 1991 in Hamilton when the clinical examiners were Jim Macdiarmid, Peter Wellings, and 

Bruce Hadden from New Zealand, and Associate Professor Ian Favilla from Melbourne.  

Since then, examinations have been held twice a year for candidates from both countries, 

with the examination being held once every two years in New Zealand, meaning that many 

Australian trainees come to New Zealand to take the examination, and vice versa.  The first 

full examination in New Zealand for candidates from both countries was held in Auckland in 

1993. Similarly, the Part One examination was held in New Zealand for only New Zealand 

candidates until 1995, from when the Part One was rotated between Australasian centres for 

candidates from both countries.   

  

6.15. Early Specialist Training in New Zealand 

There was no structured post-graduate ophthalmic education in New Zealand until the late 

1960s. Even then, tutoring was ad hoc and taught entirely voluntarily by hospital specialists. 

Globally, the first recorded structured courses in ophthalmology were at the London Infirmary 

for Curing Diseases of the Eye in 1811,43 and at Harvard University in Boston, 

Massachusetts, in 1850.44 

As previously noted, Dr Ian Elliott, in 1971, was the first New Zealander to pass the final 

Fellowship examination of the Royal Australasian College of Surgeons in ophthalmology 

after full registrar training in New Zealand. Dr Elliott won the Gordon Taylor Prize, awarded 

to the top candidate in Australasia for the general primary examination of the Royal 

Australasian College of Surgeons. He spent three years as an ophthalmology registrar in 

Dunedin under Professor John Parr, and then a further year as a senior registrar in Auckland 

when Calvin Ring was at his peak. Dr Elliott then became the first New Zealand 

ophthalmologist to do a formal post-graduate Fellowship in the United States.  Professor 

Parr’s influence helped Elliott win the prestigious Hearst Fellowship to study neuro-

ophthalmology under the internationally renowned Professor William Hoyt in San Francisco. 

Elliott returned to Auckland, where he became the first sub-specialist neuro-ophthalmologist.  
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6.16. Ophthalmology Training Posts 

The above developments meant that practising ophthalmologists in the four main centres 

became obliged to contribute to the training of registrars who were aiming to take their final 

fellowship in Australasia. Many contributed generously, all pro bono and in their own time. 

The only full-time academic ophthalmologist in New Zealand was Professor Parr in Dunedin 

until the appointment of Dr Richard Clemett in Christchurch in 1973, Anthony Molteno ONZM 

in Dunedin in 1977, and Dr Gillian Clover in Auckland in 1984. These appointments were in 

the same time frame as academic appointments in Australia, but both countries were 

decades behind Britain and the United States, which had been training ophthalmologists in 

structured hospital environments since the early 1800s. 

Specialist training became more structured in the early 1980s, when vocational training 

centres were officially established by the RACO in Auckland, Wellington, Christchurch, and 

Dunedin. Inspection of training centres across the two countries began in 1988 when Dr 

Kenneth Howsam, the College’s first Censor-in-Chief, visited the four training centres in New 

Zealand. Inspections were formalized when Dr Frank Taylor AM of Sydney was appointed 

the College’s first inspector of training posts in the 1990s. These inspections still take place 

every three years, and are aimed at ensuring each department which is accredited for 

vocational training has adequate expertise and facilities. (The author was personally 

involved in these developments as during this period he was an examiner for the Royal 

Australian College of Ophthalmologists and was on the Education and Qualification 

Committee of the Ophthalmological Society of New Zealand). 

British ophthalmologists broke away from the long established Royal College of Surgeons 

(England), the Royal College of Surgeons (Edinburgh) and the Royal College of Physicians 

and Surgeons (Glasgow) in 1988 and formed the Royal College of Ophthalmologists (of the 

United Kingdom). The reasons behind this major development included the increasingly sub-

specialized, and independent, nature of ophthalmology, and the desirability of an 

examination system more appropriately tailored to ophthalmology. These were similar 

reasons that caused Australasian ophthalmologists to separate from the RACS. Although the 

Royal College of Surgeons of England introduced a final examination in ophthalmology in 

1947, it continued to require all fellowship candidates to pass its general primary 

examination in anatomy, physiology, and pathology, even if the candidate was training in 

ophthalmology. With the knowledge explosion it was anachronistic to encumber 

ophthalmology trainees with the need to know the gross anatomy of the whole body to a very 

high standard, as well as general physiology. However, general pathology is relevant to 

ophthalmology, and was retained in the ophthalmic examinations both here and in the UK. 
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The Royal Australasian College of Surgeons had introduced its modified ophthalmic primary 

examination 20 years earlier and the Royal College of surgeons of Edinburgh offered a 

similarly modified primary examination for ophthalmology.  

Interestingly, although the Royal College of Physicians and Surgeons of Glasgow ceased 

their Fellowship in Ophthalmology (FRCS qua ophthalmology) shortly after the establishment 

of the Royal College of Ophthalmologist (UK), the Royal College of Surgeons of Edinburgh 

actually continued to offer its Fellowship in ophthalmology until 2012. The Royal College of 

Surgeons of Edinburgh continues to offer its Fellowship in ophthalmology but to only 

overseas candidates (personal communication with the Royal College of Surgeons of 

Edinburgh). 

 

6.17. Courses and Teaching  

6.17.1. Ophthalmic Sciences Teaching: With New Zealand ophthalmologists beginning to 

train to Fellowship level in their own country from the late 1960s, the aforementioned 

problem of teaching arose. In 1982 John Parr established the Dunedin annual ophthalmic 

basic sciences course, which was the most comprehensive course in Australasia for 

candidates seeking to pass the Part One examination of the Royal Australian and New 

Zealand College of Ophthalmologists, which by then had replaced the primary examination 

of the Royal Australasian College of Surgeons. It was a four week residential course, and 

each year Australian students outnumbered New Zealand candidates, despite there being a 

course available in Melbourne.   

With his interest in the ophthalmic basic sciences, including his research in the retinal 

circulation,45 Professor Parr was well placed to teach those attempting the Part One 

ophthalmic basic sciences examination. Gordon Sanderson, the academic optometrist who 

joined the Dunedin department in 1972, contributed tremendously to the teaching of optics.  

Anatomy teaching was more than adequately catered for by the Otago Medical School 

Department of Anatomy headed at the time by Professor W.E. (Bill) Adams.  Dr Leonard 

Robinson had a special interest in neuro-anatomy.  He was known affectionately as “the 

dancing dendrite” because of his bouncy enthusiasm, slight build, and neuro-anatomy 

interest. After John Parr’s retirement in 1987, the Dunedin Basic Science Course continued 

to be organized by Professor Anthony Molteno ONZM and Associate Professor Gordon 

Sanderson MNZM.  



141 
 

No such developed academic facilities existed in Auckland for the teaching of junior 

ophthalmologists. However, the Auckland and Hamilton ophthalmologists, all with busy 

private practices, very generously organised a small but most valued course in the 

ophthalmic basic sciences.  It would have taken considerable effort for them to prepare 

topics which were not directly related to clinical practice, and special mention must be made 

of Dr Lindo Ferguson CBE, who gave a complete course on optics, and also Drs Harold 

Coop, Dr Hylton LeGrice CNZM, and Dr Calvin Ring. Dr Jim Macdiarmid, travelled from 

Hamilton to help teach optics. All these ophthalmologists put considerable effort into this 

voluntary teaching of basic sciences for several years. 

Credit must also be given to pathologists who assisted in teaching and examining, again in 

their own time. In Dunedin, Dr Alex Dempster, who is well known for his prominent role as an 

expert witness in the two David Bain murder trials.*  In Christchurch, Associate Professor 

Mark Elder became Chairman of Examiners in pathology for the Royal Australian and New 

Zealand College of Ophthalmologists. In Wellington, Dr Diane Kenwright and Professor 

Dame Linda Holdaway both contributed. Dame Linda subsequently moved to Dunedin to 

become Dean of the Otago Medical School.  

In Auckland, Dr George Hitchcock OBE, DFC (1922-2010) contributed very generously, not 

only to ophthalmic pathology, but also to general surgical pathology. His contributions were 

acknowledged by being granted not only honorary membership of the Ophthalmological 

Society of New Zealand, but more prestigiously, honorary Fellowship of the Royal 

Australasian College of Surgeons.  

6.17.2. Clinical Ophthalmology Teaching: Clinical teaching for Part Two candidates 

likewise became a new responsibility for practising ophthalmologists in New Zealand.  In 

Auckland, thanks to Dr Calvin Ring, the position of full-time ophthalmic tutor specialist was 

established in 1971. Dr William (Bill) Taylor was the first to hold this post and he was 

followed by others who took it up for either one or two years after returning from overseas 

training. The post was ideally suited for each newly trained ophthalmologist to transfer his or 

her recently gleaned sub-specialty expertise to both registrars and senior colleagues.  Over 

the years, the post has contributed significantly to the continuing high standard of ophthalmic 

practice in New Zealand. The post also gave its incumbents the opportunity to practise their 

sub-specialties in a hospital setting and to disseminate their new knowledge at the annual 

scientific meetings of the Ophthalmological Society of New Zealand.  

 Footnote: * David Bain featured in one of New Zealand’s most publicised murder trials. He was 

convicted in 1995 of the murders of his parents and siblings in Dunedin, but was acquitted at a re-trial 

14 years later. 
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In Wellington, Colin Fenton and Peter Wellings did more than their share of clinical teaching, 

and both were also on the College’s Board of Examiners.  Their efforts were boosted by the 

arrival of Thiers Halliwell in 1974, who meritoriously served Wellington as a full-time hospital 

specialist until his retirement from that post in 2002.  In Christchurch, early clinical teachers 

included Drs Roy Holmes and Rod Suckling.  Richard Clemett arrived as Christchurch’s first 

full-time academic ophthalmologist in 1972, and became Associate Professor in 1978.  More 

recently, Ken Tarr has been a sterling teacher in Christchurch (vide infra), and Mark Elder 

was appointed to a full-time academic post in 1990 (becoming Associate Professor in 2000).  

Dr Peter Ring, son of Dr Calvin Ring, was the last New Zealander to train in the traditional 

way of one year as a registrar in New Zealand, followed by travel to London to wait in the 

wings to get “on the house” at Moorfields Eye Hospital. “On the house” at Moorfields Eye 

Hospital in London meant that you had been accepted into the established three years and 

four months of formal training in ophthalmology, which was a much sought after and 

prestigious position. This full Moorfields training is no longer sought by New Zealand 

trainees. It was quite separate from the many shorter training periods and fellowships at 

Moorfields which were and still are available to post-graduates.  

Peter Ring returned to the full-time tutor specialist post in Auckland in 1980.  Since then, 

most trainees have spent four or five years as a registrar in New Zealand, passed the basic 

sciences and final Fellowship examinations, and then sought an overseas fellowship post for 

one to three years, usually with the object of acquiring sub-specialty expertise. Both these 

training schemes have been instrumental in maintaining the standard of practice in our 

country.  The high regard in which most of our New Zealand trainees have been held by 

overseas institutions has kept many doors open for future trainees, nowadays mainly for 

post-graduate sub-specialty fellowships.  Moorfields in London, Wills Eye Hospital in 

Philadelphia, and the Bascom Palmer Eye Institute in Miami are three notable centres at 

which New Zealand ophthalmic registrars have taken fellowships, and established an entree 

for successors. 

 

 

6.18. Specialist Registration 

The Medical Council of New Zealand introduced its specialist register under the Medical 

Practitioners Act 1968, and it was formalized in the Medical Practitioners (Registration of 
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Specialists) Regulations 1971. This meant that those practising a specialty, including 

ophthalmology, without specialist registration were ineligible to prescribe designated 

“specialist only” medications, and their patients would not receive the specialists’ social 

security benefit. That small benefit was abolished in the 1990s by which time inflation had 

reduced its value to about 5% of the average consultation fee. More importantly, without 

specialist registration they would likely to be denied a specialist appointment in a public 

hospital, and operating privileges at private hospitals.  

Being on the specialist register requires having an acceptable post-graduate qualification in 

the specialty, and fulfilling the annual requirements for continuing professional development.  

 

6.19. Academic Ophthalmology  

Clinical research had been alive and well long before university academic departments. The 

most notable was the early work on conjunctivitis by Rowland Wilson, initially in Egypt but 

which he continued in Dunedin. Numerous clinical research projects have been carried out 

by practising ophthalmologists for many years.  

Many of these studies have been published in the Transactions of the Ophthalmological 

Society of New Zealand from its beginning in 1947. It is a written record of which New 

Zealand ophthalmologists can be proud. As mentioned, it was the first medical specialist 

publication in the country. 

6.19.1. Academic ophthalmology in Dunedin 

New Zealand’s first academic department began in Dunedin with the appointment of Dr 

Rowland Wilson in 1947. He was succeeded by John Parr in 1961, who was honoured with 

a personal Chair in 1977.   

John Parr (1922-2009) was the first in New Zealand to undertake significant ophthalmic 

basic science research, on his return from Britain in 1961. Blood circulation in the retina and 

optic nerve was his main area of interest, on which he wrote thirteen papers, the most 

contributory of which was on circulation times in the retinal and choroidal vessels.46 This 

translated to his initiating diabetic retinal screening and laser treatment of diabetic 

retinopathy. Parr’s major contributions to ophthalmic education were the annual residential 

course for the College’s basic science examination, and his book “Introduction to 

Ophthalmology,” which still enjoys world-wide readership.47  
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When Anthony Molteno arrived in 1977, he broadened eye research in Dunedin. He 

continued his pioneering work on glaucoma and especially glaucoma drainage devices. His 

glaucoma drainage valve is used world-wide.48 He developed the Otago Photoscreener49  for 

detecting strabismus and refractive errors in infants, and also developed hydroxyapatite 

orbital implants.50 Molteno also has special interest and expertise in ophthalmic optics and 

instruments. He established a post-graduate fellowship training programme in glaucoma. 

The Otago department published some 55 scientific papers between 1962 and 1990, 

remarkable for such a small academic group. Anthony Molteno succeeded Parr as Head of 

Department, and was awarded a personal Chair in 2000. 

In Christchurch, Richard Clemett was appointed senior lecturer in 1973 and associate 

professor in 1978, and Dr Mark Elder was appointed associate professor in 2000. These 

appointments were made by the University of Otago, not the University of Canterbury. They 

were primarily for the teaching of University of Otago medical students who were completing 

their clinical years at Christchurch Hospital. 

 

6.19.2. Academic Ophthalmology in Auckland  

The University of Auckland School of Medicine opened in 1968, some 94 years after New 

Zealand’s first medical school in Otago, in 1874.  Dr Hylton Le Grice OBE, CNZM was 

appointed Senior Lecturer in Ophthalmology in 1971.  He was subsequently promoted to 

Clinical Reader in Ophthalmology and held this position until 1983.  Le Grice was well 

qualified to be Auckland’s first under-graduate teacher in ophthalmology.  In his final year at 

the Otago Medical School he won both the T.W. Johnson Memorial prize in medicine and 

the Sir Carrick Robertson Memorial prize in surgery, and at the end of his ophthalmology 

training he was the Senior Resident at Moorfields Eye Hospital in London.  Le Grice is a 

masterly public speaker and proffers strong right-wing political ideals.  The latter would have 

revealed refreshingly different perspectives to many young medical students. Le Grice tells 

the story of his many encounters with the professor of surgery Eric Nanson, who was given 

ophthalmology to administer as part of the Department of Surgery. Professor Nanson 

regarded ophthalmology as a minor discipline, no more significant than the size of the eye 

itself, and much to Le Grice’s protestations said that in his opinion ophthalmology would 

“always be a small sub-specialty” under the care of the Department of Surgery. If only 

Nanson could see the scene thirty-five years later, with the Department of Ophthalmology 

and its New Zealand National Eye Centre not only larger than the Department of Surgery, 

but one of the largest departments in the University of Auckland Faculty of Medical and 

Health Sciences. 
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In the early 1970s Drs Calvin Ring and Lindo Ferguson were particularly keen to see a 

university academic department in ophthalmology established in Auckland.  For some years 

they had been trustees of the Eye Research and Education Trust which they had founded to 

raise funds for education in ophthalmology. It was built up by brochures placed in 

ophthalmologists’ waiting rooms, by brochures placed in the post-operative pack of patients 

leaving hospital, and by private canvassing. The trust provided several travelling grants for 

nurses and registrars.   

In 1976 Dr Calvin Ring and Dr William (Bill) Taylor negotiated a full-time senior lecturer post 

in ophthalmology, which was advertised. Bruce Hadden was invited to apply, however, 

before any appointment was made, Ring had managed to persuade his personal friend Sir 

William Stevenson, prominent in Auckland’s construction industry, to endow a chair in 

ophthalmology.  The senior lecturer position was dropped. Hadden, not being of professorial 

calibre,  entered full-time private practice and six months later was appointed as a part-time 

visiting ophthalmologist at Auckland Hospital.   

Unfortunately no-one suitable applied for the newly established chair of ophthalmology. Thus 

after several years it was decided to revert to advertising for a Sir William and Lady 

Stevenson Senior Lecturer in ophthalmology. Dr Gillian Clover, an Auckland-trained 

ophthalmologist, had been in London since 1978, carrying out research on diabetic 

retinopathy with Professor Norman Ashton at the Institute of Ophthalmology and at 

Hammersmith Hospital.  Gillian was persuaded to accept the position and she returned to 

Auckland in 1984 where she established an ophthalmology “Section” within the Department 

of Surgery of the University of Auckland School of Medicine. In 1988 Clover also established 

the New Zealand National Eye Bank (see chapter 7, section 7.7). The increasing load of 

teaching and administration that everyone placed on Gillian left her with insufficient time for 

research, let alone to plan departmental expansion. Nevertheless, Gillian still undertook 

some basic science corneal research and clinical research on diabetic eye disease leading 

to several publications. She was promoted to Associate Professor in 2000. 
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6.19.3. Academic theses and dissertations 

Prior to the end of the Second World War only two academic theses had been produced on 

ophthalmological related topics for degrees from New Zealand universities. They were 

Master of Arts theses from the University of Otago, completed in 1937 and 1942. A further 

nine were produced from 1970 to 1990, all from the University of Otago. 

All the traceable theses written by New Zealand ophthalmologists, ophthalmic scientists, and 

optometrists for degrees from New Zealand universities are listed in appendix four.  

The earliest thesis by a New Zealand ophthalmologist, although not from a New Zealand 

University, was written by Henry Lindo Ferguson in 1892 for a Doctor of Medicine degree 

from Trinity College Dublin, entitled “Dilatation of the pupil seen on pressing over the iliac 

area in cases where the ovary is irritable or diseased.” Unfortunately, this thesis cannot be 

traced. However Ferguson held a Doctor of Medicine degree from Trinity College Dublin, 

and he mentioned writing the thesis for an MD degree in his unpublished autobiography.51  

 

 

 

 

Figure 6.7. A/Professor Gillian Clover. 
Auckland District Health Board 
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6.20. Ophthalmic Publications 

6.20.1. The Transactions of the Ophthalmological Society of New Zealand 

As previously highlighted, the Transactions of the Ophthalmological Society of New Zealand 

was New Zealand’s first publication dedicated to a single specialty of medicine. Its first issue 

was in 1947, recording the presentations at the inaugural scientific conference of the 

Ophthalmological Society of New Zealand. The earliest significant papers have already been 

detailed. Singling out further notable articles risks invidiousness, but the risk must be taken 

to highlight important developments in eye surgery in New Zealand. Not to be forgotten are 

significant contributions by New Zealand ophthalmologists which have been published in 

overseas journals.  

In 1959 Randal Elliott wrote on the use of the radio-active strontium-90 ophthalmic applicator 

to deliver beta-irradiation at the time of pterygium excision.52 Strontium-90 was used to 

reduce the rate of recurrence of pterygium until the 1990s, when it was replaced by 

conjunctival grafting. Elliott also mentioned the use of strontium-90 for superficial tumours 

and vascularisation of the cornea, uses which were never widely employed.   

In 1966 Pittar wrote on the use of the cryoprobe in intra-capsular cataract extraction, instead 

of capsule forceps or the erysiphake, with a report on thirteen cases.53 He concluded that the 

cryoprobe was a more complicated procedure than forceps extraction and that he was not 

prepared to continue it routinely. However later, when the cryoprobe was made thinner, it 

became the preferred method for intra-capsular extraction.  

The 1968 issue contained three notable papers.  “Traumatic hyphaema: a preliminary report 

on two hundred cases”, by Ferguson and Poole,54 had the distinction of being cited in Duke-

Elder’s System of Ophthalmology.55  Suckling and Hay’s regional survey of retinal 

detachment in New Zealand56 was the first attempt at this topic, which was not addressed 

again until Polkinghorne’s work in 2004.57 The article on fluorescence appearance times in 

retinal and choroidal vessels by Parr, Hodge, Clemett, and Knight45 is significant because 

Dollery, Hodge, and Scott, the latter two being New Zealanders, were world pioneers in 

fluorescein angiography of the retina.58,59 Hodge’s other contributions to medicine and 

ophthalmology were as Chairman of the New Zealand Medical Research Council and a 

trustee of the Paykel Trust, a major donor to the Foundation Chair in Ophthalmology at the 

University of Auckland. 

Progress and papers in retinal surgery, intra-ocular lenses, and the Molteno glaucoma 

drainage valve have been detailed earlier. 
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Photocoagulation for proliferative diabetic retinopathy was first addressed by Harold Coop28 

in 1971, when he reported that pan-retinal photocoagulation may cause an overall 

regression of neovascularisation in all areas of the retina, not only those treated, a finding 

which was later confirmed.  In the same issue Coop29 addressed the basic techniques of 

retinal detachment surgery using scleral buckling by exoplants, with cryotherapy to retinal 

breaks.   

Pars plana vitrectomy, was introduced by Hadden37 in 1976 with an article on seven cases of 

vitreous opacity treated with vitrectomy, and by Bowbyes38  who wrote on six cases; both 

have already been mentioned.  “A series of intra-ocular lens implants”, a milestone paper,33 

was published by Calvin Ring in 1978.  He reported a series of fifty consecutive intra-ocular 

lens implantations using Binkhorst type lenses, which were inserted after extra-capsular 

cataract extraction.  In 46 cases he used extra-capsular cataract extraction with an irido-

capsular fixation procedure, and in four intra-capsular cataract surgery with iris-clip lenses. 

Ninety-two per cent achieved corrected vision of 6/12 or better.  

Ring followed up this landmark paper with an article in 1982 comparing the results of two 

hundred intra-ocular lens cases with two hundred routine cataract operations without intra-

ocular lenses over a six year period, still using Binkhorst-style lenses but all after extra-

capsular extraction.60 Ninety per cent of intra-ocular lens cases achieved best-corrected 

vision of 6/12 or better after an average follow-up of 33 months.  In 1984 his further report on 

59 bilateral, but not at the same session, intra-ocular lens implants, included twenty-two 

eyes which received posterior chamber intra-ocular lenses.61 

In 1979 Molteno40  wrote about glaucoma drainage implants. He had developed the Molteno 

glaucoma implant in 1969 when living in South Africa before immigrating to New Zealand. It 

was a world first on the efficacy of drainage implants. New models of the Molteno implant 

are still widely used throughout the world. 

  

6.20.2. The Australian Journal of Ophthalmology  

The last volume of the Transactions of the Ophthalmological Society of New Zealand was in 

1985, when it was amalgamated with the Australian Journal of Ophthalmology, which 

changed its name to the Australian and New Zealand Journal of Ophthalmology. As the 

official journal of both the Royal Australian College of Ophthalmologists and the 

Ophthalmological Society of New Zealand, the creation of the Australian and New Zealand 

Journal of Ophthalmology was another step towards closer relationships between Australian 

and New Zealand ophthalmology and ophthalmologists. Associate Professor Richard 
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Clemett in his editorial in the first issue under the new name “Australian and New Zealand 

Journal of Ophthalmology” said that selected manuscripts from the annual meetings of the 

Royal Australian College of Ophthalmologists and the Ophthalmological Society of New 

Zealand would be published.  Whereas most presentations at New Zealand meetings had 

been published in the Transactions, only a small number of selected papers presented at the 

annual meetings in New Zealand were ultimately published in the new journal.  As a result 

many more oral presentations are now lost, but the gain was a journal of higher academic 

quality.   

In the first year of the Australian and New Zealand Journal of Ophthalmology, only two 

papers originating from New Zealand were published, both by Professor Molteno. One was 

on the clinical experience with the Otago photo screener,49 and the other on the visual 

outcome in cases of neovascular glaucoma.62  The Otago photo screener was designed at 

the Department of Ophthalmology in Dunedin.  It is an instrument for the mass screening of 

infants with strabismus and /or amblyopia who do not fix and focus binocularly.  

The Australian and New Zealand Journal of Ophthalmology continued to print the annual 

presidential addresses of the Royal Australian College of Ophthalmologists and the 

Ophthalmological Society of New Zealand, but each year there continued to be only a few 

papers from New Zealand. 

The first editor of the Australian (later Australian and New Zealand) Journal of 

Ophthalmology which began in 1963 was Dr Reuben Hertzberg, and the second was Dr 

Frank Martin AM, both of Sydney. Frank Martin resigned in 1987 after eleven years as 

editor, and his successor was Dr Ian Francis of Sydney.  From 1988 the joint chief editors 

were Dr Ian Francis of Australia and Associate Professor Richard Clemett of New Zealand.  

 

6.21. Public ophthalmology 

The majority of trauma surgery remained in the public system throughout the country during 

this period. However, in Auckland in particular, an increasing proportion of elective 

ophthalmic surgery was being carried out in the private system. This was because of the 

introduction of private medical insurance, lengthening waiting lists for public hospital 

procedures, and occasional critical publicity about public hospital care, which was not always 

fair and accurate. The proportion of surgery in the private sector tends to reduce as one 

progresses south in New Zealand (personal observation). However, in completing the 

studies contained in this thesis it would have been breaching commercial sensitivity to ask 
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private hospitals, especially the private stand-alone day surgery centres, to provide their 

surgical volumes in this period.  

The other major change in public ophthalmology over this period was the establishment of 

eye registrar positions and clinical ophthalmology training in the main centres. The 

specialists then had the additional responsibility of teaching, without additional remuneration. 

The quid pro quo was that in the four main centres in particular, the eye registrars reduced 

the burden on the part-time visiting ophthalmic surgeons of the more minor acute work, and 

reduced their need to attend the hospital after hours when on call.  

 

6.22. Private ophthalmology  

Private surgery in New Zealand undoubtedly owes its present health and growth to Southern 

Cross Healthcare.  The first Labour Government’s Social Security Act in 1938 created a 

widely heralded ‘free’ health service, which surgeons feared may lead to them all becoming 

full-time public servants.  However a dual system was finally arrived at, which allowed 

people to continue having the choice of private surgical care.  Nevertheless, in around 1960, 

with private hospital costs escalating, the future of private surgery seemed perilous.   

