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1. Summary

On 13 March 2014, the Indigenous Eye Health Unit hosted a Roundtable that brought
together 63 stakeholders from seven jurisdictions and a range of organisations across
Australia, to share experiences and gauge lessons learned from regional efforts to close the
gap for vision. A pre-Roundtable survey was conducted to profile the current status of
regional implementation across the country.

A regional approach to close the gap is currently identified in nine geographic areas of
Australia, each of which is at a different stage of implementation. Despite local contextual
differences, a number of common issues were identified across the regions. These included:

* difficulties with obtaining, analysing and sharing local data to conduct gap analyses

* data access and quality concerns

* issues with establishing functional regional collaborative networks

* human and financial resource constraints.

A number of suggestions for the ways forward were consistently identified, including:

¢ that there needs to be an agreed and shared understanding of what data are required
and what they will be used for

¢ that specifically assigning an appropriately skilled individual or organisation within a
region the task of data compilation and analysis is necessary

* that fostering regional collaborations and building trust is integral

¢ that service directories should be prepared for regions and integrated with existing
resources and existing communication pathways wherever possible

* that local, jurisdictional and national commitment and support are required, with
clear communication regarding information and purposes

¢ that there is an imperative to engage with community and need to develop and
support Indigenous leadership capacity.

Following consideration of the issues raised at the Roundtable, a number of specific
recommendations for action are proposed. These include:

* that the existing suite of regional implementation tools are expanded and refined and
that further resources are developed, including a list of data elements required to
calculate regional gaps; a services gap calculator; and a regional implementation ‘how
to’ guide

* that the data elements for collection and sharing at a regional level need to be agreed
on and be consistent across the country, to enable local, jurisdictional and national
aggregation

¢ that when the required data elements are agreed, there is a need to continue work
with the medical software industry to ensure that these data elements can be readily
collected and extracted

¢ that discussions are held with national agencies and relevant data custodians
regarding data access protocols, for example Medicare data

* that regions consider appointing a designated project officer, tasked with establishing
collaborative networks and co-ordinating the regional implementation approach

* that a service directory and referral protocol template is developed

* that the Indigenous Eye Health Unit offer to conduct ongoing regional
implementation meetings
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* that opportunities for development of Indigenous leadership are sought and
supported

* that the national oversight policy paper, which seeks establishment of a national
governance and accountability mechanism for the Roadmap, is further developed and
endorsed by the sector.

Overall, participants reported that the Roundtable was a most successful event, with the
presentations, opportunities for networking and discussions that allowed sharing of
experiences noted as highly useful activities. Participants generally indicated that following
participation in the Roundtable, they felt better equipped to varying extents to advance a
regional approach to Indigenous eye care.

This Roundtable forum has highlighted both the shared experiences and the importance of
local contextual considerations in advancing the regional implementation approach. Further,
the goodwill, achievements and hard work of those engaged in regional implementation are
evident. The way forward is clear. Together, with concerted effort, commitment,
communication and a strong shared vision for an equitable eye health system, we can close
the gap and eliminate Indigenous disparities in eye health.

2. Background

The Roadmap to Close the Gap for Vision (2012) identifies a set of 42 interlocking
recommendations that collectively seek to identify and address systemic barriers to accessing
and utilising eye care services by Indigenous Australians, improve awareness of eye health
and preventive measures among both patients and providers, improve health system and
case co-ordination, reorient health services to meet the cultural and linguistic needs of
Indigenous Australians, and establish regional, jurisdictional and national oversight of these
processes. Regional implementation of these multi-pronged recommendations requires a
collaborative, multidisciplinary and whole-of-system approach, which may be facilitated at a
regional level by the adoption of seven key steps:

Define region and population and identify regional hub
Gap and needs analysis for service requirements
Establish regional collaboration network

Develop regional service directory and referral protocols
Identify co-ordination and case management staff roles
Establish regional data collection and monitoring system
Ensure regional accountability and oversight

NoupkwneR

Regional activity consistent with this Roadmap approach has been identified in nine
geographic regions of Australia that span 5 jurisdictions and together encompass over 27% of
Australia’s Indigenous population. Each of these regions is at a different stage of
implementation, and although there are shared experiences and challenges, each region’s
local context also generates a number of unique considerations.

To share experiences, glean lessons learned, and further inform the rollout of regional

implementation elsewhere across the country, representatives from a range of organisations
and stakeholder groups active in each of the nine regions were invited to participate in a

Regional Implementation Roundtable Report 4



Roundtable forum hosted by the Indigenous Eye Health Unit. Representatives of national
agencies and peak organisations were also invited. Prior to the Roundtable, all invitees (or
their organisational delegates) were asked to complete a questionnaire which was intended
to provide background information about how far advanced each region is in regional
implementation, identify key issues and inform the Roundtable discussion. This was also an
avenue to allow those who could not attend on the day to provide input and insights.

This report presents a brief summary of key issues from the pre-Roundtable survey and the
Roundtable, lessons learned from regional implementation across the country, action areas
identified and visions for the way forward.

3. Roundtable objectives and goals

* To share experiences in regional implementation of the Roadmap in the nine regions and
glean lessons learned

* To prompt consideration of how to overcome the commonly encountered barriers in
regional implementation

* To identify priority areas for future action

* To facilitate networking between stakeholders within and between regions

* To inspire participants with a renewed sense of enthusiasm and showcase their regional
engagement in a nationwide initiative

* To empower participants with knowledge and networks required to adopt and advance a
regional approach.

4. Participants

4.1 Pre-roundtable survey respondents

In total, 50 responses were received from the approximately 101 individuals that were
invited to participate in the survey or to assign an organisational delegate to participate in
lieu. Respondents represented a range of organisations spanning clinical, government and
non-government sectors (Fig 1). Affiliations of the five respondents who identified as
representing ‘Other’ organisations comprised two peak bodies, a state affiliate, a university
and a national organisation.

other
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Fig. 1: Organisational affiliation of questionnaire respondents
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Responses were received from representatives of all jurisdictions in which regional
implementation is occurring and from stakeholders working at the national level (Fig. 2).
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Fig. 2: Jurisdictions in which respondents primarily work

4.2 Roundtable participants

In total, 63 participants representing 32 organisations and seven jurisdictions participated in
the Roundtable forum. A full list of participants is attached as Appendix 1.

5. Profile of the current status of regional implementation across the
country

This section presents information gleaned from the pre-Roundtable survey regarding the
current status of regional implementation.

5.1 Progress in regional implementation

Information regarding the regional implementation steps that currently exist or are being
adopted regionally was provided by 34 respondents (Fig. 3). Overall, Step 1 (define region
and population and identify regional hub) was the most commonly identified regional
implementation activity (82%, n=27). The least cited implementation step was ‘identify co-
ordination and case management staff roles’ (41%, n=13).
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Fig. 3: Responses to the question ‘In your geographic area, do you think that any of the following
steps for regional implementation currently exist or are being adopted?’

Four respondents (representing three jurisdictions and the government and non-government
sectors) indicated that all seven steps of regional implementation existed or were being
adopted in their region, although some advised that several steps were only partially
implemented.

A small number of respondents indicated that they did not believe any of the seven steps
were in place in their region. Existing practice was described as fragmented due to the
public/private split and lack of communication both between providers and between
elements of the health system. Elsewhere, existing services were described as being
Indigenous-specific services delivered through a health service and outreach visits; it was also
reported that Indigenous utilisation of mainstream services could not be accurately
ascertained as Indigenous identification in mainstream services was not clear.

Acknowledging that jurisdictions may comprise several different regions that may well be at
different stages, it is of note that perceptions of progress and steps achieved within the same
jurisdiction varied markedly in some instances. Variation in implementation across
jurisdictions was also noted by representatives of national organisations.

5.2 Status of regional collaborative networks

Approximately two-thirds of respondents who answered the question about collaborative
networks indicated that these exist in their area (62%, n=23). A range of existing
organisations/structures/fora can be identified as regional collaborative networks. The
networks may differ within and between jurisdictions both in structure and function.
Additionally, some have eye health identified as a priority and others do not.

A range of stakeholders were identified as being involved in these collaborative networks (Fig
4). Additional stakeholders that were identified included:

* |ow vision agency

® private practice

* spectacle suppliers (e.g. subsidised scheme & low cost spectacle scheme)

* medical workforce agency
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¢ state health department Indigenous health units
* community health organisations

* welfare organisations

®* nursing agency

* mental health
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Fig. 4: Stakeholders identified as being involved in regional collaborative networks

26 respondents identified other existing fora/committees/partnerships or other existing
structures as potential avenues to facilitate Indigenous eye care planning. These included:

* Closing the Gap partnerships

* universities

* regional or jurisdictional eye health advisory groups (e.g. Central Australia Barkly Eye
Health Operational Group (CABEHOG), Northern Territory; Koolin Balit Aboriginal Eye
Health Advisory Group, Victoria)

* non-governmental organisations and co-ordinating bodies such as Lions Outback Vision
and the Indigenous and Remote Eye Health Service (IRIS)

* primary care partnerships

* Aboriginal and Torres Strait Islander health forums and committees

* regional co-ordination meetings between Aboriginal Community Controlled Health
Organisations and Aboriginal partnership network

* Medicare Locals

* regional and state co-ordinators liaising with commercial and non-commercial service
providers

* other partnership mechanisms such as The Queen Elizabeth Diamond Jubilee Trust
Partnerships

Concern was expressed regarding existing service structures being threatened by new
arrangements, especially where program ownership was not shared by stakeholders.
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5.3 Regional data sharing
Several examples of effective data sharing between stakeholders were provided, with many
respondents noting that further work was still required or in progress to upgrade and/or

further formalise processes. In one region it was noted that data sharing did not occur
passively but rather required a person to co-ordinate the process.

5.4 Regional service directories

The majority of respondents indicated that a regional directory would be useful (Fig. 5).
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Fig. 5: Responses to the question ‘Do you think that the development of a regional service
directory would be of value to you?'

