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Appendix B
Informed- consent form from participants
CONFIDENTIAL
The University of Melbourne
Melbourne School of Population Health
Indigenous Eye Health Unit
Research Project Title:

A Critical History of Indigenous Eye Health Policy:
Towards Effective System Reform

Research Team:

Professor Ian Anderson, Professor Hugh Taylor, Jilpia
Nappaljari Jones and Graham Henderson
INFORMED-CONSENT FORM FOR PARTICIPANTS

I understand that this project is for research purposes only …….........………. YES (please circle)
I understand that my involvement in the project is voluntary,
that I am free to withdraw at any time, and that I am free to
withdraw any unprocessed identifiable information previously
supplied ………………………………………..………………………….….. YES (please circle)
I understand that I will be interviewed for this project, that the
interview may take up to one hour to complete, and that the
interview will not be audio or video-taped ………………..……………..…… YES (please circle)
I understand that unless I give written approval to the contrary,
my privacy and confidentiality will be maintained, and that my
identity will only appear on this consent form which will
be held in a secure place at the University of Melbourne
accessible only by the Principal Researchers until destroyed
5 years after completion of the research project …………………………..….. YES (please circle)
I understand that my completed interview questionnaire document
will only have a Research Participant Number on it and not my name,
that it will be retained by the Research Team and stored in a secure
place separate from my signed informed-consent form at the University
of Melbourne accessible only by the Research Team until destroyed 5
years after completion of the research project ………………………………... YES (please circle)
I understand that there are legal limitations to data confidentiality,
for example, the data may be subject to subpoena or freedom of
information request …………………………………….…………………..…. YES (please circle)
I understand that the sample size of participants in this project is
small which may have implications for protecting your identity …………..… YES (please circle)
Having read and understood the above points, I hereby agree to participate in this research project.
Name of participant: ………………………………………… (Please print clearly)
Signature of participant: ……………………………………..
Date: …………………………
Research Participant Number
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Information sheet for participants
FORM 1

THE UNIVERSITY OF MELBOURNE
HUMAN RESEARCH ETHICS COMMITTEE

APPLICATION FOR APPROVAL OF A PROJECT INVOLVING
HUMAN PARTICIPANTS
Registration No. (office use only)
This application form is to be used by researchers seeking human ethics approval for individual projects and studies. The original
and 14 copies of your completed application should be submitted to Human Research Ethics, Melbourne Research Office,
Level 5, 161 Barry St Carlton by the due date. Please respond to all sections as applicable and provide attachments where
indicated.
RESEARCH MUST NOT COMMENCE UNTIL WRITTEN APPROVAL HAS BEEN RECEIVED FROM THE ETHICS COMMITTEE.

MODULE 1 – CORE MODULE (must be completed for all projects)
0.1 PROJECT TITLE:

Critical History of Indigenous Eye Health Policy: Towards Effective
System Reform

0.2 THIS PROJECT IS:
(tick as many as apply)

X

Staff Research Project
Student Research Project (tick the relevant course type)
PhD
Honours
Other Doctorate
Postgraduate
Diploma
Masters by Research
AMS Student Project
Masters by Coursework

Clinical Trial CTN CTX
Project Involving Patients
Practical Class
Funded Consultancy

Other

Other - Please Describe:

0.3 PRINCIPAL RESEARCHER(S): [This includes supervisors and co-supervisors of student projects. PhD and Doctoral students can be listed as
Principal Researchers along with their supervisors. The first listed Principal Researcher takes overall responsibility for this research project and is the
contact point regarding this application]

TITLE
Professo
r
Professo
r

SURNAME
Anderson

FIRST NAME
Ian

PHONE
0407227825

EMAIL
I.Anderson@unimelb.edu.au

Taylor

Hugh

0383449320

h.taylor@unimelb.edu.au

FIRST NAME
Jilpia
Graham

PHONE
02 62498446
02 62496629

EMAIL
jilpia@notomys.com
graham@notomys.com

0.4 OTHER RESEARCHERS
TITLE
Ms
Mr

SURNAME
Nappaljari Jones
Henderson

0.5 FACULTY/DEPARTMENT/SCHOOL/CENTRE [The Unit which takes overall responsibility for this research project
Faculty of Medicine, Dentistry and Health Science/Melbourne School of Population Health/Indigenous Eye Health Unit
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1.

PROJECT DETAILS

1.1

PROPOSED DURATION OF THE WHOLE RESEARCH PROJECT

From:

July 1 2009

To:

December 31
2009

1.2

PROPOSED DURATION FOR THE DATA COLLECTION PHASE OF
THE RESEARCH PROJECT

From:

October 1
2009

To:

November 30
2009

1.3

EXECUTIVE SUMMARY IN PLAIN ENGLISH: Provide a brief summary of the project outlining the broad aims, background, key
questions, research design/approach, the participants in the study and what they will be asked to do, and the importance or
relevance of the project. [This description must be in everyday language, free from jargon, technical terms or disciplinespecific phrases. (No more than 300 words).]
Broad Aim: To document a critical history of Indigenous eye health policymaking in Australia from the National Trachoma
and Eye Health Program (NTEHP) in the late 1970s to the present time to assist effective system reform in Indigenous eye
health in the context of the Close the Gap policy environment of the Commonwealth Government and the Council of
Australian Governments (COAG).
Background: The NTEHP was instrumental in jolting an apathetic Australian population and their politicians towards
putting poor Indigenous health at the forefront of health policymaking by Australian governments. Much progress has
been made since that time. However many Indigenous Australians still suffer unacceptable and inequitable health
outcomes compared to other Australians. Much past policymaking and implementation by Australian governments
appears to have been ad hoc, under-funded, often compartmentalised, uncoordinated, and not based on clear evidence.
This research will extract critical elements of past policymaking in eye health and provide recommendations towards
effective system reform.
Key Questions:
1. What are the key Indigenous eye health reports and policies and their timelines from the NTEHP to the current time?
2. What was the wider context of health in Australia during this period?
3. Who were the key decision makers and organisations influencing Indigenous eye health policies and programs during
this period?
4. What factors and circumstances influenced the actions of these key decision makers?
5. How can an understanding of questions 1-4 inform recommendations for effective system reform.
Research Design: A qualitative study based on a search of the literature and face-to-face interviews with a purposive
sample of people involved in Indigenous health policymaking since the NTEHP.
Participants in the Study: Ten people identified as key decision makers in the Indigenous eye health policymaking process
since the NTEHP.
What the participants will be asked to do: To participate in a face-to-face interview questionnaire.
Importance/Relevance of the Project: This project, together with the other projects in the Indigenous Eye Health Unit
Research Program of the University of Melbourne, will contribute towards effective system reform of Indigenous eye health
in Australia.