In Peter Smith’s book ‘The Private Prescription’63 we read the recollections recorded of that 

time by Dr Kevin McNamara CBE, a leading general surgeon, who was Chief of Staff at the 

Mater Misericordiae Hospital in Auckland:  “Private surgery seemed to be in a precarious 

position at this time, and even in those days private hospital costs appeared to be getting out 

of reach of everyone except an élite, but really this country did not have a large affluent 

sector and I think if there was no health insurance there would be very few people who could 

afford private surgery- I suppose only five per cent of the population.  Perhaps there was a 

mixture of self-interest and philanthropy in starting Southern Cross.  We didn’t want to see 

the private sector run by the politician or the economist.  We felt that if we could arrange 

some private form of health insurance we could keep the private sector going.  And we 

thought it was important in the interests of the New Zealand health service that people 

should have a choice.  If you don’t have a choice you have a monopoly.  Here it would not 

be a private monopoly, it would have been even worse- a public monopoly”.   

So started Southern Cross Healthcare with the drive in particular of Drs Kevin McNamara, 

Warwick Macky, and Jefcoate Harbutt, all of Auckland, Edward Gibbs of Wellington, and 

accountant Don Carnachan. Southern Cross Healthcare has remained by far the largest 

private health insurer in New Zealand.  However it has always battled between coping with 
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higher surgical volumes and expenses, and maintaining affordable premiums.  Surgical 

costs have risen dramatically because of the increasing average age of the population, and 

a greater number of procedures being done on a given number of patients both because of 

age and because of new technology. And the new technologies are often expensive, further 

raising the costs of surgery. In one three year period the cost of an ordinary appendicectomy 

rose by fifty percent.   

Ophthalmic surgery has added more than its share to increasing costs. Laser refractive 

surgery, introduced in 1992, was initially covered by health insurance. However the quickly 

increasing number of claims drove Southern Cross to look at the viability of continuing 

coverage. Southern Cross determined that laser refractive surgery was a lifestyle or 

‘cosmetic’ procedure, and announced that it would cease reimbursement in December 1997. 

Also, the 1990s saw the beginning of a huge rise in the number of cataract procedures 

carried out, again because of the aging population, but in addition the new technologies and 

skills leading to earlier surgery, improved visual outcomes, and fewer complications. 

In 1987 Southern Cross Healthcare reached a million members. That figure was slightly 

higher in 1991 but thereafter there was a gradual loss of members to below 900,000 

because of the necessary hike in premiums to cover increased medical costs.  

Dr Hylton Le Grice OBE, CNZM was for many years the 

Ophthalmological Society of New Zealand’s nominee to 

petition Southern Cross Healthcare when it annually 

reassessed reimbursements for surgical procedures.  Le 

Grice always was a strong advocate for increasing 

reimbursements for ophthalmic operations on the basis of 

inflation as well as on what he termed medical inflation, 

which was in that time considerably higher than the 

consumer price index because of the devaluing dollar and 

the increasing costs of surgical supplies.  He was very 

successful in keeping reimbursements high but realistic, 

sometimes to the chagrin of other specialties.   

 

 

When Le Grice was elected to the Board of Directors of Southern Cross in 1984 he had to 

relinquish this task because of his conflict of interest, and Bruce Hadden took over for a 

Figure 6.8. Dr Hylton Le Grice OBE, CNZM. 
Auckland District Health Board 
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further several years until finally Southern Cross no longer encouraged input from surgeons 

on reimbursements.   

Le Grice became Chairman of Southern Cross in 1995, and brought new drive and 

openness to the Board. He happened to be Chairman when Southern Cross ceased 

covering refractive surgery. In 1996 Le Grice moved the Annual General Meeting to the 

Ellerslie Function Centre and he arranged for every member to be personally invited to vote 

either in person or by proxy.  So the previous small meetings changed to become more 

democratic meetings. In 1999, sixty-four thousand proxies were received in favour of the 

Chairman.   

 

6.23. Public Health 

Public health initiatives continued. In 1956 both the Ophthalmological Society of New 

Zealand and the New Zealand Institute of Opticians submitted recommendations to the 

Minister of Transport on vision standards for driving.64 The dangers of fireworks was 

publicized by the New Zealand Society for the Prevention of Blindness, together with activist 

Beverley Pentland, dubbed the “fireworks lady,” resulting in legislation which placed 

limitations on their sale. Sensibly, Pentland did not aim for a total ban, realizing that this 

would risk increasing home manufacture of explosives even more dangerous to the eyes 

(personal communication, author, 1980s). The Society also promoted the adoption of 

laminated car windscreens to reduce penetrating eye injuries from spicules of windscreen 

glass. Its other initiative was producing glossy posters for schools which illustrated the 

danger of not only fireworks, but also toys such as slingshots. Volunteer work in the Pacific 

islands is also a public health exercise (vide infra). 

 

6.24. New Zealand ophthalmologists’ influence overseas 

Several New Zealand ophthalmologists have achieved world-wide recognition in their sub-

specialties.  Rowland Wilson of Dunedin completed ground-breaking research on trachoma 

in Egypt in the 1940s which led to the identification of the causative organism.  Fred Hollows’ 

work with remote communities in Australia and the Pacific is internationally recognized. 

Professor Anthony Molteno of Dunedin had developed the Molteno valve implant for 

complex glaucoma when he was in South Africa prior to immigrating to New Zealand. 

Professor John Parr’s book “Introduction to Ophthalmology” has been published and used 

world-wide.47 Barrie R Jones (1921-2009) was a New Zealander who served a year as an 
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eye registrar in Wellington, before travelling to London with the intention, like many New 

Zealanders before him, to undertake postgraduate training at Moorfields Eye Hospital and 

then return home.  Ultimately, he did not return home until he retired to Tauranga.  Jones’ 

contribution to Moorfields Eye Hospital and to external eye diseases was so significant that 

Dr Peter Leaver dedicated his book, entitled ‘The History of Moorfields Eye Hospital, forty 

years on’65 to Barrie Jones.  After Jones completed his Moorfields training ‘on the House’ in 

1956, he joined the staff of the Institute of Ophthalmology in London and began  his studies 

in clinical microbiology with special reference to viral infections and trachoma, while 

maintaining his surgical skills with appointments as a senior registrar at the London Hospital 

and a clinical assistant at Moorfields. His interest in trachoma originated from his early 

association with Rowland Wilson. Professor Doug Coster wrote an excellent history66 of 

these two remarkable New Zealand-born ophthalmologists.   

In 1963 Jones was appointed to the newly created Professorial Chair of Clinical 

Ophthalmology at Moorfields. To quote Leaver: “To understand the dynamics at work within 

the academic world of ophthalmology in this period, it is helpful to recall something of the 

personalities involved.  Duke-Elder, already firmly established as the doyen of the 

ophthalmic world, was by all accounts polished, urbane and outgoing.  Ashton, holder of a 

personal Chair in Ophthalmic Pathology since 1959, was equally polished and brilliant, an 

outstanding public speaker with a keen sense of humour and razor wit, but vain and easily 

offended, while Jones was charming, unpretentious, equally capable, and fired by relentless 

determination and ambition”....  “It had been Barrie Jones’s original intention to take 

advantage of the educational opportunities that London had to offer, prepare a PhD thesis in 

microbiology and, after getting his higher degree, return to the Antipodes most probably to 

take up a role in Rowland Wilson’s department at his alma mater, the University of Otago.  

He also felt bound to repay a debt of some six hundred pounds borrowed from his 

grandfather’s estate, to enable him to come to the UK in the first place.  All thought of the 

former disappeared in a whirlwind of research and clinical activity, his unquenchable 

enthusiasm and boundless capacity for hard work taking him relentlessly along paths he had 

not sought or been prepared to tread.  

Duke-Elder, in particular encouraged him to set up his own laboratory, with funds from an oil 

company, which he had at his disposal.  An invitation to apply for the newly created 

professorial chair in Melbourne, which could well have de-railed him, seemed attractive, until 

the job specification of the post changed at the last minute, when unacceptable conditions 

were imposed.  So it was that Barrie Jones remained in London, was appointed Professor of 

Clinical Ophthalmology in 1963, and went on to change, forever, the face of British 

ophthalmology.” 
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Professor Fred Hollows AC (1929-1993)67 was born in Dunedin, where he lived for seven 

years. His family moved to Palmerston North, and he completed a Bachelor of Arts degree at 

Victoria University. He then studied at the Mosgiel Seminary, but soon decided against being 

a Catholic priest. He qualified from the Otago Medical School, trained in ophthalmology at 

Moorfields, and then took an associate professor post at the University of New South Wales 

in Sydney.  

Hollows worked tirelessly for Australian Aboriginal people in remote areas. His energy and 

organizational ability resulted in the establishment of new medical services for remote 

Aboriginal people, and in the National Trachoma Eye Health Program of the Royal Australian 

and New Zealand College of Ophthalmologists. In Eritrea, Nepal, and Vietnam he trained 

local people to do eye operations, and in Eritrea and Nepal he established factories to 

manufacture intra-ocular lenses at cost, which was about eleven dollars. Hollows was 

awarded many honours, including Australian of the Year in 1990. The final great tribute to 

Hollows was an Australian State Funeral at St Mary’s Cathedral in Sydney.   

 

6.25. New Zealand Ophthalmologists in the post-World War Two Pacific 

New Zealand ophthalmologists have made significant contributions to eye care in the small 

Island countries of the Western Pacific over the last fifty years. Early visits to the Pacific 

were largely individual initiatives.  The first recorded was Dr Walter Hope-Robertson who 

visited Fiji in the 1950s. His cataract technique was intra-capsular extraction, preferring the 

erysiphake for mature lenses. He used five 6-0 gauge corneo-scleral sutures, which were 

removed after 15 days. 

In the 1960s Sir Randal Elliott visited most years, encouraged by his sense of adventure and 

keen academic interest. His work on pterygium was the basis for Fellowship examination 

questions for the next decade during which he was an examiner! In 1959 Sir Randal went to 

Samoa for a month and found pterygium to be the major eye pathology with a prevalence of 

29%. In 1960, working for the New Zealand Medical Research Council, he studied pterygia 

on Aitutaki, in the Cook Islands.68 He found a high incidence, 50% in those over fifty years of 

age, and he related it to ultraviolet exposure and the drying effect of constant wind. In 1963 

in the Tokelau Islands he examined 98.2% of the total population of 1862 and again found 

pterygium the major pathological condition with over half having them by the age of fifty.69   

In 1965 he was in Malaya and Borneo for three months as part of the Royal New Zealand Air 

Force ophthalmic team. New Zealand forces were involved in the Malayan jungle against the 
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communists, and later in the Borneo confrontation with Indonesia. One of the purposes of 

the ophthalmic team was to demonstrate the technique and feasibility of corneal 

transplantation in the region. Corneae were supplied from Wellington Hospital. They were 

stored in serum and placed in an ice-filled vacuum flask. At times, the corneae were used in 

Asia as soon as forty hours after the death of the donor in Wellington (personal 

communication Dr David Murdoch). Sir Randal continued his study on pterygia in Malaysian 

aborigines living in dimly lit jungles, and in Borneo he compared the incidence of pterygium 

in Land Dyaks and Sea Dyaks. The latter had the expected higher rate because of less 

shade and the reflection of light off the sea.  

Dr Grant Johnston of Hamilton travelled as a recent medical graduate to Niue Island in 1953 

to work for three years. Towards the end of Johnston’s term, the World Health Organization 

sent an Austrian ophthalmologist to Niue for a month. Johnston assembled twenty cataracts 

for him to operate on but by the time the Austrian was ready to leave only half had been 

done. Johnston asked to be instructed, and completed the rest after the Austrian had left. 

This aroused his interest in ophthalmology, and he went on to train in Southampton with E C 

Zorab, a leading British anterior segment surgeon. Zorab could not subscribe to intraocular 

lenses but others taught Johnston the technique of that time. Johnston returned to Hamilton 

in 1960 to perform New Zealand's first intraocular lens implants, unfortunately with mixed 

results.  

The Cook Islands were annexed to New Zealand in 1901 and likewise Niue in 1905, so 

naturally New Zealand has had its closest ties with these Islands. Sir Randal Elliott provided 

the early ophthalmic visits and then handed the task on to Dr Bernard Bowden from 

Whangarei who visited from 1973 to 1979, often with his wife Dr Katherine Bowden, also a 

doctor. They made many boat journeys to the outer islands. Dr Harold Coop took over the 

annual visits to the Cook Islands from 1980 for 10 years. He operated on Aitutaki and was 

backed up by optometrists Neil Ritchie and John Veale, who often preceded him to seek out 

cases for surgery. Coop initially did intra-capsular cataract operations, using the Alcon 

Cryoceps pencil. Neil Ritchie found a Zeiss OpMi 1, an early model operating microscope, in 

the Microbiology Department of the University of Auckland and appropriated it for Pacific 

Islands work. Using the microscope, Dr Coop did the first intraocular lenses in the Pacific 

Islands in the mid-1980s.  

These volunteer working trips to the Pacific islands by New Zealand ophthalmologists over 

many decades are a further extension of the specialty’s professionalization. 
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6.26. Professionalization in this period 

The period from the Second World War until 1990 marked the steepest progress in 

professionalization. The first and most major event was the founding of the Ophthalmological 

Society of New Zealand. This provided annual conferences, and the Transactions in which 

papers could be published. Membership of the Society was dependent on acceptable 

qualifications and experience, and deficient members could be expelled, as previously 

noted. The Society also liaised with outside bodies including government, optometry, and 

overseas ophthalmological organizations. Later, the Society was involved in discussions with 

the Royal Australian College of Ophthalmologists regarding training and examinations, and 

structured training posts were established. The Medical Council of New Zealand established 

its register of medical specialists in 1971. 

Through its offshoot the New Zealand Society for the Prevention of Blindness, the OSNZ 

initiated community health measures for vision health and safety. Volunteer work in the 

Pacific Islands was another large professional commitment to public health. 

Finally, this period witnessed the establishment of academic departments in Dunedin, 

Christchurch and Auckland, and the beginning of sub-specialization within ophthalmology. 

 

6.27. Conclusions  

 

The period following the Second World War until 1990 undoubtedly witnessed the flowering 

and professionalization of ophthalmology, in a time of great population and national growth.  

The country’s population almost doubled from 1,781,200 in December 1946 to 3,410,000 in 

December 1990,70 and in the same period from 33 to almost 100 ophthalmologists. The age 

that beckoned in inter-continental air transport, television, industrial lasers and space 

exploration, was also associated with changes in ophthalmology that would have been 

unimaginable to those practising ophthalmology in New Zealand at the beginning of the 

century.  

Landmark changes in ophthalmic clinical practice included corticosteroids, antibiotics, a 

plethora of glaucoma medications, extra-capsular and phacoemulsification cataract surgery, 

the introduction of intra-ocular lenses, the revolution of vitreo-retinal surgery, the age of 

corneal transplants and the introduction of lasers into clinical practice. Lasers would find 
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myriad uses both in retinal disease and in sculpting the cornea with near micro-metre 

precision. These wide ranging advances brought treatments to many more patients, thus 

explaining the three fold increase in the number of ophthalmologists when the population 

only doubled. 

This change in clinical practice was accompanied by a seismic shift in ophthalmology as a 

specialty.  All surgery was performed in surgical hospitals; increasingly practitioners pursued 

only ophthalmology, and indeed towards the end of the period some began to sub-specialize 

in one branch of ophthalmology. Professional training was established throughout the 

country and professional bodies such as the Ophthalmological Society of New Zealand and 

the New Zealand Medical Council established standards of practice.  Training could be 

completed in New Zealand but the cross-fertilization of Fellowship training overseas 

continued to bring new ideas and techniques to these shores. Links with Royal Colleges in 

the United Kingdom were maintained but gradually supplanted by trans-Tasman affiliations, 

ultimately leading to the creation of the Royal Australian and New Zealand College of 

Ophthalmologists. 

It was a truly a time of transformation when New Zealand ophthalmology changed almost 

beyond recognition. Yet the profession still produced many outstanding, far-sighted, 

dedicated, individuals who drove major developments at home, as well as in those seats of 

learning abroad which had nurtured their surgical forebears. 
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Chapter 7 

The Current Era: New Zealand Ophthalmology 1991 to 2014 

 

7.0. Annual General Meetings 1991 - 1995 

In 1991 at the 45th meeting1 compulsory continuing medical education, now called continuing 

professional development was first discussed, a medical profession-wide advance in 

professionalization. The Royal Australian College of Ophthalmologists was developing a 

recertification programme ahead of its requirement by the New Zealand Medical Council.  

At the 47th Annual General Meeting in 19932 there was discussion about the proposed 

Optometry Act which was to enable optometrists to use some ophthalmic medications.  

There was support for optometrists using local anaesthetics and tropicamide, but not 

cycloplegics such as cyclopentolate, sympathomimetics, or miotics. A Joint Relations 

Committee with optometry was formed to facilitate discussions on prescribing by 

optometrists. Also at this meeting there were preliminary discussions regarding the 

establishment of a chair in ophthalmology at the University of Auckland. 

The 48th Annual General Meeting in 19943 was dominated by issues hugely important to the 

development and professionalization of ophthalmology. These were amalgamation with the 

RACO, creation of a chair in ophthalmology in Auckland, the Joint Relations Committee with 

optometry, the Vision Education Forum, and post-operative follow-up of patients by 

optometrists.  

The Vision Education Forum was formed during 1994, to publicize issues on eye health. It 

was jointly funded by the New Zealand Association of Optometrists, the OSNZ, and 

commercial organizations, and had an annual budget of over $100,000 for advertising.4  It 

was a landmark effort of collaboration between the two professions. Follow-up of surgical 

patients by optometrists was sparked by “a joint venture” between ophthalmology and 

optometry at the Hamilton Laser Site.5 Concerns about involving optometrists in the post-

operative care of patients having refractive laser surgery were that it could “distort referral 

patterns” and could lead to some unethical fee-splitting.  

The term “distort referral patterns” was both a euphemism and a simplification of a much 

more complex inter-professional issue. What was meant was that refractive surgeons may 

make arrangements for optometrists to see refractive surgery patients after surgery not only 

for the convenience of patients, but also in the hope that giving this opportunity to an 
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optometrist would also increase the chance of future referrals. However, there are other 

confounding aspects in this relationship. One is that performing successful refractive surgery 

on an optometrist’s patient may alienate that optometrist, as successful surgery actually 

removes the need for on-going, life-long optometric care. In such a scenario enabling the 

optometrist to provide post-operative care is of little compensation.  

A clinically justified reason for delegating the post-operative checks to the optometrist is that 

the patient is more likely to have the checks, which is in the patient’s interests, as the 

optometrist is typically more conveniently located and accessed than a refractive surgery 

centre.  There was concern in 1994 that this type of association could spill over into other 

areas of ophthalmic surgery such as cataract surgery, and time has proven that to be true.  

Also, it was stated that condoning shared post-operative care would make it even less 

possible to develop a closer relationship with Australia, specifically the proposed OSNZ 

amalgamation with the RACO, because of the more fractious relationship between 

ophthalmologists and optometrists in Australia. Another stated concern was that this 

softening of relationships would open the door for optometrists to be involved in ocular 

therapeutics, again proven true with time.   

The outcome of these discussions in 1994 was two motions, one to write to the Central 

Ethics Committee of the New Zealand Medical Association to clarify the ethical relationship 

between ophthalmology and optometry, and secondly to seek the advice of the Royal 

Australian College of Ophthalmologists. Nothing came of the motion to seek advice from the 

College. 

Also in 1994 Dr Hadden presented a notice of the motion “That the Executive explore 

amalgamation of the OSNZ with the RACO”.6   After extensive discussion the motion was 

passed. Also fundraising to establish a Chair in Ophthalmology in Auckland was once more 

discussed.7   

The minutes of the 49th Annual General Meeting in 1995 included a response from the 

Central Ethics Committee of the New Zealand Medical Association stating that there was no 

ethical objection to the post-refractive surgery follow-up by optometrists in Hamilton and 

Auckland.8  The provisos were a) that patients are fully informed of all steps involved and the 

respective costs, b) there continues to be an element of patient choice to include a second 

opinion if requested, c) the general practitioner is kept informed, and d) the original surgeon 

retains responsibility for all stages of the procedures. 
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7.1. Amalgamation of the Ophthalmological Society of New Zealand with the 
Royal Australian College of Ophthalmologists 

The most important activities of the Ophthalmological Society of New Zealand, namely 

education and qualification, had been integrated with the Royal Australian College of 

Ophthalmologists in the 1980s, after the Royal Australasian College of Surgeons had opted 

out of ophthalmology.  

In 1992 Bruce Hadden had initiated discussions on full amalgamation of the OSNZ with the 

Royal Australian College of Ophthalmologists. In this he was strongly supported by Dr Ivan 

Goldberg AM of Sydney, who was the College’s Censor-in-Chief.  An amalgamation 

committee was formed in 1994, comprising Professor Ian Favilla of Melbourne, Dr Peter 

Wellings of Wellington, and Dr Bruce Hadden of Auckland. Peter Wellings was chosen not 

only because of his wisdom, but also because initially he was not in favour of amalgamation, 

thus giving balance to the committee.  

The reasons for seeking amalgamation were 1) that New Zealand fellows did not have the 

right to vote or to hold office in the College, despite the College being the education and 

qualification body for New Zealanders, 2) belonging to a strong trans-Tasman College would 

give security to New Zealand ophthalmologists being able to take the College’s Fellowship 

Examination (a world recognized specialty qualification), and 3) giving New Zealand 

ophthalmology more political strength. The principle arguments against amalgamation were 

loss of local control and a rise in subscription fees.  

Dr Allan Simpson, honorary secretary/treasurer of the OSNZ at the time, extracted items 

related to amalgamation from the minutes of the preceding Annual General Meetings of the 

OSNZ from 1993 to 1997. They are reproduced in abbreviated form in appendix 3.  In the 

discussions at the Annual General Meetings of the OSNZ from 1993, the overriding majority 

of New Zealand ophthalmologists were in favour of amalgamation. A secret ballot at the 

fiftieth Annual General meeting in 1996 was 51 in favour, one against, and two invalid.9 The 

niggling issues discussed were the fate of the coat of arms of the OSNZ, which had been 

obtained through great efforts by Dr Dorothy Potter CBE only three years previously, the 

wish for a New Zealand emblem to be included in the new coat of arms of the combined 

college, and the name of the combined college. 

The Council of the Royal Australian College of Ophthalmologists accepted full 

amalgamation, which took place on 1 July 1997, when Dr Philip Boulton was OSNZ 

President. The New Zealand Branch was entitled to three seats on the College Council, in 
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proportion with its number of members, the other branches being New South Wales, 

Victoria, Queensland, South Australia, and Western Australia. 

There was further discussion about whether the new name should be the Royal Australasian 

College of Ophthalmologists or the Royal Australian and New Zealand College of 

Ophthalmologists.10 The College Council initially favoured “Australasian.” Perhaps 

unsurprisingly, all New Zealanders favoured “Australian and New Zealand”, and that was the 

name the Council finally agreed on.  

The last hurdle was the question as to whether the royal appellation could be retained after 

the change of name. Advice was that royal patronage would need to be applied for. New 

Zealand’s representative of Her Majesty’s College of Arms, Philip O’ Shea, advised that 

should the OSNZ cease to exist as a distinct legal entity, its Armorial Bearings would 

become dormant. He went on to advise that “In the [sic] England, the Arms may be 

transferred from the original grantee to a new corporate body by a Royal Licence, the fee for 

which is now similar to that for a new Grant (about £3750.00 for Arms with Supporters).” It 

was estimated that designing and applying for a new coat of arms might cost around 

$20,000. The decision was made that the existing coat of arms of the Royal Australian 

College of Ophthalmologists would be retained, but “put in the bottom drawer.” A new coat of 

arms, incorporating an emblem of New Zealand, would be designed and used, although it 

would never be the “official” coat of arms. Thus Dr Harold Coop of Auckland, 

ophthalmologist and renowned artist, was invited to design a new coat of arms. His design 

received trans-Tasman acclamation, cost the College nothing, and now appears on all 

College publications. The “official” coat of arms has not seen the light of day since! 

In 1998 the last scientific conference of the Ophthalmological Society of New Zealand was 

held in Auckland, and Dr Peter Ring was the last true OSNZ President, elected by the 

OSNZ. His successor Dr Ken Tarr of Christchurch was the first Chairman of the New 

Zealand Branch of the Royal Australian and New Zealand College of Ophthalmologists. 

Because the Commerce Commission was investigating the OSNZ and five of its members 

(vide infra), legal advice was that the Ophthalmological Society of New Zealand should not 

be wound up, but should remain intact with its assets frozen. Thus every New Zealand 

Branch chairman from 1999 until the final winding up in 2004 acted also as president of the 

OSNZ. In only that sense, Kevin Taylor was the last OSNZ president, as the OSNZ was 

wound up during his term as Chairman of the New Zealand Branch of the Royal Australian 

and New Zealand College of Ophthalmologists. 
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7.2. The New Zealand Branch of the Royal Australian and New Zealand College 
of Ophthalmologists 

The College changed its name to the Royal Australian and New Zealand College of 

Ophthalmologists in 2000, and the first annual scientific conference of the newly named 

College was in 2001 in Adelaide. The last annual general meeting of the Ophthalmological 

Society of New Zealand was held at Napier on May 22nd, 2004.  At this meeting the Society 

agreed to pay the Commerce Commission’s $96,000.00 fine to the consolidated government 

account (see section 7.17- The Commerce Commission versus five ophthalmologists and 

the Ophthalmological Society of New Zealand).  Legal costs incurred were generously met 

by the Medical Protection Society, which was not an obligation as the Ophthalmological 

Society of New Zealand itself was not a member of the Medical Protection Society although 

the majority of its members were.  The Society’s bank accounts were closed with the 

residual sum of sixty-four cents.   

Establishing the New Zealand Branch of the Royal Australian and New Zealand College of 

Ophthalmologists was not simple. The New Zealand Branch had to be registered with the 

New Zealand Companies Office as part of an overseas company operating in New Zealand, 

and the federal College was required to send its annual financial returns to the New Zealand 

Companies Office.   As mentioned, there were issues with the new coat of arms, with the 

College changing its name to the Royal Australian and New Zealand College of 

Ophthalmologists (RANZCO), and also considerable correspondence was necessary before 

confirmation that the Royal Appellation could be retained despite the change of name from 

RACO to RANZCO. 

Discussions related to optometry at OSNZ meetings in the early 2000s are mentioned below 

(section 7.14). 

In 2002 the College decided that its annual subscription would be raised to include 

registration at its Annual Scientific Congress, as a positive move to encourage attendance 

and participation.  This generated angst from the New Zealand Branch members to the 

extent that an “e-poll” was undertaken which resulted in 86% of the 51% of members who 

responded being against combining the congress registration with the annual College 

subscription.  However, the Chairman Kevin Taylor astutely recalled that only a year 

previously all the New Zealand Branch members were asked for their comment on the 

proposed move and that very few responded. It was a good idea, as conferences continue to 

be an important component of professionalism. 



 
 

168 
 

At the College’s annual scientific congress in Canberra in October 2002 Bruce Hadden was 

the first New Zealander to be elected College President, and the annual scientific congress 

of the College was held in Auckland in 2003. Professor Charles McGhee was the Congress 

Chairman.  McGhee was also chairman of the on-going conference scientific programme 

committee, a post he held for six years. This standing committee recommends and invites 

visiting speakers and organises the scientific program every year. 