5.5. Suggestions for ways in which the Indigenous Eye Health Unit can facilitate regional
efforts to close the gap

Numerous suggestions were received regarding ways in which the Indigenous Eye Heath Unit
could assist regions to close the gap for vision. Key activity areas included:

¢ advocacy for funding

¢ dissemination of information to the community and regions

¢ dissemination of information to the eye care sector

* provision of technical input

¢ collaboration on research and service development projects

e assistance with establishing networks and encouraging consultation/ collaboration

* supporting governance mechanisms and supporting a national body tasked with
overseeing that required processes are put in place

6. Regional implementation: key lessons learned

This section summarises key insights from the pre-Roundtable survey and the Roundtable
presentations and discussions. The Roundtable agenda is provided as Appendix 2 and copies
of the presentations as Appendix 3.
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6.1 Gaps and needs analysis

The Katherine region of the Northern Territory was presented as a sample area where the
gap and needs analysis step has been conducted and this information has been subsequently
used as a basis for planning and advocating for additional support and services.

Population needs data can be readily estimated using the IEHU calculator. Comparison with
existing service delivery data is required to define service gaps and estimate needs.

Key discussion insights

Much current service data are available, although accessibility varies within and between
jurisdictions. Data identified as being available included:

* Visiting Optometrists Scheme (VOS) and Rural Health Outreach Fund (RHOF)

services

* spectacle schemes

* hospital data

* number of Indigenous patients with diabetes attending a General Practice clinic

* national key performance indicators

Data from Medicare and private practitioners were identified as being more difficult to
access. While some data are available at an aggregated level, granular (including regional)
data are difficult to access. Service delivery data exist at a local level — other potential data
sources include regional authorities such as local hospital districts and Medicare Locals, and
jurisdictional health departments.

The personally controlled electronic health record was noted as a potentially useful resource
but limited uptake at this stage limits utility for population-level monitoring.

Some health facilities / organisations have only just started looking into eye health and as
such the nature and scope of available data have not yet been established. Even in settings
where data sharing was occurring, the patchy nature of available eye health data was noted.
Additionally, in some circumstances there was discrepancy between data reported and local
experience (e.g. waiting times).

Barriers to undertaking gap and needs analysis include:
* data quality
o lack of Indigenous identification in data sources
o inconsistent data coding
o inconsistent recording and reporting of eye services provided by different
service providers
* data access
o difficulties with interrogating eye health data from information systems, both
electronic systems and in settings where paper-based records are used
o different electronic systems i.e. databases and patient management software
in use
* regional data management
o engagement with the various data custodians and issues of data sharing
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o data use and data analysis

o fragmentation of data, issues with data co-ordination; linkage of existing data
sources to understand complete cycle of care

o lack of leadership to co-ordinate this process and issues of responsibility for
undertaking this process

o difficulties with estimating workforce requirements

Suggested actions that may make obtaining the required data easier:

highlight the benefits of data sharing and facilitate an understanding of why these
data are required

foster partnerships, which requires that issues of trust and relationship-building are
addressed

consider incentives to set up the necessary systems

identify solutions to data integration issues

resolve data management issues associated with transient and highly mobile staff
such as missing data due to data not being entered into local repositories, or double
counting

presence of Indigenous identifiers on Medicare cards

address issues around Indigenous identification and reasons underlying under-
identification, create outwardly safe environments — staff need to have cultural skills
to understand why the data are being collected

secure funding to upgrade data systems/technology

establish protocols for data sharing, confidentiality and high level agreements

need to listen to community need about required data

Consideration needs to be given to the human resource requirements to undertake gap and
needs analyses, and in particular identifying who will do the work, who will lead this process,
what kind of background and qualifications are required and how these personnel may be
supported to do this work. It was suggested that medical students and other trainees
undertaking research could be usefully engaged in this process. A key factor is the need to
identify someone charged with the task of assembling the information available.

Recommendations/actions:

* Existing resources to facilitate gap and needs analyses are to be further refined

and additional tools developed. These include

- an explicit list of data elements that each region needs to collect in order to

undertake gap and needs analysis
- list of possible data sources for each region to consider accessing

- the online calculator to be further developed to comprise a step-by-step
function that enables calculation of all required elements for the gap and

needs analysis

* |EHU to consider offering to hold meetings to facilitate gap and needs analyses in

regions/jurisdictions, to help guide regions through this process

* |EHU to provide information around successful regional data collection and

effective models
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6.2 Regional collaboration networks

Two different models of collaborative networks were presented. The Victorian model
demonstrated the value of a state committee, which exists as an additional structure
overarching the regional collaboration networks. The Central Australia Barkly model
demonstrated the importance of identifying a driver within a region to assemble the
collaboration network, and presented the important lesson that establishing the network
was a first step but this does not necessarily assure an efficient implementation approach.

A Medicare Local perspective highlighted the importance of trust in establishing collaborative
networks, and the need for the development of shared goals.

Key discussion insights

Several good examples of effective regional collaborative networks in eye health and in the
broader health arena were identified. These included the Institute for Urban Indigenous
Health in South East Queensland, the Central Australia Barkly regional network and other
collaborations throughout the Northern Territory, the Campaspe Aboriginal-led initiative in
the Loddon Mallee, efforts surrounding trachoma, and an initiative for co-ordination of oral
health services in Far West NSW.

Recommendations/actions:

* Ongoing work is required at the jurisdiction level to support establishment of
state/territory-wide groups for Indigenous eye health

* Opportunities to work with NACCHO to develop Indigenous involvement and
leadership in eye health are to be sought and supported

* Regional meetings to facilitate establishment of local networks to be arranged

* |EHU to engage with NACCHO to undertake an environmental scan to identify any
case studies of successful Indigenous-led collaborations

6.3 Regional data collection

A presentation from the Queensland perspective highlighted the importance of regional data
mapping exercises to identify data sources and utilise these data to profile the eye health
status and service gaps in a region. Such an exercise is necessary to guide health service
planning and allow monitoring of progress over time.

Key discussion insights

Factors that may facilitate regional data collection:

* agreement and communication about what data are important; what each data element
will be used for; how these data will feed in to a process to improve patient outcomes

* scoping of what data are available

Regional Implementation Roundtable Report 12



* development of nationally agreed data elements and data standards, to facilitate cross-
regional communication and national aggregation. It was suggested that a nationally
consistent data system that can be integrated locally is required

* consideration of utility of identifiable vs. de-identified data — patients who access
multiple services may be counted twice so having identifiable data would enable de-
duplication of a data set.

Factors that may facilitate regional data sharing:

* regional and jurisdictional health department support, commitment, trust and goodwill.
Consultation with stakeholders. Need to resolve issues of sensitivities regarding data and
the concerns about potential for data to be used in an adverse way

* formal agreements: formal data access and data sharing protocols and memorandums of
understanding

* resolving issues of data access (e.g. to Medicare data) and issues surrounding data linkage
and privacy

* improved data integration and interoperability between IT systems and between public
and private practitioners

* resolving issues of patient file integration e.g. for when patients move between
jurisdictions or regions

* co-ordination: it was suggested that there is a need for a lead agency to co-ordinate the
data and act as a support agency

* a concerted push from the sector to access specific Medicare data may be useful. This
may also prevent multiple requests from various stakeholders being submitted to the
same data custodian

* consider and resolve the issues of human resources and capacity to collect and analyse
data, which is a particular challenge in the busy service provision setting

* suggestion that it would be useful to set up a state or Commonwealth database which is
fed to a national register and accessible to all stakeholders to enable identification of
regional needs.

The proposed data elements are outlined in Appendix 4. These are all quantitative and it was
suggested that additional data elements are required as the existing proposed suite of
measures do not capture information on patients who drop out of the system and workforce
required to support service delivery. Qualitative data and data on follow up (e.g. post-op
reviews, number of spectacles collected [cf number of spectacles prescribed]) are also
required. There is also no measure of co-ordination or health promotion activities. Obtaining
data from the new national health survey that currently may not include eye health would be
useful.

There was a perception that data sharing is also limited by different software systems and by
the fact that different data elements are being collected (information silos). It should be
noted that data sharing does not require data linkage, individual patient identification or the
same information technology systems to be in use across settings or for the systems to
communicate with one another. Rather, it requires that each stakeholder group be aware of
the required data elements and their intended use, collect the data elements, extract the
data elements and come to the table with a summary report to share with the regional
collaborative network. Each stakeholder group within a region will contribute different data
to the regional data collection. For example, the data elements from primary care will differ
from those collected by hospital services. Combined, these data from the various regional
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stakeholders can be used to profile the eye health burden, service needs and gaps in a
region.

Key practical point: It is likely that there are some limitations in existing data in most regions.

These need to be acknowledged but should not preclude activity in this space. As the data
improve, the profile of regional activity can be further refined.

Recommendations/actions:

issues of data release protocols

where these data sources are held
* Need to agree on required data elements

refined to enable extraction of these data elements
universities within regions may be of use

data to gauge regional progress over time

* There is a need to engage with national agencies, including Medicare data
custodians, to explore options for data collection and analysis, and to consider

* |EHU to lead a data mapping exercise to identify what data are available and

* When agreed data elements are established, local software structures to be
* Given the identified lack of capacity to analyse data, engagement with local

* |EHU to develop a simple monitoring tool template to aggregate/ present serial

6.4 Service directories

Service directories are proposed as resources that will contain details of eye care services and
visiting and resident eye care providers in a given region. Referral protocols are the agreed
allocation of roles and responsibilities across the full pathway of eye care, incorporating
patient support and identification of eye problems, monitoring, treatment and follow up of
patients.

A presentation from NSW provided details on a service directory that currently exists in draft
for a part of NSW. It currently includes details about roles, definitions of responsibilities,
contact details and communities being serviced. It is not restricted to bulk-billed services, nor
can it be assumed that all providers/ centres listed in the directory will bulk bill.

The Australian College of Optometry perspective emphasised the central role of good referral
pathways and protocols in improving clinic attendance rates and reducing avoidable vision
loss. Challenges in establishing referral protocols were discussed and the components of a
good referral protocol system outlined.
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Key discussion insights

* It is important to integrate with existing resources and health
pathways/communication avenues when developing local directories.

* Structures to establish service directories are already in place in some areas but are
not being utilised.

* Insome rural/remote areas where follow up of patients is potentially problematic due
to distance, it is useful to have a list of people in the community who can provide
patient follow up.

* Costs associated with establishing a directory and funds available to do so need to be
considered.