1.4

AIMS OF AND JUSTIFICATION FOR THE RESEARCH: State the aims and significance of the project. Where relevant, state the
specific hypothesis to be tested. Also provide a brief description of current research/literature review, a justification as to why this
research should proceed and an explanation of any expected benefits to the community. [No more than 500 words]
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Aims of project:
To:
1. Describe the development of Indigenous eye programs and policy from the NTEHP forward;
2. Identify the key barriers and facilitators to effective policy and program development; and
3. Identify strategies for future systems reform in this field.
Significance of project:
The NTEHP, a vertical (condition focussed) program, was instrumental in raising broad public and political awareness of the
poor health and living conditions of Indigenous Australians in the 1970s, and in particular, their poor eye health1. Various
key reports, programs and policies on eye health followed on from the NTEHP2,3. New systems of Indigenous health care
delivery developed, such as Community Controlled Aboriginal Health Services4. The Fred Hollows Foundation was
established5. The National Strategic Framework for Aboriginal and Torres Strait Islander Health was developed6. However,
trachoma remains endemic in many Indigenous communities in Australia7. This project will explore the policy environment
during this period of change, and help pull together lessons learned for implementation of effective system reform.
Specific hypothesis tested: Not applicable
Description of current research/literature review:
Indigenous eye health policy provides a critical insight more broadly into some of the key policy debates in Indigenous
health policy, including vertical (condition focussed) program development compared with other models of primary health
care development, community control in Aboriginal health, health care financing and systems development. Many of the
key players in the 30 year history of eye health programs development in Indigenous health are still alive and could
participate in this study which will use a mix of oral history and archival research methods. There is very little published
literature about the historical development of Indigenous eye health policy from the time of the NTEHP to the present time.
Justification for the project to proceed:
Indigenous eye health, as for overall Indigenous health, requires concerted action by policymakers and program
implementation players to achieve sustainable improvements to ‘Close The Gap’ by system reform where required. This
project can contribute significantly to this reform, especially before the key players to be interviewed leave the scene, and
should therefore be allowed to proceed.
Explanation of expected benefits to the community:
The expected short to medium benefits may include improved eye health programs at the community level, and in the
medium to longer term improved eye health outcomes, including the eradication of trachoma in Indigenous communities
where it exists today.
References:
1. RACO (Royal Australian College of Ophthalmologists) 1980, The National Trachoma and Eye Health Program of the Royal
Australian College of Ophthalmologists, RACO, Sydney.
2. NAIHO (National Aboriginal and Islander Health Organisation) 1985, Trachoma and Eye Health Report, Australian
Government Publishing Service, Canberra.
3. Taylor, H. 1997, Eye Health in Aboriginal and Torres Strait Islander Communities, Commonwealth Department of Health and
Family Services, Canberra.
4. NACCHO (National Aboriginal Community Controlled Health Organisation). Available at < http://www.naccho.org.au/>
Accessed 17 August 2009.
5. The Fred Hollows Foundation. Available at <http://www.hollows.org.au/> Accessed 17 August 2009.
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6. National Aboriginal and Torres Strait Islander Health Council (NATSIHC) 2004, National Strategic Framework for Aboriginal
and Torres Strait Islander Health , NATSIHC, Canberra. Available at:
http://www.health.gov.au/internet/main/publishing.nsf/Content/health-oatsih-imp2 Accessed 17 August 2009.
7. Taylor, H. 2008, Trachoma: A blinding scourge from the bronze age to the twenty-first century, Centre for Eye Research
Australia, East Melbourne.
1.5 METHOD
Provide an outline of the proposed method, including details of the recruitment strategy and data collection techniques,
the tasks participants will be asked to do, the estimated time commitment involved, and how data will be analysed.
[No more than 500 words]
Outline of methods:
These include a search and critical reading of key policy-related documents, face-to-face interviews with key informants,
analysis of the findings of these two complementary research approaches, and incorporation of the findings into a final
report with recommendations for effective system reform.
Recruitment strategy:
The informants for the face-to-face interviews will be selected specifically (purposive sampling)1 by the Principal
Researchers based on their many years of direct experience and knowledge of Indigenous eye health and the policymaking
process in Indigenous health.
Data collection techniques:
The search and critical reading of key policy-related documents will follow standard methods2. The face-to-face interviews
with key informants will follow best practice3,4. A specific questionnaire has been designed by the Research Team to elicit
useful first-hand information from the interviewees considered important for this project. A copy of the project
questionnaire is attached.
Tasks participants will be asked to do:
The only task the participants will be required to do is participate in the face-to-face interview.
Estimated time commitment involved:
We expect the interviews to take a maximum of 60 minutes to complete. The participants will sign an informed consent
form before their interview. The confidentiality and privacy of the interviewees will be protected by the Research Team,
although some or all participants (all senior and highly experienced professionals) may wish to be identified.
Data analysis:
The interview data will be analysed by grouping the findings into common themes (e.g. roles in policy development, policy
processes, evidence and resources, implementation) and developing a critique from these themes and the findings of the
literature review towards the aims of this project.
References:
1. Schofield, M. and Jamieson, M. 1999, ‘Sampling in quantitative research’, Chapter 8 pp.158-159, In Handbook for research
methods in health sciences, Edited by Minichiello, V., Sullivan, G., Greenwood, K. and Axford, R., Addison Wesley, Sydney.
2. Kumar, R. 2005, Research Methodology: A step-by-step guide for beginners, 2nd Edition, p. 29, Pearson Education Australia,
Sydney.
3. Armstrong, B., White, E. and Saracci, R. 1992, ‘The personal interview’, Chapter 7 pp. 171-196, In Principles of Exposure
Measurement in Epidemiology, Oxford University Press, Oxford.
4. Minichiello, V., Madison, J., Hays, T., Courtney, M. and St John, W. 1999, ‘Qualitative interviews’, Chapter 18 pp. 396-418, In
Handbook for research methods in health sciences, Edited by Minichiello, V., Sullivan, G., Greenwood, K. and Axford, R., Addison
Wesley, Sydney.

109

Appendix D
Questionnaire for participants
CONFIDENTIAL

The UoM Indigenous Eye Health Policy History Project
Research Interview Questionnaire
Research Participant Number

Part A (General questions)
1. Sex: ………….. Age: …….…. (years)
2. What was your role/position doing your period of involvement in Indigenous (eye) health?:
3. What organisation did you work for during this period?: ……...………………......
4. What length of time were you in this role?: …………………..…………...……….
5. Were you involved at the Federal or State/Territory level?: ……………………….
Part B (Specific questions)
Your Role in Policy Development
6. What was your involvement in the development of Indigenous Health Policies, and in particular
eye health policies, during your involvement with Indigenous Health?
7. What were the specific policies?
8. How important was Indigenous eye health to you at the time?
9. What shaped your thinking about the relative priority of Indigenous eye health?
10. Did your thinking differ from that of other key stakeholders?
Policy Processes in Indigenous Eye Health
11. Tell us about the general health policies operating at your time that guided or drove the
formation of Indigenous eye health policies?
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CONFIDENTIAL
12. Where did the policies ‘come from’ and who drove the policy making process?
13. Were Indigenous people involved (through consultation, discussion, negotiation) in the
development of the policies you were involved with? How and what way?
14. Did you respond to feedback from Indigenous communities about their concerns/views with
any eye health policies that you were involved with?
15. What was the relationship between Federal, State, and Territory Indigenous policy makers
during your involvement?
16. Were there any other factors which shaped the priority attached to Indigenous eye health within
the policy process? What were the barriers and enablers, including to development and
implementation of the policies?
Evidence and Resources
17. What was the role of evidence in the policy making process in relation to eye health? Can you
give any examples?
18. What resources did you have available for your work?
19. Were resources an issue that impacted on the policy development process?
Implementation Issues
20. Were the policies you were involved with implemented? Can you tell us a bit about this?
21. Were the policies successfully implemented? How do you know this? Was there an evaluation?
22. When did the eye health policies you were involved with finish/change and why?
Other Possible Issues
23. What was the role played by Community Controlled Health Services in the development and
implementation of Indigenous eye health policies? Do you believe they were effective and why?
24. Do you have any other comments you would like to make?
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Location of the first community controlled Aboriginal Medical Service in Australia

© Jilpia Nappaljari Jones

This photograph was taken in September 2004 and shows the location at 147 Regent Street Redfern where
the first community controlled Aboriginal Medical Service in Australia was opened in June 1971in Sydney,
and operated as a two-room shopfront medical clinic until 1977 when the service moved to the nearby
location of the current Aboriginal Medical Service at 36 Turner Street Redfern, viewed 2 July 2010,
<http://redfernoralhistory.org/Organisations/AboriginalMedicalService/tabid/208/Default.aspx ,
<http://www.dictionaryofsydney.org/entry/aboriginal_medical_service#page=1&ref=notes .

Foley (1982 p. 14) wrote:
In 1970 in Sydney, the largest single Aboriginal community in Australia, an Aboriginal person who found that
they needed medical treatment had two basic options. These were:
1. to visit a local general practitioner, or
2. visit the outpatients department of a public hospital.
The first was almost an absolute impossibility because most GP’s in Sydney insisted on cash before they would
treat Aboriginal patients. At the time 98% of all Aborigines in Australia lived well below the official poverty line.
The second was almost as traumatic and degrading, because the overtly racist treatment of Aborigines in all
the local hospitals absolutely discouraged Aborigines from attending in all but the most serious or emergency
situations.
With the assistance of Hollows and a few other non racist white doctors, the Aboriginal community of Sydney
was soon (1971) able to open the doors of the first community controlled Aboriginal Medical Service (AMS) in
Australia. Initially, the Service operated as a shopfront Medical Centre using volunteer doctors on a roster basis,
but within 12 months the patient demand far exceeded the ability to cope, and the Federal Government was
forced to realise that a need existed and thus Government funding became available.

Ms Naomi Mayers was appointed coordinator of the Service in 1972 (Foley 1991, p. 5), and remains CEO of
Redfern Aboriginal Medical Service to this day, a magnificent achievement of service.
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Professor Archie Cochrane and the NTEHP

© Reginald Murray
The picture shows Mr Colin Pound and Professor Archibald Cochrane standing in Zone 1 Red Centre152 west of Uluru in
central Australia in mid 1976 during the early stages of the NTEHP. The picture was kindly provided by Mr Reginald
Murray who was an important member of the NTEHP team.

Professor Cochrane was the David Davies Professor of Tuberculosis and Chest Diseases in the Welsh National
School of Medicine, and Director of the Medical Research Council Epidemiology Research Unit in Cardiff
when he first met (circa 1963) Dr Fred Hollows who was then a senior registrar at the Cardiff Royal Infirmary
(Cochrane & Blythe 1989, pp. 197-202; Hollows & Corris 1997 pp. 71-81; TCC 2010). Hollows and colleagues
in the summer of 1963 conducted a study of the prevalence of raised intra-ocular pressures in 4,231 persons
aged 40-75 years living in 3 mining villages of Rhondda Fach153 in South Wales. A number of papers on
detecting glaucoma, sources of variation in tonometry and the prevalence of glaucoma resulted from this
work (Graham & Hollows 1964; Graham & Hollows 1966; Hollows & Graham 1966a,b), and Hollows used the
experience from this epidemiological work in Wales under the guidance of Professor Cochrane to great
effect in the NTEHP he lead some years later in Australia (RACO 1980).
Both Cochrane and Hollows later completed their autobiographies (with assistance from colleagues), and
reflected on their experiences of this period in their professional lives (Cochrane & Blythe 1989, pp. 197-202;
Hollows & Corris 1997, pp. 71-81). Two quotations from these memoirs provide a ‘flavour’ of their
reminiscences:
Whatever the outcome of the glaucoma survey I came out of it bitten with the idea of ophthalmological epidemiology.
The methods of ophthalmologists seemed so beautifully quantitative, and there seemed so much that might be gained
by the study of the aetiology and possible prevention of cataract and glaucoma. (On one occasion I pointed out, rather
cynically, that the reason why so little work had been done on the prevention of these two diseases was the fact
that they were both to some extent treatable, as well as being responsible for a high proportion of
ophthalmological incomes.) (Cochrane & Blythe 1989, p. 201).