No branches of the College had scientific meetings in 2002, because of the large 

International Congress in Ophthalmology being held in Sydney that April. During the 

International Congress, the New Zealand Branch Chairman Dr Philip Polkinghorne 

organized a brief annual general meeting of the Branch at the College’s head office in 

Sydney. 

At the sixth Annual General Meeting of the New Zealand Branch of the College in May 2003 

at the Grand Chateau, Tongariro National Park, a motion was passed that the chairman of 

the Branch shall hold office for one or two years instead of only one year.  However the 

second year was not automatic and the incumbent chairman was required to be nominated 

at the Annual General Meeting.  The reason was to provide improved continuity, and the 

move followed a similar move by the College itself with its president. Dr Kevin Taylor was re-

elected, and thus was the Branch’s first two-year chairman.   

As much after amalgamation as before, the New Zealand Branch meetings have continued 

to be an important focus for New Zealand ophthalmologists. The Branch conferences are 

listed in appendix two. They have always been more structured and better supported than 

most of the State Branch meetings in Australia. 

In 2006, under Dr Jim Stewart’s chairmanship, there was growing awareness that the 

Branch’s views were not being heard in Wellington by the Ministry of Health and other 

government agencies. This was in contrast to the well organized and effective New Zealand 

Association of Optometrists. As a result, arrangements were made with the New Zealand 

Medical Association to provide the Branch with space within the Medical Association’s 

Wellington office, together with secretarial services, and access to all the contacts and 

resources of the New Zealand Medical Association. This partnership has been beneficial, 

and has helped facilitate the Branch’s input into government initiatives in matters relating to 

vision care. The Branch’s representation was greatly strengthened in 2010 when Mr 

Cameron McIvor, recently retired chief executive officer of the New Zealand Medical 

Association, was appointed by the College to oversee its affairs in New Zealand. 
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New Zealand ophthalmology and ophthalmologists have thrived since amalgamation of the 

OSNZ and RACO. Fears of loss of independence quickly vanished. The increased 

subscription has been accepted, and partly offset by including the registration fee to the 

annual scientific congress of the College. New Zealanders feel included, largely because 

they are more than pulling their weight in College affairs, with representatives on the College 

Boards of Examiners, and on various College committees. Professor Charles McGhee of 

Auckland has contributed hugely, both as Chairman of the annual scientific program 

committee, and as Editor-in-Chief of the College’s journal, Clinical and Experimental 

Ophthalmology. The quality, readership, and impact factor of the journal have all risen 

substantially under his editorship. The College President, Censor-in-Chief, Chief Executive, 

and Director of Education have made a point of attending the annual New Zealand Branch 

meetings. It has been a successful trans-Tasman marriage. 

 

7.3. Expansion of Academic Ophthalmology 1991-2014 

 

7.3.1. Continuing efforts for a Foundation Chair in Ophthalmology 

 

In 1993 there were renewed efforts to establish a Foundation Chair. The Ophthalmology 

Chair Establishment Committee was formed consisting of Drs Lindo Ferguson CBE, Harold 

Coop, and Bruce Hadden.  The committee met with Geoffrey Gibbs, Chief Executive Officer 

of the Royal New Zealand Foundation of the Blind, who was supportive of establishing a 

Chair and approached his Board.  This resulted in the Foundation pledging $10,000.00 per 

year for seven years.  Drs Calvin Ring and Lindo Ferguson suggested that their Eye 

Research and Education Trust would put its capital, valued at around $300,000, into the 

Chair should it become established.  In 1994 Bruce Hadden approached the Dean, 

Professor Peter (now Professor Sir Peter) Gluckman, who advised that an endowment that 

earned an income of $110,000.00 per year would be the minimum required.  This meant that 

over a million dollars would need to be raised. 

The Ophthalmology Chair Establishment Committee approached many potential donors, 

both individuals and companies. They spoke of the project at the annual meetings of the 

Ophthalmological Society of New Zealand, and wrote to all New Zealand ophthalmologists 

suggested that they pledge to donate $2000 per year for three years. Twenty-six 

ophthalmologists contributed, including South Islanders. Dr Calvin Ring again successfully 
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reached out to one of his close friends, Maurice Paykel, co-founder with (by then the late) Sir 

Woolf Fisher of Fisher and Paykel Limited. The Maurice and Phyllis Paykel Trust pledged 

$500,000.00 in December of 1995.  By the end of 1995 over $1.5 million dollars had been 

raised, the principal donors being the Maurice and Phyllis Paykel Trust, Drs Bruce and 

Wendy Hadden, and the Eye Research and Education Trust. Other major donors were the 

Royal New Zealand Foundation of the Blind, the Ophthalmological Society of New Zealand, 

Remuera Eye Clinic (now Eye Institute), the Lion Foundation, and the Sir John Logan 

Campbell Residuary Estate. Lindo Ferguson was pivotal in obtaining the Sir John Logan 

Campbell Residuary Estate donation, having been its Chairman for many years. A further 

significant donation was made by the Brian and Sue Picot Charitable Trust. Brian Picot 

(1921-2012) had established Foodtown in Otahuhu, New Zealand’s first supermarket. His 

career in the grocery trade started in the 1950s when the Picot family acquired the wholesale 

grocery and merchants business Ellingham and Company from its owner, Percy Le Grice, 

who coincidentally was Dr Hylton Le Grice’s father. 

At the time, the Chairman of the Maurice and Phyllis Paykel Trust was Dr James V Hodge. 

As previously noted, Hodge was an outstanding New Zealand physician and researcher in 

cardio-vascular disease, and was involved in pioneering work on fluorescein angiography of 

the retina. Hodge was also Chairman of the Medical Research Council, now the Health 

Research Council of New Zealand. 

With funding and ophthalmology support secured, the proposed Chair of Ophthalmology was 

now an exciting probability and at the end of December 1995, Dean Peter Gluckman 

suggested that a search committee be established.  However the euphoria was short lived 

as more delays and disappointments were ahead. 

Dr Creig Hoyt of San Francisco, a senior academic in paediatric ophthalmology, expressed 

an interest in the position. He was a keen outdoors person, especially cycling, and the New 

Zealand lifestyle appealed.  He visited twice and was entertained royally including a dinner 

party at the large and gracious home of Dr Hylton Le Grice CNZM, which was memorable to 

those present for its elegance and antics in the swimming pool.  Unfortunately, Hoyt 

eventually declined the position. 

The position was re-advertised in late 1996. As well, suitable individuals were approached 

including two eminent Sydney ophthalmologists, Ivan Goldberg AM and Peter McCluskey.  

They were both tempted but decided to remain in Sydney where they were both established 

and very successful (McCluskey later became the Professor of Ophthalmology at the 

University of Sydney).  Eventually the position was offered to Dr Michael Wagoner, an 

American who at the time was Medical Director of the King Khaled Specialist Hospital in 
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Riyadh, Saudi Arabia.  His sub-specialty was external eye disease and he came with 

excellent credentials.  Wagoner was genuinely very interested and visited New Zealand 

twice, once at his own expense, but eventually in February 1998 he too declined. 

In May 1998 the position was more seriously and widely advertised, and was also 

promulgated to many Australian, American and British academic departments.  The $1.5 

million raised was by now able to be applied fully to research, equipment and staff, as the 

University had by then agreed to pay the professor’s salary separately. This increased the 

attractiveness of the position, giving the Foundation Professor a significant sum with which 

to establish the department with the necessities of secretarial and technical assistance, and 

research equipment.   

Following this international advertising campaign, four suitable applicants were seriously 

considered.  In September 1998 Professor Charles McGhee, Head of Ophthalmology in 

Dundee, Scotland came out with his wife Jane to assess the prospects of establishing the 

Chair and Department.  We presumed that it was Jane we should credit for Charles’s 

interest as she was a Western Australian and the thought of again living in the Antipodes 

appealed to her.  The McGhees came out again in July 1999, this time also with Jennifer 

Craig PhD, Charles’s research assistant.  Charles was clearly an extremely strong candidate 

with notable achievements already behind him at the age of thirty-nine.  Before graduating in 

medicine, he had completed a BSc with first class honours in ocular pathology, which 

included time with Professor Daniel Albert at the Howe Laboratory at Harvard University, 

Boston. His clinical ophthalmology training included a post-graduate fellowship in corneal 

diseases at the Lions Eye Institute, Perth, Australia. At the age of thirty-four he was 

appointed Professor of Ocular Therapeutics at the University of Sunderland, England, and at 

thirty-six the Foundation Professor and Head of Department at the University of Dundee, 

Scotland. He had published over a hundred scientific papers, written book chapters on 

ocular pathology, ocular pharmacology, excimer laser surgery, and corneal topography, and 

had edited two textbooks. His honorary appointments included Chairman of the Royal 

College of Ophthalmologists Committee for excimer laser guidelines, examiner for the Royal 

College of Ophthalmologists, Privy Council elected member of the General Optical Council, 

and referee for several peer-reviewed ophthalmic journals. 

After the interview he was offered the position without hesitation.  In encouraging Charles to 

accept, the Dean asked Charles what infra-structure he would like. Fortunately the Dean 

was able to say yes to all the important requests, after which he said to Charles “You haven’t 

mentioned your salary”. That too was successfully negotiated.   
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After an extended campaign over almost 25 years, beginning in 1976, Professor Charles 

McGhee arrived in New Zealand on the 9th of September, 1999 to become the Maurice 

Paykel Foundation Professor of Ophthalmology. 

 

 

 

 

Dr Gillian Clover continued in the Department as Senior Lecturer.  Charles also took on the 

position of Clinical Director of the Eye Department at Auckland Hospital, so like Gillian 

Clover fifteen years previously, he immediately acquired an enormous workload.  McGhee 

quickly took the reins and made major changes, not all of which Gillian agreed with.  

However, Charles lobbied for Gillian’s promotion to Associate Professor. This promotion was 

richly deserved, as Gillian had in her time established the fledgling unit, carried a huge 

clinical and administrative workload, and notably had established the New Zealand National 

Eye Bank, as mentioned above. Gillian had also carried out clinical research on diabetic 

retinopathy, and she did much arduous clinical work on this condition in South Auckland.  

Gillian Clover retired in 2003.  She frequently lamented, with some justification, that her 

colleagues failed to show appreciation of her significant efforts and achievements. Since 

Figure 7.1. Professor Charles McGhee DSc. 
Department of Ophthalmology, University of Auckland    
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retirement, Gillian has done valuable work in Fiji on diabetic eye disease, for which she was 

honoured by the Lions. In 2008 Gillian was further honoured, with the medal of the Royal 

Australian and New Zealand College of Ophthalmologists. 

 

 

7.3.2. Academic Progress under the Foundation Professor of Ophthalmology and 
Establishment of the Department of Ophthalmology at the University of 
Auckland 

Academic ophthalmology in Auckland has flourished beyond anybody’s predictions. Charles 

McGhee’s personal strengths became rapidly appreciated throughout Australia and New 

Zealand.  In his first three years, his remarkable ability and energy resulted in building up a 

modest department to one of 30 staff, from which over 100 papers were published in peer-

reviewed journals, an achievement unmatched by any other medical school department.  

In 2000 the Royal Australian and New Zealand College of Ophthalmologists admitted 

Professor McGhee as a Fellow by being an “ophthalmologist of distinction” as opposed to 

being admitted by examination or by virtue of having practised satisfactorily in New Zealand 

or Australia as a specialist ophthalmologist for a minimum of twelve years. Also in 2000, he 

succeeded Mark Gillies as Editor-in-Chief of the Royal Australian and New Zealand College 

of Ophthalmologists’ journal “Clinical and Experimental Ophthalmology,” and he also 

became Chairman of the scientific program committee for the annual RANZCO congress.   

In 2000 the first two post-graduate clinical sub-specialty Fellowships were established in 

Auckland by McGhee. These fellowships were “Cornea and Anterior Segment” and “Oculo-

plastics”, the latter supervised by oculo-plastic surgeon Dr Paul Rosser. Since then, vitreo-

retinal, medical retina, paediatric ophthalmology, and glaucoma fellowships have all been 

established. By 2012 the Department had trained more than sixty New Zealand and 

international clinical fellows. Members of the Department, through their teaching, 

contributions to conferences, and training of young doctors, optometrists, and others, have 

hugely improved the standard of practice of ophthalmology and eye care generally 

throughout New Zealand and have also positively influenced ophthalmology in Australia. 

Dr Helen Danesh-Meyer was appointed to the academic staff in 2000, and was promoted to 

Associate Professor of Ophthalmology in 2002. Helen has enjoyed a remarkable academic 

career, and was deservedly promoted to full Professor by the University of Auckland in 2008. 

Her academic work includes teaching, supervising PhD and MD candidates, and she is a 
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section editor of the journal “Survey of Ophthalmology.” Her clinical research is on the optic 

nerve, she also works with Professor Colin Green on optic nerve injury, glaucoma models, 

and retinal ischaemia. In 2010 Professor Danesh-Meyer was also made an honorary 

professor of the University of Melbourne, in recognition of her collaborative research.  

 

 

 

 

 

 

New Zealand’s first permanent ophthalmic microsurgical teaching facility was opened in the 

Department of Ophthalmology in 2002, and appropriately named the Calvin Ring 

Microsurgery Teaching Laboratory. Its equipment includes six operating microscopes, six 

phaco-emulsification machines, a vitreo-retinal console, a YAG laser, and a corneal 

topographer, together with surgical instruments. 

Figure 7.2. University of Auckland Graduation Ceremony 2008, with three Department of Ophthalmology 
graduates in the centre. L to R: Associate Professor Trevor Sherwin, Professor Charles McGhee, Dr Rachael 
Niederer (graduated PhD), Associate Professor Philip Polkinghorne (graduated MD), Dr Ilva Rupenthal 
(graduated PhD), Dr Andrea Vincent, Professor Colin Green, Dr Raid Alany. Courtesy Mr Fraser Harding 
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In 2004 the ophthalmology division of the Department of Surgery at the University of 

Auckland became a Department in its own right, and is now one of the largest departments 

in the Faculty of Medical and Health Sciences. 

In 2014, the Department had three professors, three associate professors, two honorary 

clinical associate professors, six senior lecturers, and a total of more than fifty staff and 

postgraduate students.  The Department has already published more than 400 ophthalmic 

scientific papers in peer reviewed journals. Professor McGhee and his team have also 

attracted $23 million in philanthropic donations and competitive research funding. In the first 

ten years of the Department, three PhD students have been awarded the accolade of the 

best PhD thesis throughout all faculties of the University of Auckland. In 2014 Professor 

McGhee was awarded a Doctor of Science (DSc) degree on the basis of his research, which 

is the highest science award that can be made by a New Zealand university. 

Undergraduate teaching of ophthalmology to both medical and optometry students has been 

greatly enhanced in Auckland by the Department of Ophthalmology. The undergraduate 

Calvin Ring Prize, instituted in 1996 by Gillian Clover, has since been awarded annually to 

the top student in ophthalmology in the final year of undergraduate medical training. Also, 

the Department offers summer research studentships, funded from several sources, which 

allow students to undertake a project during the university summer vacation. Both these 

initiatives stimulate students’ interest in vision research and ophthalmology. 

 

7.3.3. Translational Vision Research in Auckland 

Charles McGhee recognised a need to build laboratory science in the department with a 

“bench side to bedside” research translation focus. As well as its clinical relevance, this 

would bring in research funding and strengthen the postgraduate student base in the 

department. Thus one of his first appointments was Dr Trevor Sherwin PhD, a laboratory 

scientist, to the post of lecturer (subsequently senior lecturer and associate professor) in the 

early staff appointments of 1999. However, within a few years it was obvious that a more 

senior, substantive post was required to underpin the research aims of the Department of 

Ophthalmology, especially to ensure laboratory science kept pace with clinical research.  
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Subsequently, with substantial philanthropic support 

from Drs Wendy and Bruce Hadden, and bequests 

from the Sidney James Taylor and Helen Cadman 

estates, a second chair, the W & B Hadden Chair in 

Ophthalmology and Translational Vision Research 

was funded. The somewhat clumsy title is now 

widely used to describe laboratory research which is 

aimed at clinical applications.  

After an international search and series of interviews 

a local New Zealand candidate, Professor Colin 

Green PhD DSc was appointed in 2005. Green had 

worked overseas for twelve years in France, 

England and the United States, and had been a 

Royal Society University Research Fellow at 

University College London for seven years prior to 

returning to New Zealand in 1993. He had won 

international awards for his research, and published extensively in top journals including 

“Nature”11,12 and “Science.”13 He had been the founding director of the University of 

Auckland’s Biomedical Imaging Research Unit and had gained a personal chair in the 

Department of Anatomy and Radiology in 2004.  

Professor Green had also co-founded the company CoDa Therapeutics (NZ) Ltd in 2004, 

and in 2006 co-founded CoDa Therapeutics, Inc. (USA) in order to commercialise the 

therapeutic potential of his laboratory research. At the time of writing, this latter company has 

a value of more than US$60,000,000 and has completed United States Federal Drug 

Administration (FDA) phase two clinical trials using novel wound healing technology 

developed by Green and a colleague in London. To date Green’s principal ophthalmology 

focus has been ocular surface healing. He is also working on antisense delivery to the eye, 

and on age-related macular degeneration using human tissue and rat model studies.  

The establishment of the Chair in Translational Research and the appointment of Colin 

Green contributed to a large increase in postgraduate research student enrolments and 

successful research funding applications in ophthalmology. McGhee’s model in establishing 

this position such that clinicians and scientists work side by side on a daily basis is held up 

as an exemplar for the Faculty of Medicine and Health Sciences in the university. 

 

Figure 7.3. Professor Colin Green DSc. 
Department of Ophthalmology,                 
University of Auckland 
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7.3.4. The New Zealand National Eye Centre (NZ-NEC), University of Auckland 

 

In 2008 the New Zealand National Eye Centre was launched, led by Professor Charles 

McGhee. It was the culmination of more than ten years of collaboration and planning 

between many researchers in the fields of ophthalmology, optometry, and the visual 

sciences in the University of Auckland.  The New Zealand National Eye Centre (NZ-NEC) is 

composed of the Department of Ophthalmology, and the Department of Optometry and 

Vision Science incorporating the Molecular Vision Laboratory.  The NZ-NEC has a combined 

staff of more than a hundred clinicians, clinical scientists, and vision scientists, including 

honorary appointments.  The combined scientific output of NZ-NEC members over the past 

six years has been several hundred scientific publications, many text books, and a number 

of international research patents. The higher profile of the large NZ-NEC umbrella enhances 

national and international collaborations, with Australia, UK, USA, China and the Middle 

East, to the benefit of visual science and clinical research at the University of Auckland.   

The New Zealand National Eye Centre’s research is carried out in fourteen to fifteen 

separate but inter-related teams.  The Cornea and Anterior Segment Research Group in the 

Department of Ophthalmology is a group of fifteen to twenty clinicians, scientists, and 

research fellows.  The group is led by Professor Charles McGhee, in conjunction with Dr Sue 

Ormonde, Associate Professors Trevor Sherwin and Dipika Patel, and Professor Colin 

Green.  Research is concentrated on keratoconus, corneal dystrophies, corneal 

transplantation, corneal in vivo confocal microscopy, computerised corneal topography, and 

ocular healing with novel therapeutics. This group’s research interests have already led to 

three textbooks and over two hundred peer-reviewed research papers since 2000.   

The ocular surface investigation laboratory in the Department of Ophthalmology is led by 

Associate Professor Jennifer Craig PhD MCOptom, who arrived with the foundation team in 

1999 and has collaborated with McGhee for more than 20 years. This group concentrates on 

the evaluation of the tear film in ocular surface diseases, drug delivery systems, and a novel 

therapy for Meibomian gland dysfunction and tear film lipid deficiency.   

The Cornea Laboratory Group in the Department of Ophthalmology is led by Associate 

Professor Trevor Sherwin PhD, cell biologist, and seeks to understand disease processes in 

the cornea and is working towards therapeutic treatments for corneal repair.  The Group’s 

present interests are pathogenesis of corneal dystrophies and the role of stem cells in 

corneal wound healing.   
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The Molecular Vision Laboratory within the Department of Optometry and Vision Science, 

led by Professor Paul Donaldson and Dr Julie Lim, has been conducting research on the 

lens and cataract for many years.   

In related work, a team led by Professor Charles McGhee and his fellow Dr Andrew Riley 

carried out the Auckland Cataract Study.14 This frequently cited study analysed four hundred 

and eighty-eight consecutive cataract patients to determine their demographics and ocular 

biometric parameters, and a related paper identified the demography and visual function of 

one hundred and nineteen patients on a reserve waiting list for cataract surgery.15  

The Optic Nerve and Glaucoma Team within the Department of Ophthalmology has both 

clinical and basic science arms.  The clinical arm is led by Professor Helen Danesh-Meyer 

who collaborates extensively with leading units overseas including the Wills Eye Hospital in 

Philadelphia, Johns Hopkins University in Baltimore, and the University of Melbourne. Her 

research in the area of brain tumours that cause blindness has been internationally 

recognised.  The basic science arm is led by Professors Helen Danesh-Meyer and Colin 

Green, and works closely with the Connexin Biology Group studying optic nerve and retinal 

ischaemia, the role of the inflammatory response in strokes of the optic nerve and retina, 

methods to decrease inflammation, neuronal loss, scar formation, lesion spread after injury, 

and in chronic ocular diseases such as macular degeneration and glaucoma.  

The Connexin Biology Group in the Department of Ophthalmology is led by Professor Colin 

Green and is focused on wound healing and chronic inflammatory disease, and on research 

on spinal nerve and optic nerve repair, glaucoma filtration surgery, and brain studies in 

epilepsy and neurodegenerative diseases. This group has published thirty papers in the past 

five years. Members have gained an enviously high international profile, with special interest 

being taken with the compassionate use in non-healing eye cases of gap junction antisense 

(NexagonTM). This resulted in invited lectures in six countries in 2013 alone.  

The Retinal Networks Laboratory in the Department of Optometry and Visual Science was 

led by Professor Michael Kalloniatis (Head of Optometry and Vision Science and co-founder 

of NZ-NEC) and is studying the neurochemistry of the vertebrate retina.  Kallioniatis was 

head-hunted to work in Sydney in 2011.  

The Retinal Diseases Group in the Department of Ophthalmology is a collaborative team of 

clinicians and scientists working on aspects of retinal diseases both medical and surgical.  
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The Retinal Cell and Molecular Biology Laboratory, led by Dr Monica Acosta in the 

Department of Optometry and Vision Science, centres on understanding biochemical and 

molecular functions in the retina.   

The Clinical Research Group in the Department of Optometry and Vision Science is involved 

in clinical research on computer modelling of the contact lens correction of keratoconus, and 

the prevalence of refractive error in school children.  

A Visual Neuroscience Group was established in 2008 by Dr Ben Thompson. Its research is 

in amblyopia, including neural changes following loss of sensory input, and non-invasive 

brain stimulation. Cross-department collaboration continues with ophthalmologists Danesh-

Meyer and Shuan Dai. 

More esoteric is the Ecology of Colour Vision Laboratory in the Department of Optometry 

and Vision Science, which is studying the relationship between colour vision systems and 

the visible environment.  It seeks to understand the ecological significance of the diversity of 

photo-receptor designs in many animals. In collaboration with several universities overseas it 

is studying signalling in birds and in fiddler crabs, colour vision and colours in reef fish, 

colour vision in butterflies, and the ecology of colour vision in primates.   

The Myopia Laboratory in the Department of Optometry and Vision Science, led by Dr John 

Phillips, addresses the underlying causes of myopia, its progression, and how myopia might 

be inhibited by newly designed contact lenses.   

Finally, the Genetic Eye Disease Investigation Unit in the Department of Ophthalmology is 

led by Dr Andrea Vincent, a paediatric ophthalmologist who sub-specializes in ocular 

genetics.  This unit is in the process of establishing a New Zealand registry for inherited 

retinal disease.  Research is also underway in the molecular characterisation of corneal 

dystrophies including keratoconus, blepharophimosis syndrome, inherited eye movement 

disorders, and juvenile Paget disease. 

Affiliated with the NEC-NZ is the School of Pharmacy’s Ophthalmic Drug Delivery Group. 

This group is working on strategies to deliver drugs to the ocular surface and the anterior 

and posterior segments of the eye.  

In 2013, the Buchanan Charitable Trust, created by ophthalmologist Dr Trevor Gray and his 

wife Dr Caroline Gray, made a major donation of $2,400,000 to fund the establishment of an 

ocular pharmaceutics nucleus within the department of ophthalmology. Subsequently named 

the Buchanan Ocular Therapeutics Unit (BOTU), this new unit is led by Dr Ilva Rupenthal, a 
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doctoral pharmacist, in conjunction with Professors McGhee, Green and Associate Professor 

Patel.  

Although only six months old at the time of writing, BOTU has already attracted several 

major grants and appointed post-doctoral and PhD students. The unit cements the 

longstanding therapeutic interests of Professor McGhee (corticosteroids), Professor Green 

(connexin antisense drugs), Dr Rupenthal (ocular delivery devices), and Associate Professor 

Patel (optometry therapeutics). It is anticipated that in addition to research BOTU will play a 

major role in therapeutic education for ophthalmologists, optometrists, nurses, and others 

involved in eye health. 

 

7.4. Academic Ophthalmology in the University of Otago 

7.4.1. Dunedin  

Associate Professor Anthony Molteno’s contributions to teaching and research since his 

appointment in 1977 were recognised, somewhat belatedly in the author’s opinion, by the 

award of a personal chair in ophthalmology in 2002. This meant that for the first time in New 

Zealand history there were two Professors of Ophthalmology; McGhee in Auckland and 

Molteno in Dunedin. Professor Molteno was further recognised nationally with the award of 

ONZM in 2006. In 2012 he was appointed an Emeritus Professor of the University of Otago. 

Professor Molteno has engaged in long-term clinical research in glaucoma, which is world 

renowned. As mentioned in chapter six, he invented the world’s first successful glaucoma 

seton, the Molteno drainage valve, which is still used world-wide, the Otago Photoscreener 

for detection of strabismus and amblyopia, and developed hydroxyapatite orbital implants. 

More recently he has been researching the optical performance of intra-ocular lenses, 

cataracts in sheep, and the histology of the tuatara pineal complex.  

The Department in Dunedin has published a further eighty-seven papers since 1991 on a 

wide variety of topics, but many on the aforementioned, again an impressively large output 

from a relatively small department.  

Particularly notable are the publications on the Otago Glaucoma Surgery Outcome Study. 

This is the world’s longest on-going follow-up study of glaucoma surgery, with 1015 Molteno 

implant operations and 1045 trabeculectomies followed since 1997.16-21 
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In 1994 Molteno was awarded a highly prestigious, second, Goldmann Medal from the 

International Glaucoma Association for his outstanding contributions to the understanding 

and treatment of glaucoma.  