* The need to seek input of the end-users of a directory was flagged, with regard to
local utility of such a resource and where it might best sit. Using directories to clarify
referral pathways was considered a potential useful application of a directory.

* Keeping a directory up to date was noted as an issue and particularly pertinent in
settings where there is a transient workforce — this turnover not only renders a
directory quickly out of date but also means that many people might not be aware of,
let alone use, a directory.

Recommendations / actions:

* NSW draft directory to be circulated to participants as an example

* An agency to be identified to develop a service directory and referral protocol
template. This will serve as a guide for regions to develop their own service
directories in due course.

6.5 Co-ordination and case management

A presentation from the Australian Medicare Local Alliance (AMLA) highlighted some of the
Commonwealth funded initiatives available to support regional service co-ordination and
case management approaches.

Key discussion insights

Potential resources to support co-ordination and case management include community
liaison officers, primary health clinic co-ordinators and use of telehealth. Co-ordination is
often restricted by different funding models and by limited funding. There are considerable
issues of capacity. For example, many Aboriginal Medical Services do not have the necessary
funding but do need to prioritise the management of eye health and require a dedicated
person to take on this role. It was suggested that an ideal scenario for effective co-ordination
would be to have a model with a state/territory co-ordinator and co-ordinators also based in
each region.

Effective co-ordination may be defined by integrated service delivery data and by mapping of
patient journeys/pathways.
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In general it was noted that there was some confusion about the difference between co-
ordination, which is intended to refer to the systems level co-ordination, and case
management, which occurs at the individual patient level. Definitions of these and other
terms commonly used to describe the regional implementation approach can be found in the
Roadmap to Close the Gap for Vision glossary, attached as Appendix 5.

Recommendations/actions:

* Change terminology to clarify that this step of regional implementation refers to
system co-ordination and patient case management

* |EHU to provide information to regions around opportunities to develop and
utilise existing and available resources and support

6.6 National oversight

The national oversight policy paper was presented for consideration by participants. There
was discussion that national oversight also needs to be developed from the grassroots and
concern that the term ‘oversight’ implies a top-down approach. The accountability
mechanisms inherent in the document were discussed and the direction of accountability
explored.

The majority of participants supported the need for national oversight.

Recommendations/actions:

* |EHU to circulate the national oversight policy paper to Roundtable participants
for input. Feedback to be submitted to the IEHU within a two-week period and
document to be revised thereafter.

* The definition of accountability in the document to be revised

The revised national oversight paper is attached as Appendix 6.

7. Post session evaluation highlights

Overall, 26 Roundtable participants completed the post-session evaluation. All indicated that
they felt to some extent that they could apply the information discussed at the Roundtable to
their work and that they felt more able to advance a regional approach to Indigenous eye
care. The formal presentations, group discussions, opportunities to network and learn about
others experiences were all identified as useful.

Respondents indicated that they would consider participating in a similar Roundtable in
future, to share experiences and be updated on progress in other regions.

Regional Implementation Roundtable Report 16



8. Overarching recommendations

* Itis recommended that establishing regional collaborative networks needs to occur as
the next step in regional implementation once a region has been defined. The steps of
regional implementation are to be re-ordered, such that ‘establish a regional
collaborative network’ is step 2. This is because establishing a regional collaborative
network is necessary before data sharing and gap and needs analyses can be
comprehensively undertaken.

* The steps for regional implementation are to be further refined and additional step-
by-step details required to be undertaken to achieve each step provided (i.e.
development of a ‘how to’ guide using the existing checklist as the basis for this
document).

* Regional implementation meetings, hosted by IEHU, to be conducted in regions to
provide additional guidance and technical support in the form of a how-to, step by
step seminar.

* Regions to consider appointing a person as a designated project officer to support
and progress regional implementation.

* Consider engaging local university departments of rural or public health to participate
in the gap and needs analysis and in subsequent evaluations.

* The Roadmap glossary to be further developed to assist with communication and
ensure a common language and consistency in use of terms.

* |EHU to develop mechanisms to enable tracking of progress in regions

* Sector to consider the process of document development and in particular the
mechanisms for obtaining sector endorsement.
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Appendix 1: List of Roundtable Participants

FIRST
SURNAME NAME ORGANISATION
Abouzeid Marian Indigenous Eye Health Unit, The University of Melbourne
Ah Tong Brandon Vision 2020 Australia
Andrews David Royal Australian and New Zealand College of Ophthalmologists
Anjou Mitchell Indigenous Eye Health Unit, The University of Melbourne
Arabena Kerry The University of Melbourne
Atkinson Daria Loddon Mallee Murray Medicare Local
Atkinson Josie Indigenous Eye Health Unit, The University of Melbourne
Bacot-
Kilpatrick Jane Australian Medicare Local Alliance
Barney Kulan Victorian Aboriginal Community Controlled Health Organisation
Barton Joanna Outback Eye Service
Boag Melissa Aboriginal Health Branch, Victorian Department of Health
Boudville Andrea Indigenous Eye Health Unit, The University of Melbourne
Briggs Lisa National Aboriginal Community Controlled Health Organisation
Indigenous and Rural Health Division, Australian Department of
Browne Samantha | Health
Cappuccio Skye Optometrists Association Australia
Crerie Gary Bullcreek Optometry
Croshie Christine South Eastern Melbourne Medicare Local
Culpin Desley Aboriginal Health Council of South Australia
de Paoli Heidi Rural Workforce Agency, Victoria
Dunn Elaine Australian Medicare Local Alliance
Ellis Rose NSW Rural Doctors Network
Ferguson Rachael Indigenous Eye Health Unit, The University of Melbourne
Gersbeck Jennifer Vision 2020 Australia
Glenie Kate Loddon Mallee Region, Victorian Department of Health
Gray Gemma Barwon South Western Region, Victorian Department of Health
Gray Michelle Mallee District Aboriginal Services
Jackson Jonathan | Australian College of Optometry
Jackson Rod Rural Workforce Agency, Victoria
Jones Matt Loddon Mallee Murray Medicare Local
Lange Fiona Indigenous Eye Health Unit, The University of Melbourne
Lim Nicole Fred Hollows Foundation
Lyons Louise Victorian Aboriginal Community Controlled Health Organisation
Martin Aislinn Royal Australian College of General Practitioners
Mills Kay Barwon South Western Region, Victorian Department of Health
Morse Anna Brien Holden Vision Institute
Napper Genevieve | Australian College of Optometry
Noa Rahera Fred Hollows Foundation
O'Connor Barbara ATSICHC Brishane
O'Donohue Kelley Institute of Urban Indigenous Health
O'Keefe Maureen | Australian College of Optometry
Owen Renee Wathaurong Aboriginal Cooperative Health Service
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Indigenous and Rural Health Division, Australian Department of

Palmer Samantha | Health

Penrose Lisa Institute of Urban Indigenous Health

Piccles John Bila Muuji Aboriginal Health Service

Quilty Genevieve | Optometrists Association Australia

Ravesi Michelle Community Services, Monash Health

Santamaria Linda Ophthalmology Department, Monash Health

Shipp Maurice Indigenous Eye Health Unit, The University of Melbourne

Stanford Emma Indigenous Eye Health Unit, The University of Melbourne

Stewart Allison Northern Territory Medicare Local

Stracey Mark Aboriginal Health Branch, Victorian Department of Health

Suggit Daniel National Aboriginal Community Controlled Health Organisation

Taylor Hugh Indigenous Eye Health Unit, The University of Melbourne
Indigenous and Rural Health Division, Australian Department of

Taylor Meredeth | Health

Thornton Angus Fred Hollows Foundation

Waddell Colina Brien Holden Vision Institute

Wilkinson Penny Loddon Mallee Murray Medicare Local

Wilson Heather Central Australian Aboriginal Congress

Wright Catherine | National Aboriginal Community Controlled Health Organisation

Wright Helen Lions Outback Vision

Young Greg South Eastern Melbourne Medicare Local
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Appendix 2: Regional Implementation Roundtable agenda

Indigenous Eye Health Regional Implementation Roundtable

Thursday 13 March, 9.00 am —4.45 pm

Melbourne Museum, Treetops, 11 Nicholson Street, Carlton

Agenda
8.30
9.00

Session 1
9.15

10.15

Session 2
10.30

Session 3
11.30

12.30

Session 4
1.20

Session 5
2.10

3.00

Session 6
3.15

Session 7
4.10

4.45
6.00

Registration and pre Roundtable refreshments

Welcome
Acknowledgement of Country
Introduction of attendees

Roadmap - progress, regions, survey
NACCHO perspective
Commonwealth perspective

Morning Tea

Gaps and needs analysis
Discussion in table groups; feedback from
tables

Regional collaboration network
Panel presentations; whole group discussion

Lunch

Regional data collection

Discussion in table groups; feedback from
tables

Service directory/referral protocols
Panel presentations; whole group discussion

Afternoon Tea

Coordination and case management
Discussion in table groups; feedback from
tables

Monitoring, accountability and oversight
Presentation; whole group discussion

What do | plan to do now?
Evaluation of Roundtable
Summary of the day

Closing remarks

Post Roundtable refreshments
Dinner (venue to be advised)

©

Minun Barrchﬁ

Indigenous Eye Health Unit

| SCHOOL OF
POPULATION
AND

UNIVERSIFY ¢ GLOBAL
MELBOURNE | HEALTH

Professor Kerry Arabena, The University of
Melbourne

Professor Hugh Taylor, The University of
Melbourne

Lisa Briggs, National Aboriginal Community
Controlled Health Organisation

Samantha Palmer, Australian Department of
Health

Nicole Lim, Fred Hollows Foundation

Mark Stracey, Department of Health, Victoria
Matt Jones, Loddon Mallee Murray Medicare
Local

Angus Thornton, Fred Hollows Foundation

Kelley O’Donohue, Institute of Urban Indigenous
Health

Colina Waddell, Brien Holden Vision Institute
Dr Genevieve Napper, Australian College of
Optometry

Elaine Dunn, Australian Medicare Local Alliance

Mitchell Anjou, The University of Melbourne

Professor Kerry Arabena

Professor Hugh Taylor

IEHU contacts: Maurice Shipp 0419 134 018; Mitchell Anjou 0433 673 452
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Appendix 3: Presentations

@

Minson Barreng

Twitter

#HCTG4Vision
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Roundtable Overview of
Discussion Questions

Thursday 13" March 2013
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Session 2: Gaps and needs analysis

* The first of 7 steps for regional
implementation

Session 2: Gaps and needs analysis

Discussion Questions

1. What information is ‘obtainable’ in your region?

eatanr e unnnant
LT Al T LR

* Information is required for:

2. What information is harder to get and are there
— cataract operations some ideas/solutions about getting the more
= diahetec retinal exams difficult to get information?
— provision of spectacles :
— optometry days 3. What support could be provided to make

0..-"'0....'0....-.-.,“‘.l'

getting the information easier?
- ophthalmology days

0..-"'0-.,.'0....-.-.,..‘.l'

Session 2: Gaps and needs analysis ¥ Session 2: Gaps and needs analysis

Discussion Questions

Discussion Questions

P LA T TL LT L
et antt e, Linnnant

What support could be provided to make
getting the information easier?

getting the information easier?