See RACO (1980, pp. 5, 16) for maps of the location and movement of NTEHP field teams.
Thomas (1999) provides a short summary of important medical research in the areas of lung disease, hypertension,
anaemia, glaucoma and screening conducted in the Rhondda valleys of South Wales over a period 60 years.

152
153
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The work gave me an academic reputation. That’s one thing. More importantly, maybe, it confirmed me in
some attitudes I already held. If I’d been in Boston in the 1770s and the cry ‘No taxation without
representation’ had gone up, I’d have been at the fucking barricades. The credo of this survey was ‘No survey
without service’ – same sort of thing. Careful recording of results, humane and considerate treatment of the
people, and action on the problems disclosed. Without my exposure to that approach in Wales, the trachoma
project wouldn’t have achieved what it did.
(Hollows & Corris 1997, p. 78).

Some years after Hollows returned to Australia, Cochrane wrote an influential book entitled ‘Effectiveness
and Efficiency: Random reflections on health services’ during a Rock Carling Fellowship in 1971 that was
published by The Nuffield Provincial Hospitals Trust (Cochrane 1972). This book was dedicated to four
individuals and the population of the Rhondda Fach, and in the context of discussing clinical and
epidemiological interpretations of distributions of quantitative biological characteristics, he referred to an
alternative approach to ‘normal limits’ where the object should be to establish the point or points on the
distribution at which therapy begins to do more good than harm (Cochrane 1972, pp. 41-43), and included
as one example of several154, the work by Graham on intra-ocular pressure (Graham 1968). Cochrane
discussed the ‘care’ and ‘cure’ sectors, ‘inflation’ in the ‘cure’ sector at that time, and rehabilitation of the
‘care’ services through a marked increase in knowledge through applied medical research, particularly using
the technique of Randomised Controlled Trials (RCT) (Cochrane 1972, pp. 78-85). Cochrane’s work led later
to a world-wide focus on evidence-based medicine, and the establishment of The Cochrane Collaboration in
his honour (TCC 2010).
The lessons from Wales can be clearly seen in the methodology chapter in the NTEHP report (RACO 1980, pp.
9-23). For example, the program’s 9 screening principles:
1. The teams should be able to provide a range of ophthalmic diagnostic and therapeutic services to everyone,
and these should be of the highest standard.
2. Services should be given immediately in order to minimise drop-out from medical care and surveillance, to
encourage the use of future services, and to show that specialist care need not be complicated.
3. The services should be available and accessible to all.
4. The teams and their equipment should be mobile in order to provide the services in locations convenient to
the target populations.
5. The teams should at all times work closely with the Aboriginal communities through liaison officers engaged
from the communities for this purpose, to ensure that the service is suitable to the needs of the community,
that the community is willing to use the service, and to advise teams on how to give the best possible service.
6. The team should use Aboriginal staff to the fullest: employing them in preference to similarly qualified
Europeans; consolidating existing skills; helping them acquire new ones; lessening cultural barriers between
teams and clients.
7. The teams should at all times encourage, inform, support and work with any person, group or agency as a
move toward mobilising the community’s interest in its own health.
8. The first contact with the communities should be the first step in establishing on-going eye care.
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These were haemoglobin levels, blood sugar levels, and arterial blood pressure (Cochrane 1972, pp. 41-43).

Appendix F (continued)

9. The team should note any factors within the community’s environment which could be deleterious to the
health of its members, and should advise the appropriate authorities, in consultation with the communities, on
how to rectify them.

Screening principle 5 is clearly evident in the NTEHP Liaison Report by Mr Trevor Buzzacott (RACO 1980, pp.
10-13), another important member of the NTEHP team. A copy of his report is shown below.
Liaison Report by Trevor Buzzacott (RACO 1980, pp. 10-13):
Australian aboriginal society has a structure – one with which most Australians are not familiar and will not
become familiar in their lifetimes. The lack of familiarity with Aboriginal society, its history and its culture, has
made it difficult for non-aboriginal Australians to identify and help deal with the problems faced by Aboriginal
communities.
The National Trachoma and Eye Health Program provided a successful service to rural and country-urban areas
of Australia where the greatest proportion of Aborigines live. It identified areas of high trachoma prevalence,
and high prevalences of other diseases; provided spectacles, treatment and surgery programs; and, in different
locations, assisted local health agents to handle their communities’ own health problems within their
communities’ structures. The program worked in a critical area where change had to occur.
The program’s success in meeting its aims and objectives as due to a number of reasons, among which were:
1.
2.
3.
4.
5.
6.

The program’s teams sought to identify and deal with the problems being faced by communities in the
areas where the problems were: in hot, dusty climates with poor living conditions, often geographically
remote and with irregular, if any, professional eye-care services being available.
The examinations were simple and easily understood by the communities, and involved participation by
all field staff and the Aboriginal people.
There was considerable participation by Aboriginal people as liaison officers and field workers in all
communities.
Consultations with communities, local people and different organisations were done by Aboriginal staff.
The program’s advance fieldwork ensured that all Aboriginal communities were informed of the teams’
visits well in advance, knew of the teams’ aims and objectives, and ensured that informed permission was
obtained from the community before the program began providing services.
The field teams identified with, and became very much part of, the communities they visited even when
there were only short stays. Because of the program’s independence for camping and cooking facilities,
visits did not provide a burden on local facilities; a clinic was provided when one was not available; staff
were prepared to work endlessly in providing a service to the people. Field team members also made a
point of learning basic phrases in the local Aboriginal language such as ‘hello’, ‘good morning’, ‘come
closer’, ‘turn your head’, ‘look up’, and so on, many of which were essential in providing a complete eye
examination.

All these factors helped break down communication barriers, and enabled the program to examine person who
were relaxed, with only a few fears. Because of past experiences with medical services, including eye
examinations, treatment and surgery, many Aboriginal people were afraid of being examined. In many cases
they did not have the information from which they could decide about issues such as eye surgery, or treatment
for follicular trachoma in children.
Consultation and communication was the most important factor in the program’s success in reaching into
Aboriginal communities. Through its liaison and consultation efforts, the program sought to involve people
from the communities in its decision-making, and to show them its willingness to participate in movements for
improved health, and its commitment to the communities among whom it was working. Unless the community
was aware of, and approved of what the program was doing, co-operation was not total, the best results would
not be obtained, and the screening program would be regarded as merely another useless survey. The
program thought it common courtesy to inform people of its aims and objectives: these concerned old people,
children, their parents, their homes, their lands and their lives.
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Each community the program visited had to be treated individually. Different groups spoke different
languages; housing and lifestyle were frequently radically different; many communities were physically isolated
from other centres. Within the communities there would be different authority structures, and differing input
and control from outside agencies, including the Department of Aboriginal Affairs, other government
departments, local non-Aboriginal resource personnel, and various religious institutions. All these factors had a
strong bearing on how contact was made with each community. In some cases the hostility of some outside
agencies meant that special efforts had to be made to reach the Aboriginal community itself.
On other occasions, the teams’ movements were influences by factors such as Aboriginal ceremonies, deaths
within the community, link-ups with other surveys, and the movements of populations according to a number
of factors. These have to be taken into account in planning screening or follow-up visits.
Usually, initial contact would be made with communities a month or more before the arrival of field teams. This
contact would be made by correspondence, inclosing information about the program and its objectives. An
Aboriginal liaison officer would visit soon afterwards.
This first contact attempted to properly inform the local population of the aims and activities of the program.
This included talking to senior persons in the authority structures of the communities, and such other people as
community advisers, health and teaching staff and interested people working in the community.
Discussion and consultation was time-consuming. In most cases, Aboriginal people wanted to discuss issues
among themselves and then return with answers and questions. It was necessary to clarify exactly what the
eye-care service entailed, with a complete explanation of all aspects of the examination, and the likely follow
up with surgery and treatment if this was necessary.
Through such discussion and consultation, the program sought to involve the people from the communities,
and to make them committed to its success. This ranged from obtaining the help of local people in the conduct
of the screenings, the use of local interpreters and translators, and obtaining as wide a coverage of the
community as possible. To achieve the latter, program teams were prepared to make camp visits and conduct
clinics in different places. The nature of follow-up, including providing spectacles and making arrangements for
surgery and treatment programs, would be explained where necessary so that the communities would know
what to expect and would be able to have an input into continuing programs for eye health card in the
communities.
After the initial contacts were made, information would be relayed to the field co-ordinator about the size and
nature of the community, appropriate persons with whom to deal, the names of persons who would assist the
field teams, the location of clinics and other facilities, and the community’s wishes about the way in which the
program should operate.
An itinerary would then be drawn up. The program, being independent for facilities and carrying all the
equipment for complete ophthalmological examinations, was flexible and operated according to often quickly
changing conditions. This was in spite of enormous difficulties of time, distance, poor communications, and a
lack of well-formed roads, with some communities being accessible only by air or sea. Despite these difficulties,
with luggage and cargo kept to a minimum, and long and exhausting hours for field team members, the
program kept to its schedules without reducing its service.
Once field teams were placed in Aboriginal communities, the same process of communication and
consultation was necessary, using the contact and information obtained in earlier liaison work. Local people
worked with field team members in achieving the program’s objectives. The program’s findings and their
implications for the community would be discussed with the community; the program always left a complete
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set of its findings, and an interim report summarising the picture in the whole community. Health workers and
other interested people were instructed in the recognition and treatment of trachoma and other eye
conditions.
Once a screening team had left an area, it was essential to maintain links with the community to ensure the
necessary follow-up was achieved, and to assist the community in dealing with the problems seen by the
program.
The success of the program’s activities in one community would considerable assist in working with other
communities in the same area: Aboriginal contacts were the key links in securing this.
The network of the Aboriginal people was the best avenue for liaison and communication. Aboriginal elders,
wati ngunkaris (Aboriginal doctors), aboriginal health workers, and Aborigines working with different agencies
or departments within the community, were highly respected people and were able to secure the involvement
and co-operation of people within the community.
It was within this network that the National Trachoma and Eye Health Program worked and this was
appreciated and understood by the communities. The program’s continued contact and empathy with this
network enabled it to be made aware of changes which had taken place, which meant that adjustments to
schedules or ways of operating could take place without causing great difficulties. The ‘grapevine’
communication was able to get information very rapidly even to the most remote areas.
Working within this network meant that the program was able to leave some aspects of necessary follow-up
with local or regional Aboriginal organisations, and to give these organisations support and assistance in
meeting their own aims and objectives, almost invariably inherent in the program’s own.
The empathy and support the program obtained from Aboriginal communities throughout Australia was not
given without a price. It was secured on a clear understanding that the organisers of the program were
genuine, and that the program’s activities provided a starting point for improved health services in the future.
There is still an enormous need to consolidate the gains made by the program – and in dealing with trachoma
and other eye diseases, in providing specialised eye health-care services to the largely neglected areas of rural
Australia, and in outlining some of the changes necessary if Aboriginal health is to improve.
Aboriginal people who co-operated with, and supported the activities of the program, did so on the basis that
this consolidation and follow-up would take place. If it does not the gains made by the program will prove
short-term, and the empathy and support of Aboriginal communities will be lost.