Much of the on-going success of the Department of Ophthalmology in Dunedin, following the 

retirement of Professor John Parr in 1987 was due to the working relationship between 

Molteno and his Senior Lecturer (now Associate Professor) Gordon Sanderson. As 

mentioned in chapter six, Sanderson’s appointment to the Department of Ophthalmology in 

1971 was controversial simply because he was a trained optometrist. His contribution to the 

department and in particular to the education of trainee ophthalmologists by way of tutorials 

and courses has been of outstanding benefit to ophthalmology for over forty years. The 

annual ophthalmic sciences course, residential for four weeks, continues to attract 

candidates from Australia and New Zealand, and is the most sought after course in 

Australasia. Sanderson also initiated Dunedin’s post-graduate diploma in ophthalmic basic 

sciences, which is discussed under training and examination (vide infra). In addition, he is a 

past chairman of the Royal New Zealand Foundation of the Blind, and in 1989 was a 

foundation director of the New Zealand National Eye Bank.  

Sanderson’s contributions were recognized by his being elected an honorary member of the 

OSNZ in 1995, and honorary fellow of the RANZCO in 2003. In 2006 he was created a 

Member of the New Zealand Order of Merit (MNZM). He retired in 2014. 

 

                               

 
Figure 7.4.  Professor Anthony Molteno ONZM       
New Zealand Optics, Maryanne Dransfield 

Figure 7.5. A/Prof.Gordon Sanderson  MNZM                  
New Zealand Optics, Maryanne Dransfield 
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  7.4.2. Christchurch 

In 1973 Dr Richard Clemett was appointed by the University of Otago as senior lecturer in 

ophthalmology in Christchurch for the main purpose of teaching University of Otago medical 

students in their clinical years in Christchurch. At that time, he and Professor John Parr were 

the only full-time academic ophthalmologists in the country and were preceded by only 

Associate Professor Rowland Wilson, and Professor Sir Lindo Ferguson, both in Dunedin. 

Clemett was promoted to associate professor in 1978. Dr Mark Elder was appointed 

associate professor in Christchurch in 2001, and Clemett retired in 2003. Elder held a Doctor 

of Medicine degree in cicatricial conjunctival disease. At that time, the only other 

ophthalmologists who had earned higher degrees were Professor Charles McGhee, and 

much earlier, Dr David Sturman, Dr Stuart Scoular, and Professor Sir Lindo Ferguson. 

Today, over 17 New Zealand ophthalmologists hold higher degrees, a mark of increasing 

professionalization. Elder contributed also as chairman of the Education and Qualification 

Committee of the New Zealand Branch of RANZCO, and chairman of the ophthalmic 

pathology section of the Board of Examiners of RANZCO.  

 

7.4.3. Wellington  

In 2008 there was a proposal, supported by local ophthalmologists in Wellington, to establish 

a major new research institute, to be named the Lions Eye Institute of New Zealand. The 

Lion Clubs are supporters of ophthalmology world-wide, and are best known for the Lions 

Eye Institute in Perth, Western Australia, and for many Lions Eye Banks, especially in the 

United States.  

Lions New Zealand was intended  to support this proposed venture in Wellington. However, 

there was understandable opposition to its establishment, especially from the University 

Department in Auckland. Issues raised included a lack of appropriate local academic 

infrastructure with no local vision scientists and no academic ophthalmologists with a higher 

research degree (the minimum required to supervise PhD students). There was also disquiet  

on the basis it would duplicate research resources and more sparsely distribute the 

extremely limited research funding  in a small country of just over four million people. Thus it 

was argued by academics north and south that it was more efficient to concentrate both 

resources and expertise in only one or two facilities, there already being well-established eye 

research groups in both Dunedin and Auckland. Ultimately, the plan for a third major 

research facility never eventuated, although Dr Tony Wells now leads an efficient and 

productive glaucoma research group in the capital.  
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7.5. Academic Theses in Ophthalmology and Visual Sciences 

The maturing and expansion of academic ophthalmology in New Zealand, especially in this 

new millennium, is an important component of the specialty’s professionalization. An 

outcome is the increasing involvement of ophthalmologists in basic science and clinical 

research.  

Before 2000, only six ophthalmologists had earned higher degrees.  Since 2000, more than 

20 theses by ophthalmologists, on ophthalmology and ophthalmological related subjects, 

have earned higher degrees, either PhD or MD, and many others have completed masters 

theses (personal communication, Professor Charles McGhee, 2014).  

There has been a steady stream of ophthalmology or ophthalmology-related theses 

produced for degrees from the University of Otago since 1937, but the number produced for 

degrees from the University of Auckland has increased enormously since the establishment 

of the foundation chair in 1999. A number of New Zealand ophthalmologists have also 

submitted theses for degrees from overseas universities. Theses submitted on 

ophthalmology or ophthalmological related topics, for award of undergraduate, masters, 

doctoral (PhD/MD), and higher doctoral (DSc) degrees from New Zealand universities are 

listed in appendix four. 

 

7.6. Training and Examination in Ophthalmology 

 

7.6.1. Selection of Vocational Trainees 

 The Part One examination was held in Auckland in rotation with Sydney and Melbourne 

until its demise, the last Part One being in Melbourne in March 2002. The Part One was in 

anatomy, physiology, and optics, and served as a competitive barrier for entry into 

ophthalmology. Competition for posts was such that the examination had to be passed 

before there was any chance of being accepted into the vocational training scheme. Some 

candidates would take six to twelve months off work to study for the examination. Then with 

ophthalmology becoming even more popular, a worse situation arose, in that even those 

who had passed the examination could not be certain of a training post. Thus some 

candidates would have spent considerable time and effort to no avail, and at such an 

advanced stage find the only option was to try another branch of medicine.  
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Dr Ivan Goldberg AM of Sydney, who was the College’s Censor-in-Chief from 1997 to 2001, 

when he became its President, recognized this injustice. In the face of considerable 

opposition, he drove through a complete revamp of assessments. Since the end of the Part 

One examination in 2002, candidates have been chosen by a searching interview combined 

with medical school and house officer records, and other experience. Once accepted, the 

candidate is then on the College training scheme, and in due course will definitely become 

an ophthalmologist – obviously subject to satisfactorily completing the examinations and 

clinical training.   

From 2004 the ophthalmic basic sciences were incorporated into the vocational training 

programme and examined as modules. The basic modules are in anatomy, physiology and 

optics, and to them were added modules in genetics, ophthalmic pharmacology, 

microbiology and epidemiology. In addition an objective structured clinical examination 

called the OBCK (Ophthalmic Basic Competencies and Knowledge) was established to test 

basic clinical skills.  

All these ophthalmic science modules and the OBCK need to be passed during the first two 

years in the vocational training programme. If not, the trainee must leave. All the while the 

trainee is under the wing of the College, with its support and mentoring systems. The 

scheme aligned the College with other medical specialties in Australia and New Zealand, 

which have discarded a primary or part one examination as an entry requirement to their 

training programmes. At the same time the vocational training period was extended from four 

to five years.  

Critics of the new scheme say that an interview system is a less rigorous way to select 

trainees than a pass in the rigorous and competitive part one examination. Also, during the 

first two years while candidates are taking the ophthalmic science modules, their loyalties 

are divided between studying to pass the modules and conscientiously carrying out their 

clinical duties.  

A significant issue recently identified is that in Australia the average age of entrants into the 

vocational training programme is 32.5 years, which everyone agrees is older than desirable 

(personal communication, Dr Mark Renehan, College Censor-in-Chief, 2010). Part of the 

reason is that many undertake a period of research, sometimes even a PhD degree, in order 

to improve their chance of being accepted at the interview onto the vocational training 

scheme. Otherwise the new system has been functioning satisfactorily, although the issues 

mentioned here are causing increasing concern. 
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This contrasts with the systems of entry in both the United Kingdom and the United States. 

In the United Kingdom,22,23 after two foundation years following medical graduation, 

candidates apply for an ophthalmology training post. This is competitive, and if they have 

already passed the part one examination of the Royal College of Ophthalmologists (UK) they 

have an advantage although most take the part one examination in the first two years of 

specialist training. The training period is seven years. The part one in the United Kingdom is 

to a degree an entry barrier, whereas the part one of the Royal Australian and New Zealand 

College had become almost a pre-requisite for securing a vocational training post before it 

was abolished in 2004. In the United States,24 entry into a residency training programme is 

competitive, and candidates must be graduates of a medical school and have completed one 

year as an intern.  

 

7.6.2. Teaching and Surgical Training 

Associate Professor Clover instituted the Calvin Ring Prize in 1996, to be awarded annually 

to the top student in ophthalmology in the final year of undergraduate medical training at the 

University of Auckland. The first recipient was Alexandra Wallace in December 1996. 

Post-graduate clinical teaching of ophthalmology trainees still remains largely informal and 

apprentice-style in the 21st century. Trainees may arrange their own learning groups, and 

seniors may lead sessions on an ad hoc basis. Although against educational trends, this 

may well remain the best system in that it fosters independent initiative and learning.  A two 

week course for Part II examination candidates has been held annually in Dunedin since 

1998. This course is co-ordinated by Associate Professor Gordon Sanderson MNZM, and 

contributed to pro bono by ophthalmologists invited from around New Zealand and Australia. 

It remains the most over-subscribed course for final fellowship candidates from both 

countries.  

The College itself became more interested in the mentoring of trainees after its training and 

examination system changed with the abolition of the Part One examination in the 

ophthalmic sciences in 2002. Thereafter, trainees came under the College’s umbrella as 

soon as they were selected to join the vocational training programme. In 2006 the College 

established annual awards for excellent teachers, called The College Award for Excellence 

in Training. Ten or eleven awards are made each year, from 200 to 300 trainers throughout 

Australasia, based on nominations by trainees. They are presented by the College president 

or censor-in-chief at the College‘s annual scientific congress. Ken Tarr of Christchurch 

received the award in both 2006 and 2007, and is only one of two ophthalmologists to have 
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received the award twice, the other being Dr Tim Henderson of Alice Springs. Several other 

New Zealanders have won the award more recently.  This award of course enhances the 

interest that hospital specialists have in contributing to the teaching of trainees. 

In 2013 Associate Professor Gordon Sanderson MNZM won the prestigious New Zealand 

Prime Minister’s Supreme Award for Sustained Tertiary Teaching. 

As mentioned above, the Calvin Ring Micro-surgery Teaching Laboratory was opened in the 

Department of Ophthalmology at the University of Auckland in 2002. Although all trainees 

have to undertake basic skills training in this supervised setting, the majority of surgical 

training, as elsewhere, is carried out by the apprentice system of observing and operating on 

patients under supervision. 

Prior to the 1990s, glaucoma and paediatric ophthalmology were still within the scope of the 

general ophthalmologist, but during that decade these also started to become sub-

specialties, as did corneal surgery, in particular corneal transplantation. Sub-specialization in 

ophthalmology developed earliest in Auckland, and today all Auckland ophthalmologists are 

either sub-specialists or have a major sub-specialist interest. However, most 

ophthalmologists practising in provincial centres cover a more general ophthalmic field, 

although vitreo-retinal surgery is now almost exclusively the domain of sub-specialists. This 

trend followed that in the United States, as did the trend in the United Kingdom. Sub-

specialization requires a minimum number of ophthalmologists, and its development is 

therefore population dependent. 

 

7.6.3. Training Centres 

Presently there are six accredited training posts in Auckland, with each registrar doing a one 

year rotation through the two posts in Waikato. Rotorua and Whangarei were recently added 

for short-term rotations. This Northern Regional Training Scheme has been strengthened by 

the strong academic department at the University of Auckland.  

There are three accredited posts in Wellington, which included a short-lived rotation through 

Palmerston North until the ophthalmologists there resigned from the public system in 1997.25  

In the Southern Regional Training Scheme there are three trainees in Christchurch, and two 

in Dunedin. The trainees in Christchurch and Dunedin rotate during their training so that 

each spends one year away from their base.  

 



 
 

187 
 

 

7.6.4. Examinations in Ophthalmology and Ophthalmic Basic Sciences 

Holding a final clinical examination in New Zealand for only one or two candidates was both 

uneconomic for the College, and difficult for the examiners to ensure even standards. The 

last New Zealand Fellowship examination expressly for New Zealanders was in 1991 in 

Hamilton when the clinical examiners were Drs Jim Macdiarmid, Peter Wellings, and Bruce 

Hadden from New Zealand, and Associate Professor Ian Favilla from Melbourne.  Since 

then, examinations have been held twice a year for candidates from both countries, with the 

examination being held once every two years in New Zealand, meaning that many 

Australians come to New Zealand to take the examination.  The first full examination in New 

Zealand for candidates from both countries was held in Auckland in 1993, when the 

Chairman of Examiners was Alan Hilton of Brisbane.  Subsequently, the Australasian 

examination was held in Wellington in 1995 and Christchurch in 1997, with Alan Hilton as 

Chairman, and in Auckland in 1999 with Bruce Hadden as Chairman. In August 2003 the 

winter examination was held in Christchurch with Malcolm Capon as Chairman, another New 

Zealander now domiciled in Sydney. The present chairman is Dr Justin Mora of Auckland. 

 

From 1969 the Part One examination was held in New Zealand annually for New Zealand 

candidates.  In 1996 Dr (now Associate Professor) Philip Polkinghorne was elected 

Chairman of the Part One Board of the whole College, and since that time the Part One was 

held in Auckland in rotation with Sydney and Melbourne for candidates from both countries.  

The last Part One examination was held in Melbourne in March 2002.  From 2004 the 

ophthalmic sciences were incorporated into the vocational training programme and 

examined as modules, as explained above (section 7.6.1).  

 

The structures of the examination systems in the United Kingdom and in the United States 

are somewhat different. In the United Kingdom,22,23 candidates are required to have passed 

the Part One examination of the Royal College of Ophthalmologists in the ophthalmic basic 

sciences and optics by the end of the second year of ophthalmology training. A certificate in 

refraction must be passed by the end of the third year. The final part two examination is in 

clinical ophthalmology and is composed of two written papers followed by practical and 

clinical examinations. Candidates are required to pass the final written papers to be eligible 

to take the practical and clinical examinations some weeks later. The total time in 

ophthalmology specialist training is seven years, and annual progression depends on 

satisfactory work performance assessments. In the United States,24 candidates must have 

completed an acceptable residency training program before being eligible to take the 
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examinations of the American Board of Ophthalmology. The examinations consist of multiple 

choice written papers in clinical ophthalmology. Like in the United Kingdom, the written 

examinations must be passed for the candidate to be invited to take the extensive clinical 

and viva examinations in each of the sub-specialties some weeks later. The ophthalmic 

basic sciences are not separately examined by the American Board of Ophthalmology. 

New Zealanders have contributed more than their share to the College examinations.  

Several New Zealanders have always been on the Part One and Part Two Examination 

Boards. Philip Polkinghorne has served as the Part One Board chairman, and Bruce Hadden 

and Justin Mora as the Part Two Board chairman. In addition, in 2002 Philip Polkinghorne 

was elected College Director of Continuing Professional Development. 

 

7.6.5. The Post-graduate Diploma in Ophthalmic Basic Sciences 

The Postgraduate Diploma in Ophthalmic Basic Sciences (PGDipOphthBS) for New Zealand 

and Australian medical graduates was introduced in 2002. It was initiated and organized 

largely by Gordon Sanderson in Dunedin as mentioned in chapter six. The purpose of the 

course is to provide a postgraduate diploma in the ophthalmic sciences for medical 

graduates who are seeking a position on the Royal Australian and New Zealand College of 

Ophthalmologists approved vocational training program or who are currently engaged in 

such a program. Diploma teaching staff are mostly practising ophthalmologists with a 

particular interest in the ophthalmic sciences.  

Since 2004, it has been run jointly with the University of Sydney.  Candidates who achieve a 

good pass in the PGDipOphthBS are eligible to complete a full year of research towards a 

Master of Ophthalmology (MOphth). This degree was one of the first of its kind in the world, 

although a similar degree is now being offered by the University of Adelaide. 

 

7.6.6. Sub-specialty Fellowships 

The sub-specialty fellowships in Auckland have already been mentioned. There is also a 

post-graduate fellowship position in Dunedin under Professor Anthony Molteno, whose 

continuing research in the surgical management of glaucoma is still world-renowned. 

 

 

http://www.otago.ac.nz/courses/qualifications/mophth.html
http://www.health.adelaide.edu.au/
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7.7. The New Zealand National Eye Bank 

Associate Professor Gillian Clover successfully established the New Zealand National Eye 

Bank in 1989, 40 years after Pittar first mooted the need in New Zealand, and 55 years after 

Paton founded the world’s first eye bank in New York.26 The New Zealand National Eye 

Bank put the collection of corneae, and their testing and storage on a sound and 

internationally accepted scientific basis. It provides tissue for the whole of the country, 

although Christchurch surgeons continued to collect their own corneae until a few years 

later. Prior to the Eye Bank, corneae were collected only as required and not tested for 

viability or communicable diseases. By 1994 the Eye Bank had supplied over 200 corneae, 

and in that year Dr Clover organized a promotional dinner to support further development, 

which raised $47,000. 

The New Zealand National Eye Bank has a comprehensive national registry and has 

published several papers on aspects of corneal transplantation in peer reviewed journals. 

Louise Moffatt, the Eye Bank’s manager, also published27 a comprehensive history of 

corneal transplantation in 2005, 100 years after the first successful corneal transplant by 

Zirm in 1905.28 Of particular clinical interest are the indications for corneal transplantation in 

New Zealand, where the percentage of transplants done for keratoconus is 41.1%, 

compared with a range in studies elsewhere of 4.3% to 38.6%.29   The Eye Bank Association 

of America reported 12.3%. It is recognized that keratoconus is more common in Maori and 

Pacific Island people, but this is not the whole explanation for its high incidence in New 

Zealand. Another factor may be the generally high standard of cataract surgery in New 

Zealand, resulting in fewer transplants for surgically induced endothelial failure. 

In 1998 Dr Trevor Sherwin PhD, a research scientist from Manchester, England, was 

appointed as the Eye Bank’s scientist. When Professor Charles McGhee commenced in 

1999, Trevor joined the Department of Ophthalmology as a corneal research scientist and 

was appointed lecturer. He became associate professor in 2006. 

The Eye Bank is funded mainly by charges to surgeons for storage and provision of tissue – 

not for the tissue per se.  There is also a modest bi-annual subsidy from the Department of 

Health.  The Eye Bank also receives donations from individuals and companies.   In 2004 

Manager Louise Moffatt won an Excellence in Leadership Award from the Vice-Chancellor of 

the University of Auckland for her stewardship of the Eye Bank and its staff. 
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7.8. Medical and Surgical Ophthalmology 

 

7.8.1. Medical 

In the 1990s progress in medical ophthalmology included provision of additional anti-

glaucoma medications such as the prostaglandin analogues, topical carbonic anhydrase 

inhibitors, non-steroidal anti-inflammatory agents, and alternative types of glucocorticoids. 

None were such giant leaps in the clinical armamentarium as the introduction of antibiotics 

and steroids fifty years previously.  

More recently, the introduction of anti-VEGF (anti-vascular endothelial growth factor) agents, 

which are injected into the vitreous, has revolutionized the treatment of some forms of 

macular degeneration and other vascular retinopathies.  

During the 1980s the cost of pharmaceuticals to the New Zealand Government was 

increasing by twenty per cent per year.30 This unsustainable trend led to the creation of the 

Pharmaceutical Management Agency (Pharmac) in 1993. Pharmac introduced price 

competition with generic agents, and decided which pharmaceuticals would be funded by the 

taxpayer - fully, partially, or not at all. Some more expensive therapies, particularly some 

combination eye drops such as tobramycin with dexamethasone have not been subsidised, 

resulting in pharmaceutical companies finding them uneconomic to market in New Zealand, 

thus restricting choice. 

7.8.2. Surgical 

 The most notable advances since 1990 have been refinements in intra-ocular lens surgery, 

vitreo-retinal techniques for retinal detachment, macular hole, and epi-retinal membrane, 

radiotherapy for intra-ocular tumours, and corneal refractive surgery.  

In 1992 Antony Morris, Peter Ring, and Bruce Hadden imported New Zealand’s first excimer 

laser. This generated considerable opprobrium and publicity,31 despite laser refractive 

surgery having been carried out in Sydney for over a year prior. This was another example 

of resistance to progress, akin to intra-ocular lenses 15 years previously, and the present 

debate on the role of the femtosecond laser in cataract surgery.32,33,34 
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7.9. The Journal: Clinical and Experimental Ophthalmology 

In 1991 Dr Ian Francis resigned as the Australian editor of the Australian and New Zealand 

Journal of Ophthalmology, and was replaced by Dr Alan McNab.  Associate Professor 

Richard Clemett continued as the joint editor from New Zealand. At the end of 1995 Dr Mark 

Gillies took over from McNab as the Australian chief editor with Clemett continuing as joint 

chief editor from New Zealand. But despite having a New Zealand editor there were still only 

two to four papers published each year from New Zealand. 

Nineteen ninety-seven marked twenty-five years of the Australian and New Zealand Journal 

of Ophthalmology.  Mark Gillies and Richard Clemett, joint chief editors, remarked in their 

editorial35 of the importance of having a strong regional journal but at the same time noting 

that pressure from funding bodies for researchers to publish in journals with high impact 

factors meant that much of the best material from Australia and New Zealand was sent to 

North American journals. Richard Clemett resigned as editor in 1998, and Mark Gillies 

continued as the sole editor. 

In 2000 the name of the journal was changed to Clinical and Experimental Ophthalmology 

but as with the change from the Australian Journal of Ophthalmology to the Australian and 

New Zealand Journal of Ophthalmology, the sequence of volumes was a continuum.   

In 2003 Professor Charles McGhee took over the onerous and responsible position of Editor-

in-Chief36 from Mark Gillies, who had guided the journal for five years.  At that time the 

journal’s impact factor had risen to place it at number thirty of forty-three peer-reviewed 

ophthalmology and vision science journals listed in the Institute for Scientific Information 

Journal Citation reports. Charles McGhee quickly recruited new members to the editorial 

board and increased the base of reviewers.  He successfully built on the solid foundation left 

by the previous editors-in-chief, and continued to develop the journal and raise its impact 

factor.  By 2010 its impact factor had risen to 1.75, placing it in the top half of ophthalmic 

journals, twenty-third out of forty-nine. Amongst other innovations, McGhee instituted the 

occasional issues devoted to a single topic, one of the most successful being “Imaging in 

Ophthalmology”, which appeared in 2009. In 2010 Professor McGhee retired as editor-in-

chief after a very successful eight years. Victoria Cartwright, in the Department of 

Ophthalmology at the University of Auckland, continues as managing editor.  
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7.10. Public Ophthalmology 

In the early 1990s, under a National Government intent on user-pays, there was a brief and 

unsuccessful return to charging New Zealand citizens for outpatient visits and inpatient care 

at public hospitals. The scheme was generally unpopular, was costly to administer, and 

there were so many exceptions and bad debts that it was soon abandoned and quickly 

forgotten. 

The contracting out of elective surgery to the private sector as a means of reducing public 

hospital waiting lists began in 1995 amidst virulent media antagonism (see below).  

 

7.11. Private Practice and Medical Insurance 

Private practice finally came of age in the 1990s. Phaco-emulsification for cataract surgery 

was introduced in the private sector from 1989, several years before it became available in 

the public, and that trend has continued since, with the emergence of fully equipped 

dedicated ophthalmic theatre suites in large specialty private clinics. Nevertheless, most 

acute eye trauma continues to be managed in the public sector for a variety of reasons. 

Junior medical staff and nurses are available around the clock, ophthalmologists have an 

acute on-call roster, and the operating theatre staff is also on on-call rosters. Further, 

patients suffering from acute trauma are usually not in a position to consider the pros and 

cons of public versus private. From time to time there are criticisms that the private system 

“creams off” the easier ophthalmic work while the public system is left to manage the difficult 

and acute work. In reality the two systems are complementary and indeed dependent on 

each other, as the public system could not cope with all the elective work as well as the 

acute work. This applies across most medical specialties. 

From 1987 to 1996 Southern Cross membership dipped from one million to around 850,000, 

where it still stands, mainly because of increasing premiums, which drove consideration of 

ways to control re-imbursements. The first cost controlling measure affecting ophthalmology 

was Southern Cross’s decision to cease covering refractive surgery from December 1997. 

This was followed by the Affiliated Provider Programme. Providers usually sign a one to 

three year contract. The bottom line of the contract is an agreed fee for each procedure.  

Southern Cross’s commitment to the holders of most policies was re-imbursement of 80% of 

the agreed fee, and for Ultra-Care policies 100%, so the affiliated scheme gave Southern 

Cross more control on expenses.  An advantage to the surgeon was that Southern Cross 

undertook, when asked by clients to whom they should go for surgery, to recommend their 
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affiliated providers in that field. The advantage to patients was that they did not have to 

obtain prior approval, and the surgeons’ offices did all the paperwork, leaving the patient 

only to pay the twenty per cent excess unless they had an Ultra-Care policy in which case 

there was no excess. Patients also knew exactly what any excess would be.  

This affiliated provider scheme began with cataract surgery and over the years has spread to 

other procedures across the surgical spectrum.  There was no compulsion on the part of 

cataract surgeons or any other surgeons to be an affiliated provider and many remained 

outside the scheme.  However in 2010 Southern Cross advised that they would reimburse 

their clients for cataract surgery only if it was carried out by an affiliated provider. This move 

was driven by the relentlessly increasing number of operations. Southern Cross also advised 

that they would not reimburse patients for cataract surgery whose vision best corrected with 

glasses was 6/7.5 or better, unless there were other extenuating conditions such as glare. 

This move was largely to distinguish between true cataracts and the removal of clear or 

almost clear lenses primarily for refractive purposes, meaning less dependence on glasses 

for clear vision. Lens removal in these cases was effectively a refractive procedure, and re-

imbursement for refractive surgery had been terminated by Southern Cross in 1996. 

 

7.12. Community Eye Health and Support Organisations 

The earliest community health issues were supported by individual ophthalmologists, Sir 

Lindo Ferguson on vision standards for railway men and seafarers in 1896 (chapter 4, 

section 4.7.8), and Fairclough on industrial lighting in 1947 (chapter 6, section 6.9). Societies 

have more weight than individuals, and from its founding in 1946, the Ophthalmological 

Society of New Zealand promoted and advised on vision standards for driving and other 

occupations. A notable example is the extensive advice to the Police Department in the 

1990s in regard to officers who had undergone refractive surgery. In 1994 the Society, in 

conjunction with the New Zealand Association of Optometrists, published a booklet on the 

standards required for occupations, to assist practitioners in both professions.  

The OSNZ’s offshoot, the New Zealand Society for the Prevention of Blindness, was partly 

responsible for limitations on the sales of fireworks, and for introducing laminated car 

windscreens (chapter 6). The New Zealand Association of Optometrists was also involved in 

public eye safety initiatives, and the Vision Education Forum, jointly funded by the OSNZ 

and the New Zealand Association of Optometrists, promoted eye health.  
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More recently, related bodies, in particular Glaucoma New Zealand, and Macular 

Degeneration New Zealand (vide infra) have increased public awareness of these conditions 

and campaigned for screening, especially for glaucoma, as has the New Zealand 

Association of Optometrists. Glaucoma New Zealand’s mission is to eliminate blindness from 

glaucoma.  It is a non-government funded registered charitable trust, established by 

ophthalmologists. Glaucoma New Zealand advances its mission by enhancing public 

awareness, by supporting and informing people with glaucoma, by participating in the 

education of health professionals involved in glaucoma care, and by supporting research into 

glaucoma in New Zealand.  It is governed by a Board of Trustees from around New Zealand, 

including ophthalmologists, optometrists, and individuals with commercial expertise.  Its 

offices are in the Department of Ophthalmology at the University of Auckland.  Dr Ken Tarr 

of Christchurch was its founding chairman in 2002 and the Foundation Board comprised 

ophthalmologists Ken Tarr, Helen Danesh-Meyer, Mike O’Rourke, as well as Gordon 

Sanderson MBE, Dunedin’s academic optometrist.  