1. What information is ‘obtainable’ in your region? » 1. What information is ‘obtainable’ in your region?
¢ 2. What information is harder to get and are there ¢ 2. What information is harder to get and are there
: some ideas/solutions about getting the more : some ideas/solutions about getting the more
: difficult to get information? : difficult to get information?

.." 3. What support could be provided to make : 3.
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Existing Closing the Gap partnerships
structures v
to niversities
fac;hfare‘ Regional or jurisdictional eye health advisory groups
Indigenous
eye care NGOs and co-ordinating bodies
servi : ]
il Primary care partnerships
planning
in your Aboriginal and Torres Strait slander health forums &
. committees
regions e

Regional co-ordiantion meetings
Medicare Locals

Commercial and non-commercial service providers

Other partnership mechanisms

Many issues and challenges identified with regional
data collection

Agree on required

data elements and Ascertain what

Relationship

: data are building and
what the data will
Data Issues of data

integration anc

Survey Results: Existing regional structures identified

Session 4: Regional Data Collection
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Session 3: Regional Collaborative Networks

Discussion Questions

[y

N

w

Are there regional examples of effective collaborative
networks in other areas of health and or specifically
for eye health?

Are there existing regional networks and how do we
get eye care prioritised?

Who should be involved in a jurisdictional network?

Session 4: Regional Data Collection

Discussion Questions:

—

N

w

o

. What existing systems could be used to

support regional eye care data collection?

Are the proposed required data elements
appropriate?

What is required to support sharing of
information within a region?

How can we get this work done in a region?

N .
a..on"o.,.o'O..-o--0,...‘0"'."'. w7t

Session 5: Service Directories and
Referral Protocols

Regional service directory

* These are proposed as resources that will contain
details of eye care services and visiting and
resident eye care providers in a given region.

Referral protocol

* The agreed allocation of roles and responsibilities
across the full pathway of eye care. Incorporating
patient support and identification of eye

problems, monitoring, treatment and follow up
of patients.

. .
....,..._.......'.....'...‘..Q.o-..- CPTTLELELS

Survey Results: Regional Service Directories

Do you think that the development of a regional service directory
would be of value to you?

25
20
i
%10
g 5 .
. - —
yes no maybe don't know

Tetal of V6 reaqumnes b Bun Beem Severved
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Session 5: Service Directories and Referral Protocols

Discussion Questions

What is a useful regional service directory?

How would a directory be maintained and where
would it live?

N =

w

What systems are currently used in regions to
support referrals for eye care?

.

primary/secondary/hospital services?

e

What would a regionally agreed referral protocol
look like?

* .
Satanrt e unnnan
B Rl T LA T CLUE LU * »

What information is required to better link between

Session 6A: Coordination and Case
Management

* Co-ordination -the organising of services at a
systems level, for instance co-ordinating
visiting optometry services to visit an area
prior to a scheduled ophthalmology visit.
Distinct from case management, which
describes co-ordination of care at the
individual patient level.

. .
Satanrt e, unnnan
-..n-“o.,.o'l...c-o-.,.“‘.' . »

Session 6A: Coordination and Case
Management

* Case management - the process by which the

.,..0-..0‘-.,.0.-00

care system is co-ordinated and managed.

* E.g. patient, has complex eye care needs (e.g.
due to diabetes, cataract)
— assigned a co-ordinator / case manager to
— helps navigate the eye care system

—~ making appointments and ensuring attendance,
arranging transportation etc.

. .
Neat Pt g 0t gur e v, Ly

pathway of an individual patient through the eye

Session 6A: Coordination and Case
Management

Discussion Questions

* Where are the potential resources to support
coordination and case management?

How can effective coordination be defined
and measured?

P 00000
ere v ® eatanr e, ue
teser Reattteantr e, e

Session 6B: Monitoring, Accountability
and Oversight

Discussion Questions
1. Does the group endorse the need for national

oversight?

2. How can we modify/improve the proposal for
national oversight?

3.

How do we progress the advocacy for national
oversight?

atapr*te sanaet
..'.,.......-.....,...'...‘..c . e

Session 7: Summary and Evaluation

Reminder:

Please complete Roundtable Evaluation
Questionnaire

e seaet
-...»“-..,o'l...o-ou,.“.n"'."' LT 1 o4

Regional Implementation Roundtable Report 23



Contacts
Indigenous Eye Health Unit

Melbourne School of Population and Global Health, The
University of Melbourne

Level 5, 207 Bouverie St, Carlton, Victoria, 3010

T: +61 3 8344 9320

W: www.ichu.unimelb.edu.au
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Indigenous Eye Health Unit

~ -
The Indigenous Eye Health Unit
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Regional Implementation
Lessons Learnt

Ultimate Aim;

l'o Close the Gap for Vision

1. Define to scope of the problem

13" March 2014 g
2. Characterise current service models
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Regional Implementation of the Roadmap Lessons Learned
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Greater Darwin/East Arnhem, .
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WA  Kimberley and Pilbara Challenge of creating change;

Support and funding
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Medicare and Eye Examinations National Guide to a Preventative Health Assessment for

Aboriginal and Torres Strait Islander People
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MBS Health Assessment items for Children, Adults
and Older people

Chapter 6: Eye Mealth

From 1 May 2013, MBS 715 item includes vision
checks and eye exams
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Pre-Roundtable Survey

There is good progress in regional implementation across
the country

Pre-Roundtable Survey

Suggested activities that IEHU might assist with:
Advocacy for funding

In your geographic area, &

o vow think that any of the following steps for
regional implementarion o

or are being adoped Informing the community

B il il e )
Seroty regonel het

€99 ond s smsbysn b servae

Disseminating information to the sector
Technical advice and support

e Facilitating networks & collaboration
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Supporting national governance

.yos

I

Let us know of anything else we might assist you with to
help close the gap for vision!
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.... but there is still much work to be done.
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Summary Developing Local Solutions

We are making some real progress in implementing
the Roadmap

A lot of people are doing a lot of good work

We want to reflect on the Lessons Learnt to help
us all to Close the Gap for Vision

* Improve screening rates for diabetic retinopathy;
Integrate eye care in primary health care and diabetes
management plans;

Develop local referral pathways, service directories and
plans for eye care;
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Improve the monitoring and evaluation of regional eye
health outcomes

Improve awareness and knowledge of eye conditions
affecting people with diabetes
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::Why Eye Care is Important for those with Diabetes 3 . . "
. :-Learnings from Regional Implementation - 1
- o nercen 1 .~ " dults have diabetes - - e
: 3:/' o percent of Indigenous adults have diabete : Importance of jurisdictional governance/support
* -+ 13% have already lost vision H State level
s+ 98% of blindness is preventable 4 tate level governance/support -
i+ Only 20% have had the annual eye exam : NACCHO affiliate
’.'- Only 37% received needed laser treatment '-. state health department
g Low Vision (<6/12) in Indigenous Adults g commonwealth state office
4 s 4 hospital/hospital district perspective for state
. .
. / Sy : state level agencies/NGOs
: : professional bodies, OAA and RANZCO
". ‘: Allows alignment with government policy
. .
. \] Nabet Retnopaty 173 o Regions develop solutions within an agreed state plans
% Seacie e 50 | eaans 2% %
* Moo 1% e xawg 'y *
s et Agrerecna 1 f Successes in Victoria and Queensland

Regional Implementation Roundtable Report 30



o
ettt t e, %0, tune -.,".'..o-o-.o tap

Leadership
Vho is in charge?
Local ACCHO

Local Hospital District/State health region
Medicare Local
NGO

ophthalmologists, medical clinics

# Bring together all stakeholders

Learnings from Regional Implementation - 2

Other stakeholders are local practitioners — optometrists and

» Regional ownership - sharing a common goal and plan

Learnings from Regional Implementation - 3

Data and monitoring

Gap analysis - what is going on?
no-one really knows what is going on overall
determining what is needed to achieve the shared g

if change is to be effected we need to monitor
Important to understand current services and service provision
Importance of sharing data among services providers/stakeholde

» Trust, confidentiality and a shared goal

If things aren’t counted, they aren’t done
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Learnings from Regional Implementation - 4

Challenges of creating change

Need to think about doing things differently, better and
more efficiently
- GP refer to optometrist
include eye health screening in adult health checks
using regional hub for services - not capital city
sequenced visits to communities

» Encouraging a broader perspective — consulting with
community, population needs

When things are done properly, they work

Learnings from Regional Implementation - 5
Support and funding

» There are opportunities for support and funding

¢ Medicare Locals; CCSS

* General practice; ICDP, PIP, and GP and team care plans
¢ Diabetes care coordinators

¢ Jurisdictional Closing the Gap initiatives

* Specialist support RHOF, MOICDP, VOS
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SURVEY RESULTS: Linking in with
existing structures

Are there any existing
forums/committees/
Qroups or other
partnerships that could
help facitate indigenous
@ye care service planning
in your reglon?

SURVEY RESULTS: What is needed to
facilitate regional data collection?

Agree on required data elements and what the
data will be used for

Ascertain what data are available
Relationship building and trust

Issues of data access, data linkage, privacy
Data integration and IT issues

o PO

SR TL LT TP DY DT LLLL L L Saganees
- -

n...;"ln..o'!...'oc-.,....o‘.‘.". Sapg0ees

SURVEY RESULTS: Regional service
directories

Do you think that the development of a regional service directory
would be of value to you?