More than 500 local liaison staff and more than 200 Aboriginal health workers were employed during the
course of the NTEHP screening and treatment programs, and up to 50 other people were employed
concurrently at various stages in the NTEHP, including Aboriginal liaison officers, ophthalmologists,
orthoptists, optical dispensers, microbiologists, nurses, and clerical staff (RACO 1980, p. 8).
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Medical Specialist Service Delivery to Rural and Remote Australian Communities: A Demonstration
Project (Brian 1997)*
* A scanned copy of this report was provided to the authors by The Fred Hollows Foundation in June 2010.
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Appendix H
Recommendations of the Eye Health in Aboriginal and Torres Strait Islander Communities
Report (Taylor 1997, pp. 1-9)
Recommendation 1
The Commonwealth Government should commission an appropriate group to develop evidence-based, clinical
practice guidelines for primary eye care for Aboriginal and Torres Strait Islander peoples. These guidelines should be
developed in consultation with the relevant health professions especially those working in Aboriginal Medical Services.
Appropriate in-service training modules should be developed around these guidelines for all those working in the
primary health care setting. These should be provided to the National Information Network for wide distribution.

Recommendation 2
The Commonwealth and State and Territory Governments should provide financial incentives for health services to
purchase and use computer-based, patient management and recall systems. Training must be provided to these
organisations to assist in integrating these systems into work of the service. The Commonwealth and State/Territory
Governments should develop performance information and minimum data reporting requirements for eye health that
can then be generated by the patient management and recall systems.

Recommendation 3
3a. Eye services should be delivered through a regional public-private model. The provision of these services is the
joint responsibility of the Commonwealth and State and Territory Governments. Where possible outpatient services
should be delivered through Aboriginal Medical Services.
3b. The proposed funding method for the regional model is for the Commonwealth Government
to:
* continue to allow Medicare bulkbilling for specialist eye services; and
* make available Commonwealth funding, through Medicare or another
mechanism to cover the surgeon’s involvement in cataract and other eye
surgery performed in public facilities in remote regions.
State and Territory Governments are to provide funds for the overhead-free environment required for the provision of
the above services. This would include, among other things, equipment, infrastructure, travel and support.
3c. Regional and local health care services must identify a person, preferably an Aboriginal person, to be responsible for
the administration and community liaison for the specialist eye services. Hospitals should be resourced to provide
Aboriginal Health Workers with liaison responsibilities to assist Aboriginal patients undergoing surgery.
3d. Links should be established between primary health care services in urban areas and optometrists,
ophthalmologists and hospitals that provide eye services so that primary health care services can readily refer their
patients for appropriate eye care.
3e. The Commonwealth and State and Territory Governments must ensure that cross-border funding issues are
addressed at a local level so that the quality of care is not jeopardised for patients who may be referred from centres in
other States.

Recommendation 4
Evidence-based, clinical practice guidelines for the provision of specialist eye care to Aboriginal and Torres Strait
Islander patients should be developed in consultation with the Royal Australian College of Ophthalmologists and other
relevant bodies. The guidelines should include cataract surgery, trachoma and diabetic retinopathy. These should be
provided to the National Information Network for wide distribution.
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Recommendation 5
State and Territory Governments and the Royal Australian College of Ophthalmologists should develop registrar
training positions with appropriate supervision in rural and remote areas. The Royal Australian College of
Ophthalmologists should encourage registrars to accompany ophthalmologists during visits to rural and remote
regions and facilitate this.

Recommendation 6

Health services should ensure the availability of ready-made reading glasses through local outlets or through the health
service.

Recommendation 7
The Commonwealth Government should review the effectiveness of the visiting optometrist scheme in meeting the
needs of Aboriginal and Torres Strait Islander communities particularly in remote areas.

Recommendation 8

State and Territory Governments should review their low-cost spectacle schemes to improve their accessibility and
utilisation by eligible Aboriginal and Torres Strait Islander peoples.

Recommendation 9
Cataract surgery should be routinely provided at a regional level and requires appropriate facilities and equipment.

Recommendation 10
The State and Territory Governments should provide regionally-based equipment such as non-mydriatic fundus
cameras and portable laser equipment necessary for the management of diabetic retinopathy. Appropriate training
should be made available to primary health care workers who will use the photographic equipment.

Recommendation 11
Clinical practice guidelines for diabetic retinopathy should include at a minimum, the use of patient management and
recall software, the importance of annual eye examinations and advice on the use of laser treatment in Aboriginal and
Torres Strait Islander communities.

Recommendation 12
12a. A Medicare item number should be provided for annual retinal photographic screening for retinopathy in people
with diabetes by practitioners other than ophthalmologists and optometrists.
12b. Aboriginal Health Workers or nurses should be able to provide annual retinal photographic screening for
retinopathy in people with diabetes under the supervision of a medical practitioner, in keeping with the ‘On behalf’
provisions, and thereby attract a Medicare rebate under the supervising medical practitioner’s name.
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Recommendation 13
Clinical practice guidelines for trachoma should be developed for Aboriginal and Torres Strait Islander peoples based
on the WHO guidelines and in consultation with the relevant health professionals including those working in Aboriginal
Medical Services. They should include at a minimum, the screening for trachoma, the WHO simplified grading, the
surgical treatment of trichiasis, the family-based treatment with azithromycin, the promotion of facial cleanliness and
environmental improvement.

Recommendation 14

12a. As a matter of urgency, the Therapeutic Goods Administration should put to the Pharmaceutical Benefits Advisory
Committee the issue of scheduling azithromycin under the Pharmaceutical Benefits Scheme for the treatment of
trachoma, including the use of a paediatric suspension for infants.
12b. The Commonwealth Minister for Health and Family Services should authorise funding under Section 100 of the
National Health Act or through some other mechanism, the distribution of azithromycin through alternative
arrangements that substitute for doctors and community pharmacists.

Recommendation 15
The three tiers of government must make concerted and sustained improvements in housing, water supply, waste
disposal and other important aspects of the environment in Aboriginal and Torres Strait Islander communities that
ensure the provision of functional health hardware. Resources should also be allocated and provide for planned
maintenance. Attention must focus on the regional delivery of housing and the responsibility of local government to
provide infrastructure.

Recommendation 16

The Commonwealth Government should fund the establishment of a National Information Network to undertake the
tasks that have been identified in this report. The Network would be a low-cost, small-scale organisation, possibly with
a secretariat working on contract.