Professor Helen Danesh-Meyer succeeded Ken Tarr as Chairperson in 2008. Glaucoma 

New Zealand organises nationwide public meetings which are addressed by 

ophthalmologists, and around fourteen are held every year. In 2004 Glaucoma New Zealand 

commenced its on-line education programme for optometrists called “GNZ Professional 

Package”. Participation earns continuing professional development points accredited by the 

New Zealand Association of Optometrists.  Glaucoma New Zealand also publishes 

‘Eyelights’, a twelve page glossy newsletter three times a year which includes articles on all 

aspects of glaucoma relevant to the community.  It also has leaflets in pharmacies, and 

publishes fact sheets which can be accessed from its website.  There is an annual 

nationwide month-long initiative to raise awareness of glaucoma and to raise funds.  This 

includes Glaucoma New Zealand donation boxes with lens cleaning cloths which are placed 

in the offices of ophthalmologists, optometrists, and in some pharmacies.  There is an 0800 

advisory and support line. 

Presently the Glaucoma New Zealand database has over eight thousand people, most of 

whom are people with glaucoma, their families and friends, but also general practitioners, 

pharmacies, community groups and sponsors.  Patients newly diagnosed with glaucoma are 

advised to join Glaucoma New Zealand for support in knowing they are not alone and to take 

advantage of the informative materials and meetings.  

With the advent of effective treatment for some cases of wet macular degeneration with 

intravitreal injection of anti-VEGF agents, it became important to raise public awareness of 

this increasingly common condition. This spurred Dr Dianne Sharp to establish Macular 
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Degeneration New Zealand (MDNZ). It was launched in April 2010 by the Mayor of Auckland 

Mr John Banks CNZM.  

The principal aim of Macular Degeneration New Zealand is to reduce the incidence and 

impact of macular degeneration in New Zealand. It is a charitable trust with a Board of 

Trustees, which includes ophthalmologists Dianne Sharp and Associate Professor Philip 

Polkinghorne, along with representatives of the New Zealand Association of Optometrists, 

the Royal New Zealand Foundation of the Blind, the macular degeneration community, and 

representatives from the business world. It also has a Medical Advisory Board, and a 

number of high profile New Zealanders as ambassadors.  

After Macular Degeneration’s launch in April, a “Vision Van” toured the country and 

representatives gave twenty educational seminars in thirteen centres from Whangarei to 

Invercargill. Future plans involve more educational seminars to promote early detection and 

to disseminate information about risk factors, including diet and smoking. MDNZ aims to 

facilitate access to support and low vision services throughout New Zealand. MDNZ also 

lobbies Pharmac to ensure New Zealanders have affordable access to the relatively 

expensive anti-VEGF intravitreal injections.  

Retina New Zealand is the re-named Retinitis Pigmentosa Society which was formed in 

1989, also by Dr Dianne Sharp.37 It is now run by those with chronic retinal diseases, mainly 

retinal dystrophies. It is a patient support group which has regular meetings with invited 

speakers and other social occasions designed for mutual support and interchanges.  

 

7.13. Overseas Aid: Fred Hollows Foundation, Vision International, Cook    
Islands service and Volunteer Ophthalmic Service Overseas Trust 

The Fred Hollows Foundation New Zealand was launched in 1992, and continues the late 

Professor Fred Hollows’ work, mainly in developing countries and inland Australian 

Aborigine communities. Over one million people have had their sight preserved or restored 

through its initiatives. The present chairman of the Fred Hollows Foundation in New Zealand 

is Rob Fenwick CNZM, son of the late George de Lacy Fenwick, an Auckland 

ophthalmologist. Another New Zealander, Ray (now Sir Ray) Avery,38 a scientist, worked 

with Hollows in devising the technology to mass produce intra-ocular lenses cheaply in 

developing countries. For this and other achievements, Avery was voted the first New 

Zealander of the Year in February 2010, and knighted in 2011.  
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Dr Howard Harper (1930-2011) had just two years of secondary education at Auckland 

Grammar School, after which he followed a building apprenticeship.  At the age of twenty-

three he and a friend embarked on an intrepid trip to central Asia where he was inspired with 

the possibility of helping impoverished people.  He headed to England where he managed to 

train in ophthalmology.  He also studied Urdu and Islamic law at the school of Oriental and 

African Studies.  Most of the rest of his life was given to building hospitals, schools, and 

practising ophthalmology in Afghanistan.  He loved the people of Afghanistan and was fluent 

in their language. He worked for shorter periods in Mongolia and Iraq. He became CEO of 

Vision International.  In 2010 the Auckland Grammar School honoured Harper with its 

Augusta Award. The adventures and medical work of this inspiring New Zealand 

ophthalmologist were related in a an article39 and a book,40 published in 2010. 

Dr Paul Rosser has visited the Cook Islands regularly since 1991, initially once every two 

years, and then subsequently every year for the last ten. On the earlier visits he travelled 

with two optometrists. The team has now expanded to include a specialist ophthalmic nurse 

and two retina specialists who manage diabetic retinopathy. Unfortunately, diabetic 

retinopathy is as common and severe as it is in New Zealand Maori. Typically on each trip 

the team would screen 200 diabetics, perform sixty cataracts with intra-ocular lenses, and 

the optometrists would screen many more for ocular diseases. To date, Dr Paul Rosser has 

done approximately a thousand extra-capsular cataract operations with intra-ocular lenses in 

the Cook Islands. For his extensive voluntary work, he was awarded honorary citizenship of 

the Cook Islands in 2012.  

[The author is indebted to the late Dr David Murdoch (1940-2015), a founder of the 

Volunteer Ophthalmic Services Overseas Charitable Trust (VOSO), for his contributions to 

the following section]. 

In 1980 four optometrists visited Tonga, and realized that as well as the refractive (optical 

correction) needs there were still widespread ophthalmic surgical needs which were not 

being met. They formed VOSO, which is a registered charitable trust. It is run by 

optometrists, but includes two medical trustees.  

VOSO organizes New Zealand eye teams of optometrists, ophthalmologists, and nurses to 

visit the Pacific. It has also helped foster the improving relationship between the optometry 

and ophthalmology professions in New Zealand. Surgical conditions in the Pacific used to be 

poor, such as sterilizing instruments in boiling water or pressure cookers, but nowadays it is 

rare to operate in theatres without autoclaves and air-conditioning. VOSO has always 

operated on a financial knife-edge, depending on grants from the Ministry of Foreign Affairs 

and Trade, as well as on donations from service clubs. Initially team members also 
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contributed $500 a trip which was sometimes refunded after a good year. In 2002 VOSO 

sent eight teams, which saw 7200 patients, performed 550 operations including 450 cataract 

operations, and prescribed 5,800 pairs of glasses.  

Labasa in Fiji, Tonga, and Western Samoa are visited annually to support the local eye 

practitioners who are now of a good standard but professionally isolated. They are expected 

to provide care on impossibly low budgets. Labasa has been of long term interest to VOSO. 

Its largely Indian population is apparently not of great interest to the Fijian Health Service but 

its local Lions Club supports the New Zealand teams and makes the visits memorable, 

though hard working. Tokelau and Niue have only small populations, both about 1,400, and 

require only occasional visits.  

Melanesia has until recently seen less New Zealand involvement than the Polynesian 

Islands. Vanuatu (formerly New Hebrides) had three visits by New Zealand ophthalmologists 

in the early 1980s, and more recently, has been visited regularly by the Australian Pacific 

Islands Project Team, which includes some New Zealand eye professionals. 

In 2002 New Zealand ophthalmologists and an optometrist visited the Solomon Islands to 

help the Australian teams who had visited twice a year since the ethnic tensions began and 

the two local ophthalmologists fled. Dr Dick Galbraith OBE of Melbourne paid many visits to 

the Solomon Islands and superbly organized ophthalmic services. There is now an excellent 

nursing infrastructure, which is a model for other small Pacific nations. 

In Polynesia the epidemic of diabetes which affects 20% of those over 40 years of age 

poses an immense health problem, including eye health. Fortunately Samoa and Tonga 

have argon lasers provided by AusAid. The Pacific Eye trust, established by Dr George de L 

Fenwick in the 1980s, established an eye clinic in Lautoka, Fiji, under the guidance of 

Associate Professor Gillian Clover, and with financial support from Lions Clubs in New 

Zealand and a Fiji businessman. Gillian Clover has been very active in the Western District 

of Fiji, especially with managing diabetic retinopathy by training local personnel in photo-

monitoring and laser treatment. She also established several outpatient clinics. Dr Clover 

was honoured by the Lions for this work. The ultimate aim of Pacific aid, as indeed aid 

elsewhere, is to develop local services to a level that makes outside assistance 

unnecessary. The Pacific Eye Trust now works closely with the Fred Hollows Foundation. 

VOSO has learned over the years what is practical to be completed in the Pacific and how to 

most economically source supplies. Perhaps l0% of New Zealand ophthalmologists have 

participated in eye teams. The Fred Hollows Foundation New Zealand is training Pacific 

Island doctors and nurses in eye care and surgery at the Pacific Eye Institute, which is 
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attached to the Fiji Medical School. Hopefully they will be the future of eye care in the 

Pacific. Dr James Stewart, a senior ophthalmologist from Hamilton, is presently working 

there for two years. A joint initiative between Fred Hollows Foundation and the University of 

Auckland has created a Fellowship to develop and support clinical research in the area and 

the first fellow was Dr Erika Damato.  

Overseas work by New Zealanders has overlapped little with that of Australians, who have 

concentrated on the much needed eye care of Aborigines in outback Australia, Torres Strait 

Islanders, and also  Myanmar (Borneo), and the Solomon Islands. 

 

7.14. Relations with Optometry 

Relations with optometry generally improved in the 1990s, more so in New Zealand than 

Australia. In 1994 optometrists established the Vision Education Forum, a body funded to 

educate the public via various media outlets, of the value of eye care such as glaucoma 

checks. The New Zealand Society for the Prevention of Blindness contributed financially to 

this. In the same year the Ophthalmological Society of New Zealand donated $1000 to the 

New Zealand Association of Optometrists to produce a poster warning about ready-made 

spectacles. The reason for this warning was that the purchaser of ready-made spectacles 

misses out on an eye examination. These joint projects represented a major and overdue 

improvement in relations between ophthalmology and optometry. Independent prescribing by 

optometrists arose in 1993, and at the OSNZ annual meeting that year there was discussion 

about the proposed Optometry Act which was to enable optometrists to use specific 

ophthalmic medications.41 As previously noted there was support for optometrists using local 

anaesthetics and tropicamide, but not cycloplegics such as cyclopentolate, nor 

sympathomimetics and miotics.  In the early 2000s optometric therapeutic prescribing and 

shared care with optometrists, especially glaucoma care, continued to be debated.  

The University of Auckland, Department of Optometry and Vision Science introduced a post-

graduate ocular therapeutics programme in 2003. Optometrists who passed this programme 

gained a certificate in ocular therapeutics, and were permitted to prescribe a wider range of 

medications. Optometry graduates from 2006 are not required to take this programme in 

order to prescribe as therapeutic training is now part of their undergraduate syllabus. 

Sharing the monitoring of glaucoma patients and a role for optometrists in post-operative 

care were hot topics within ophthalmology. Predictably the majority were initially against 

optometric prescribing and of any sort of shared patient management of either glaucoma 
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patients or post-operative patients.42,43 In hindsight such opposition was doomed to failure.  

Sharing the monitoring of glaucoma patients has since become commonplace, and to a 

limited extent so also has post-operative care especially in patients living at a distance from 

the operating surgeon.  This applies particularly to refractive surgery which is practised in 

only three centres in the North Island, and in two centres the South Island, both in 

Christchurch. 

The long continued period of difficult relationships with the optometric profession has 

fortunately greatly improved, much more so in New Zealand than in Australia. New Zealand 

relationships have been significantly helped by greater integration of eye research and 

teaching at the University of Auckland. Associate Professor Gordon Sanderson MNZM has 

by example significantly contributed to closer relations between the professions. Indeed, in 

2003 Sanderson was created an Honorary Fellow of the Royal Australian and New Zealand 

College of Ophthalmologists for his many initiatives, and remains the only optometrist so 

honored in Australasia.  

In the warming of inter-professional relations, most importantly both ophthalmologists and 

optometrists now teach and examine for the ocular therapeutics certificate, and its 

introduction by Optometry and Vision Science at the University of Auckland was heavily 

supported by Professor Charles McGhee and the Department of Ophthalmology. 

Ophthalmologists now enable clinic-based teaching attachments for post-graduate 

optometrists throughout New Zealand. Furthermore, ophthalmologists in New Zealand now 

seldom prescribe spectacles and contact lenses. Referring patients to optometrists for vision 

correction creates a two-way referral pattern, which both acknowledges the special skills of 

optometrists and is in the better interests of patients. 

 In Australia there have been additional obstacles to harmonious relationships. RANZCO in 

Australia continued until recently to delude itself that general medical practitioners were the 

primary eye care providers, whereas in reality optometrists are the principal players in this 

role, and much better placed to be so, as they deal exclusively with the visual system 

(personal knowledge of the author in roles with RANZCO, and personal communication with 

Dr Stephen Best, current President of RANZCO). The New Zealand Branch of RANZCO has 

never stated which group it considers to be the “primary eye care provider.” A second 

obstacle, from the point of view of optometry, was that ophthalmologists opposed the right of 

optometrists to be able to claim Medicare rebates for their patients. The ill feeling within 

optometry about this is mirrored by the space devoted to it in Wright’s book on the history of 

Australian Optometry.44 This was not an issue in New Zealand, as the specialist benefit was 

so small as to be insignificant, and now there is none at all.  
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Relations between ophthalmology and optometry are also more strained in the United 

States, where in some states optometrists have gained the right to carry out certain laser 

procedures, which most USA ophthalmologists disagree with, as does the American 

Academy of Ophthalmology.  

In the United Kingdom relations are more cordial. This may be partly because there is only 

one ophthalmologist per 60,000 population, compared with one per 18,000 in the United 

States, one per 20,000 in Australia and one per 35,000 in New Zealand.  

In 2010, with the support of Professor Charles McGhee, Head of the Department of 

Ophthalmology and Professor Iain Martin, Dean of the Medical School, the Department of 

Optometry and Vision Science left the Faculty of Science and became an independent 

Department within the Faculty of Medical and Health Sciences of the University  of Auckland. 

 

7.15. Professionalism  

The Medical Practitioners Act 1995 provided the New Zealand Medical Council with the 

power to set or recognise recertification programmes to apply generally to all doctors or a 

class of doctors. Doctors with vocational registration, which means being fully registered to 

practise a specific specialty independently, have been required to be enrolled in an approved 

recertification programme since 2001. For most, this meant that they had to participate in the 

continuing professional development programme organized by their specialist college, 

usually an Australia-New Zealand wide college. The Medical Council recognizes and 

accredits the recertification programmes of each of the specialty colleges.  

The Royal Australian College of Ophthalmologists, to which almost all New Zealand 

ophthalmologists belonged, was well ahead. In 1991 the College agreed in principle to 

mandatory Continuing Medical Education, now called Continuing Professional Development 

(CPD), which was trialled in 1992. A trial of the triennium point system commenced in 

January 1994 and ended in 31 December 1996. The triennial Continuing Medical Education 

programme was implemented in 1996, and the current Continuing Professional Development 

programme was introduced in 2005.45 

The Medical Council also audits a random ten per cent of doctors annually to ensure their 

participation in the programme of their specialty college. Fulfilling requirements entails 

recording and submitting educational activities, such as attending conferences and courses, 

presenting and writing papers, and teaching. Satisfying the requirements now also requires 

an annual clinical audit. An example would be to record the complications and outcomes of a 
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consecutive series of surgical procedures, and comparing the results with published reports 

in peer reviewed journals. 

In 1999 Auckland Healthcare, now the Auckland Area Health Board, established a 

credentials committee to define the scope of practice of all medical specialists in its 

employment. In ophthalmology, this was based on each ophthalmologist producing an audit, 

followed by an interview by peers. The outcome was that the scope of practice of each 

ophthalmologist was limited. All were credentialed to practise general medical 

ophthalmology, and most were credentialed to practise acute and elective general 

ophthalmic surgery. This would include general trauma surgery, cataract surgery, and minor 

procedures. However, specialized areas and procedures were limited to a few, such as 

neuro-ophthalmology, corneal transplantation, and vitreo-retinal surgery. This credentialing 

is assessed periodically. Credentialing occurs in other centres, but like sub-specialization 

itself, its relevance is related to the number of ophthalmologists in the centre. Such 

credentialing of individuals’ practices within ophthalmology has not been formalized in the 

private sector.  

 

7.16. Attacks on Professionalism: public practice, private practice and politics 

Ophthalmologists, in common with most other professionals, are the guardians of quality in 

their field.  Those outside the field look more at output and quantity than they look at quality. 

In the case of ophthalmology, the most public issue has been cataract surgery. Publicity has 

been fuelled partly by unduly long public hospital waiting lists, and partly by articles about 

the very good works of the Fred Hollows Foundation in preserving and restoring vision in 

outback Australia and in developing countries.  The Foundation restores the vision of 

thousands by doing cataract operations at a cost variously stated as between $25 and $35 

per operation. This was compared to the cost of cataract operations in New Zealand of 

$3,500 average in the 1990s. Misconceptions being promulgated included the operation 

being the same procedure in both settings, and that the operation cost even more in New 

Zealand than in Australia. The reasons for the vast differences were never publicised, but 

they included surgeons, nurses, and others working gratis for the Fred Hollows Foundation, 

the use of intra-ocular lenses made cheaply in Eritrea and Nepal, and hugely lower 

overheads such as rent and wages.   

Unfortunately as these misconceptions were repeated and exaggerated, many joined a 

media witch-hunt.  As mentioned, Associate Minister of Health, Tuariki Delamare said in the 

New Zealand Herald on 17 April 199846 that he was “going to buy a fight from the 
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ophthalmologists”. False statements flew around. Cataract surgery in Australia was said to 

cost only $800.  It was not stated that the Australian Government through its Medicare 

scheme picked up the rest of the tab and in fact the total cost in Australia was over $4000, 

which was higher than in New Zealand.  An episode of the Assignment Programme on 

television47 featured long public waiting lists for eye surgery, ophthalmologists’ excessive 

fees, and wrongly portrayed ophthalmologists as being responsible for few overseas trained 

specialists being registered, implying that they were deliberately keeping them out.   

Mr Bill English, Minister of Health, suggested in November 1998 in a letter to Dr Ken Tarr, 

Chairman of the RANZCO New Zealand Branch, “that cataract patients may prefer to have 

slightly lower quality services (say 1% risk) and more of them”. Dr Tarr’s reply was “how 

would you yourself like to be the one in a hundred who had a poor outcome, and would the 

politicians take the responsibility?”48  

The main front page headline in The New Zealand Herald on April 29th, 1998 was ‘PM 

gunning for medical price-fixers’, the prime minister at the time being the Hon. Jenny 

Shipley.49  It was indeed an ‘annus horribilis.’  The criticisms were so baseless and overt, 

that the New Zealand Branch under Dr Tarr’s chairmanship took the unprecedented step of 

placing an advertisement in the daily press in the four main centres refuting the 

misinformation and explaining the realities. This had never been done before because the 

majority of ophthalmologists were of the opinion that answering public criticisms would be 

counterproductive as the answers would be seen to be coming from a group with a vested 

interest and the most to lose. The advertisement stated that eye surgeons have no control 

over public hospital waiting lists and that in some centres they had offered to do more public 

surgery but had been refused by hospital managers because of limited funds; that New 

Zealand is generally not short of eye surgeons, and the limit on the number of operations 

was a lack of funds rather than a lack of surgeons. It explained that cataract surgery was 

good value and that the cost was less than in Australia. There was an explanation of the 

high standard and complexity of the procedure, which refuted the misinformation in 

Consumer magazine,50 which wrongly stated that there is no difference between cataract 

surgery as done in New Zealand and as done in developing countries. 

It was a most trying year in particular for the New Zealand Chairman Dr Ken Tarr, and others 

who supported him, including Dr Harold Coop. They did well to publicly correct the 

misinformation and the inflammatory statements from politicians. The effect of their response 

was not measurable but was viewed by the profession as being positive if only because of 

the lack of continuing criticism.   
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As well as the cost of surgery, there was the issue of the long waiting lists for cataract 

surgery in New Zealand public hospitals, the Auckland area having 1500 on the waiting list 

for cataract surgery, which meant a two year wait.  Members of the Auckland Hospital Board 

Dr Peter Davis and Dr Allan Howes,51  suggested the waiting list could be shortened by doing 

a greater number of simple cataract removals rather than the more complex lens 

replacement operations.  An eye surgeon who at the time who was the ophthalmic 

representative of Auckland Branch of the New Zealand Medical Association said he would 

refuse to perform such cost cutting operations, and in the same article the idea was strongly 

rebutted by the President of the Auckland Division of the New Zealand Medical Association 

who criticised the suggestion of reverting to an out of date surgical technique as being an 

irresponsible way of saving money and reducing the waiting list.  He added that $40 million 

targeted for building new public facilities would be better spent to contract out the waiting list 

to the private sector which would go close to eliminating the waiting list in Auckland.52 That 

idea was taken up by the Auckland Hospital Board seven years later in 1995 when the first 

contract was let for 140 patients on the waiting list to be done at government expense in the 

private sector.  That too led to a lot of public criticism53,54 but nowadays is accepted and 

contracting out procedures is common across many surgical specialties.  

The case brought against the Ophthalmological Society of New Zealand by the New Zealand 

Commerce Commission (vide infra) was a related saga, being brought about by the long 

cataract waiting list in Invercargill. These public issues continued to simmer on.  Fortunately, 

they were temporarily put to rest in 2000 by some good publicity from Auckland.55 Professor 

Charles McGhee successfully convinced the Auckland hospital managers that more funding 

was required. He then organised extra cataract operation lists, including on Saturday 

mornings, involving surgeons from throughout the city, which significantly reduced waiting 

lists from a maximum of 3 years to only 3 months. This attracted a positive review article by 

The New Zealand Herald though it was accompanied by an incisive editorial piece asking 

why it had taken the arrival of a Scotsman (Professor McGhee) to sort out Auckland’s 

waiting list woes. 

Nevertheless, the availability and cost of cataract surgery is an on-going topic for public 

criticism, fuelled mainly by invalid comparisons with the cost of cataract surgery as done in 

developing countries. Unfortunately, a few ophthalmologists themselves stoke the criticism 

by trivialising the phaco-emulsification cataract operation by saying how quick and simple it 

is, when in fact it is a substantial intra-ocular procedure, with possible vision threatening 

complications, fortunately nowadays very uncommon. 
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Undoubtedly, contemporary cataract surgery is a victim of its own success. Its indications 

have widened from the reversal of declining vision to include refractive considerations, 

because of improved biometry, ability to correct astigmatism, and lower complication rate. 

These improvements, together with the increasing number of older people, account for the 

soaring number of surgical candidates. This creates increasing waiting lists, and increasing 

costs to third-party payers, which in New Zealand, Australia, the United States and the UK 

are private insurance companies, and governments, that is, taxpayers.  

Professional independent judgment is being challenged by aspects of our dominant medical 

insurance company’s affiliated provider scheme. Cataract surgery patients will not be able to 

claim insurance if their visual deficit falls outside the arbitrary level set by the company. 

Femtosecond laser cataract surgery, most likely the technique of the future, is an additional 

surgical cost, which insurers will not cover. Further, companies will also not reimburse the 

patient for the amount of the standard cataract surgery fee if the patient wishes to personally 

pay the additional cost for the femto-second laser component.   

Over many years ophthalmologists in private practice have been publicly criticized, usually 

more so than those in other specialties.  Criticism has been driven by the waiting lists in 

public hospitals, and by the perceived affluence of private ophthalmologists. For decades 

there has also been criticism of specialists who work part-time in private practice and part-

time in public hospitals.  They have been accused of somehow being able to manipulate 

waiting lists in public hospitals to enhance their private practices.  What is not mentioned is 

that they if they chose to work only in private they would earn more, as the public part-time 

salary barely covers the on-going costs of a private practice. Those who choose to work 

part-time in the public system do so, as already mentioned, to see a wider range of 

conditions, to share ideas with colleagues, to teach the next generation, and to provide care 

for the less affluent. Unfortunately, a growing number of specialists are opting out of the 

public system completely, which is to everyone’s loss. 
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7.17. The Commerce Commission versus five ophthalmologists and the 
Ophthalmological Society of New Zealand 

 

Principles are upheld sometimes at a price, and in the case of New Zealand ophthalmology, 

one price was the $96,000 fine plus a lot of angst for several principled New Zealand 

ophthalmologists, both caused by the Commerce Commission case. 

The successful prosecution against the ophthalmologists and the Ophthalmological Society 

of New Zealand starkly shone a light on those factors that separate commercial from 

professional interests. The events leading to this case occurred in the mid-1990s, a period of 

upheaval in the public hospital system. Hospitals were being set up as competitive business 

models and each was competing for additional funds. During the same period, medical 

practice was bearing the brunt of adverse publicity. In 1988 there had been the inquiry into 

the ‘Unfortunate Experiment’ at National Women’s Hospital in Auckland, during which 

doctors were accused of a lack of morality.56 This allegation was to be repeated during the 

Gisborne Cervical Screening Inquiry57 over a decade later. In 1996 there was the high-profile 

trial on three counts of manslaughter of a Christchurch cardiothoracic surgeon.58,59 Those 

manslaughter prosecutions reinforced the need for clinical input when appointing doctors, 

particularly to senior positions, and the difficulties in transitioning from one country to 

another, even when the mother tongue is the same.  

Relationships between clinicians and managers were challenged as a result of differing 

perceptions about what should be prioritised in the new competitive model. The supposed 

earnings of ophthalmologists and other doctors were being publicly criticised and the cost of 

cataract operations was being compared with the cost of operations done by the Fred 

Hollows Foundation in developing countries. New Zealand specialists were accused of 

making the entry of overseas graduates overly difficult in order to keep down numbers, to 

protect what were portrayed as their lucrative private practices. The case was brought at a 

time when public sympathy for surgeons, and eye surgeons in particular, was at an all-time 

low. But it was also a time when doctors keenly felt a responsibility to speak up to avoid 

injury to patients from both individuals’ failures and organisational shortcomings. 

The Commerce Act 1986 had been enacted to promote competition in markets for the long-

term benefit of consumers within New Zealand*1. Section 27 of the Act**2 prohibited the 

                                                           
*1 Section 1 of the Commerce Act 1986. 
**2 Section 27 of the Commerce Act 1986 : 
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entering into arrangements with the purpose of lessening competition. It was a section that 

had been used effectively in addressing issues of anti-competitive behaviour by entities such 

as oil companies, taxi companies and communication giants, such as Telecom and Clear. 