5 .
o Lend [
yes no maybe don't know

Total of 36 responses to this sem received

e LR EE
...‘,.o.....l..........'.....‘I.QOO epe
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Australian Government - Eye Health Policy and Programmes Handout
Indigenous Eye Health Unit - Roundtable 13 March 2014

The Australian Government recognises that poor eye health has a significant impact on
Aboriginal and Torres Strait Islander people’s lives, education and employment opportunities.

= The Closing the Gap-Improving Eye and Ear Health Services for Indigenous Australians
measure provides $66 million over four years, from 2013-14.

* The Eye Health component aims to:

o reduce the prevalence of trachoma, a preventable eye disease that can cause
blindness;

o provide trachoma surveillance and reporting across Australia;
o provide access to expert advice on Indigenous eye health issues;
© increase access to eye care services; and

o ultimately improve Indigenous children’s school attendance and employment
opportunities.

Government Review of Expenditure

* The Government is considering grant programmes in line with its priorities and to ensure
that Indigenous programmes achieve real, positive change to the lives of Aboriginal people.

*  Funding beyond 2013-14 for a range of programmes, including eye health, is part of the
review.

Trachoma

* Australia is on track to eliminate trachoma by 2020, with prevalence rates in 5-9 year olds in
screened communities falling from 14% in 2009 to 4% in 2012.

* There are hotspots that require continued effort and the Commonwealth is providing
ongoing funding for trachoma control activities in NSW, NT, SA and WA through the
multilateral Project Agreement on Improving Trachoma Control Services for Indigenous
Australians. This agreement was signed on 5 February 2014.

* New National Guidelines for the Management of Trachoma are available at:

http://www.health.gov.au/internet/main/publishing.nsf/Content/D02FOC1C2ABS0509CA25
7C66001C083C/SFile/trachoma-SoNG-Jan2014.pdf

* The National Trachoma Surveillance and Reporting Unit (NTSRU) is currently hosted at the
Kirby Institute at the University of New South Wales. The NTSRU collects and collates
trachoma surveillance and monitoring data from jurisdictions with trachoma and produces
an annual Australian Trachoma Surveillance Report. The report using 2013 data will be
published mid-2014.

L e o o ]
Australian Government - Eye Health Policy and Programmes Page 1
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Australian Government - Eye Health Policy and Programmes Handout
[ndigenous Eye Health Unit - Roundtable 13 March 2014

Indigenous Eye Health Unit, University of Melbourne

* Has contributed expert advice to the knowledge base forimproving the eye health of
Indigenous Australians.

*  2013-14 partnership with the Australian Government and Department of Health to provide:
o expert advice on Indigenous eye health policy issues;
o Development of Indigenous eye care resources;
o Technical support on trachoma control activities;
o Stakeholder engagement; and
o Coordination of Indigenous eye care programmes and services.

Cataract Surgery

* Fred Hollows Foundation (FHF) conducted cataract surgery intensives in Darwin, Katherine
and Dubbo in 2013-14, following previous Australian Government investment in cataract
surgery in Central Australia and the Barkly regions of the NT.

*  FHF leads the Central Australia and Barkly Integrated Eye Health Strategy (CABIEHS), as a
partnership of service providers so that people in those regions have better access to eye
care services.

* Cataract surgery blitzes have reduced surgery waiting lists in Central Australia and the
Barkly.

Visiting Optometrists Scheme (VOS)

* Improves access to optometry services in rural and remote communities.

*  2009-10: VOS expansion for Indigenous Australians to provide additional services to people
in Indigenous communities, for whom there is an increased prevalence of eye disease.

* The new arrangements for the VOS program are subject to the Government'’s consideration.
Decisions around the timing of any announcement are a matter for the Government.

* The location of VOS services is available on the Rural and Regional Health Australia (RRHA)

website:
http://www.ruralhealthaustralia.gov.au/internet/rha/publishing.nsf/Content/aboutUs

Australian Government - Eye Health Palicy and Programmes Page 2

Regional Implementation Roundtable Report

34



Australian Government - Eye Health Policy and Programmes Handout
Indigenous Eye Health Unit - Roundtable 13 March 2014

Medical Outreach Indigenous Chronic Disease Package (MOICDP)

* Funding for medical specialists, general practice and allied health outreach services to
Indigenous people living in urban, rural, regional and remote Australia.

* Priority areas: diabetes; cardiovascular disease; chronic respiratory disease; chronic kidney
disease and cancer.

* Eye health services can be provided for patients suffering from conditions related to
diabetes.

Rural Health Outreach Fund (RHOF)

* Improves access to medical specialists, GPs, allied and other health providers in rural,
regional and remote areas.

* Four health priorities: eye health; maternity and paediatric health; mental health; and
chronic disease management.

* Funds may be provided for the cost of travel, accommodation, meals and incidentals, facility
fees, administrative support at the outreach location, cultural training, lease of equipment,
absence from practice allowance and workforce support.

Medicare Locals

* The Australian Government is currently considering the outcomes of the Review of Medicare
Locals to ensure funding is being spent as effectively and efficiently as possible. The Review
has three components: a review of the functioning of Medicare Locals; an independent
financial audit of all Medicare Locals; and stakeholder feedback on the role and functioning
of Medicare Locals.

Practice Incentive Programme (PIP)

* PIP Guidelines released in August 2013 include a section on eye health, recommending
assessment and referral if required.

* InJanuary 2014, diabetic retinopathy was included in the PIP Guidelines to give a more
complete picture of eye health.

Medical Benefits Scheme (MBS)

* MBS Item 715 - adult health assessment now includes taking a history of the patient’s eye
health and conducting an eye examination.

e
Australian Government - Eye Health Policy and Programmes Page 3
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Australian Government - Eye Health Policy and Programmes Handout
Indigenous Eye Health Unit - Roundtable 13 March 2014

Future Directions

Partnership Approach

* The Department of Health recognises that improving the eye health of Indigenous
Australians requires a partnership by key stakeholders.

* This partnership approach is critical to:

* Developing policy responses that are tailored to individual community and regional
needs;

* Developing strategies to encourage eye care programmes to complement each
other and reflect the patient journey through the health system;

* Using available data to identify community need for eye care services;

* Building capacity in service systems to deliver sustainable eye care services over
time; and

* Exploring and utilising emerging technologies.

* The Department is keen to hear your ideas on other partnership opportunities.

e e o ]
Australian Government - Eye Health Policy and Programmes Page 4
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Gaps and Needs Analysis

Katherine Region
(Northern Territory)

Indigenous Eye Health Unit - Regional Implementation
Roundtable - March 13, 2014

Gaps & Needs Analysis — Approach

* Ongoing process with regular stakeholder
engagement

* Focused on identifying ways in which we can
improve currently delivery and coordination
of services

Qualitative ‘data’

Valuable but often forgotten source of ‘data’
* Importance of respecting local knowledge

* Obtained through informal and more formal
conversations, qualitative research studies

* Participation/involvement in
service delivery is beneficial

@ . T

Collaboration - Katherine Region

* Katherine Regional Integrated Ey
Health Program (KRIEHP)

* Brien Holden Vision Institute:
outreach optometry and
education programs

* Vision CRC Research Project —
‘Models of Vision Care Delivery
for Aboriginal and Torres Strait
Islander Communities’

Gaps & Needs Analysis — Multiple
Processes

* Qualitative data or stakeholder feedback

* Quantitative ‘data’ obtained through
programs/projects

* |EHU projected eye health needs vs current
level of services

Quantitative Data

* Baseline data from the 3 ‘levels’ of eye care:
® primary
* secondary
= tertiary

Data collection must have a purpose and be
focused on improving patient care
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IEHU Projected Need for Eye B
Care Services

Successes

v Regional eye care discussions
v CQl process at PHC level: a form of needs analys
¥ Securing of additional eye care services

* Compares current level of services
in Katherine region with population- =
based projected needs

* Eye condition prevalence data for the = i not have b il s
Indigenous Australian population based on the e L e T S

) . building and ongoing stakeholder consultation
2008 National Indigenous Eye Health Survey
Despite these ‘wins’ there are still ongoing challenges in the

i z form of workforce, sustainability etc.
* Has supported advocacy efforts for increase in TR

services

Challenges Key Learnings

* Gaps/needs analysis and data collection must
always serve a purpose and focus on ensuring
patient care

* Many competing health priorities — can be
challenging to maintain momentum

* Can only work with the data available to us ) : e )
* Relationship building is extremely important

* Need to be flexible - gaps and needs can be
perceived differently * Respect ‘local knowledge’ and support

stakeholders to address gaps/needs that they
have identified @
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healtl
* Koolin Balit means healthy people

Aboriginal eye health in Victoria

» 10 year whole of government strategic
directions for Aboriginal health

* $61.7 million over four years to
support implementation

« A significant portion of this funding
($33.5 million) to implement regional
Mark Stracey — Director of Aboriginal Health activity

* $1.5 mil to support the implementation
of an Ab nal Eye Health Plan and
projects o close the gap for vision

2]

healt!
Koolin Balit Aboriginal Eye Health Advisory Group * The Koolin Balit Aboriginal Eye Health Plan
Brngs jether key 1K [ torian Aborigina norit
eye ! the ai f clo jap for vision. The * Improving access to high-qualty eye health services for
up w Abonginal Victonans,

= work together to implement agreed priorities

« share succe:

ses and address challenges in the
mplementation © grams and projects

* support the coordination of statewide activity

adwvice and refer issues for discussion by other the

« strenathening and dev
opriate gr ommittees strengthening and dev

y, culturally res

artnerships to provide
pathways to ¢

care

healtl
What we will do * Reflections on Closing the Health Gap

+ Bring key stakeholders together * parinerships breed success
*  stroey h with corr ty
*  Work in partnership with the regional offices to buikd
mplement a regional approach to improving patient
J 25 Neec ns

pathways and addressing barriers 1o access

» Continue the Victorian Aboriginal Spectacle Subsidy the local leved works
Scheme

» Continue VACCHO Statewide Eye Health Coordinator

* Improve data and evidence
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Indigenous Eye Health §iod.. ~
Regional Implementation = :
Roundtable

Loddon Mallee Murray Medicare Local
Matt Jones

pusspmon _A'@'Q’ Working together —...—:fg:? _A'@'Q’

e NS
et 1 x LHD - 3x towns
2SS ras—. Acute, Comm’ Hoalth & Establish that you share vision/aspiration
.:..’ Aged Care
508 % * 2 1 x ACHHO
e o * Respect (contribution)
o= — .
0/ 32 = Vic
492 /0 i + Acknowledgement (responsibilities)
14 x Individual acute
services
oach with Comm' Health . H ‘e i
1.5% & Aged Care Value Proposition (what's in it for me)

4 x Ind' Comm’ Heal

3 x ACCHOs

Working together *.:fg:? __'0.“,"0} Working together *.:fg:? __'0.“,"0}

Establish principals to frame the working relationship Generate action - building a platform
+ Focus upon the things that unite the partners + Start with the achievable
« Start with the areas that you agree on + Get runs on the board
« Park the areas that you disagree + Build trust

* Understand that we do think differently
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Working together ‘-Z% "

Trust equation

Credibility + Reliability + Integrity
=TRU Questions?