Recommendation 17
The National Information Network should report on a regular basis to Health Ministers on the performance of health
providers of eye health care. This report should be based on information gathered by the Network and include, at a
minimum, the following performance indicators:
* the number of pairs of glasses provided;
* the number of cataract operations performed;
* the number of people on the waiting list for cataract surgery, and the time that they have been on the
waiting list;
* the percentage of people with diabetes who have an annual eye examination;
* the number of people with diabetes for whom treatment was recommended and the number who were
actually treated;
* the status of trachoma on a community basis including the prevalence of trachoma in children aged five
to nine years;
* the number of people treated for trachoma with azithromycin; and
* the prevalence of trichiasis in women over 40 years.
These performance indicators should be built into the framework of performance indicators being developed through
Australian Health Ministers’ Advisory Committee to report on Australia’s national jurisdictional performance in
Aboriginal health.
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The Regional Model of Public-Private Eye Service Delivery (Brian 1998c, pp. 7-12 )
All Australians deserve equity of access to, and opportunity for utilisation of, health services. This is
no less so for rural and remote community residents, indigenous or otherwise.
For rural and remote medical specialist service delivery, the innovation is not in the medical
treatments, but in the organising and financing of the service. Successful service delivery must offer
the opportunity for legitimate service providers to engage in long term service provision to
Australians presently disadvantaged by lack of access or opportunity.
With this in mind, the elements of successful rural and remote service delivery must be that:
•
The quality of service should be no less than that expected by urban Australians.
•
The service should be as comprehensive as medically appropriate and possible. However, it
may, of necessity, be limited, but should deal well with the more prevalent problems
occurring in the target population.
•
The service should be delivered in or near to communities, improving patient access and
increasing uptake.
•
The service should integrate with existing primary health care services where possible.
•
The service should act as a conduit into available tertiary medical care as required.
•
There ought to be training and use of local people as service managers where possible.
•
A health database ought to be established and used in the evaluation of service
performance and medical intervention outcome measures, and in setting the priorities of an
ongoing needs-based health service.
•
There should be coordination of all resources controlled by disparate authorities and
organisations, so that the service may be sustained by mainstream funding in the long term.
•
The service should be able to identify and handle the backlog of diagnostic and therapeutic
intervention required, before settling to a sustainable level of activity.
•
The service should be ongoing, either intermittently or continuously, as determined by
population need and resource availability.
In eye health, the specialist service providers are the optometrist and ophthalmologist. Each must
be prepared to provide a regular ongoing in-community service in a context not to their financial
and professional detriment. It is important that these medical professionals not view this
undertaking as charity work, but that the rural or remote service unit is a constituent of their regular
practice. The same standards and commitment would be expected as for other parts of their
practice. As part of the professional commitment which is then established, they should be
available for telephone advice to other health professionals committed to the locality, and facilitate
referral of patients with urgent needs between visits. This is about encouraging specialist service
providers interested in rural service to incorporate a community, group of communities, or region
into their urban-based medical practice.

From the Far North Queensland experience, a single optometrist repeatedly providing a service in a
community means the onus is on him to ensure quality workmanship; appropriate refraction,
good manufacturing, prompt delivery, and well fitting spectacles. This is what he does in urban
practice. Failure to do so will mean poor patronage in future, urban or remote. If there are
problems, or replacement spectacles are required, patients have a single contact address or
telephone number with which to get satisfaction. If this does not occur, the patient has the option
of personal contact on a subsequent community visit.
The presence of an optometrist, handling all aspects of refraction and spectacle dispensing, frees
the ophthalmologist for the work he is more appropriately trained to deal with.
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The ophthalmologist involved must be prepared and able to provide good quality medical
intervention in often difficult circumstances. Through repeated visits, prompt surgical intervention,
and good surgical outcomes, community trust and willingness to access the service are established.
With this build up of practice, the continued participation of the ophthalmologist is encouraged.
The costs in delivering this service may be substantial. However, again from the Far North
Queensland experience, compared to the extensive transfer of patients from remote communities
to mainstream urban health services, this mode of service delivery is very cost effective.

The costs are such that a practitioner attempting to incorporate regular comprehensive rural and
remote service into his practice would find them prohibitive. This is particularly so, since the
specialist practitioner already has the often considerable costs of his metropolitan base practice to
meet. It is far more financially rewarding, and considerably less risky, to concentrate on urban
service. This is quite apart for the ease of metropolitan practise, compared to the alternative with its
difficulties of travel, time away from home and practice, and the sometimes inhospitable conditions
of remote Australia and its communities.
Therefore, innovative funding arrangements need to be organised to promote rural and remote
service delivery. This involves meeting the transport, accommodation, facility, equipment,
organisational, and ancillary staff costs of the service. Also, the workload must be such that fee-forservice arrangements produce a sustaining income for the practitioner. Where, because of time
spent in travel or paucity of patient load, this does not occur, then supplemental income
arrangements need to be negotiated.
The model overcomes the problem of the costs impediment by wedding public and private
resources.
The private component comprises the practitioner’s time and skill (both during visits and for
telephone advice between), with some practice management (including liaison, supervising
waiting lists, coordinating spectacle ordering and delivery to patients, etcetera).
In providing this service, the practitioner derives an income on a fee-for-service basis. In many
communities, given the disadvantage of the patients accessing this service, the Medicare rebate
alone is accepted. And further, because of the difficulty for these people in dealing with the
Medicare bureaucracy, the service is bulkbilled. Elsewhere, there may be an affluent community
stratum accessing the service and a different arrangement may be used. Thus, every patient, for
every intervention, including surgery, is treated as a private patient of the practitioner.
The public component is provided by the Commonwealth-State axis through local, usually medical
service or hospital, health budgets. This includes travel of the practitioners to the region and
between communities, accommodation, clerical assistance in communities, use of nursing and
ancillary staff, and the use and maintenance of facilities and equipment. There will be local variation
on how this is arranged. For example, where frequency of practitioner visits and population size and
composition do not warrant installing equipment in a community or facility, it would instead be
available for movement across several communities and for use by several practitioners. This would
increase the cost effectiveness of the equipment investment.
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In essence; in return for the practitioner adopting a rural/remote service unit155 into his private
practice, government provides a overhead-free work place, with the possibility of supplemental
income if required by local circumstance.
In practical terms, regional public-private eye service delivery must primarily meet the requirements
of good quality clinical practise in dispensing spectacles, and in monitoring and treating cataract,
diabetic eye disease, and trachoma where it is problematic. However, provision needs to be made
to deal with all optometric and ophthalmic problems, either at presentation or by referral.
The aim is to provide as much of the eye service in each community, or as close as possible, at the
service unit's hub community.
There may be considerable variation in how this is implemented. Variations will be determined by
such factors as practitioner availability, type of health facilities in existence, community size,
composition, and location.
So, in some circumstances, in keeping with the need for annual diabetic review, the eye team visits
each community at least once per year. In each community, patients are examined and spectacles
organised. Those with diabetic retinopathy needing treatment are lasered as required. Diabetics
requiring no treatment are invited to return for review the following year. Patients with any ocular
condition necessitating earlier or more frequent assessment, including those with significant
diabetic retinopathy and those lasered, have further appointments made for subsequent
ophthalmic visits to the service unit's hub. Each visit to the service unit involves time passing
through peripheral communities, offering the annual service. Also, time may be spent at the hub,
reviewing local community members, and those patients from peripheral communities identified as
needing more intense supervision. Thus, there is provision to review any patient as frequently as
the service unit hub visits allow.
Elsewhere, a non-mydriatic fundus camera may be used to screen for diabetic retinopathy. This may
be done in any of several ways. One is to have a camera resident in every Indigenous Health Service.
It could then be used opportunistically to screen any patient who presents at any time for any
condition. This would involve a large capital outlay and the training of many users. Another is to
have a single trained Aboriginal/Islander Health Worker, equipped with a camera, travel
independently to communities and screen for diabetic eye disease. This has the disadvantage of
being disease specific, ignoring the optometric and other ophthalmic needs of those screened.
Some believe that use of a fundus camera only has application where an eye team does not visit.
Others see an advantage in using it where there is a concentration of diabetics. Its use would save
the ophthalmologist from examining a large number of normal diabetic eyes, and allow him to
concentrate on treating just those identified by photography as requiring laser.
For those service regions wishing to try using a fundus camera, there are cost and staff implications.
From the Victorian experience, fundal photography costs four dollars per patient. This annual cost
will need to be met either through Medicare or by some other mechanism. The training of local staff
in use of the camera needs to be organised and take into account recurrent staff turnover.

155 A geographic region may be designated as a Regional Service Area. A Regional Service Area may have one or more
Service Units. A Service Unit comprises one or more smaller, less resourced, peripheral communities with a larger, better
resourced, hub community, in close proximity, which anchors the service. The hub community may act as such for several
Service Units.
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Surgery, using regional anaesthesia, should be performed at the hub community's hospital. This will
primarily be cataract surgery, but other procedures such as pterygium excision, squint correction, or
lid surgery may be done. Patients travel in from their community, stay with relatives, in a hostel, or
in a step-down-centre, have their surgery as a day case, and return home after a couple of days.
With the exception of the few patients requiring more sophisticated investigation (for example: CT
scan) and treatment (for example: vitreoretinal surgery), and of emergencies occurring when the
ophthalmologist is not in the service unit, and which can not be handled by telephone
consultation, there is no need to transfer patients to large metropolitan centres.
Where possible, ophthalmic and optometrical services ought to be provided by practitioners as part
of an eye team. The other two members being an administrator/coordinator and a local health
worker (Aboriginal/Islander Health Worker or Indigenous Medical Service nurse). There will be local
differences in the team membership and size. Also, there may be variation as to where these latter
two workers are drawn from (hub, periphery, or elsewhere), depending, inter alia, on the size and
community composition of the service unit, its relationship with other units, the ease of
transporting the team and its equipment, and the availability of suitable community members
interested in undertaking these roles. However, the preference ought to be to conduct the eye
service from Indigenous Medical Service facilities, using Indigenous Medical Service staff.
The administrator/coordinator's responsibilities may include:
•
organisation of team visits to communities;
- liaison with community health services: prepublicity, generating clinic lists,
organising work space, ensuring no clashes with other specialist visits or community
events, etcetera.
- organisation of team travel and accommodation.
- ensuring the (pre-)arrival of necessary equipment in working order.
•

running the specialist clinic;
- doing or supervising: Medicare enrolments, checking Medicare numbers and expiry
dates, and completing Medicare vouchers.
- doing or supervising the pulling and use of the host Indigenous Medical Service's
medical notes.
- collecting service performance and medical outcome data.