Section 30 of the Act***3 created a legal presumption that certain types of behaviour were 

anti-competitive. Essentially, if the result of an arrangement was a fixed price then that 

presumption was triggered. The defendants then had the burden of proving to the contrary, 

something that was very difficult to do in law. 

Such a presumption is clearly appropriate for organisations such as oil companies who have 

no need to be collaborative in the provision of the services. The situation, however, is very 

different for health professionals. To provide 24-hour care for patients requires collaboration. 

Indeed, Right 4(5) of The Health and Disability Commissioner (Code of Health and Disability 

Services Consumers’ Rights) Regulation 1996 provides that ‘Every consumer has the right 

to co-operation among providers to ensure quality and continuity of services.’ In addition, the 

Medical Council was later to issue guidelines which included a requirement that doctors 

have a responsibility, as advocates for their patients, to seek the provision of appropriate 

resources for their patients’ care and report any deficiencies to the appropriate authorities.*4  

At the time, a number of centres in New Zealand had significant waiting lists for surgery, 

including cataract surgery. Prior to the Southland case being heard, issues with cataract 

surgery waiting lists had been identified in Auckland. Hospital management and clinicians 

had entered into what could, from an absolutely purist point of view, be described as 

                                                                                                                                                                                     
Contracts, arrangements, or understandings substantially lessening competition prohibited 
(1) No person shall enter into a contract or arrangement, or arrive at an understanding, containing 
a provision that has the purpose, or has or is likely to have the effect, of substantially lessening 
competition in a market. 
(2) No person shall give effect to a provision of a contract, arrangement, or understanding that has 
the purpose, or has or is likely to have the effect, of substantially lessening competition in a market. 
(3) Subsection (2) of this section applies in respect of a contract or arrangement entered into, or 
an understanding arrived at, whether before or after the commencement of this Act. (4) No provision 
of a contract, whether made before or after the commencement of this Act, that has the purpose, or has 
or is likely to have the effect, of substantially lessening competition in a market is enforceable.  
  

***3 Section 30 of the Commerce Act 1986: 
Certain provisions of contracts, etc, with respect to prices deemed to substantially lessen competition 
(1) Without limiting the generality of section 27 of this Act, a provision of a contract, arrangement, 
or understanding shall be deemed for the purposes of that section to have the purpose, or to have or to 
be likely to have the effect, of substantially lessening competition in a market if the provision has the 
purpose, or has or is likely to have the effect of fixing, controlling, or maintaining, or providing for the 
fixing, controlling, or maintaining, of the price for goods or services, or any discount, allowance, rebate, 
or credit in relation to goods or services, that are— 
(a) Supplied or acquired by the parties to the contract, arrangement, or understanding, or by any of 

them, or by any bodies corporate that are interconnected with any of them, in competition with 
each other;…) 

*4 Medical Council Guidelines: Statement on Safer Practice in an Environment of Resource Limitation. 
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collusive and anti-competitive behaviour. A number of clinicians agreed to the public hospital 

setting the fee to carry out surgery to reduce the public hospital waiting list. Many surgeons 

carried out the operations during lunch times and weekends to maximise the use of limited 

hospital resources. There was a high degree of cooperation among all health professionals 

to carry out the pre-operative assessments and post-operative follow-ups and all the 

surgeons donated all fees to the hospital and the University of Auckland to be re-invested in 

patient care. Led by Professor Charles McGhee, it was a wonderful example of medical 

altruism and collaboration occurring to the advantage of patients and the wider community. 

The waiting list issue was addressed differently in Invercargill. The problem of the waiting list 

there was not new. The age of patients facing surgery for cataracts in Invercargill meant that 

that patient group was at the challenging end of the spectrum. It would be expected that the 

patient group in question would be very different from those able to obtain private surgery at 

a time early in the onset of the condition. This was acknowledged by an expert called by the 

Commission when cross examined. The judgment recorded her evidence as “[she could] 

fully understand their [the ophthalmologists’] position and things, when she operated in 

Queensland, were totally different”**5. The CEO of Southland Health at that time was an 

Australian, Anthea Green. She had been appointed little more than four months previously, 

in mid-1996, and left that position well before the case went to court. She succeeded in 

obtaining government money to fund surgery for about 140 cataract cases on the waiting list 

in Southland. The total amount per operation was $1,270.00, which included the surgeon’s 

fee. The resident surgeon had previously performed such cataract surgery for Southland 

Hospital for a surgeon’s fee of between $900 and $1,100.00, a fee which included 

administration of the local anaesthetic and performance of the biometry***6. Unlike the 

approach taken in Auckland, clinical involvement was not sought in developing the project. 

Anthea Green did not ask the local surgeon, other ophthalmologists or the Ophthalmological 

Society of New Zealand for assistance. Instead, she had discussions with a newly qualified 

Australian eye surgeon whom she knew. That surgeon initially agreed to do the surgery, but 

later discussed the contract with colleagues and the Royal Australian College of 

Ophthalmologists, and decided not to go ahead.  

By that time Anthea Green had already made a very prominent press statement that ‘an 

Australian’ was coming to perform the surgery. Now that that had fallen through, it may well 

have put her in a position where she needed to pursue a similar arrangement to allow her to 
                                                           
**5 Paragraph 152, Commerce Commission v Ophthalmological Society of New Zealand Inc [2004] 3 New 
Zealand Law Reports, 689. 
***6 Biometry in this context means measuring the curvature of the cornea and the length of the eye by 
ultrasound or laser methods, as part of the calculation to determine the correct power of the artificial intra-
ocular lens to be inserted into the eye at cataract surgery. 
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save face. Another Australian was approached. He was a high-volume cataract surgeon in 

Sydney. With what appeared to be very little planning and very short notice, it was arranged 

that this surgeon would carry out 150 operations for a surgical fee of $600 per operation. 

There was also to be an additional $300 anaesthetist fee per operation plus a fee for the 

biometry, to have been performed by a locum optometrist who had never seen a biometer, 

giving a total fee well in excess of $900 per case. It would be expected that further additional 

costs would have included travel and accommodation. Before finalising this contract, the 

local surgeon was asked to provide a tender cost and he offered to do the procedures with a 

colleague for a lower surgical fee than the Australian price. Doubt was expressed that he 

had the time in his schedule to carry these cataract operations out, despite his giving a 

detailed timetable of how he could accommodate the work. The Australian ophthalmologist 

was therefore contracted to do the surgery. It was understood he was going to stay in 

Invercargill for only two or three weeks, just long enough, in his opinion, to do the operations. 

In addition to the lack of consultation with clinicians, it should be noted that at no time did 

Southland Health invite tenders from New Zealand ophthalmologists, either in the public 

press or through the Ophthalmological Society of New Zealand. This fact was confirmed in a 

letter by the president of the society to Anthea Green. Dr Jim Macdiarmid, a highly regarded 

surgeon in Hamilton conversant with the New Zealand public health system who was on the 

verge of retiring, said years later that he would have “leapt at the chance” of a few weeks 

operating in Invercargill, but, like almost every other New Zealand ophthalmologist, he was 

completely unaware of the opportunity. As a qualified specialist he would not have required 

supervision and would have been familiar with the New Zealand system. Unfortunately, it 

appeared to be a closed, non-competitive contract, a point not relevant to the prosecution 

subsequently brought.  

Shortly before Christmas of 1996, awareness of the proposal spread through the 

ophthalmology profession. The response of the society and various ophthalmologists led to 

what was found to be an anti-competitive arrangement. The Commerce Commission 

believed that there was collusion between the Ophthalmological Society of New Zealand and 

various specialists consulted at the time either in the role as officers of the Society or 

clinicians approached to provide supervision. Interestingly, only the fourth defendant, who, at 

the time, was the sole ophthalmologist in Invercargill, serving the whole of Southland, had 

the possibility of any direct financial gain or loss from what happened with the arrangement.  

One defendant was the president of the Ophthalmological Society of New Zealand at the 

time, but the case was finally heard much later, in 2003. This ophthalmologist did not even 

practise on the same island. Other defendants were either full-time public hospital specialists 
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in Christchurch with no pecuniary interests whatsoever, as well as being in a distant city, or 

busy surgeons in both the public and private sectors in Christchurch, who likewise were not 

concerned with fiscal issues in Invercargill.  

At what is always a pressured time of the year, the president of the Society contacted the 

president of the Royal Australian College of Ophthalmologists, the president of the Royal 

Australasian College of Surgeons, and the chairman of the New Zealand Specialist 

Committee. All agreed that there were possible quality issues of concern for reasons 

including the large volume of surgery being done by a visiting surgeon in a relatively small 

and isolated centre.  

It should also be noted that Australian ophthalmologists are not registered medical 

specialists in New Zealand. Therefore the Medical Council of New Zealand requires that a 

registered New Zealand specialist should provide ‘oversight’ to ensure appropriate 

standards. The judgment in this case refers the oversight issue as being largely a formality; 

however, two cases brought against doctors by the director of proceedings for the Health 

and Disability Commissioner highlight that providing supervision is not without professional 

risk.*7 

For various stated reasons, including other commitments, the Christchurch and Dunedin 

ophthalmologists declined to provide oversight. The secretary of the Medical Council of New 

Zealand said that oversight could be provided by a general surgeon in Invercargill. Many 

specialists thought this to be a mockery of the responsibility because ophthalmology is 

unknown territory to a general surgeon as is general surgery to an ophthalmologist. In any 

case, it transpired that the general surgeon had not agreed to provide oversight and was 

reported to be upset that his name had been put forward by Anthea Green without his 

knowledge. 

The inability to obtain this oversight was given as the principal reason for the Australian 

surgeon cancelling his proposed visit, which he did on 23 December 1996. This resulted in a 

press release by Southern Health which generated national interest. Eventually, on 30 

December 1996, the Southland incumbent tendered for the procedures and was engaged to 

carry out half of the operations at a surgical fee of $675 per case. The balance of the 

procedures was completed by specialists from Christchurch. 

                                                           
*7 McKenzie v Medical Practitioners Disciplinary Tribunal [2004] NZAR 47, (New Zealand Administrative 
Reports) and Health Practitioners Disciplinary Tribunal decision number 29/03/110D. 
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The Commerce Commission alleged that the above-mentioned defendants entered into an 

arrangement to keep the Australian surgeon from being able to carry out the arrangement, 

with the intention of substantially reducing competition. A prosecution was brought.  

 

The court found that:  

1.  There was a consensus among the defendants giving rise to an expectation that 

some proscribed inaction would take place;  

2. The Ophthalmological Society of New Zealand was liable due to the authorised 

actions of its officers; 

3. The anti-competitive behaviour caused difficulties in obtaining registration due to the 

practitioner not being able to get supervision and uncertainty about collegial 

cooperation and emergency care;  

4. The intention and good motives were irrelevant because of the legal presumption that 

applied; and 

5. That the conduct reduced competition in the marketplace. 

The president of the Medical Council of New Zealand stated later (in March 1997) that the 

visiting surgeon required oversight by a professional colleague and that the Medical Council 

was satisfied with the arrangements proposed. Although that may be true, the fact remains 

that the New Zealand ophthalmologists understood that oversight was not a perfunctory 

duty, even if the visiting surgeon was an expert, and that they could be responsible for any 

problems that arose. Contrary to what many non-ophthalmologists believe, both minor and 

vision-threatening problems can arise from cataract surgery, regardless of the skill of the 

surgeon.  

A weakness of the ophthalmologists’ defence was that the judge considered that the 

defendants were expressing concerns about safety in terms of inadequate post-operative 

follow-up arrangements without knowing precisely what the visiting surgeons’ post-operative 

arrangements were to have been. The judge formed the view that the arrangements were 

satisfactory. The judge also said that he did not accept that a surgeon of that doctor’s 

reputation and experience would have proceeded with any surgery if possible risk existed, 

ignoring the event leading to the prosecution of the cardiothoracic surgeon for manslaughter. 

However, like all surgeons, the visiting surgeon experienced his share of complications. 

There was a view that the evidence of Dr Landers from Adelaide, an expert witness called by 
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the Commerce Commission, very much under-estimated the chance of complications from 

cataract surgery and his evidence was not backed up with statistics. That contrasted with the 

expert witness for the defendants, Professor Charles McGhee of Auckland, whose evidence 

was based on the complications of cataract surgery documented in overseas peer-reviewed 

studies, as well as figures from the public health service in New Zealand. 

The regional anaesthesia for surgery was to have been peri-bulbar injection, given by locally 

employed anaesthetists and a general practitioner, none of whom were familiar with the 

procedure. It is understood that they had simply been sent a journal article about how to 

perform it. The judge appears to have preferred the evidence of Dr Sherriff, director of 

anaesthesia at Southland District Health Board, who considered that the arrangements for 

administering local anaesthetic injections were sound, over the highly expert evidence of 

senior anaesthetist Dr Phil Guise from Auckland, who had extensively studied and written 

about anaesthesia for eye surgery and its risks.  

Interestingly, the judge stated that he preferred the evidence of Dr Sherriff and Dr Landers 

over the evidence of Dr Guise and Professor McGhee, despite the latter two being most 

definitely acknowledged international experts in the field of local anaesthesia and cataract 

surgery respectively. The problem for the ophthalmologists in defending this case was that 

before they reached a view about whether or not to provide supervision they discussed the 

risks and reached a consensus view. That consensus resulted in a finding of an 

arrangement being entered into. Had the specialists acted in an individualistic way, making 

decisions without that discussion, then it is unlikely the prosecution would have succeeded. 

To gather evidence about the ‘arrangement’ as part of the investigation carried out by the 

Commerce Commission, orders were made, resulting in disclosure of all of the personal and 

business telephone records of the defendants. This was an invasive process. When finding 

against the defendants, the judge placed significant reliance on the many letters and 

telephone calls, and the meeting of the Christchurch Hospital ophthalmologists on 12 

December 1996. These communications were viewed as part of an understanding or 

arrangement to oppose the visiting surgeon operating in Invercargill. The judge also 

mentioned that the Christchurch ophthalmologists gave ‘unanimous support for the 

Southland specialist’s “predicament” ’. There was an issue at the hearing as to whether the 

predicament was the patients’ or the local surgeon’s personal predicament. It was argued 

that the local surgeon would have been faced with post-operative problems in patients who 

had had cataract surgery by the visiting Australian ophthalmologist who had long since left.  

Most specialists subscribe to the view that it is more ethical and very much in the patients’ 

best interests if the surgeon who does the operations deals with the post-operative problems 
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unless circumstances make that impossible. As previously mentioned, there is a view among 

specialists that, to be optimal, providing oversight to a visiting overseas specialist who is not 

registered to practise in New Zealand should not be undertaken from a distance, and if it is, 

it makes a mockery of the New Zealand Medical Council’s requirement and also puts the 

overseeing surgeon in a highly risky legal position should things go wrong. In relation to the 

visiting surgeon, the judge said ‘It is far-fetched, on the facts as they relate to [the visiting 

surgeon], for the suggestion to be made that liability and negligence, professional 

misconduct, or exemplary damages could remotely arise from [the resident surgeon] signing 

an oversight provision for the surgeon in these circumstances’. The basis for him having this 

view is not very clear from the judgment. It is not inconceivable for a doctor in good standing 

in his own community to conduct himself differently in a new and foreign environment. It is a 

common problem when considering surgical services that lay people will emphasise 

quantity, timing, and cost, and will take scant regard of the quality of the surgery and post-

operative care. Surgeons on the other hand often put less importance on quantity and costs 

and much more emphasis on the quality of the surgery itself and the surgical outcome. This 

however was not relevant to the court, the test being objective not subjective. The finding 

was made against the defendants, despite there being at least a reasonable, if not strong 

basis, for the surgeons being concerned about the ability of the local anaesthetist to 

administer the local anaesthetics, and the lack of arrangements for post-operative care. It 

should however be acknowledged that the experts disagreed. The judge preferred the 

anecdotal evidence of Dr Landers that he did not get complications with cataract surgery, 

over that of Professor Charles McGhee who presented world statistics and New Zealand 

statistics of the complications in cataract surgery. It is widely appreciated that the only 

surgeons who say that they do not get complications are those who conveniently forget, or 

who have done very little surgery. 

This was the first time a Commerce Commission case had been brought against health 

professionals. The doctors reacted and responded to an arrangement that in their view put 

patients at risk, by declining to be directly involved in the arrangement, having no obligation 

to be involved. Unlike large corporations, they did not think about commercial risk or issues 

of competition when considering the situation. They were caught by legal presumption and 

informal reactionary communications prepared with a focus on patient rather than 

competition issues. Had the court been very critical of the defendants then all could have 

received the significant fines available under the Act. Indeed, in respect of one of the 

defendants the court said this (personal communication): “Although possibly acting as Vice-

President of the Society, [the third defendant] fell within s27 only because he was a party, 

and subscribed to the agreement or arrangement (along with other doctors) at the 
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Christchurch doctors’ meeting. His letter to his President. [the sixth defendant] falls into the 

same category. His later actions in relation to resisting the provisions of post-operative care 

were understandable, based upon misunderstanding of the true position, and did not derive 

from the prohibited arrangement. He acted in good faith and is only liable to the declaration 

because, when the facts are viewed objectively, he was a party to the arrangement reached 

at the Christchurch meeting. But he is not deserving of any pecuniary penalty.”*8 

 

  

While an appeal against the decision was considered, one of the defendants put it 

meaningfully when he said:  

“We had spent seven years of our lives worrying about this case and being troubled by it. It 

seemed totally inappropriate to pursue it any further. We had no fine, our names were 

besmirched to some degree in that we were found guilty, but [two other defendants] and I 

were not going to receive any penalty as a consequence. So we dropped it . . . we were 

advised by our legal counsel to walk away from it. But it leaves a bad feeling. I think that life 

is too short, given a great deal of energy had been expended which we could have used in 

other directions. It was time to call a stop to the nonsense. And it was at a time when public 

opinion was somewhat against ophthalmologists. It was the time when people said 

ophthalmologists were charging too much for cataract surgery. Why can’t they do it for $25 

like Fred Hollows? It was a bad time to have a case against you. And I think very few people 

took account of the environment within which we found ourselves. It was the time of the 

competitive environment within the public hospital system. We were running a competitive 

health model at that stage even in public, and it is curious that the administration who 

directed us to liaise with Invercargill was itself never questioned nor brought to account.” 

 

The author believes that this case was lost before it was heard. Before the case commenced 

the Commerce Commission argued in the High Court for a change in the Statement of 

Claim. This was successfully altered for the case to include New Zealand as the market not 

just Southland and altered the terms of the case from routine cataract surgery, to cataract 

surgery and routine ophthalmic procedures. The OSNZ took this result to the Court of 

Appeal and won, with costs awarded against the Commerce Commission. The Commerce 

                                                           
*8 Paragraph 211. Commerce Commission v Ophthalmological Society of New Zealand Inc [2004] 3 New 
Zealand Law Reports, 689. 
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Commission was then left with two options — to proceed with the hearing under the original 

terms, which it did, or to take the case further to the Privy Council. 

For some it appeared to be a political beat-up against the professions. The Commerce 

Commission, in the author’s view, is a political body which wanted to exhibit its power to 

control the professions as well as the commercial world. The medical profession was the one 

chosen to give a high profile, and ophthalmologists, having in the recent past been publicly 

criticised for their supposedly expensive cataract surgery and excessive incomes, had little 

public sympathy. 

The unfortunate judgment resulted in the Ophthalmological Society of New Zealand, and its 

office holders as well as the other defendants all being found guilty of acting to reduce 

competition. Perhaps the saddest aspect is that all the five defendant ophthalmologists 

supported and worked in the public hospital system. Indeed, two of the defendants were full-

time public hospital specialists with no private practice at all! Their roles were to care for 

public hospital patients, and to teach and carry out research.  

Seven years after the beginning, a penalty hearing was held in the High Court in Wellington 

in May 2004, during the Annual Scientific Meeting of the New Zealand Branch in Napier, with 

Kevin Taylor as chairman, and also president of the OSNZ, which was soon to be dissolved. 

He was obliged to leave the meeting to attend the hearing. Office holders of the OSNZ 

continued to be represented by barrister Brendon Brown QC and Gaeline Phipps, instructed 

by the Medical Protection Society. During the hearing the judge asked the value of the 

assets of the OSNZ, and was advised the assets were $95,448.89. The judge awarded a 

fine of $96,000 which included costs to the Commerce Commission. This rubbed salt into the 

wound as the OSNZ had nothing left to pay for the costs incurred by its own defence 

counsel. Two of the defendants were individually fined lesser amounts, and the other three 

received no monetary penalty. The outcome leaves one to contemplate the public reaction at 

that time if the surgery by the visiting Australian had gone ahead and had been followed by a 

series of complications. New Zealand’s eye surgeons and their Society would have been 

severely criticised for allowing it to take place without speaking out about the pitfalls of 

itinerant surgery, pitfalls which may be acceptable in developing nations where there are no 

alternatives, but not acceptable by New Zealanders. 

Everyone assumed the affair was finished. Unbelievably, two years after payment of the 

penalty and dissolution of the OSNZ, an affidavit arrived on the desk of the New Zealand 

Branch of RANZCO chairman, Kevin Taylor, demanding the OSNZ president’s chain of 

office be handed over to the Commerce Commission as part of the penalty. However, it had 
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some while before been donated to the New Zealand Branch of the Royal Australian and 

New Zealand College of Ophthalmologists, and held in the museum of the College’s 

headquarters in Sydney. The chairman at the time had to ensure and document that the real 

reason for it being donated was an honest and sincere desire that its history be preserved. 

Any less honourable motive would have risked the chain remaining within the Commerce 

Commission’s reach, with a melted down metal value of only around $3000, but with 

immeasurable historic value. 

 In the judgment, the legal principles were defended by comparisons with previous cases, all 

from the commercial sphere. This again shows, in the author’s view, a lack of appreciation of 

the greater importance of the duty of care in the medical profession, as compared to the 

commercial world. Good medical care demands a standard of ethical practice, the 

importance of which is not well understood by the business world and bodies involved in 

controlling it. Conversely, many members of the Ophthalmological Society were naive in 

regard to the modus operandi of the business and legal worlds. Being accused by the 

Commerce Commission of illegal collusion and being taken to court was personally very 

traumatic for the ophthalmologists involved, and for their families.  

Since its founding in 1946, the roles of the Ophthalmological Society of New Zealand have 

been confined to promoting the standard of eye care in New Zealand by arranging scientific 

meetings, visits of overseas experts, encouraging research, and upholding the ethics of 

medical care. The Society’s functions in these areas contributed very much to the high 

standard of eye surgery in New Zealand. It was never a political body, and the only times it 

was involved with outside agencies was when asked for its advice on ophthalmic matters, 

such as prevention of eye injuries and new therapeutic agents. All its members were 

ophthalmic surgeons.  

The Commerce Commission’s equivalent in Australia, the Australian Competition and 

Consumer Commission (ACCC), has been in discussion with the Royal Australian and New 

Zealand College of Ophthalmologists in regard to issues of anti-competitiveness. It has 

looked in particular at the College’s selection process, training and assessment programme, 

and its committee which assesses overseas trained specialists.60 As with the former 

Ophthalmological Society of New Zealand, RANZCO’s raison d’être is to uphold the 

standard of ophthalmology, and having its functions scrutinized by an agency dealing with 

competition in the commercial world was an unexpected incursion.  
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7.18. External influences on self-regulated professionalism 

Self-regulation through the New Zealand Medical Association and the Ophthalmological 

Society of New Zealand, and subsequently the New Zealand Branch of the Royal Australian 

and New Zealand College of Ophthalmologists, has been the mainstay of safeguarding 

standards of practice of ophthalmology.  This self-regulation has over the years become 

more stringent, partly because of increasing influence by outside bodies.  Early intrusions 

from outside of the specialty and medicine were the establishment of the Medical Council’s 

register of medical practitioners in 1878, and the registration of medical specialists in 1994, 

both of which were undisputed advances in the interests of patients’ protection.   

The introduction by the Medical Council of compulsory continuing medical education, now 

called continuing professional development (CPD), in 2004 was disputed a little but quickly 

accepted.  Major leaps in the intrusion of outside bodies were the New Zealand Commerce 

Commission and the Australian Competition and Consumer Commission (ACCC) (vide 

supra). In 2003 the Australian Competition and Consumer Commission required the Royal 

Australasian College of Surgeons to change some of its procedures. It granted a time-limited 

authorization for the College to continue with its accreditation, training and assessment 

procedures after they were modified for increasing the involvement of stakeholders, 

principally state governments, in decisions regarding workforce numbers, as well as 

increasing the transparency of processes regarding the accreditation of training sites and 

assessment of overseas trained doctors.61,62 This authorization was given for a defined 

period of three years for some processes and six years for others, and was given because 

the ACCC recognized that there had to be an element of anti-competitiveness in order to 

safeguard the public from under-trained surgeons.  

The reason for the interest of the ACCC and indeed for the Commerce Commission in New 

Zealand, is encapsulated in the following two paragraphs here quoted from the ACCC 

document:63  “The key roles of specialist Medical Colleges include conducting training 

programs and assessing applications from overseas trained specialists seeking to practise in 

Australia.  An effect of both of these roles was that colleges can determine, and potentially 

restrict, the number of practitioners who are able to practise in that specialty.  This influence 

can be both direct, for example when colleges conduct selection processes for trainees or 

when they assess overseas trained specialists, and indirect, for example when colleges 

determine how many training positions they will accredit at a training site. Specialists 

working in the same specialty could be considered to be competitors, in that they compete in 

providing medical services to members of the public.  Acting together under the auspices of 

a college to select trainees, assess overseas trained specialists or accredit training sites, 
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they could be considered parties to an agreement among competitors to restrict how many 

people can practise in that specialty.  In some cases, such restrictions could be considered 

to have the purpose or effect of substantially lessening competition, or in some 

circumstances constitute an exclusionary provision.”  

In 2004 the ACCC began reviewing other specialist colleges to ensure that their processes 

were aligned to those of the Royal Australian College of Surgeons’ processes after being 

given its authorization. The Royal Australian and New Zealand College of Ophthalmologists 

was reviewed in 2006. The New Zealand Commerce Commission has not gone down this 

path and may not do so as in effect the ACCC is doing the job for it as the Royal Australian 

and New Zealand College of Ophthalmologists and the Royal Australasian College of 

Surgeons are both trans-Tasman colleges. 

 

7.19.  Professionalization from 1991 

This has been a twenty year period of significant advances, which included mandatory 

continuing professional development with clinical audits, practising evidenced based clinical 

medicine, compulsory reporting of suspected inadequate clinical practice by colleagues, and 

appointment of a Health and Disability Commissioner. There was also credentialing of 

specialists employed in public hospitals, which limited their practice to specific areas within 

their specialty. These advances applied across the gamut of medical practice in New 

Zealand. Advances confined to ophthalmology were the amalgamation of the OSNZ with the 

Royal Australian College of Ophthalmologists, and the establishment and “exponential” 

growth of the Department of Ophthalmology at the University of Auckland. The University of 

Auckland Department of Ophthalmology improved ophthalmology training for medical 

students and ophthalmology trainees, established post-graduate fellowships, and increased 

ophthalmic research. It also provided teachers and examiners to the post-graduate 

optometry therapeutics course. Affiliated bodies addressed community health, such as the 

public education provided by Glaucoma New Zealand and Macular Degeneration New 

Zealand, which increase awareness of vision threatening eye diseases and the desirability of 

routine checks. 