Self Interest
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The CABIEHS regional
collaborative network

Indigenous Eye Health Regional Implementation Roundtable

March 13, 2014

Tre Fred Molows
Fonraation
The regions
* CABIEMS covers the Central Australia and
the Barkly regions of the NT

Total population is approximately 43,000

* Approximately 40% of the population are
Aboriginal and Torres Strait Islander
people, with a 73% ratio outside of Alice
Springs

+ Each region has unique challenges and is
covered by its own Regional Eye
Coordinator, but both are serviced by the
same sole ophthalmologist

* The Central Australia Hospital Network

comprises both regions with hospitals in

Tennant Creek and Alice Springs

The Fred Moows
Fonrcaton

How CABEHOG works

CABEHOG focuses on operational issues to engage
participants and maintain momentum

Executive level representatives are encouraged to
attend to provide strategic input and decision
making clout

CABEHOG develops and implements a work plan
containing a small number of high priority actions
which are reviewed regularly

Meetings are held every two months

The Fred Hollows Foundation carries out the
secretariat function, which was formerly a more
intensive coordination role

Trhe Fred Mosows
Fonrcaton

Regional Implementation Roundtable Report

CABIEHS overview

CABIEHS stands for the Central Australia & Barkly Integrated
Eye Health Strategy

The collaborative network was established in 2007

The aims and governance of the network have changed over
time

All key stakeholders are involved in the governance body
(CABEHOG) at operational and strategic levels

Australian government has funded coordination/ secretariat
functions, and well as some programs

(e.g. intensive eye surgery weeks) since inception

The Fred Molows
Fonracteton

Participants

CABEHOG comprises a wide range of key eye health practitioners and
organisations:

Alice Springs Hospital Ophthalmologist

Central Australia and Barkly Regional Eye Health Coordinators
Local optometrists

Central Australia Hospital Network

Central Australian Aboriginal Congress Aboriginal Corporation
Anyinginyi Health Aboriginal Corporation

Australian Department of Health

AMSANT

Brien Holden Vision Institute

Centre for Disease Control

Australian Department of Health

Central Australia Remote Health

Guide Dogs SA/NT

Northern Territory Medicare Local

Indigenous Eye Health Unit

The Fred Hollows Foundation
The Fred Molows
Fonraation

Some key learnings

It is vital to have a shared understanding of the reasons for a
collaborative network, and allow these to change over time if
necessary

One major issue provided a focus for the network in the early
stages, however momentum and engagement were reduced when
CABIEHS was formalised as a comprehensive eye health strategy
with a wide range of aims and objectives

A coordination role can be beneficial, particularly in the early stages
of collaboration, but too much “driving” can be counterproductive
It can be difficult to effectively engage both executive and
operational people in the same forum. CABIEHS governance has
been continually evolving to get the right people around the table
on a regular basis

One of the most important outcomes has been significantly
improved relationships between the stakeholders, resulting in
better communication, collaboration and coordination

The Fred Mokows
Fonrcation
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About the Institute for Urban Indigenous Health

®  Imseute for Urban Indgencus Health (JUIH) was formed in 2009 to improve Health

Outcomes for the Aborignal & Torres Strac llander community of Souch East Qid

®  The U is the regional body for South Bast Qid. The § member services that make up
this regional body are: ATSICHS (Greater Britbane). Kambu (Ipswich), Kabwun (Gold
Coast), Yulu-Burri-Ba (Brishane Bayside & North Suradbroke Ishand) & Morten ATSICHS

®  There are |3 AMS's in South East Qid with 4 new clinics phnned to open 2014

® UK Departments are: Regional Tobacco & Mealthy Lfestyle, Chnical Services, Care

Cocrdimation, USOAP, Spear Heads, Community Engagement, Work it Out. Workforce
and Development. Drug and Aicehol. Data. Close the Gap teams, Mums & Bubs

A

Regional Data
Collection
South East QLD

Kelley O'Donohue
Regional Eye Health Project Officer

kelley.odonchue(@iuih.org.au

'y P

Mapping objectives: to present the ‘big picture’ of current eye health data
and services for Aboriginal and Torres Strait Islander peoples in SEQ to inform
a regional approach to eye health services planning and implementation. The
outcomes included:

« Identification of all possible sources of data on eye health and eye health
services reaching Aboriginal and Torres Strait Islander people in urban SEQ

+ Collation and synthesis of existing data to help inform the planning
process

o Mapping of eye he sntion, screening and care services provided

the primary care level in Aboriginal Medical Services within the IUIH

mode

Regional data collection in SEQ - Methodology

A review of the 2009 Guide to Australian eye health data which provides a
summary of national and regional data sources;
Data requests sent to:
— Aboriginal and Torres Strait Islander Health Unit, QLD Department of
Health;
~ Health Statistics Unit, QLD Department of Mealth

= Medicare (Data request using eye service item numbers + Aboriginal
and Torres Strait Islander breakdown)

- Inpatient and outpatient data for eye procedures
Review of Australian Bureau of Statistics website; and
MASS Spectacle Supply Scheme which provides a comprehensive range of
free basic spectacles (prescriptions glasses) for eligible Queensiander

Health Service Data (7 Mmex & 6 Medical Director)
P

-
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What we have been able to find?
National prevalence data = AIHW / ABS / NIEHS
MASS Spectacle scheme
* No of Urban clients accessing glasses - QLD
Health service data via MMex (7 services)
* No active clients per service
*  No active diabetic clients per service
* 715 Eye health checks - including eye heath screening data
What has been difficult to find?
* Service provision data (Medicare)
* QLD prevalence data
* QLD hospital admissions / outpatient / waiting list data
* Health service data via Medical Director (6 services)
What we would like to know but can’t find?
* Allof the above

Regional Implementation Roundtable Report

P P

44



Service Directories

Why a “Service Directory”

+ Capture multiple service providers

How?

+ Existing Service Directories

+ Drafted an outline

+ Circulated to Vision CRC partners
- Feedback received and modified

+ Primary, Secondary and Tertiary

A" S
k + Turnover in staff and service providers
L\

Joining the dots — making the linkages

L

Working with ACCHSs

+ Working with Aboriginal Community

Controlled Health Services

+ Getting feedback — Practice Managers &

Aboriginal Health Workers

+ Workshop at Eye Care Forum (June 2014)
+ Adjust and refine directory

Ultimate Outcome

+ Develop a generic template for use in
regional and health service settings

+ Build into existing health care planning
and scheduling infrastructure

+ Avaluable and important tool developed
by and for services on the ground to use

+ Primary Care Linkages

L

Example Service Directory

EYE CARE
DeRtCTORY

+ Eye Care Services oasen & ereen
+  Organising Clinics & Hospitals oaor rages. soms
+  Public Health Programs
*  Regional Networks

« NGOS
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S e e : Schedule
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OUTREACH SERVICE LOCATOR
OUTREACH VISITS'SCHEOULE

vision

for everyone...everywhere
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OPTOMETRY

Referral Protocols

Genevieve Napper

Australian College of Optometry
Indigenous Eye Mealth Regional implementation Roundtable 13 March 2014

Monsan Barring et
: WACDHO e AUBTI

Eye care services - referral pathways and protocols

Referral protocols are required for primary care (first point of contact at health
service) to optometry; optometry to ophthalmology; and ophthalmology to
hospital to ensure good care outcomes

Most optometry services are visiting services eg. weekly, quarterly, yearly; with
limited op ist availability for support b Visits in many cases

Effective referral pathways
* aim to reduce or ekminate avoidable vision loss and blindness
* strengthen service sustainability (improve attendance rates)

= T Theleskypipeis
=), = an example of a
. ~.U X% system without
Yoasms O\ good referral
Y = R

o =5 N protocols

Referral pathways and protocols - Current Challenges

How do these referrals occur and who is responsible?

£g. from op to ophthalmologist/eye hospital

~ Determine reason for referral; and discuss with patient / AMW

- Identify most appropriate destination for referral (service directory)
< Identify any out of pocket costs to patient

- Identify wait time and determine if appropriate for clinical condition
Discuss options with patient / support person

Initiate referral via letter/phonecall/electronically

- Provide appropriate clinical and other information

- Discus app t type with patient (eg. letter, ph. all, ir diate)
- Discuss costs, transport, reminders with AHS

Follow up = who will do this?
Reminder, transport, attendance support, explanation of outcor
Assistance with costs, follow through to cutcome

Regional Implementation Roundtable Report
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ACO service locations in Victoria — 19 Aboriginal Health services

o cen ~‘.‘ el
L ond =
? oo Lo T, T % Viiting Optometrists Scheme
D e b aroe * Supports services to 16 ACCHOS in
e 1" Lol
— | —t Metro services
g P T Vsl - 3ACCHOS
v P e Gt ==
O B2 et b, Yy
Ny Sy ': Lo ..‘ - Optemetrists employed by ACO and
e, ® Gt I o Y all consultations bulk bited to
AL S ——y o Medicare; workforce of 17 regetar
optemetsists
-

*  Victerian Aboriginal Spectacle Subsidy Scheme (VASSS)
makes glasses avalable for all members of Victorian
Aboriginal communities for $10 (once every two years)
Includes an expanded range of frames endorsed by
A of Heaith

4198 pairs of glasses prescribed under the subsidy 2010 -
2013
* available through ACO services (urban and rural) and 23
SAIMCOMING oractices in rural areas

Eye care services — referral pathways and protocols

Aboriginal Health Worker (AHW), GP, other primary health care worker =
optometrist in Aboriginal Health Service (AHS)

Optometrist (AHS) =» AHW, GP, primary health care worker (eg diabetes
educator)

Optometrists (AHS) <» mainstream optometrist (eg. for more specialist testing)

0 ist <> ophthalmol

L L 5!

disease)

(eg. cataract surgery, laser treatment for diabetic eyt

Ophthalmologist <» surgery (hospital) or laser

> = in person Of Communk [report; two way

How do these referrals occur and who is responsible?

