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Key Messages

Falls are the leading cause of hospitalised
injuries and injury-related deaths among
older Australians. The cause of falls in the
older adults is multifactorial however
older adults with impaired vision are twice
as likely to fall than older adults without
impaired vision. Around 75% of the
patients admitted to hospital following a
fall has a correctable vision problem,
either by updating a spectacle prescription
or the surgical removal of cataract. To
minimise the risk of falls in older adults
and appropriate care is received, a
multifaceted and cross-disciplinary
approach is required.

Guidelines for optometrists have been
published that support falls prevention in
older patients with appropriate spectacle
corrections, but its implementation and
impact on falls prevention is unknown.
Collecting data about the implementation
and benefits of these guidelines to prevent
falls in optometric practice is critical as
more than 50% of people aged 65 and
over received optometry service, placing
eye care a good position in preventing
falls.

Referrals by eye care practitioners and
general practitioners to other allied health
and patient support services are not
embedded in routine models of care; and
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the number of referrals relating to a risk of
falls is unknown. Multi-disciplinary falls
prevention programs, which integrate
general practice and allied health service
under a Medicare rebate system
(Enhanced Primary Care for Allied Health
Professionals) should be scaled to identify
older adults at risk of falls and provide
evidence-based fall prevention
interventions.

Cataract surgery can reverse falls risks, but
a shortage of healthcare professionals and
inadequate funding in the eye care sector
cause long wait times for surgery in
Australia. By increasing investment in the
eye care sector, not only can health
expenditure be reduced through the
prevention of blindness and permanent
vision loss, but it can also improve
patients' quality of life, increase
productivity, and decrease the demand for
other healthcare services.

Evidence showed that eye care delivered is
not always optimal. To maintain the
quality of care, regular monitoring and
evaluation on care received by older
adults at risk of falls, their health
outcomes and patient experience is
needed to ensure the uptake of latest
evidence and quality of patient care.
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Recommendations

Recommendation 1
Development and implementation of a data quality feedback tool for My Health Record
(long-term) and an appropriate digital platform for optometrists (short-term)

Recommendation 2
Standardisation of medical terminologies and diagnostic coding systems for Falls Risk
Assessment

Recommendation 3
Enhance quality control and data-driven decision-making in eyecare

Recommendation 4
Integrate optometrists in multi-disciplinary falls prevention programs

Recommendation 5
Implement a comprehensive monitoring and evaluation framework

Recommendation 6
Standardising the cataract referral process and Integrating community and hospital

care

Recommendation 7
Set targets for reducing waiting times for second eye cataract surgery

Recommendation 8
Enhance funding for public ophthalmology services

Recommendation 9
Increase funding for outreach cataract surgeries
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Executive Summary

Falls are the leading cause of hospitalised
injuries and injury-related deaths among older
Australians. Among various contributing
factors, impaired vision significantly increases
the risk of falls. Approximately 75% of older
adults admitted to hospitals following a fall
have a correctable vision problem, highlighting
the critical role of eye care practitioners in falls
prevention.

Falls among older adults result from a complex
interplay of factors, including decreased
strength, impaired balance, and environmental
hazards. A multifaceted and cross-disciplinary
approach is essential for effective falls
prevention. Optometrists play a pivotal role by
ensuring proper spectacle corrections and
identifying vision issues that can be addressed
through surgery, such as cataracts. However,
considerable work is needed to normalize falls
prevention as part of optometric practice and
increase awareness among other health
professionals.

Guidelines for optometrists have been
published to support falls prevention, yet the
implementation and impact of these
guidelines remain underexplored. Data
collection on the effectiveness and adoption of
these guidelines is critical, as over 50% of
Australians aged 65 and older receive
optometric services, positioning eye care
practitioners as vital contributors to falls
prevention.

Current models of care lack routine
interdisciplinary referrals for patients at risk of
falls, leading to missed opportunities for early
intervention. Despite the importance of vision
assessments, referrals from GPs to
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optometrists remain low. Multidisciplinary
care plans significantly reduce fall-related
hospitalisations, but vision assessment is often
excluded from these plans. Including
optometrists in multidisciplinary programs
could improve patient outcomes, as evidenced
by high patient and practitioner willingness to
participate in falls prevention programs when
optometrists are involved.

Cataract surgery, which can significantly
reduce falls risk, faces challenges due to
healthcare professional shortages and
inadequate funding, resulting in long wait
times. Increased investment in the eye care
sector can reduce healthcare costs, improve
patients' quality of life, and decrease the
demand on other healthcare services.

Optimal eye care delivery is not always
achieved. Regular monitoring and evaluation
of the care received by older adults at risk of
falls are needed to ensure the application of
the latest evidence and maintenance of high-
quality patient care. Implementing
standardised diagnostic coding systems and
enhancing the interoperability of electronic
health records can improve data quality and
support falls prevention efforts.