•

post-visit organisation;
- liaison with hub hospital concerning generating surgical waiting and theatre lists.
- liaison with hub community Indigenous Medical Service concerning any follow-up
appointments to be made for peripheral community members.
- overseeing arrangements to transport and accommodate patients requiring hub
clinic appointments or surgery.
- organisation of movement of equipment to the next location at which it will be
required.
- organisation of equipment maintenance.
- collation of data and submission to the National Information Network.
- organisation of distribution of spectacles resulting from the visit
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•

•

overseeing the use of a fundus camera;
- organising the transfer of a fundus camera between communities.
- training/supervision of those using the camera in communities.
- organising the retrieval of photographs and their examination
ophthalmologist.
- organising appointments for those requiring review or laser treatment.

by

an

addressing miscellaneous issues such as;
-

ensuring equity of access for all patients.
acting as a conduit for complaints/compliments from patients, communities, health
workers, and practitioners.

Some of these responsibilities will be executed personally by the administrator/coordinator. Others,
at a community level, will be performed by a local Indigenous Medical Service staff member
(administrator or Aboriginal/Islander Health Worker) under the administrator/coordinator's
direction.
The team's health worker's responsibilities may include:
during community clinic visits;
- measuring visual acuities.
- dilating patients' pupils.

•

Spending time in the waiting room, talking to patients (reassuring about clinic procedures;
discussing diabetes and diabetic eye disease; discussing trachoma and other eye diseases;
reassuring about surgery and describing how it is delivered in that service unit; describing the
mechanism of dispensing spectacles and their procurement free through a spectacle scheme or for
payment; etcetera)
•

acting as a liaison person at the time of surgery (this worker will already know or have met
the patient at the clinic, may accompany or meet the patient at the hub hospital, be present
during surgery if required, and oversee the immediate and perhaps home community
postoperative care).

In some service units, the optometrical need may require more frequent community visits than the
ophthalmic component of the service. If this is the case, the optometrist will require the same
support as the full team. These visits will allow the optometrist to identify patients who will require
referral for ophthalmic review on a subsequent occasion. The team will need to be aware that this
practise may prove counterproductive if patients, having received spectacles on the first visit,
failure to return for subsequent review, and perhaps treatment.
Where an eye team visits an Aboriginal or Islander community, they do so at the invitation of the
community and the Indigenous Medical Service. It is important, therefore, that the professional
notes generated remain in the community, although a practitioner may choose to take a copy (for
example, when a patient will be seen at the hub for surgery or review). This allows continuity of care
should the eye practitioner change, Indigenous Medical Service staff access to information about
their patients and the investigations and treatments required (without the need for the eye
practitioner to write a letter), and easy communication with other visiting specialists (for example,
endocrinologist).
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For the purpose of Medicare payment, the optometrist may accept patients referred from any
source (nurse, Aboriginal/Islander Health Worker, medical practitioner, or patient self-referral).
However, the specialist ophthalmologist requires a written dated referral from a medical
practitioner or optometrist to meet Medicare payment for service requirements. It is important that
this not be an impediment to patient access or ophthalmologist payment.
In many circumstances, the appearance of a patient’s name on a clinic list to see the
ophthalmologist is all that constitutes a referral. The appointment may have been made by a nurse
or clerical worker at a hospital, or a nurse or health worker resident in a community. In reality,
patient management is shared more intimately by medical, nursing and other ancillary staff in these
communities, so that such a referral is from the management team, including the doctor, rather
than an individual. This arrangement maximises the use of scarce local medical manpower time,
and is in keeping with the greater autonomy afforded nurses and ancillary staff in these
communities. There will be variation between eye teams on how the strict Medicare requirement
for a written dated referral from an appropriate practitioner will be overcome. Whichever is chosen,
the use of local notes will facilitate the referral process, and reduce the paperwork. For example, a
small standard inked stamp may be added to the notes and signed each year by the local medical
officer, or the optometrist may sign a similar standard stamp inserted in the medical notes by the
administrator on the day of consultation. As an alternative, negotiation will Medicare may result in
the acceptance that, in these circumstances, a separate written referral note may not be in
existence.
Where there is no Indigenous Medical Service, or its facilities are too cramped, it may be necessary
for the eye team to conduct outpatient clinic services at a local public hospital. To avoid
contravening Medicare agreements concerning the bulkbilling of patients in a public facility, there
needs to be an arrangement between the service providers and the hospital. The hospital must be
prepared to rent its facilities (space and staff) to the service providers, so they may be used as
private rooms. The service providers can then use these rooms to conduct their private practice,
bulkbill their patients, and meet Medicare requirements. In keeping with the aim of encouraging
rural/remote service delivery by providing an overhead free environment for the practitioner to
work, the hospital should then agree, as part of its contribution to the service, to waive the rental
costs.

Where there is provision for non-Medicare fee-for-service surgery in rural and remote hospitals, as
in South Australia, this scheme can be used by the ophthalmologist. In some places, improved
service delivery will produce an increased demand for surgery and place a burden on the fee-forservice funds available to that hospital. Should this arise, Commonwealth/State negotiation and
extra funding will need to be found so this does not jeopardise an improving and expanding
service.
Elsewhere, as in Queensland, there may be no provision for non-Medicare fee-for-service surgery in
rural and remote hospitals. Medicare funded surgery on public patients in public hospitals in this
situation would contravene Medicare agreements. In this situation, ophthalmic patients need to be
admitted to the hospital as private patients of the ophthalmologist, who is then permitted to
charge those patients a fee for the surgery. Given the financial circumstances of these patients, the
ophthalmologist will accept the Medicare rebate alone, bulkbilling for the surgery. Since these
patients are admitted as private patients of the ophthalmologist, the hospital is permitted to levy
an admission charge, covering operating theatre and ward use, and recoup the cost of the
intraocular lens inserted during cataract surgery. However, again, given the circumstances of these
patients, the hospital will choose to waive these charges, instead meeting them itself as it would
had these patients been admitted as public patients to that facility. Commonwealth/State
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negotiation will need to address any hospital budget implications of this arrangement, and ensure
no funding impediment limits surgical numbers.
The initiatives outlined above are primarily aimed at indigenous Australians. However, where
established, such service delivery must be made available to the wider community. Also, it will be
evident that this approach has application to other medical specialties.
This document concentrates on the optometric and ophthalmic components of the regional model
of public-private service delivery. However, of equal importance at the time of service, is the
collection of service related data. Only then can there be evaluation of service performance and
medical intervention measures, setting of priorities for an ongoing needs-based health service, and
equitable distribution of resources.
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Recommendations of the Review of the Implementation of the National Aboriginal and
Torres Strait Islander Eye Health Program Report (Taylor et al 2004, pp. xviii-xxvii)
Major eye conditions and the literature
Recommendation 1
•
•

•

OATSIH assist Regional Eye Health Coordinators (REHCs) and the primary health care services
they work with to become familiar with evidence-based eye health care, with particular
emphasis on the evidence base for any screening undertaken.
The available clinical guidelines for trachoma, diabetic retinopathy and cataract inform
primary health care and specialist ophthalmic practice because they represent the best
evidence available for the major eye conditions affecting Indigenous communities. This
includes one or two yearly screening for diabetic retinopathy that is acceptable for those
with nil or early retinopathy.
The visual acuity screening for school-aged children in place through International Centre
for Eyecare Education (ICEE) be evaluated and no further school screening should be
implemented until the results of this evaluation are available.

Recommendation 2
Trachoma control should be the responsibility of government-run and regional public health units
and be organised on a regional basis where population mobility is high. Primary health care services
should be involved in the detection and treatment of trachoma under the coordination of public
health units.
The eye program and the primary health care sector
Recommendation 3
That standard duty statements be developed for REHCs (based on Attachment 10), with the
remuneration they receive being dependent on their skills and experience but also recognising the
substantial skills and experience this position requires. The duty statements provided represent two
options: a health worker who provides high-level negotiation and support to the clinics in the
region; or a health worker who provides a component of the eye service such as camera operation
as part of a coordinated diabetes or chronic disease strategy.
Recommendation 4
That the focus of the NATSIEHP change from one of mostly facilitating ophthalmology and
optometry clinics that run parallel with the primary health care service, to one that focuses on
building the capacity of the primary health care services to optimally integrate with the specialist
services required to manage chronic diseases such as (but not confined to) diabetes. This will
involve a productive overlap between the NATSIEHP and other developments in Indigenous
primary health care. During the transition period, focus should be retained on eye conditions and
be accompanied by: in-service training for primary health care staff so that they are better able to
detect and manage eye conditions in their community; training for REHCs so that they are better
able to support clinics to provide this management; the utilisation (or where necessary the
establishment) of regional representative bodies to provide program advice, set priorities and
monitor program implementation; and the incorporation of primary health care principles into
regional and state eye plans so that the primacy for managing the eye care needs lies with the
primary health care services.
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Specialist services
Recommendation 5
That the Optometrists Association Australia and the three schools of optometry oversee the
recruitment and monitoring of optometrists working in the NATSIEHP.
Recommendation 6
That OATSIH and RANZCO:
• Undertake a recurrent organised program to introduce and update ophthalmologists (and
registrars) on the philosophy, practicalities and outcomes of the NATSIEHP. This should
include a facility that allows for the recruitment of ophthalmologists, and a forum for the
resolution of service delivery problems.
• With other appropriate agencies of state and Commonwealth governments:
– Examine and resolve the issue of fair remuneration for ophthalmologists who provide
“free-to-patient” visiting services in Aboriginal Medical Services and rural/remote locations.
– Act to change the remuneration for ophthalmologists who chose to relocate to rural and
remote region to ensure that the ratio of ophthalmologist to population approaches the
ratios available in large metropolitan centres.
– Investigate the remuneration of ophthalmologists who read fundus photographs and refer
where necessary. This remuneration could be in the form of a Medicare item number or a flat
fee paid through the NATSIEHP.
Recommendation 7