What would a good system look like? — referral protocols

Public or private service — what is available, when and costs clear

Support for costs is clear (eg. Medicare Local CCSS program and how this is
activated)

Geographical accessibility ~ transport

Cultural appropriateness of service

Clinical pathways - explanations of laser, surgery

Need to know that the outcome has been achieved (feedback loop)

Regional referral protocols

- What would they look like?

- Formal written agreements of roles and responsibilities?
Assurance of cost certainty i

- or informal agreements?

Eye health co-ordinator; specialist referrals co-ordnator

What is the resp bility of the op during a

busy clinic day
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sector, work together and ensure the clinical needs of both areas integrate effectively

and e#ficiently
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For more info
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Minvon Barre e

Monitoring, accountability and oversigh

Mitchell Anjou
13 March 2014
Melbourne

Steps for Regional Implementation

Define region and population and identify regional hub

2 Gap and needs analysis for service requirements

3 Establish regional collaboration network

4 Develop regional directory and referral protocols

5 Identify co-ordination and case management staff roles

6 Establish regional data collection and monitoring system

7 Ensure regional accountability and oversight

Monitoring
Capturing and reporting progress, improvement and
outcomes

Accountability
Answerability, acknowledgement of responsibility

Oversight
Review and overview; supports coverage, consistency
and continuity

s W

Currently there is no national oversight or national
accountability for Aboriginal and Torres Strait Islander
eye health

* No group accountable for national oversight
* No group that collects and collates information or dat:

* No group with sector authority to determine guideline
and benchmarks

But there is no need or desire to set up a separate,
stand-alone, vertical program — use existing committee
structures

Review covers Indigenous eye
care policy 1976-2010

11 Health Ministers

9 Heads of Department

7 Department name changes
7 formal reviews of eye health

*  Need for close community input and involvement
“Solutions™ cannot be imposed

* Need for national oversight and monitoring
Peaks and troughs, often led by a “champion™

*  Need to integrate basic eye care into primary care
Stand alone services are not appropriate, but PHC must do primary eye care

* Need mechanisms to overcome jurisdictional issues
Implementation often delayed

*  Need commitment of appropriate priority and resources

Many recommendations not implemented

s T

What could be achieved with national oversight

* Overseeing national strategy implementation

* Developing national policy and funding initiatives

* Provide expert technical and policy advice and
recommendations to Australian government and
jurisdictions

* Developing guidelines for consistency

* Report performance and progress and identify areas
of concern

* Report to Australian government, jurisdictions and
other stakeholders

Regional Implementation Roundtable Report
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Appendix 4: List of proposed data elements

DESCRIPTION

LOCATION DATA ELEMENT
Aboriginal Community Private Hospital Aboriginal and
Health Service Torres Strait
Islander Patients
Local | Visiting | Local | Visiting | Local | Visiting | Local | Visiting Annual | Monthly

Primary Care
-GP

-Nurse
-Aboriginal
Health Worker

Number of Patients screened for Vision Problems

Number of patients referred with vision problems

Number of patients with diabetes

Number of patients with diabetes referred for retinal
examination

Number of patients with retinal examination provided/
retinal photograph taken in clinic

Number of MBS Item 715 (Adult and Older Persons) billed

Secondary Care
-Optometry

Number of days of service

Number of patients examined

Number of spectacles prescribed and/or provided

Number of patients examined with diabetes

Number of referrals to ophthalmology

? consider cataract/diabetes/other categorisation

-Ophthalmology
Clinic

(Including
Hospital
Outpatients)

Number of days of service

Number of patients examined

Number of patients examined with diabetes

Number of patients with diabetes requiring laser treatment

Number of retinal laser treatments given

Number of referrals for surgery

? consider cataract/other

Tertiary Care
-Ophthalmology
Surgery

Number of days of service

Number of surgical procedures cataract

Number of surgical procedures other ocular

Number of people on waiting list for cataract surgery

Number of people on waiting list for cataract surgery >90
days
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Appendix 5: Roadmap to Close the Gap for Vision - Glossary

The purpose of this glossary is to provide some clarity and consistency around terms commonly
used to describe the regional implementation approach recommended in the Roadmap to Close the
Gap for Vision.

Data sharing

The process by which various stakeholders within a region collaborate to share eye health data at a
systems level from across a range of sources. These data may be combined/ aggregated to provide
a regional or population profile of eye health. [This does not require data linkage or the same
information technology systems to be in use. Rather, it requires that each stakeholder group be
aware of the required data elements, collect the data elements, extract the data elements and
come to the table with a summary spreadsheet to share with the regional collaborative network].

This concept is distinct from the sharing of information about an individual patient that occurs as
part of clinical care (e.g. communication of information about an individual patient as part of a
referral process).

Gap and needs analysis

Aims to quantify the expected prevalence of eye disease and the associated predicted need for eye
care services in a region and to calculate the ‘gap’ by comparing the expected needs with the
existing level of service provision in a region.

Steps:

- identify the expected burden of the following eye conditions among the local Indigenous
population, based on disease prevalence data (which are available from the National
Indigenous Eye Health Survey) and the size of the local Indigenous population (which is
available from the Australian Bureau of Statistics):

o cataract
o diabetic retinopathy
o refractive error and need for glasses

- based on this information and the average caseload of a visiting or resident clinician,
calculate the expected number of optometry and ophthalmology service days required

- identify current service provision/ uptake by Indigenous Australians

- expected need for eye care less current service provision/ uptake = the gap

The Indigenous Eye Health Unit has developed an online calculator to facilitate these steps, which is
available online at: http://dr-grading.iehu.unimelb.edu.au/ecwc/

National oversight

A proposed governance structure which would oversee the implementation of the various
components of the Roadmap and initiatives to close the gap for vision, at a national level. National
oversight and accountability are required to support sustained service delivery and improve eye
health outcomes.
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Patient case management
Describes the process by which the pathway of an individual patient through the eye care system is
co-ordinated and managed.

An individual patient, when identified as having complex eye care needs (e.g. due to diabetes,
cataract) is assigned a co-ordinator / case manager to help them navigate their way through the
eye care system, for instance by assisting with making appointments and ensuring attendance,
arranging transportation etc.

Referral protocol

The agreed allocation of roles and responsibilities across the full pathway of eye care. Can
incorporate patient support and identification of eye problems, monitoring, treatment and follow
up of patients.

Regional collaboration network
Describes the mechanism by which the various stakeholders in a regional healthcare system
communicate and work together in a collaborative way.

Regional data collection

Describes the data that includes information about eye health status and eye health care within a
region, and contains information from a range of relevant sources. The desired outcome of
effective data sharing within a region. These data can be used to assess performance and monitor
progress. These data may also be reported to jurisdictions, for jurisdictional monitoring.

Regional implementation

The Roadmap to Close the Gap for Vision identifies 42 interlocked recommendations which
together comprise a comprehensive framework to remove barriers to eyecare service access and
utilisation by Indigenous Australians, increase awareness of eye health issues among both patients
and providers, reorient health services to meet the cultural and linguistic needs of Indigenous
Australians and establish regional, jurisdictional and national governance and oversight
mechanisms.

Regional implementation of these multi-pronged recommendations requires a collaborative,
multidisciplinary and whole-of-system approach, which may be facilitated by the adoption of seven
key steps:

Define region and population and identify regional hub
Establish regional collaboration network

Gap and needs analysis for service requirements
Develop regional service directory and referral protocols
Identify co-ordination and case management staff roles
Establish regional data collection and monitoring system
Ensure regional accountability and oversight

NoukwnNPE
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Regional service directory
These are proposed as resources that will contain details of eye care services and visiting and
resident eye care providers in a given region.

Required data elements (also referred to as ‘minimum data set’)

The minimum set of data elements required to accurately profile eye health status and eye health
services in a given setting. These data can then provide the basis for aggregation to allow regional,
jurisdictional, national and international reporting.

Systems co-ordination

Refers to the co-ordination of services at a systems level, for instance co-ordinating visiting
optometry services to visit an area prior to a scheduled ophthalmology visit. Distinct from case
management, which describes co-ordination of care at the individual patient level.
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Appendix 6: National Oversight policy paper v2

The Roadmap to Close the Gap for Vision — the need for National Oversight
This discussion paper has been prepared by the Indigenous Eye Health Unit
April 2014

The Roadmap to Close the Gap for Vision (2012) proposes 42 recommendations to close the gap for
vision and eliminate the inequities in Aboriginal and Torres Strait Islander eye health and vision in
Australia. National oversight is recommended (Recommendation 7.4) to provide continuity,
oversight and accountability by monitoring national progress for Indigenous eye health. It is
proposed that this function needs to be established by government to develop national policy,
oversee implementation of national strategies and to report to Australian government and
State/Territory governments. National oversight will ensure the maintenance of national coverage,
oversight and accountability and provide timely report of performance to government and all
service providers and stakeholders.

Oversight and accountability are identified as two absolutely key ingredients that are required to
support sustained service delivery and care outcomes. The failure to institute such governance
structures is considered a significant factor for the failure of previous programs, particularly the
failure of recommendations arising from reviews about Indigenous eye health. Oversight and two-
way accountability is required at each administrative level in the service system — local, regional,
jurisdictional and national.

Currently there is no clear national oversight or national accountability for Aboriginal and Torres
Strait Islander eye health. Although a number of groups are involved in national programs, there is
* no government or sector agreed group with this remit or that is accountable for this function
* no group that collects and collates information or data that would suggest or support national

oversight responsibilities
* no group with sector authority to endorse evidence-based guidelines and benchmarks for
Indigenous eye health.