Addressing the multifactorial causes of falls
among older adults requires a coordinated
effort involving optometrists, general
practitioners, and allied health professionals.
By enhancing funding, integrating
multidisciplinary care models, and ensuring
the implementation of evidence-based
guidelines, we can significantly reduce the
incidence of falls and improve the overall well-
being of older Australians.

y
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Background

Falls are the major public health
concerns in Australia

Falls are the leading cause of hospitalised
injuries and injury-related deaths among older
adults. In Australia, around 30% of adults older
than 65 years fall once or more and the rate of
falls increases with age and frailty level [1]. In
2019-20, falls resulted in 224,000 (42%)
hospitalisations and 5300 deaths [2]. Of these,
around 60% of hospitalisations and more than
90% of deaths were for people aged 65 and
over [3].

Falls and consequent injuries are major public
health problems that can result in disability.
Over half of the hospitalised injuries involve a
fracture with hip and thigh being the most
common locations [2]. Older adults often
recover slowly from hip fractures and are
vulnerable to postoperative complications
resulting in permanent disability and needs of
care [4].

Falls can result in psychological consequences
such as fear of falling, loss of confidence
where the older adults refuse to move for fear
of recurrent falls and injury [5]. Self-limiting
movement and reduced activity will further
increase the risk of falling and lead to loss of
independence, social isolations, and reduced
quality of life [6, 7].

The economic impact of falls is critical to
family, community, and society. The person
who falls suffer income loss and dependence
on caretakers. The cost of fall-related injury in
Australia was estimated to be AUS2.3 billion
dollars, around 62% of the injury expenditure
in older adults aged 60 and over [8]. With the
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ageing population, this already substantial
burden on the Australian health care system
will escalate significantly.

While the risk of falls and injury increases with
age, falls are not unpredictable accidents.
There is clear evidence that falls are
multifactorial, and involve a confluence of
modifiable social, behavioural, and physical
risk factors, such as decreased strength;
impaired vision, balance, and gait; and
polypharmacy; as well as hazards of the
physical environment, such as poor lighting or
slippery floors [9]. The risk of falls increases
with the number of risk factors that an older
adult has. For example, the falls rate increased
by four times in people with four or more risk
factors compare to those with no risk factors
[10]. As such, identification of and addressing
the risk factors of falls is the key to prevent
falls.

Visual impairment increases the risk of
falls

As people age, it is common for their visual
functions to decrease, which is associated with
an increased risk of falling. In Australia, it is
estimated there are over 575,000 people who
are blind or vision impaired [11]. Older adults
with impaired vision are twice as likely to fall
than older adults without impaired vision [12].
Older adults rely heavily on vision to control
their balance, identify hazards or obstacles
such as stairs, steps and kerbs in their
environment and navigate safely around them.
Poor vision reduces body control and balance,
and substantially increases the risk of falls in
an older adult [13]. Importantly, three in four
patients admitted to hospital following a fall
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have a correctable vision problem, either
corrected by updating a spectacle prescription
or the surgical removal of cataract [14].

More Australians visit an optometrist than any
other non-medical health professional, with
6,762 registered optometrists providing over
10.9 million eye care services in 2022-2023
[15, 16]. While <2% of patients seeing general
practitioners (GPs) for an eye problem [17],
more than 50% of people aged 65 and over
received optometry service [18], placing
optometrists in a good position in preventing
falls, in addition to GPs. This will also provide
an opportunity to enhance integration of
optometric care into primary care and
facilitate collaboration between healthcare
professionals. However, considerable work is
needed to normalise falls prevention as part of
optometric practice and increase awareness
among other health professionals.

Since 2009, four new optometry programs
located in South Australia [19], rural Victoria
[20], Australian Capital Territory [21] and
Western Australia [22] have been established
to improve service coverage in the regional
and rural areas. These programs aim to train
local optometrists who are more likely to
remain and practice in these underserved rural
communities, enhancing access to essential
eye care services.

Providing appropriate glasses and cataract
surgery are effective in improving vision and
falls prevention [23-25]. With appropriate
counselling, provision of single lens glasses for
older wearers of multifocal glasses who take
part in regular outdoor activities reduce 30%
of falls [23]. Similarly, performing cataract
surgery on the first eye reduces 31% of falls
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rate where second eye cataract surgery
further reduces the fall rates by 50% [25].

Economic modelling in US has shown that
prescribing appropriate glasses for active older
adults and expedited first eye cataract surgery
can reduce falls by 115,209 and 64,717
respectively resulting in US$237 million and
USS423 million annually [26]. In Australia,
reducing the wait time for cataract surgery
from 12 months to 3 months also showed
savings of AUS6.6 million for the health system
and a reduction in falls by 25% [27].

In 2019, Optometry Australia published
Guidelines for optometrists to help prevent

falls in older patients, which guides Australian

optometrists on how to manage older patients
to minimise the risk of falls. These guidelines
were further revised and strengthened to
improve its feasibility and implementation
[28]. The Guidelines enhances evidence-based
management and increases the awareness of
optometrists in falls prevention.