The requirements for continuing to be a registered ophthalmologist are the same in Australia 

as in New Zealand. The Medical Councils in both countries accept the continuing 

professional development programme of the Royal Australian and New Zealand College of 

Ophthalmologists to fulfil their educational requirements.  In Australia national specialist 

registration commenced only in 2011. In the United Kingdom specialist registration was 
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introduced in 1997, where the main effect on practitioners was that it was necessary to be on 

the specialist register in order to be appointed as a specialist in the National Health Service, 

the dominant provider of medical services in the United Kingdom. 

 

In the United States, the American Board of Ophthalmology has a “Maintenance of 

Certification” programme, which requires submitting evidence of four aspects of 

professionalism over a ten year cycle, namely professional standing, life-long learning and 

self-assessment, cognitive expertise, and practice performance assessment.64 The United 

Kingdom, through its General Medical Council, is the first country to introduce revalidation of 

all medical practitioners over a five year cycle.65 This new  requirement was detailed in an 

address attended (by the author) by Professor the Baroness Sheila Hollins, President of the 

British Medical Association, on 21st May 2013. In the UK every doctor has to be supervised 

by a nominated “Responsible Officer”, who is a senior colleague. Over a five year period 

doctors need to produce six types of information. These are acceptable continuing 

professional development (50 hours a year for some specialties), a quality improvement 

activity which is an audit, a record of significant events with lessons learned and action 

taken, feedback from a minimum of 13 patients, and a list of complaints and compliments. 

There is an annual appraisal of participation by the “Responsible Office.” 
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Chapter 8 

Conclusions 

 

8.1. Limitations of this thesis 
 

The limitations of this thesis are many, and include the limitations of the sources of 

information. Some information was from interviews with thirty senior and retired New 

Zealand ophthalmologists, and the unreliability of memories is well recognized. The same 

limitation applies to the Oral Archives from the Alexander Turnbull Library. Obituaries 

provide more reliable information, but they are inherently biased, often omitting information 

which may be valuable, but not favourable to the deceased. Conference publications, journal 

articles, and minutes of meetings are more accurate sources, but of more limited scope. This 

thesis depends also on the personal involvements of the author, whose memory will be at 

least as unreliable as the memories of others.  

 

 

8.2. Early Developments 

Understanding ocular structure and function necessarily pre-dated effective medical and 

surgical remedies, with the notable exception of the couching operation for cataract. Early 

operators did not realize that it was the lens of the eye that they were displacing. Ophthalmic 

care was the province of quacks until the early 1800s, when ophthalmology was driven into 

mainstream medicine by three occurrences in the nineteenth century:  the advent of cataract 

extraction, which required more technical expertise and instrumentation than couching; by 

the medical profession having its inadequacy exposed in dealing with the conjunctivitis and 

trachoma in troops repatriated from the Napoleonic wars in around 1800; and in 1851 by the 

invention of the ophthalmoscope.   

Thus by the beginning of European colonization of New Zealand, ophthalmology was firmly 

within mainstream medicine, yet effective treatments, except cataract extraction, were little 

more effective than those available to Maori. 

Medicine in New Zealand progressed commendably quickly in the second half of the 

nineteenth century given European settlement was largely after 1840. Professionalization’s 

baseline was, as elsewhere, individual practitioners’ integrity in their individual practices. The 
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professionalization of ophthalmology, indeed all of medicine in New Zealand, was 

unavoidably behind that in other countries because the first doctor to record any interest in 

the eye did not arrive until 1843 and the first fully trained ophthalmologist not until 1883. An 

early step was when practitioners began to operate in hospitals, which provided surgical 

facilities of an acceptable standard for the times, and an environment in which there was 

some oversight by nurses and peers, and opportunities to discuss clinical and other matters 

with colleagues. Public hospitals began in 1847, but the first private surgical hospital was not 

until 1900. It is likely that it would often have been safer to have surgery in the public system 

until private hospitals were functioning, because of the controlled environment in hospitals, 

and because hospitals would appoint only practitioners with acceptable credentials. A basic 

credential was medical registration, which was introduced in 1867, only nine years after 

Britain. Later, hospitals would also require acceptable specialist qualifications. After the 

founding of the Ophthalmological Society of New Zealand (OSNZ) in 1947, hospitals would 

regard membership of the Society as a positive credential, and when the specialist register 

was introduced in 1971, only those on that register would be likely to obtain a public hospital 

post or operating privileges in a private hospital. 

In ophthalmology there was formal teaching and a university lecturer from 1884. Those 

practising ophthalmology were presenting papers at the Inter-colonial Medical Congresses 

and publishing in the New Zealand Medical Journal from 1887.  

All available evidence suggests that the practice of ophthalmic medicine and surgery in New 

Zealand kept pace with progress overseas. As examples, Dr Arthur Purchas travelled to 

Vienna in 1884 to observe Karl Koller performing eye surgery under local anaesthesia with 

cocaine, and soon after Jules Gonin of Lausanne identified the cause of rhegmatogenous 

retinal detachment and the principles of re-attachment surgery in 1930, the first successful 

operation in New Zealand for retinal detachment was carried out and reported in the New 

Zealand Medical Journal in 1935.  

Although New Zealand ophthalmologists prior to the Second World War undertook all their 

post-graduate training overseas, specialist qualifications became available in Australia and 

New Zealand in 1933, when both the Diploma of Ophthalmology from the University of 

Melbourne was established, and the Royal Australasian College of Surgeons first offered its 

final fellowship examination in ophthalmology, 24 years before the Royal College of 

Surgeons (of England) did so. 
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8.3. Post Second World War 

The period following the Second World War until 1990 undoubtedly witnessed the flowering 

and professionalization of ophthalmology, in a time of great population and national growth. 

The most major advance of the period was the founding of the Ophthalmological Society of 

New Zealand in 1947. The small numbers of ophthalmologists in the country was just cause 

for the delay, being only nine in 1900, and only thirty-three when the Society was founded. 

Membership of the Society was dependent on acceptable qualifications and experience, and 

deficient members could be expelled (as one was). The Society provided annual 

conferences for scientific presentations, and general meetings for professional and 

organizational discussions. The Society liaised with outside bodies including government, 

optometry, and overseas ophthalmological bodies, and arranged prominent international 

ophthalmologists to its annual conferences to speak and occasionally to demonstrate 

procedures. The Society published its “Transactions of the Ophthalmological Society of New 

Zealand” from 1947, which proudly was New Zealand’s first medical specialty journal. 

Nevertheless it was ten years after the Transactions of the Ophthalmological Society of 

Australia, and 90 years after the United Kingdom’s first dedicated ophthalmology journal in 

1857.  

Discussions and controversies about optometry were first recorded in 1927, at which time 

the opinion of ophthalmologists in New Zealand and Australia was that optometrists should 

be limited to dispensing the spectacles as prescribed by ophthalmologists. Ophthalmologists 

considered that refracting a patient was a medical responsibility, as often refraction revealed 

medical conditions. From the first meeting of the OSNZ in 1947 until the OSNZ was wound 

up, and continuing with the meetings of the New Zealand Branch of the Royal Australian and 

New Zealand College of Ophthalmologists (RANZCO), and probably all the other Branches 

of RANZCO to the present day, the role of the optometry profession has been on the 

agenda. Notwithstanding opposition by ophthalmologists and RANZCO itself, optometry has 

steadily widened its scope of practice. Optometrists are now well educated in vision and the 

visual system. They are the primary eye care providers in our communities, a concept still 

not accepted by a (fortunately) diminishing number of conservative ophthalmologists. As 

such, optometrists, who far outnumber ophthalmologists, play the leading role in screening 

for conditions such as glaucoma, and in detecting eye diseases and referring to 

ophthalmologists when appropriate. Optometrists are also beginning to independently 

prescribe ocular medications, to co-manage selected patients, and to monitor patients with 

chronic conditions, especially glaucoma. Opposition by ophthalmology to the widening scope 

of optometry is frequently viewed as patch protection, which has an element of truth, but it is 
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fair to say that for most ophthalmologists it was and remains a genuine concern about 

patient safety.  

The first full-time academic appointment was Associate Professor Rowland Wilson in 1947, 

the same year the OSNZ was founded, although the first professor of ophthalmology, Lindo 

Ferguson in 1909, was well before Australia’s in 1963. However Ferguson’s appointment 

was not a full-time academic post. It was not until the 1970s, almost 30 years after the first 

full-time academic appointment that ophthalmologists began to train in New Zealand, with all 

the associated necessities of post-graduate teaching, structured training programmes, and 

examinations. This was forty years after Australia and over a century after Britain and the 

United States, but training had to wait until the population became sufficiently large to 

provide adequately wide-ranging ocular pathology to support comprehensive specialist 

training, and until the cohort of local ophthalmologists was adequately robust to train the 

trainees.  

In the 1980s the Society was involved in discussions with the then Royal Australian College 

of Ophthalmologists regarding training and examinations, and structured training posts were 

established. This decade also witnessed the establishment of academic departments in 

Christchurch and Auckland. The beginning of sub-specialization in the late 1980s was driven 

by the meteoric advances in technology at this time. Sub-specialization developed later than 

in Australia, the United Kingdom, and the United States, as sub-specialization requires both 

an adequate number of specialists and an adequately large population. Paradoxically, New 

Zealand had a specialist medical register in 1971, which was earlier than those countries.   

Advice to the community on vision standards and eye safety is more naturally a function of a 

professional body, in this case the OSNZ, later the New Zealand Branch of RANZCO and 

their offshoots the New Zealand Society for the Prevention of Blindness (later the Save Sight 

Society), than of individuals, although in 1896 Sir Lindo Ferguson successfully lobbied for 

vision testing of railway men and maritime deck officers.  At the Society’s first conference in 

1947 its first president spoke on industrial lighting. Later there were submissions for 

laminated car windscreens, and controls on fireworks. The Society was frequently consulted 

by government bodies about standards for occupations, and about screening programmes, 

in particular for childhood amblyopia, glaucoma, and diabetic retinopathy. Public awareness 

programmes have been conducted by the Society and more latterly the College, as well as 

by related bodies, including Glaucoma New Zealand, Macular Degeneration New Zealand, 

Retina New Zealand, and also on occasions in collaboration with the New Zealand 

Association of Optometrists. War service and volunteer services abroad, especially in the 

Pacific, are further important contributions to society.  
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Amalgamation of the Ophthalmological Society of New Zealand with the Royal Australian 

College of Ophthalmologists in 1997 gave New Zealand ophthalmologists guaranteed 

access to the College’s examinations and qualification, as well as its conferences, continuing 

professional development programme, and sub-specialty organizations. New Zealand 

ophthalmologists are now members of a robust, internationally recognized college. This is a 

far preferable option than the alternative of having a separate New Zealand college, which 

by its small size and limited resources would have struggled to deliver adequate services, let 

alone to have an internationally accepted qualification. 

 

8.4. Further Progress of Professionalization 

A milestone in professionalization was the appointment of Professor Charles McGhee in 

1999 as New Zealand’s first Professor and Chair of a University Department of 

Ophthalmology. A Chair and Head of Department is an important distinction from an 

ophthalmologist appointed as a (titular) professor by virtue of his or her personal academic 

standing. There have been three titular appointments, Professor Sir Lindo Ferguson in 1909, 

Professor John Parr in 1977, and Professor Anthony Molteno in 2003. The phenomenal 

growth of the Department of Ophthalmology at the University of Auckland since 1999 has 

greatly enhanced the education and standard of practise of ophthalmologists. One tangible 

example is that fifteen per cent of ophthalmologists now have a higher post-graduate 

research degree. The Department has also hugely increased the quantity and quality of 

basic science and clinical ophthalmic research, as a result of which New Zealand now 

significantly contributes to the global knowledge pool. 

From 1999 ophthalmologists in the public hospitals were credentialed to practise in only 

those areas of their specialty in which they had recognized expertise, and from 2001 it 

became necessary to maintain compliance with the Continuing Professional Development 

program to remain on the specialist register. Fulfilling the requirements of Continuing 

Professional Development has become more rigorous, and now includes regular practice 

audits. These changes have contributed to make ophthalmology a super-specialist, highly 

trained, highly-skilled profession in the 21st century, leading to superior outcomes for 

patients.  

Modern extensions of professionalization were spelled out in general terms in 2012 by Dr Ian 

Civil OBE as President of the Royal Australasian College of Surgeons.1  He stated that 

“professionalization now includes the demonstration of continuing professional development 

and lifelong learning; the maintenance of patient confidentiality and professional boundaries; 



 
 

230 
 

clinical leadership including health advocacy; intra and inter-professional communication and 

team skills; responsibility for one’s health and fitness to practise; a collective duty to meet 

societal needs.” Professionalization now includes also the practice of medicine based on the 

evidence obtained from both basic science research and clinical research; hence the current 

term “evidenced-based clinical practice.” 

Increased professionalization over the 170 years of New Zealand ophthalmology has without 

doubt improved all aspects of patient care. Its benefits have far outweighed its negatives, but 

negatives do exist. The first is a possible stifling of innovation and development. If today’s 

regulatory environment had been in place decades earlier, some medicines and procedures 

which benefit today’s patients may have been delayed or even thwarted. An example from 

anterior segment surgery is the development of intra-ocular lenses by Sir Harold 

Ridley.2,3,4  Today a surgeon would not be able to design an intra-ocular lens out of Perspex 

and to put it into patients’ eyes to see if it worked. Leaver5 gave a modern insight into how 

this experimentation was regarded, and the fall-out from it. An example from posterior 

segment surgery is the evolution of vitrectomy.6 Loss of vitreous was a complication of 

cataract and other surgery which led to secondary complications, yet intentional removal and 

replacement of the vitreous was introduced to manage some vitreo-retinal disorders. Neither 

procedure would have taken place today without prior ethical approval, animal experiments, 

and prolonged multi-centre clinical trials, which may have taken years to reach a conclusion. 

Serendipitous discoveries are now less likely to occur. The restraints of professionalization 

are good for today’s patients, but may not always be good for tomorrow’s, who may miss out 

on a brilliant idea that was delayed, or simply smothered, because of safeguards which are 

usually appropriate, but occasionally excessive, and always restrictive. 

The second downside, especially for the practitioners, is that professionalism may draw 

public comment, which is more often criticism than praise. Ophthalmology has had more 

public criticism than any other medical specialty in New Zealand, for perceived concerns that 

aspects of professionalism are really just barriers put in place to maintain elitism, to enhance 

incomes, and to “protect the patch.”  Public criticisms may have unintended negatives for 

patient care. Criticism of the perceived high cost of cataract surgery and long public hospital 

waiting lists drew highly publicized solutions suggested by New Zealand politicians and other 

influential people, which if implemented would have reduced the standard of surgery, namely 

to do quicker cataract operations with fewer safety checks, or without using intra-ocular 

lenses.7 In the Commerce Commission case, oversight for the overseas ophthalmologist 

who had been engaged to carry out 140 cataract operations was not available, so the 

contract was cancelled, for which ophthalmologists were found guilty and were censored and 

fined. If the contract had proceeded despite no oversight, an overseas ophthalmologist of 
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unknown competency may have done patients harm. Nevertheless, as mentioned, 

professionalization’s positives far outweigh its negatives, so it must continue evolving, 

focusing on improving patient care, without being modified by political expediencies. 

Intrusions on the basis of business anti-competitiveness, to date confined to New Zealand 

and Australia, challenge the raison d’être of professionalism and may threaten the standard 

of practice. The Commerce Commission Case was an ill-advised and damaging imposition 

of commercial requirements on professional practice. Professionalism to safeguard quality of 

care and protect the patient is sometimes misinterpreted as anti-competitive practice. 

Nowhere in the New Zealand Commerce Act8 is this conflict addressed, and nowhere does 

the Commerce Act address the issue of commercial anti-competitiveness being not wholly 

applicable to medical practice, because the Commerce Act fails to distinguish the differences 

between commercial practice and medical practice. 

A professionalization process which New Zealand has yet to invoke is the revalidation of all 

medical practitioners, which began in the United Kingdom in 2013, the first country to require 

annual revalidation of all its medical practitioners. In the United Kingdom, this will mean an 

annual appraisal, which includes records of clinical outcomes and audits as required by the 

Royal College of Ophthalmologists to satisfy the General Medical 

Council.9 Professionalization’s future is likely to include Compulsory Professional 

Development becoming more prescriptive and more monitored. Scopes of practice are likely 

to become more circumscribed. For example, ophthalmologists who did not undertake a 

post-graduate fellowship in vitreo-retinal surgery may not be licensed to practise that sub-

specialty. Screening programmes may widen, for example in the field of genetic ocular 

conditions. 

Maintaining professionalism is likely to become more difficult because of third party funders. 

As mentioned in chapter seven, medical insurance companies are already dictating which 

procedures they will and will not cover, which must influence clinical decisions for non-

clinical reasons. In cataract surgery, they already are dictating the degree of visual 

impairment needed for insurance cover, and influencing which surgical technique is used by 

not funding some advanced laser surgical techniques. Another threat looming in New 

Zealand but already present in Australia is the ownership of ophthalmology practices (and 

other specialty practices) by publicly listed companies, which must focus on return to 

shareholders. Thus ophthalmologists so employed are told which diagnostic tools and 

devices they may use, and how their clinical practice must be marketed. Already this has 

happened in optometry in New Zealand. For example, some companies which own practices 

require the optometrists they employ to provide free professional examinations to clients who 
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purchase spectacles. This essentially zero-values optometrists’ professional skills and 

training. 

Scientific and technological advances in ophthalmology have become available to patients in 

New Zealand pari passu with other western countries. This is because all New Zealand 

ophthalmologists have completed some or all of their training overseas, and because New 

Zealand ophthalmologists travel overseas during their careers more than those in most other 

countries, because of our small size and isolation. For the same reasons, New Zealanders 

invite many leading ophthalmologists to visit and present at our meetings. Despite being 

small, New Zealand contributes to the global knowledge base, especially in the fields of 

cornea, optic nerve, and glaucoma.  Australia has contributed also to instrumentation, with 

the portable binocular indirect ophthalmoscope by Crock, Galbraith, and Parel,10 and the 

preliminary development of the first closed system vitrectomy instrument by Parel and 

others,11 which was subsequently refined and used surgically by Machemer.6  

Strong academic ophthalmology with on-going research programmes, and training to post-

graduate subspecialty fellowship level, together with professionalization at the standard of 

comparable western societies, are admirable achievements for our small and relatively 

recently established country. 

 A profession is a vocation requiring advanced knowledge and training. Professional 

behaviour in medicine is placing the interests of patients above those of the physician, 

setting and maintaining standards of competence and behaviour, and providing expertise 

and leadership to the community on matters of health and wellbeing. Professionalization is 

the professions’ creation of processes to achieve these goals, and the adoption of processes 

imposed by outside bodies. Stage by stage, setting standards of practice and standards for 

being a practitioner have been both initiated by the profession and imposed on the 

profession, but education and training have always been initiated and progressed by the 

profession itself.  

New Zealand ophthalmology’s sound beginnings were very much a result of Sir Lindo 

Ferguson’s leadership, followed by the founding of the Ophthalmological Society of New 

Zealand, and the leadership of Professor John Parr in academic ophthalmology, teaching, 

and courses. Its continuing strength has been driven by the rise of academic ophthalmology 

since 1999 when Professor Charles McGhee was appointed as the country’s first Professor 

and Chair of a University Department of Ophthalmology, leading to full specialty training in 

New Zealand with post-graduate sub-specialty fellowships, and a huge increase in academic 

ophthalmic research and translational vision research. The resulting “exponential” rise of 

invited lectures and presentations delivered by New Zealand ophthalmologists at 
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international meetings, and publications in the world peer-reviewed literature, have put New 

Zealand ophthalmology firmly on the world map. 

New Zealand ophthalmology delivers world class patient care and contributes to the world’s 

knowledge. These are the ultimate measures of the success of its development and 

professionalization.   
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Appendix 1 

 

The Ophthalmological Society of New Zealand 

 

Presidents 

 

1947-48  William A. Fairclough 

1948-49 Rowland P. Wilson MBE 

1949-50 William H. Simpson 

1950-51 Leonard S. Talbot 

1951-52 E.L. Marchant 

1952-53 Howard V Coverdale 

1953-54 William E Carswell 

1954-55           William E Carswell 

1954-55 Jack S. Monro 

1955-56 Walter J Hope-Robertson 

1956-57 Duncan C Macdiarmind 

1957-58 Cecil A. Pittar 

1958-59 R. Gair Macdonald 

1959-60 William L.B. Burns 

1960-61 Roderick G.S. Ferguson 

1961-62 Jim I.R. Gray 

1962-63 Graeme G. Talbot OBE 

1963-64 John C. Parr 

1964-65 A.L. Sutherland 

1965-66 Lenn G. Bell 

1966-67 C. Calvin Ring 

1967-68 Kenneth J. Talbot 
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1968-69 Ernest J. Velvin 

1969-70 Harry Jenner Wales 

1970-71 Sir Randal F. Elliott 

1971-72 George de L. Fenwick 

1972-73 Arthur N. Talbot 

1973-74 Bernard J. Bowden 

1974-75 Anthony C. Sandston 

1975-76 R. John Croke 

1976-77 Charles Swanston OBE 

1977-78 Murray R. Ashbridge 

1978-79 Colin R. Fenton 

1979-80 R.H. Lindo Ferguson CBE 

1980-81 Garth G. Powell 

1981-82 Roderick D. Suckling 

1982-83 James D.C. Macdiarmind 

1983-84 W. Roy Holmes 

1984-85 Dorothy F. Potter CBE 

1985-86 Hylton Le Grice OBE, CNZM 

1986-87 David W. Sabiston MNZM 

1987-88 David Sturman 

1988-89 Richard S. Clemett 

1989-90 David C. Warnock 

1990-91 Harold V. Coop 

1991-92 David G. Wilson 

1992-93 Peter C. Wellings  

1993-94 Anthony C.B. Molteno ONZM 

1994-95 O. Bruce Hadden 

1995-96 S. Douglas Cox 
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1996-97 Philip E. Boulton 

1997-98 C. Peter Ring 

 

 

Chairmen, New Zealand Branch, Royal Australian and New Zealand College of 
Ophthalmologists 

 

1998-99 Kenneth H. Tarr 
1999-2000 Thomas R. Ellingham 
2000-01 Paul C. Herrick 
2001-02 Philip J. Polkinghorne 

2002-04     Kevin Taylor (first two-year Chairman) 

The above five were also president of the OSNZ, until its dissolution in 2004. 

 

2004-05 Rod Keillor 

2005-07           Stephen Best 

2007-09 James Stewart 

2009-11 Michael O’Rourke 

2011-              Derek Sherwood 

 

 

 

 

Honorary Secretary-Treasurers 

 

1947-55 Walter J. Hope-Robertson 

1956-57 Rowland P. Wilson MBE 

1957-60 C. Calvin Ring 

1961-63 Sir Randal F. Elliott 

1963-64 W. Roy Holmes 
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1964-67 Sir Randal F. Elliott 

1967-70 Colin R. Fenton 

1971-78           James D.C. Macdiarmid  

1978-82 Peter C. Wellings 

1982-86 Thiers J. Halliwell 

1986-89 C. Peter Ring   

1989-95 Peter J. Haddad (of OSNZ, then NZ Branch RANZCO) 

1995-2001 Kevin Taylor 

2001-03           Allan Simpson 

2003-06           Andrew Logan 

2006-   Mary Jane Sime (nee Houliston)  

 

 

 

Editors of the Transactions 

 

1947-55 Howard V. Coverdale 

1956-60 Rowland P. Wilson MBE 

1961-80 John C. Parr 

1981-85 Richard S. Clemett 

 

 

Editors of the Australian and New Zealand Journal of Ophthalmology 

 

1986-88 Frank J. Martin AM and Richard S. Clemett 

1988-91 Ian C. Francis and Richard S. Clemett 

1992-95        Alan A. McNab and Richard S. Clemett 

1996           Mark Gillies and Richard S. Clemett 
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1997-2001       Mark Gillies 

 

Editors-in-Chief, Clinical and Experimental Ophthalmology 

 

2001-2010       Professor Charles McGhee 

2010-               Associate Professor Robert Casson and Salmaan Qureshi (joint) 

 

 

 

Education and Qualification Committee 

Chairpersons 

 

1975-82 Professor John C. Parr 

1982-90 Colin R. Fenton 

1990-97           Peter C. Wellings 

1997  Doug Cox 

1998-2004       Associate Professor Mark Elder 

2004-2010       Brian Sloan 

2010-               Ainsley Morris 
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Ophthalmologists who were Presidents of the New Zealand Medical Association 

 

The New Zealand Medical Association: 

1896 Henry Lindo Ferguson (later Sir) 

 

 

British Medical Association New Zealand Branch: 

1920 Henry Lindo Ferguson (later Sir) 

 

Medical Association of New Zealand: 

1969 Graeme Gibson Talbot OBE 

1970 Kenneth J. Talbot 

  

 

New Zealand Medical Association: 

1977 Sir Randal Elliott 

1980 Bernard Bowden 

2000 Roy Holmes 
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Appendix 2 

 

 

 

 

The Ophthalmological Society of New Zealand and the New Zealand Branch of 
the Royal Australian and New Zealand College of Ophthalmologists: Annual 
conferences and annual visiting professors. 
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Annual Conferences of the OSNZ and of RANZCO NZ Branch 

 

 

 

 

Year Place Overseas Visiting Speakers 

1947 Auckland  None 

1948  Dunedin  
           Dr J. Bruce Hamilton, Hobart, 

 

1949 Wellington  None 

1949 
(October 
special 
meeting) 

Christchurch  
J.H. Doggart, London, England 

T. Keith Lyle, London, England 

1950 Christchurch 
J. Bruce Hamilton, Hobart, 
President of the Ophthalmological 
Society of Australia 

1951 Wellington 
Arthur Lister, London, England 

H. Sjogren, Sweden 

1952 Auckland 
Algernon Reese, New York 

John Foster, England 

1953 Dunedin 

Professor Weve, Holland 

Mr A. Seymour Philps, London, 
England 

1954 No Conference 
 

1955 Christchurch None 

1956 Wellington 

Professor Jules Francois, Belgium 

W.John Holmes, Hawaii, United 
States 

1957 Hamilton 
Jameson Evans, Birmingham, 
England  A.J. Bedell, Albany, New 
York 
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1958 Auckland B.W. Rycroft, London, England 

1959 Palmerston North Ian Lederman (radiotherapist) 

1959 Dunedin 

G.T. Willoughby Cashell, Reading, 
England 

Dohrmann Pischel, San Francisco, 
California 

Edmund Spaeth, Philadelphia, 
Pennsylvania 

1960 Christchurch 

Dr Paul Chandler, Boston, 
Massachusetts 

Dr John D. Ragan, Vancouver, 
Canada 

1961 Wairakei 

Dr C.Dee Shapland, London, 
England 

Dr John Cogan, Tunbridge Wells, 
England 

1962 

Surfers Paradise. 
Queensland. Conjoint 
conference with the 
Ophthalmological Society 
of Australia. 