That accredited ophthalmology training be refocused so that a proportion of places be made
available in accredited ophthalmic training for individuals contracted to provide Indigenous and/or
regional/ remote ophthalmic practice for a specified period after training has been completed. The
contracted practitioner should either reside and work in a provincial centre, or be
metropolitan-based and provide locum cover to regional ophthalmologists/optometrists, or
supply visiting services to rural/ remote communities.
Recommendation 8
That well-resourced, supervised and supported Indigenous ophthalmic practice be a compulsory
attachment of at least several months duration for all senior registrars (post Part Two examination).
This would require, for example, the establishment of four positions to accommodate
approximately 20 registrars per year, each for two months. These may involve the coordinated
attachment of registrars to a succession of ophthalmologists travelling to rural/remote
communities, attachment to a provincial Aboriginal Medical Service, or similar.
Equipment
Recommendation 9
That OATSIH only funds equipment that is used by and based in primary health care services and
that the provision of this equipment be linked to the presence of trained primary health care staff or
primary care programs. OATSIH should advocate for other specialized equipment that is only used
by optometrists and ophthalmologists to be funded through mainstream programs.
Recommendation 10
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The equipment purchased (under any funding scheme) should complement rather than duplicate
that which is available in the region. This is particularly relevant in urban areas where there are
existing specialist eye health services.

Appendix J (continued)
Recommendation 11
Current specialist equipment should be audited to ensure that arrangements are in place to cover
the maintenance, insurance, storage and replacement of such equipment.
Recommendation 12
That OATSIH engage and fund NACCHO to examine the distribution and utilisation of specialist
equipment, to examine the impact its use has upon the provision of services and upon outcomes,
and, where appropriate, to investigate its redeployment.
Recommendation 13
That OATSIH support, as part of a comprehensive screening program for diabetes complications,
the use of retinal cameras by trained health workers in remote locations not visited by optometrists
or ophthalmologists.
Using mainstream programs
Recommendation 14
The Visiting Optometrists Scheme (VOS):
• Be administratively streamlined so that it is based on the needs of the community (rather
than the desire of the practitioner).
• Reimburse practitioners for travel time and cost, independently of the number of patients
seen. This should be a fair financial incentive (including recognition of travel time and
variable attendance by patients at clinic) for practitioners to provide outreach services to
rural and remote Australia. (This should be made administratively simple, e.g. a declaration
by an REHC, rural nurse or AMS that the specialist visit did occur rather than receipts having
to be submitted each time).
• Be adequately publicised among the relevant practitioners and that it clearly cover all
required forms of transport for remote community work.
Recommendation 15
That all practitioners using Aboriginal Medical Services as their practice location, be required to bulk
bill for professional services and that the NATSIEHP provide a negotiated national guaranteed
minimum daily remuneration (taking into account travel time, etc) by providing a sessional top-up
payment if Medicare receipts fall below that level.
Recommendation 16
That NATSIEHP funds not be spent on spectacles but that each state/territory review its subsidised
spectacle scheme so that applying for subsidised spectacles is simplified and eligibility criteria
subsidies are more uniform across the jurisdictions.
Recommendation 17
That the Aboriginal health planning forums take up the issue of Aboriginal patients access to
mainstream services both state and Commonwealth, including hospital services for eye procedures.
Recommendation 18
That MSOAP be directed to prioritise a) funding ophthalmology travel; and b) specialist
coordination to ensure the optimum use of specialist services.
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Program monitoring
Recommendation 19
That OATSIH develop a minimum dataset for eye health based on Table 1 in Chapter 8 and, where
possible, this data should be incorporated into Service Activity Reporting (SAR).
Recommendation 20
That OATSIH arrange substantial support for primary health care services to implement their Patient
Information Recall System (PIRS) so that there is:
• Ongoing training to improve staff familiarity with computer systems in general, and to
address staff turnover.
• Backup systems and strategies for times when there is hardware or software failure.
• Funding for dedicated data entry positions in many clinics.
• Support and training for database managers and report collators.
• Ongoing quality assurance and improvement systems.
Recommendation 21
That, where possible, and when communities support this, wide-area networks be developed
between health services in the same and adjacent communities as a strategy for dealing with
mobile populations and health service overlap.
Models of service delivery
Recommendation 22
Program sustainability is a key objective of the eye program and this may mean a reduction in the
direct support that eye coordinators provide to eye clinics. This should only occur after first gaining
the support of the primary health care services and assisting them to take on those responsibilities.
It is recommended that regions that have well-established eye services, review their
implementation plans to include strategies for integration, sustainability and the equitable access
of clients to relevant mainstream services. This may mean coordinating strategies such as training,
resources and program review in order to build the capacity of the primary health care service to
integrate eye health into their work.
Future direction
Recommendation 23
That the coordination of NATSIEHP be integrated into a broader coordination role in the region,
with an aim of improving the capacity of primary health care services to manage chronic disease.
This coordination role would include:
• Assisting clinics to develop their capacity to manage chronic diseases, including planned
care, and associated systems that efficiently link specialist services to primary health care
services.
• Negotiating with states/territories and with the specialist colleges such as RANZCO to
improve the delivery of specialist services in the region.
• Providing training and support to primary health care services so that they effectively
support specialist clinics. This may mean that for some regions additional staff are required.
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Recommendation 24
Implementation plans addressing the aims and objectives contained in Chapter 10 should be
developed by regional planning forums and monitored by those forums, which would then report
to the state-based Aboriginal health forums. The timing for these plans will depend on the capacity
of primary health care services to take on additional responsibilities and on training being provided
to current REHCs to assist them to adopt their altered roles. Regular national networking meetings
of coordinators should be part of the support provided to them.
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Appendix K
The Visiting Optometrists Scheme (VOS)
The Whitlam Labor Government held a joint sitting of both Houses of the Commonwealth
Parliament in August 1974 and passed legislation that established the Health Insurance Commission
(HIC) under its own Act of Parliament (AGAGD 2010). Medibank, a universal health insurance
scheme, started operating under the HIC on 1 July 1975. The Visiting Optometrists Scheme (VOS)
was introduced in 1975 to support optometric outreach services to isolated communities which
would not otherwise have ready access to primary eye care.
The VOS operates under the Health Insurance Act 1973 (AGAGD 2010a). The Table of Provisions Part
VII Miscellaneous of the Health Insurance Act 1973 – Section 129A, Special arrangements for
optometrical services states:
The Minister may on behalf of the Commonwealth make such special arrangements with
participating optometrists as he or she thinks fit for the purpose of ensuring that an adequate
optometrical service will be available to persons living in isolated areas.

The Act defines ‘participating optometrists’, ‘service’ and ‘persons’, but does not specifically identify
Indigenous people (AGAGD 2010a).
VOS has survived as an eye health policy instrument to the current time despite many changes of
government and health policies in Canberra since 1975, including the abolition of Medibank
(Standard) by the Liberal/National Coalition Government in 1978, and the introduction of Medicare
on 1 February 1984 by the Labor Government (CDHA 2009b; MP 2010). The Minister for Health and
Ageing on 22 October 2007 used his powers under Section 131 of the Health Insurance Act 1973 to
delegate his powers under Section 129A of the Act to the Assistant Secretary, Rural Health Services
and Policy Branch, Primary and Ambulatory Care Division, CDHA. This delegation was also granted
to the position of Principal Adviser, Office of Rural Health (ORH) when it was established on 1 July
2008 (CDHA 2009a, p. 6).
The current objectives of the VOS are to:
•
•
•
•

Improve the eye health of Australians living and working in remote and very remote areas,
and rural communities with an identified need for optometric services;
Increase visiting optometrist services in areas of identified need;
Support optometrists to provide outreach services; and
Encourage and facilitate integration and communication between visiting optometrists, local
health providers and other visiting health professionals about ongoing patient care.