In establishing an effective review or governance function, it would be highly desirable to utilize an
existing committee structure, experience and expertise wherever possible. There is no need nor is
there desire to set up a separate, stand-alone, vertical program.

It is suggested that a governance body with accountability to COAG, AHMC or AHMAC take on this
oversight function and that it would appropriately focus effort in Indigenous eye care. This is
deemed essential if the goal of closing the gap for vision is to be achieved.

History informs

The past failures of policy implementation and proper funding for eye health programs have
resulted from a lack of consistent focus on Indigenous eye health. A Critical History of Indigenous
Eye Health Policy Making (2011) covers the period 1976 to 2010. Seven formal reviews of eye
health have been conducted in that time and a number of consistent findings are identified. There
is a need for close community input and involvement, national oversight and monitoring,
integration of basic eye care into primary care, mechanisms to overcome jurisdictional issues and a
commitment to appropriate priority and resources. The historical review demonstrates that
solutions cannot be imposed, that there have been many peaks and troughs in Indigenous eye
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health activity, stand alone services are not appropriate and eye health must be part of the broader
health care, and that implementation of recommendations has often been delayed or just not
carried out. However, the overriding essential is national oversight.

Data and monitoring

The availability of data to inform policy and service planning at a national level is poor and
spasmodic. There is a lack of aggregated data at jurisdictional and national levels and there is
limited oversight monitoring or accountability. Even data about national schemes for visiting
services and low cost spectacle support are not readily available or shared. National systems
management cannot be undertaken without performance data to inform planning and this
information needs to be accessible to stakeholders. National monitoring can showcase best-
practice models and will provide enhanced local and regional service planning and improved
accountability to Aboriginal and Torres Strait Islander communities.

National guidelines
Development of the following national guidelines will support activities to close the gap for vision
and the rollout of the Roadmap:

* Definition of targets
o Clinical pathway standards for timeliness, quality and availability of services
* Collection of data
o Data elements for reporting at local, regional and jurisdictional levels
* Reporting performance
o National eye health KPI and target reporting — regional, jurisdictional and national
* Strategic workforce education and training requirements
* Health promotion framework for Indigenous eye health

Stakeholder endorsement and involvement
The Roadmap to Close the Gap for Vision includes a firm recommendation on the need for national
oversight of Indigenous eye health and vision care issues and has been endorsed by:

National Aboriginal Community Controlled Health Organisation (NACCHO)
Optometrists Association Australia (OAA)

Royal Australian and New Zealand College of Ophthalmologists (RANZCO) and
Vision 2020 Australia.

Representatives of these four stakeholders are well placed to provide expert, technical and policy
advice and recommendations to federal and jurisdictional government departments and authorities
responsible for Aboriginal and Torres Strait Islander eye health and support national oversight
functions.

The Australian government has initiated and provided important support for Indigenous eye health
and the recommendation for national oversight is to build and consolidate from these efforts.

The functions of national oversight
The aims and functions of national oversight would include:
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1. Overseeing the national implementation of strategies that address Aboriginal and Torres
Strait Islander eye health and vision care issues, consistent with the recommendations of The
Roadmap to Close the Gap for Vision

2.  Developing the national policy and funding initiatives identified to close the gap for vision

3. Providing expert, technical and policy advice and recommendations to federal government
departments and authorities responsible for Aboriginal and Torres Strait Islander eye health

4, Providing expert, technical and policy advice and recommendations to support jurisdictional
committees responsible for Aboriginal and Torres Strait Islander eye health

5. Developing guidelines and benchmarks to support nationally consistent Aboriginal and Torres
Strait Islander eye health

6. Developing a reporting framework to allow national oversight for Aboriginal and Torres Strait
Islander eye health

7. Reporting to federal and state/territory governments and other stakeholders, including local
and regional communities, regarding monitoring data and activity tracking, progress on
‘closing the gap for vision’ and identifying areas of concern

8. Reporting progress made to appropriate Australian government authority (eg. AHMAC).
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Appendix 7: Sample service directory and referral pathway document

EYE CARE DIRECTORY
Resources & Personnel
[insert region name]
[insert ACCHO — if relevant]

Last updated: [insert date]

Contents:

Preamble

List of eye health coordination personnel

Define the referral pathway and referral process (where do you send referrals to?)
Regional VISITING EYE CARE SCHEDULE

Useful resources

e wWwN e

1. Preamble

This directory is to enable health care workers in the multidisciplinary team to identify whom they

can refer eye care clients to within the [insert region name] Region of [insert State/Territory name].

It provides a list of associated personnel and other useful contacts, resources and links. The

communities serviced by eye care practitioners within the [insert region name] Region are listed. It

is the responsibility of each region to keep this up to date and review regularly to ensure all

contacts are up-to-date.
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2. List of eye health coordination personnel

Coordination of eye care resources and personnel in [region]

Role

Definition/Responsibilities

Contact Name & Contact
Details

Communities covered by
service

Primary Care Linkages

Chronic Disease Case
Managers/ Diabetic Care
Coordinators

Ensure that ALL patients with diabetes have an annual retinal eye
exam. Collaborate with primary care teams to ensure patient lists for
visiting eye care practitioners are prepared. Monitor proportion of
diabetic patients getting annual eye exam.

Primary Health Care Team
(GP, Nurse, AHP)

Conduct routine eye and vision checks (e.g. as part of Adult Health
Check) and refer for eye examinations as required (as per
recommended guidelines).

Manage acute/emergency eye care cases as per standard treatment
protocol. Ensure follow up along the patient pathway.

Aboriginal Community Based
Workers (where relevant)

Recognise community members not attending clinics and promote
visiting eye care services.

Kids/School health screening
programs

Conduct eye and vision screenings for children refer to eye care
practitioners as required and ensure follow up (patient receives
appropriate services).

Eye Care Services

Optometrist

Provide comprehensive eye health examinations including refraction,
detection of eye and vision disorders and management or referral to
ophthalmology as appropriate. Provide majority of eye care services
including annual diabetic retinal examinations.

Ophthalmologist

Medical specialist who diagnoses and treats eye or vision disorders,
by medical, surgical or laser therapies. Responsible for specialized
eye care as per cases referred by optometrists or GPs (i.e. not routine
diabetic eye examinations)

Emergency Eye care

On-call ophthalmology for emergency cases.

Orthoptist

Allied Health Eye Care practitioners who investigate and manage
vision defects and abnormalities of eye movement. Typically work
alongside Ophthalmology services, conducting a range of tests to
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contribute to patients’ diagnosis and management.

Low Vision Services

Assess functional vision of patients who are visually impaired and
provide services to assist with vision/magnifying aids or
rehabilitation/orientations and mobility, daily living support.

Spectacles

Sources and options for spectacle supply (subsidised spectacle
schemes, low cost spectacle schemes, private prescriptions,
readymade spectacles)

Organising Eye Clinics

Regional Eye Health
Coordinators

Coordinate and facilitate visiting eye care services to remote
community health services/ACCHSs. Liaise with clinics regarding
scheduling and ensuring patient lists are prepared, transportation
arranged etc.

Aboriginal Eye Health

Practitioners/Workers (where

relevant)

Facilitate visiting eye care services within their primary health care
clinic, where relevant work in partnership with RECH regarding trip
scheduling etc.

Transport Services

Ensuring patients arrive in timely manner for appointments.

Organising Hospital

Patient Liaison

Where relevant, contact patient/ACCHSs prior to scheduled hospital
appointment to confirm date and answer any queries. Act as first
point of contact for patient at hospital and assist with patient
pathway of care.

Scheduling Appointments
(Ophthalmology)

Inform clinics/patients of scheduled ophthalmology appointments
with adequate notice to arrange patient transport. Interact with
Patient Liaison officers to maximize patient attendance. Notify
ACCHSs of DNAs for future follow up.

Transport Services

Transport services from Community to Hospital and back, utilizing
PATS where relevant.

Public Health Programs

Trachoma Surveillance and
Screening services

Coordinate/conduct trachoma prevalence surveys and oversee
community wide treatment programs as required by prevalence data.
Monitor trends in trachoma and report both locally and national
surveillance programs.

Regional Networks

Regional eye care group

Regional ACCHSs network
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Medicare Local

Local Hospital Network

NGOs

Brien Holden Vision Institute

Fred Hollows Foundation

Indigenous Eye Health Unit
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Facilitating Eye care services within your clinic

* Generating recall lists
* Eye care practitioners using e
e etc

Regional Eye Care referral pathways

lectronic records

Eye care is primarily provided by eye care practitioners: optometrists and ophthalmologists The
majority of eye care in Australia is provided by optometrists, who then refer appropriately to
ophthalmologists for treatment or management of eye pathology using medicines, laser or
surgery. In the context of eye care provided in/through primary health care settings (such as
ACCHOs), the three tiers (primary, secondary, tertiary) of eye care is defined as:

*  Primary At the primary
e Secondary

o Tertiary Hospital-based

health care level (e.g. vision screening for the AHC)

By an eye practitioner (e.g. visiting optometrist or ophthalmologist)

care/treatment (e.g. cataract surgery)

Define the referral pathway and referral processes (where do you send referrals to).

This picture ‘The Pathways for Eye care’ represens the eye care referral pathway as shown by

IEHU Roadmap to Close the Gap for Vision, January 2013 page 24: Taylor, H.R., et al., The
Roadmap to Close the Gap for Vision (Full Report). 2012, Melbourne School of Population Health,
University of Melbourne: Melbourne.
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4. Regional Visiting eye Care Schedule

(Regional schedule and local schedule where available)

5. Useful resources

Indigenous EyelnfoNet

The HealthinfoNet is a ‘one-stop’ internet resource that aims to inform practice and policy in
Indigenous health by making research and other knowledge readily accessible. In this way, the
Helath/nfoNet aims to contribute to ‘closing the gap’ in health between Indigenous and other
Australians.

Australian Indigenous Health/nfoNet
Kurongkurl Katitjin — Edith Cowan University
2 Bradford Street, Mt Lawley WA 6050
Telephone: 08 9370 6336

Facsimile: 08 93706022

Email: healthinfonet@ecu.edu.au

Web: www.healthinfonet.ecu.edu.au
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