 

1963 Auckland A.B. Nutt, Miss Joyce Mein, 
Sheffield, England 

1964 Dunedin Professor Gerard W. Crock, 
Melbourne 

1965 Christchurch 

P. Jameson Evans, Birmingham, 
England. Ian Fraser, Shewsbury, 
England. John McLean, New York. 
Stephen Miller, London. David 
Volk, Cleveland, Ohio. 

1966 

Rotorua. Conjoint 
conference with the 
Ophthalmological Society 
of Australia  

Professor Ida Mann, Perth, 
Western Australia, and others. 

1967 Auckland 
Giambattista Bietti, Rome. Ramon 
Castroviejo, New York. Lorimer Fison, 
London. Harold Scheie, Philadelphia. 
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1968 Queenstown Redmond Smith, London. J.E.K. 
Galbraith, Melbourne.  

1969 

Melbourne. Combined 
with the inaugural meeting  
of the Australian College 
of Ophthalmologists 

 

1970 Christchurch 

William F. Hoyt, San Francisco. T. 
Hans Newton, San Francisco. T. 
Moore, San Francisco. Gerard W. 
Crock, Melbourne. J.E.K. Galbraith, 
Melbourne. Ronald Lowe, 
Melbourne. 

1971 Wairakei Professor R. Witmer, Zurich, 
Switzerland. 

1972 

Auckland with the 4th 
congress of the Asia 
Pacific Academy of 
Ophthalmology 

 

1973 Dunedin 

P.O. Bishop, Canberra. 

H. Whaley Brown, New York 

Arthur Jampolsky, San Francisco. 

1974 Christchurch 
Stephen Drance, Vancouver. 

J. Hetherington, San Francisco. 

1975 

Sydney. Conjoint 
conference with the 
Australian College of 
Ophthalmologists 

 

1976 Palmerston North 
Gholam Peyman, Chicago. 

Professor Alan Bird, London 

1977 Auckland 
Professor Victor Curtin, Miami 

J.E.K. Galbraith, Melbourne 

1978 Rotorua  Professor Frank Billson, Sydney. 
Ronald Smith, Los Angeles. 

1979 Wellington  Professor Wallace Foulds, 
Glasgow. Arnall Patz, Baltimore. 
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1980 

Christchurch. Conjoint 
conference with the Royal 
Australian College of 
Ophthalmologists 

Paul Henkind, New York. J.Donald 
M. Gass, Miami.  Y. Kitazawa, 
Japan. David Knox, Baltimore 

1981 Auckland 
Professor Doug Coster, Adelaide. 
Dr John Wright, London. Dr 
Norman Jaffe, Miami. 

1982 Christchurch 
Professor Desmond Archer, 
Belfast. Peter Wright, London. 
Professor Alan Bird, London. 

1983 Hamilton 
Professor Fritz Fraunfelder, 
Portland, Oregon. Ronald Green, 
Iowa. 

1984 

Sydney. Conjoint 
conference with the Royal 
Australian College of 
Ophthalmologists  

 

1985 Masterton 
Steven Podos, New York. Richard 
O’Connor, San Francisco, John 
Pearce, Bromsgrove, England. 

1986 Auckland 

Peter Fells, London. Anthony Bron, 
London. Iain Chisholm, 
Southampton. Robert Sinskey, 
Santa Monica, California. George 
Spaeth, Philadelphia. George 
Waring, Atlanta. 

1987 Rotorua 

Peter Watson, Cambridge. Dunbar 
Hoskins, San Francisco. Shayle 
Bartholomew, Edinburgh. Janet 
Cheetham, Pharm D, USA.  

1988 Wellington Undiscoverable 

1989 Queenstown 

Professor William Benson, 
Philadelphia, Professor Alan Bird, 
London. Professor John Marshall, 
London. Ronald Marsh, London. 
Ronald Michels, Baltimore.                              

1990 Palmerston North 

Graham Barrett, Perth, Australia. Ivan 
Goldberg, Sydney. Robert Osher, 
Cinninnati, Ohio.  Peter Hamilton, 
London. 
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1991 Auckland Robert Sinskey, Santa Monica, 
California. 

1992 Blenheim Laurie Hirst, Brisbane. Richard 
Lindstrom, Minneapolis, Minnesota. 

1993 Wellington 
Roger Hitchings, London. Devron 
Char, San Francisco. Richard Mills, 
Seattle. Edmond Thall, Arizona. 

1994 Dunedin 

Professor Albert Alm, Uppsala, 
Sweden. Gordon Douglas, 
Vancouver. David Easty, Bristol. 
Adele Green, Brisbane. Lea 
Hyvarinen, Oulu, Finland. 
Professor Paul Mitchell, Sydney. 

1995 Auckland 

Ivan Goldberg, Sydney. Peter 
Laibson, Philadelphia. Marguerite 
McDonald, New Orleans. Stephen 
Klyce, New Orleans. Iain Chisholm, 
Southampton. 

1996 Wairakei 

Olivia Serdarevic, New York. 
Patrick Condon, Waterford, Ireland. 
Jeanne Rosenthal, New York. 
Professor Ian Constable, Perth, 
Australia. Peter Eustace, Dublin, 
Ireland. 

1997 Palmerston North 

Howard Gimbel, Calgary, Canada. 
Barry Seibel, Los Angeles. Peter 
Raus, Belgium. Hugh Williams, 
London. 

1998 Auckland 

Professor Douglas Coster, 
Adelaide. Stephen Obstbaum, New 
York. Henry Edelhauser PhD, 
Atlanta. Elliot Finkelstein, USA. 

1999 Christchurch 
Donald D’Amico, Boston. Thomas 
Johnson, Miami. Geoffrey 
Crawford, Perth, Australia. 

2000 Palmerston North Tim Stout, Los Angeles 

2001 Wellington Paul Kaufman, David Papermaster. 

2002 No NZ meeting   
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Annual Visiting Professors 

 

 

1980   Creig Hoyt, paediatric and neuro-ophthalmology, San Francisco. 

1981   Paul Henkind, glaucoma, New York 

1982   William E. Scott, paediatric ophthalmology, Iowa. 

1983   Fritz Fraunfelder, ocular pharmacology, Portland, Oregon 

1985   Norman Schatz, neuro-ophthalmology, Wills Eye Hospital, Philadelphia. 

1986   Peter Watson, glaucoma, Cambridge, England 

2003 Chateau Tongariro 

Professor Peter Savino, 
Philadelphia 

 

2004 Napier Professor James Rosenbaum, 
Portland, Oregon 

2005 Dunedin Richard Hertle, Pittsburg. Professor 
Semir Zeki, London. 

2006 Auckland Rick Wilson, Philadelphia. 
Professor Jamie Craig, Adelaide. 

2007 Tauranga Professor Timothy Murray, Miami. 

2008 Christchurch Professor David Taylor, London. 

2009 Nelson Jane Dickson, Newcastle upon 
Tyne. John Sparrow, Bristol. 

2010 Wellington 

Lyndon da Cruz, Moorfields, 
London. Keith Martin, Cambridge, 
England. Professor Donald Tan, 
Singapore. 
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1987   Herbert Kaufman, cornea, New Orleans.  

1988-1992 Undiscoverable. 

1993   Susan Lightman, uveitis, London.  

1995   Dennis Robertson, retina. Mayo Clinic 

1996   David Guyton, paediatrics, Wilmer Eye Institute 

1998   Joe Capriole, glaucoma, Yale University 

1999   Nancy Newman, neuro-ophthalmology, Atlanta 

2000   Paul Mitchell, diabetes, Sydney 

2001   Alex Levin, paediatric ophthalmology, Toronto 

2002   Larry Benjamin, cataract and refractive surgery, Buckinghamshire, England 

2003   John Dart, cornea, London 

2004   Brian Leatherbarrow, oculoplastics, Manchester, England 

2005   Peter Netland, glaucoma, University of Tennessee Health Science Center, Memphis.  

2006   Peter McCluskey, uveitis, Sydney 

2007   Dennis Han, retina, Wisconsin 

2008   Justin O’Day, medical retina, Melbourne 

2009   Carlos Parvesio, uveitis, Moorfields, London 

2010   Brian Little, cataract surgery, Moorfields, London 

2011   Ivan Goldberg AM, glaucoma, Sydney 
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Appendix 3 

Items from the minutes of the Ophthalmological Society of New Zealand Annual 
General Meetings relating to amalgamation with the Royal Australian 
College of Ophthalmologists 

(Extracted by Dr Allan Simpson, Honorary Secretary-Treasurer) 

 

 

30/10/93, Wellington  
General Business  
Moved Hadden/Cox that the Executive explore the advantages of changing the name 
of the Royal Australian College of Ophthalmologists to the Royal Australasian College 
of Ophthalmologists.  
Carried. 

 
20/10/94, Dunedin  
Notice of Motion  
Moved Hadden/Best that the Executive explore amalgamation of the OSNZ and the 
RACO.  
Carried unanimously. 

 
17/11/95, Auckland  
Results of opinion poll presented: 63% return rate; 29(60%) in favour of 
amalgamation, 18(38%) against, 1(2%) undecided  
Executive motion to AGM that the Executive of the OSNZ directs the Amalgamation 
Committee to prepare and circulate a detailed document on the proposal of full 
amalgamation with the RACO and its consequent implications, with a view to then 
holding a referendum. The chairman clarified the course of action to the AGM, 
explaining that a letter be presented to the members for discussion, followed by a 
referendum at the next AGM. Motion put (Cox/Haddad) and carried by vote.  

20/10/96, Taupo  
Moved Hadden/Cox that the Ophthalmological Society of New Zealand, both formally 
and fully amalgamate with the Royal Australian College of Ophthalmologists. Voted 
by secret ballot: 51 for, 1 against, 2 invalid.  
 

Notice of Rule Change  
That an additional final sentence be added to Rule 32, to read: If the Society is wound 
up because of amalgamation with the Royal Australian College of Ophthalmologists, 
then the surplus assets of the Society shall be paid to the New Zealand Branch, or 
division or similar title, of that amalgamated body. (Hadden/Cox) Passed 
unanimously. 

Moved Kevin Taylor/Polkinghorne:  
a) that if and when the OSNZ amalgamates with the RACO, the OSNZ appoints Mr 
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Aiwyn Burr, the auditor, as official liquidator of all OSNZ funds and assets,  
b) that the OSNZ directs the liquidator to transfer all OSNZ funds and assets to the 
New Zealand Branch (division or similar title) of the RACO, if and when this branch is 
formed. The motion was carried unanimously.  
 

A further two motions were presented to the meeting regarding managing of OSNZ’s 
“successor” during the interim before formal rules and procedures can be put in place 
at the next AGM.  
 

Moved Polkinghorne/Boulton: After the formation of the branch (or division or similar 
title) of the RACO, there shall be an interim period until the next AGM during which:  
1) the elected Executive shall continue to function  
2) the rules of the OSNZ shall remain in force, where applicable. Passed with one 
dissension.  
3) that the present elected Executive investigates, draws up and circulates to all 
members, prior to the next AGM, a proposal for a new set of branch rules and other 
related matters.  
 

There was further discussion about whether the OSNZ be kept as a separate entity 
but accepting a new title as “New Zealand branch division or other” Dr Hadden spoke 
to this stating that from the Australian point of view the OSNZ title and identity, in 
some form, would have to disappear. Dr Coop then asked that some New Zealand 
identity be preserved while negotiating this amalgamation, either in the form of the 
coat of arms or in the title, or some other way.  
 

Other speakers discussed the possibility of negotiating with the Australians to retain 
our crest or part thereof in identifying the new environment of joint relations. The 
options discussed were: retaining the crest, incorporating some New Zealand icons 
into the crest, or keeping the OSNZ as a sleeping title.  
 

Moved Coop/Hadden that the meeting leaves to the Executive to present to the 
RACO, when negotiating amalgamation, the opinions of our members regarding the 
retention of some New Zealand identity in the final name or crest. Motion passed 
unanimously.  
 

Moved Hadden/Haddad that in the event of the RACO council passing a motion 
accepting amalgamation with the OSNZ, but subject to additional conditions, this 
meeting gives the OSNZ Executive the power to either:  
1) accept the new conditions and thereby confirm full amalgamation  
2) withhold acceptance of amalgamation until the opinion of OSNZ members has 
been sought, either by a) referendum or b) an extraordinary general meeting.  
Motion passed unanimously. 

8/5/97, Palmerston North  
It was presented to the meeting that the preferred amalgamated title is RANZCO or 
ANZCO, but in the interim, while we are awaiting the royal appellation, the present 
title be “RACO incorporating OSNZ”. Dr Frank Martin (Australia,) spoke to this issue 
explaining that an extraordinary meeting of the RACO will be required to pass this into 
their articles. Furthermore, later in the year a nationwide constitutional summit will be 
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held regarding Australia becoming a republic, possibly followed by a referendum. This 
means the final amalgamation with name change may be delayed further into 1998, 
or even later. 
 

Moved Kevin Taylor/Cox that the Secretary/Treasurer shall notify the RACO of all 
such financial arrangements once satisfactorily completed and that he notifies in 
writing to all members at the time when full and final amalgamation and final name 
change has in fact occurred. Motion passed.  
 

The secretary clarified that the reference to financial arrangements being satisfactorily 
completed, referred to a motion passed at the previous AGM, which authorised the 
Secretary/Treasurer to liquidate the OSNZ funds upon/until amalgamation of RACO 
and that these funds be invested and assigned into legal ownership of the New 
Zealand Branch.  
 

Moved Kevin Taylor/Cox that the New Zealand Branch Rules shall be accepted and 
adopted and that the said Branch Rules shall come into immediate force at the 
passing of this motion. Passed unanimously.  
Moved Kevin Taylor/Cox that the meeting accepts in principle that there exists two 
sets of rules and that each set of rules is hereby judged to be in force, fully and 
equally applicable, during the interim period of “RACO inc. OSNZ” being in existence. 
Passed unanimously.  
 

Moved K.Taylor/Cox that wherever matters of conflict arise between these two sets of 
rules, the members delegate to the Executive the powers of interpretation, negotiation 
and resolution of those differences. Passed unanimously.  
 

The Secretary then pointed out to the meeting that obviously once the name change 
occurs to “ANZCO” or “RANZCO” that the OSNZ rules would no longer apply. 
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 Appendix 4 
 

Ophthalmology and Ophthalmology-related Theses  

 

    

Department of Ophthalmology University of Otago supervised theses  

IC Vickridge  BSc (Hons) 1982 An attempt to find the refractive index 
distribution of a small biological lens 
 

L Ward 
 

BSc (Hons) 1985 
 

Photoscreening of infants 

William E Crowe MSc  
 

1986  Scanning laser ophthalmoscope 

B Khoo  BSc 1987 Eye testing with a knife-edge and video 
equipment 
 

Chong K May  MSc  1989 The Otago Photoscreener: An investigation into 
pupil images 
 

Robert F McMullan  
 

MSc  1991 Photography of the cornea irradiated with UVR 

W McRae  BSc (Hons) 1993 Mach bands; A computer detection model based 
on linear regression analysis 
 

N Bosma  BSc (Hons) 1993 Spectral pupillary imaging and reflection of the 
human ocular fundus:  Application to the 
detection of diabetic retinal disease 
 

Peter Greer  MSc  1994 Lateral broadening of light in the human ocular 
fundus 
 

A Michael Donoghue  BMedSc 1996 The impairment of visual function in early 
chronic open angle glaucoma 
 

Adil K Shaikh  PhD 2000 Optical properties of the senile human lens 
 

Sean G Every  MMedSc 2005 Ultraviolet photography of the human cornea in 
vivo 
 

Augustino Clark  MOphth 2007 
 

The presence of human herpes viruses in 
infective keratitis 
 

Anmar M Abdul-
Rahman 
 

MOphth 2008 
 

Fourier analysis of digital retinal images in 
objective estimation of cataract severity 
 

Graham A Wilson 
 

MOphth 2010 
 

Does amblyopia have a functional impact? 
Findings from the Dunedin Multidisciplinary 
Health and Development Study 
 

Ashton Ellison  BMedSc(Hons) 2012 Prismatic displacement effect of progressive 
multifocal glasses on fall risk in elderly people 
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Anne-Marie E 
Yardley 
 

MOphth 2012 
 

Avastin: The Dunedin experience 
 

 
Other ophthalmology-related University of Otago theses  

 
George H Boyes MA(Hons) 1937 Factors affecting the chromatic sensitivity of the 

normal retina 

Peter McKellar  MA(Hons) 
University of 
NZ 

1942 The influence of chromatic light stimulation on 
the subsequent rate of dark adaptation: night 
vision - a brief survey of the experimental 
findings together with an original inquiry into the 
possibility of enhancing the normal rate of dark 
adaptation by the use of coloured light for 
illumination purposes 
 

Roye Haugh  MA(Ed) 1970 A study of visual form perception in cerebral 
palsied children 
 

David Sturman 
 

MD 1975 
 

The epidemiology of blindness in New Zealand 

Peter J Dunn  MD 1976 A study of endocrine function with emphasis on 
plasma growth hormone concentrations in 
patients with diabetic microangiopathy 
 

Branko Coebergh  PhD 1986 Imagery, eye movements and picture memory 
 

Mark Wilkinson  MSc 1991 The visual evoked response: development of a 
clinical protocol 
 

Mark Wilkinson  BMedSci 1991 
 

A computational model of the mammalian retina 

Sarah E Bethell  PGDipSc 1993 The role of docosahexaenoic acid in brain and 
retinal function of preterm infants 
 

Andrew R Bary  BPharm 
(Hons) 

1994 Formulation of a sustained-release insert for the 
ocular delivery of pilocarpine using a poorly 
soluble complex with beta-cyclodextrin  
 

Guangji Wang  PhD 1994 Ocular drug delivery : studies of topical 
formulations of hydrocortisone and 
subconjunctival implants of 5-fluorouracil 
 

Mark J Elder  MD 1994 The aetiology and management of ocular 
cicatricial pemphigoid 
 

Janine Stevens  BPharm 
(Hons) 

1995 Investigation and formulation of an aqueous 
solution of Cannabidiol using Hydroxypropyl-b-
Cyclodextrin (i.e. Hydroxypropyl-[beta]-
Cyclodextrin) for use in the treatment of 
glaucoma 
 

Watson Kwan  BPharm 
(Hons) 

1996 Ocular drug delivery: potential of hydroxypropyl-
b [i.e. beta]-cyclodextrin in the ocular delivery of 
hydrocortisone 
 

Shelley Falconer  MSc 1996 Study of the protein components of aqueous 
humour 
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Kerrie Setiawan  
 

PhD 1996 Cyclodextrins in ocular drug delivery 

Jasmina Arsenovic  
 

MPharm 1997 Formulation of aqueous ophthalmic solutions of 
cannabinoids for use in glaucoma therapy 
 

Donovan G Govan  MSc 1997 The effects of luminance, contrast, separation, 
and blur on depth perception 
 

Diane S Hailstone  MA 1997 Peripheral sharpness overconstancy: the 
influence of visibility and current visual context 
 

Sarah Bull  BPharm 
(Hons) 

1997 Development of an in vitro analytical system for 
ophthalmic dosage forms 
 

Abigail Squire  
 

MSc 1997 Sharpness overconstancy in peripheral and 
central vision 
 

Natalie M Davis  BPharm 
(Hons) 

1998 Preparation and characterisation of bCD-
Polymer [betaCD-Polymer] conjugates for ocular 
drug delivery 
 

Helen M Baxter  MA 1999 The time course of adaptation to sinusoidal 
grating stimuli in human peripheral vision 
 

Emma M-L Young 
 

BMedSc(Hons) 1999 
 

Saccades in central nervous system 
demyelination 

Andrew R Bary  PhD 2000 Considerations in the use of cyclodextrins in the 
reformation of ophthalmic suspensions as 
solutions 
 

Ariana MM Hemara-
Wahanui  
 

MSc 2001 Molecular genetics of a retinal disorder 

Nancy Higgins  
 

PhD 2001 Blind people: A social constructivist analysis of 
New Zealand Education policy and practice 
 

Raid DM Alany  PhD 2001 Water-in-oil microemulsions as vehicles for 
ocular delivery: formulation, physicochemical 
characterisation and evaluation 
 

Melissa J Smith  PhD 2001 Object size representation: the role of vision and 
the bimanual system 
 

Paula Waby  MEd 2001 Brief encounters, relationships and friendships: 
the experiences of five blind people 
 
 

Tim Anderson  MD 2002 Cortical and basal ganglia control of human 
saccadic eye movements 
 

Dong-Hwan I Ko  BMedSc(Hons) 2005 Adaptation to disrupted performance of rhythmic 
saccades 
 

Yuan Zhu  MSc 2006 Genetic analysis of candidate genes in retinal 
disorders 
 

Xiaodong Lu  PhD 2006 Contribution of the perirhinal cortex to the firing 
properties of hippocampal pyramidal neurons 
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Kerry M Pagau  MEd 2006 A narrative analysis of the education, 
expectations and life opportunities for blind 
people in Papua New Guinea 
 

Donovan G Govan  PhD 
 

2007 Luminance and contrast as depth cues 

Yuki Shirakura  BMedSc(Hons) 2007 Does saccadic performance mirror reaching 
function in Parkinson's disease? 
 

Sian Barris  MPhEd 2008 Automatic tracking and the analysis of human 
movement 
 

Govinda R Poudel  PhD 2010 Functional magnetic resonance imaging of 
lapses of responsiveness during visuomotor 
tracking 
 

Camilla A Gould  MSc 2011 Nutritional optic neuropathy in Papua New 
Guinean prisoners 
 

Dominic J Vettise  MSc 2011 Visual elements of schizotypy experiences: an 
investigation of representational momentum and 
eye-tracking risk markers 
 

Abdulaziz Alshaer  MAppSc 2012 Influence of peripheral and stereoscopic vision 
on driving performance in a power wheelchair 
simulator 
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Department of Ophthalmology University of Auckland supervised theses 
 
 
 

Christina Grupcheva PhD 2002 Microstructural and computerised topographic 
analysis of the cornea 
 

Sue Ormonde MD 2003 Assessing pre-operative and outcome 
parameters of refractive surgery  
 

Nisha Sachdev 
 

PhD 
 

2004 
 

Assessing and co-relating aspects of the 
human cataract using wavefront aberrometry 
Schempflug photography 
 

Helen Danesh-Meyer MD 2004 The evaluation of diagnostic procedures, visual 
outcome and optic nerve morphology in giant 
cell arteritis 
 

Gerard Cairns PhD 2004 The assessment and clinical applications of the 
Orbscan II slit-scanning video keratography 
 

Dipika Patel PhD 2005 In vivo confocal  microscopy of the cornea in 
human health and disease 
 

Philip Polkinghorne MD 2007 Rhegmatogenous retinal detachment – a New 
Zealand perspective 
 

Hussain Patel MD 2007 The analysis of eye banking and corneal 
transplantation in New Zealand 
 

Ilva Rupenthal PhD 2008 Ocular delivery of antisense oligonucleotides 
using colloidal carriers: improving the wound 
repair after corneal surgery 

Rachael Niederer PhD 2008 Laser scanning in vivo confocal microscopy of 
the corneal microstructure in inherited and 
acquired corneal disease 
 

Ally Chang PhD 2009 Analysis of stem cells and wound healing in the 
human cornea 
 

Jinny Yoon PhD 2009 
 

Connexin roles in epilepsy 

Gerard Sutton MD 2009 Corneal wound healing in the pathogenesis and 
surgical management of corneal diseases  and 
refractive surgery 
 

Jie Zhang PhD 2011 Enhancing spinal cord repair with the use of 
antisense technology against gap junctions  
 

Narmadai Deva MD 2011 The use of connexin43 antisense 
oligodeoxynucleotides in glaucoma surgery 
 

James McKelvie PhD 2012 Investigating cellular reconstruction of the 
cornea in inherited disease 
 

Charlotte Jordan PhD 2012 Identifying , characterising and modifying the 
natural history and progression of keratoconus 
in New  Zealand 
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Keith Pine PhD 2012 Response of the anophthalmic socket to 
prosthetic eye wear 

Clairton de Souza PhD 2012 Clinical and laboratory analysis of vitreo-retinal 
diseases 
 

Taras Papchenko PhD 2013 Development of a rodent ischaemic optic 
neuropathy model for testing of efficacy of 
therapeutic agents 
 

Nathan Kerr MD 2013 The neuroprotective effects of connexin43 
modulation following retinal 
ischaemia/reperfusion injury 
 

Shenton Chew 
 
 

MD 2013 The role of gap junction communication in optic 
nerve injury 
 
 

Stuti Misra PhD 2013 Corneal microstructure in diabetes mellitus and 
its association with peripheral neuropathy and 
cardiac autonomic neuropathy 

 
Ali Seyfoddin PhD 2013 Design and development of solid lipid 

nanoparticles for ocular delivery of acyclovir 
 

Helen Danesh-Meyer PhD 2014 Evaluation of Optic Nerve Morphology in Non-
glaucomatous Optic Neuropathies with 
Quantitative Optic Nerve Imaging Modalities  

 
Ying-Shan (Erica) 
Chen 

PhD 2014 Intravitreal injection of connexin43 mimetic 
peptides for the treatment of optic neuropathy 
using an in vivo retinal ischaemia-reperfusion 
rat model 

 
Charles McGhee DSc 2014 Exploring and analysing the anterior segment of 

the eye  
 

 
 

Other ophthalmology-related University of Auckland theses 

 

Philip Richard De Lacy 
 

MSc  
 

1964 
 

The development of optometric education in 
New Zealand its precursors and prospects, 
and its place in the University 
 

J. B. Horrocks 
 

MSc  
 

1966 Laterality effects with simultaneous visual 
stimulation 
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D. M. A. Gronwall 
(Dorothy M. A.) 
 

MSc  
 

1969 Ocular dominance 
 

Irwin Knox Laird 
 

PhD  
 

1973 
 

Colour stereoscopy influence of colour on 
binocular spatial localisation explained in 
terms of optical asymmetries in the human 
eye 
 

Rolene Scott 
 

MSc 
 

1990 Effects of glare, light scatter and defocus on 
visual function  
 

Hardy G M Smith 
 

MSc  
 

1991 The effect of practice and aging on contour 
interaction 

Andrew Wing-Tak Siu 
 

MSc  
 

1992 The effect of age on the hydration control of 
the central and peripheral human cornea 

Rolene Scott 
 

PhD  
 

1993 The role of the crystalline lens in ametropia  

Chuan Seng Ooi 
 

MSc  
 

1994 Relationship between ocular dimensions and 
adult emmetropisation 
 

Colin Green DSc 1994 Intercellular Junctions 

Norhani Mohidin 
 

PhD  
 

1998 Topographical analysis of the retina using 
Visual Evoked Response Imaging System 
(VERIS)  
 

Grant A. Watters 
 

MSc  
 

1999 
 

Pachometric and topographical analysis of 
Keratoconic corneae 

Stacey S. Choi 
 

PhD  
 

1999 The relationship between the Stiles-Crawford 
Effect and myopia 

Ritesh Poudyal 
 

MSc  
 

1999 Microanatomical and histochemical 
investigation of ex-vivo human lenses  
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Yun Fan  
 

MSc  
 

2000 An investigation of the Jackson Crossed 
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