(CDHA 2007b, p.3; CDHA 2009b; CDHA 2009c, p. 2; CDHA 2009d, p. 3).
The fourth National Member Forum of Vision 2020 Australia was held in Alice Springs on 27 July
2007 with a focus on Indigenous eye health and vision care (V2020A 2007). The Assistant Secretary
of the Rural Health Branch of the CDHA156 outlined recent changes to VOS at this Forum (V2020A
2007, p. 4). These changes resulted from the 2005-06 review of VOS in response to stakeholder
concerns that it was outdated, under-utilised, administratively complex, and had a relatively low
level of participation by optometrists (CDHA 2007b, p. 3). The Commonwealth budget in 2007-08
provided $11.9 million (GST exclusive) total funding for VOS over four years (CDHA 2009c, p. 4). The
revised VOS in 2007 used the Accessibility/Remoteness Index of Australia (ARIA)157 to define
isolation and remoteness, with exceptions for special circumstances, new guidelines for
optometrists, and a communication and marketing strategy to increase awareness among
optometrists and Indigenous communities (V2020A 2007, p. 4; CDHA 2007b, p. 5).
Ms Sharon Appleyard at that time.
Refer to the Accessibility/Remoteness Index of Australia (ARIA): Search Facility, viewed July 24 2010,
<http://www9.health.gov.au/aria/ariainpt.cfm>.
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Appendix K (continued)
The ORH in the CDHA released a Policy Framework document for VOS in October 2009 that had a
strengthened focus on Indigenous people than earlier VOS policy documents (CDHA 2009c). The
Commonwealth budget in 2009-10 provided $6.5 million over four years under the ‘Improving Eye
and Ear Health Services for Indigenous Australians for Better Education and Employment Outcomes’
initiative to expand VOS to better target primary eye care to Indigenous people living in remote and
very remote communities with an identified need for VOS services (CDHA 2009c, p. 4)158.
Indigenous communities classified as ASGC-RA159 4-5 (remote and very remote) were the primary
focus of the expanded VOS (CDHA 2009c, p. 2). The Policy Framework noted however, that
Indigenous communities defined as ASGC-RA 2 (inner regional) and not normally eligible for
funding under the expansion of the VOS, may be considered where such communities have an
identified need for optometric services supported by a letter from a local ACCHS or a local health
professional (CDHA 2009c, p. 7).
The CDHA released new VOS Guidelines for Participating Optometrists in October 2009 (CDHA
2009d). The costs to optometrists covered by the VOS are:
•
•
•
•
•
•
•
•
•
•

Travel;
Accommodation;
Meals and incidental expenses;
Lease of equipment and its transport to outreach locations;
Facility fees;
Absence from Practice Allowance;
Administrative support;
External locum support;
Accompanying health professionals; and
Cultural training and familiarisation

The CDHA also released National Priority Locations in October 2009 (CDHA 2009d, pp. 6-9).

The Minister for Indigenous Health, Rural and Regional Health and Regional Services Delivery announced this boost
to VOS in a media release entitled ‘Eye care boost for 106 remote Indigenous communities’ on 17 May 2010 (Snowdon
2010a).
159
The eligibility criterion for new services under VOS as of 1 July 2009 was the Australian Bureau of Statistics (ABS)
Australian Standard Geographical Classification – Remoteness Areas (ASGC-RA) (CDHA 2009c, p. 2). Details of the ASGCRA are at ABS (2010), viewed 24 July 2010,
<http://www.abs.gov.au/AUSSTATS/abs@.nsf/ViewContent?readform&view=DirClassManualsbyTopic&Action=Expand
&Num=6.1.1>.
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(CDHA 2009d, pp. 14-17; CDHA 2009e). One hundred and fourteen (114) national priority locations
were identified: 101 were considered high priority (88.6%); 7 medium priority (6.1%); and 6 low
priority (5.3%). The 114 locations were mainly Indigenous communities. Figure 1 shows the
distribution of these national priority locations by jurisdiction. Expressions of interest were only
considered for the delivery of outreach optometric services to these identified national priority
locations (CDHA 2009e, p. 1).
Figure 1

VOS - National Priority Locations - October 2009
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Participating optometrists can provide a range of services to all Australians under Medicare (CDHA
2010b). Sixty-seven optometrists were ‘grandfathered’ into these new arrangements from January
2008 to June 2010 (CDHA 2008b, pp. 26-27).

The Medical Specialist Outreach Assistance Program (MSOAP) was introduced in the 2000-01
Commonwealth Budget as part of a package of measures under the ‘Regional Health Strategy: More
Doctors Better Services’ initiative160, to improve access of rural and remote communities to medical
specialist outreach services by complementing outreach specialist services provided by State and
Northern Territory governments (CDHA 2007c; CDHA 2010, p. 3). The program is funded by the
CDHA through the Office of Rural Health, and is administered by Fund holders in each State and the
Northern Territory who are in turn advised by Advisory Forums each comprised of a broad range of
stakeholders with relevant knowledge and expertise about existing health delivery arrangements in
rural and remote Australia (CDHA 2010). The Royal Australian and New Zealand College of
Ophthalmologists (RANZCO) is a recognised Specialist College under MSOAP, and Ophthalmology
General, Ophthalmology-Retinal Surgery, Ophthalmology-Surgery, and Paediatrics-Ophthalmology
are listed as specialists supported under MSOAP (CDHA 2010, pp. 17-18).

This initiative was worth more than $550 million over four years (CDHAC 2001, p. 135). There were delays in rolling
out MSOAP with ongoing negotiations with a range of stakeholders including State/Territory governments, specialist
colleges, consumer groups, and rural communities (CDHAC 2001, p.134).
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The Medical Specialist Outreach Assistance Program (MSOAP)
Gruen et al (2003) concluded from a Cochrane Review of randomised trials, controlled before and
after studies, and interrupted time series analyses of visiting specialist outreach clinics in primary
care or rural hospital settings covering many specialties, countries and settings, that specialist
outreach can improve access, outcomes and service use – especially when delivered as part of a
multifaceted intervention (Gruen et al 2003, p. 2). Gruen et al (2006) later found from a population
based observational study of regular surgical, ophthalmological, gynaecological, and ear, nose, and
throat outreach visits, compared with hospital clinics alone, on access, referral practices, and
outcomes for the populations of three remote Indigenous communities in the NT over eleven years,
that specialist outreach visits improved access to specialist consultations and procedures without
increasing elective referrals or demands for hospital inpatient services161. No such study has been
made on the impact of MSOAP.
MSOAP has not been able to satisfy specialist need in many rural and remote Indigenous
communities since its establishment, and has had difficulties 162.

Consequently, the Commonwealth expanded MSOAP, starting in 2009-10, with funding of $54.7
million over four years to introduce multidisciplinary teams, comprising specialists, general
practitioners and allied health professionals, to better manage complex and chronic health
conditions in rural and remote communities (CDHA 2009f; CDHA 2010a). The CDHA prepared a
Policy Framework for the expanded MSOAP - called MSOAP-Indigenous Chronic Disease
(MSOAP-ICD) - in September 2009 (CDHA 2009f), and released Guidelines for MSOAP-ICD 20092013 in February 2010 (CDHA 2010a).
MSOAP-ICD is part of the Commonwealth Government Indigenous Chronic Disease Package of
$805.5 million over four years resulting from the 29 November 2008 Council of Australian
Governments (COAG) $1.6 billion National Partnership Agreement on Closing the Gap in Indigenous
Health Outcomes (CDHA 2010a, pp. 3-4). The participants in the MSOAP-ICD are: the CDHA central
and state/territory offices; the Fundholders; the MSOAP Advisory Forums; the health professionals
delivering the services; and the host locations for outreach service provision (CDHA 2010a, p. 8).
The MSOAP-ICD measure will cover the following costs: remuneration for MSOAP-ICD team
members; Registrars and students; Workforce support; Administrative support for MSOAP-ICD team
members; Travel costs; Accommodation costs; Meal and incidental costs; Equipment lease and
transport; Outreach service host location; Absence from Practice Allowance; Backfilling; Upskilling;
Professional support; Telemedicine; and Case Conferencing (CDHA 2010a, pp. 11-16). Indigenous
communities located in Australian Standard Geographical Classification (ASGC) – Remoteness Areas
(RA) 2 (Inner Regional) to RA 5 (Very Remote) are eligible to be supported under MSOAP-ICD (CDHA
2010a, p. 5). According to the CDHA (2009, p. 126), MSOAP supported 1430 services in 2008-09,
1842 services in 2007-08, and 1455 services in 2006-07; however the nature and location of these
services was not revealed.

The authors were examining the impact of a Commonwealth funded multidisciplinary Specialist Outreach Service
(SOS) to remote Indigenous communities in the NT that commenced in 1997, predating the MSOAP initiative (Gruen &
Bailie 2000; Gruen et al 2001; Gruen et al 2002).
162
The 2006 report ‘Integrated Regional Eye Service in Central Australia: Feasibility Assessment Report’ noted that there
was a perception amongst Eye Health Services in Central Australia that MSOAP ‘does its own thing’ (BHC 2006, p. 42).
Moreover, Turner et al (2009, p. 42) noted in their report ‘Outreach eye services in Australia’ that MSOAP was not as
comprehensive or transparent as VOS for base practice or travel time expenses, and that there are regional
idiosyncrasies due to outsourced administration.
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Eye health services are not specifically referred to in the MSOAP-ICD Guidelines and Policy
Framework documents, but improved access to quality eye health services for Indigenous people is
clearly essential to help ‘Close the Gap’ for vision (Taylor & Stanford 2010, pp. 4-5).
The 2010-11 Commonwealth Government Budget allocated $5.0 million over four years from 2010-11
to 2013-14 to increase the number of ophthalmolo gy outreach services provided through
MSOAP. Delivery of new or expanded ophthalmology services will start from 1 January 2011.
People aged over 55 years and living in ASGC RA 2 (Inner Regional) to RA 5 (Very Remote) will be
targeted under this program (AG 2010).
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