Optometric assessment improves
patient referrals for cataract surgery

Comprehensive information of vision status
and ocular health provided by optometrists
can facilitate the referral process. The pathway
to cataract surgery in Australia is initiated by a
referral from a primary care provider,
predominantly optometrists and general
medical practitioners [29]. In this pathway,
GPs provide the information on general health
and medications where optometrist can
provide information on vision and eye health
to assist the triage process and reduce the
wait time for visiting the ophthalmologist for
initial assessment and the subsequent visit for
the cataract surgery [29, 30].

y
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In view of increased demand for health increasing support for optometrists in
expenditure in falls and the association managing older adults at risk of falls is
between vision and falls, good coverage of essential.

optometric services among older adults and
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Data to inform strategies to implement falls prevention

practice in eye care practitioners

To implement falls prevention practice in eye
care practitioners, it is important to
understand:

e how eye care practitioners are managing
patients at risk of falls and their attitude in
increasing involvement of falls prevention,
and;

e to what extent the published guidelines
for optometrists in falls prevention are
implemented and why, and how many falls
are prevented by implementing these
guidelines.

Such information can be used to tailor
interventions and training programs to engage
and improve eye care practitioners in
identifying and managing patients at risk of
falls, and identify which strategies are most
effective in falls prevention.

Data on practice patterns of
optometrists in falls prevention

Optometrists have a key role in falls
prevention of their older patients through
awareness of their patients’ falls history,
detection of vision problems, prescribing
appropriate glasses that minimise the risk of
falling, and counsel and refer patients at risk of
falls to relevant professions.

In Australia, data on the knowledge, attitude,
and practice patterns of optometrists in falls
prevention is lacking and will be required to
demonstrate the feasibility of involving
optometrists as an additional point of contact
for GPs in falls prevention efforts.

Eye care practitioners in falls prevention

In the United States, a study involving focus
groups of both patients and optometrists
examined the role of optometrists' as the
referral point for falls prevention programs
(30). It was found that over 90% of patients
were willing to participate in a falls prevention
program if recommended by their
optometrists. Similarly, 97% of the
participating optometrists indicated their
willingness to refer patients to falls prevention
programs.

The study further found that 17% of the
optometrists already referred their older
patients to falls prevention programs, with
only 2.6% of optometrists mentioned funding
as a factor in this process. Unfamiliarity with
community-based falls prevention programs
and fall assessments was identified as the
main obstacle for optometrists in referring
patients to falls prevention programs (30).

Data collection from optometrists is also
critical to identify areas of practice that
require improvement; and for the
development of evidence-based interventions
and educational programs with the goal of
improving patient health outcomes.

Data can be collected using surveys, health
record reviews, interviews, and focus groups
via the collaboration of healthcare researchers
and professional associations (e.g., Optometry
Australia). Health improvement methods such
as the iCaretrack approach [31] can be used to
underpin the development of targeted training
and education programs (Figure 1).
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Figure 1. Overview of the iCaretrack approach [31] demonstrating the key steps when applied to falls prevention

IDENTIFY THE GAP

Conduct a review of patient record cards in optometry
practices, including those from domiciliary visits, to
determine current practice pattern of optometrists in
falls prevention.

ANALYSE BEHAVIOUR

Conduct interviews and focus group discussions guided by
a theoretical framework, such as the Behaviour Change
Wheel, to identify the barriers and facilitators
encountered by optometrists in delivering care related to
falls prevention.

DEVELOP INTERVENTION

Collaborate with optometrists, patients, and stakeholders,
including professional associations, patient advocacy
groups, ophthalmologists, and optometry corporate
groups, to co-design training and education programs that
are tailored to their specific

EVALUATE

Conduct a cluster-randomized controlled trial within
Australian optometry practices to assess the impact of the
intervention, such as a reduction in the number of falls and
alighment of care with guidelines. This evaluation will
involve record card reviews and interviews conducted
before and after the intervention period.

SCALE UP

If shown to be effective, extend the health interventions
from controlled settings to wider practices or policies in
real-world conditions.

Eye care practitioners in falls prevention
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Data on implementation and impact of
guidelines for optometrists to prevent
falls

Inappropriate glasses can increase the risk of
falls in older adults [23, 32]. Evidence-based
guidelines [33] for optometrists to help
prevent falls in these patients with appropriate
glasses have been developed, but data on the
their implementation is limited; and where
recommendations have been implemented,
their impact remains unknown. Consequently,
guidelines were revised in 2022 for easier
implementation into optometric practice [28],
but the impact of these changes on practice
also remains unknown.

In the UK, guidelines on spectacle prescribing
have been specifically developed for patients
undergoing cataract surgery [34]. However,
these guidelines have not been validated for
use in Australia. Cataract surgery is a prevalent
elective procedure in Australia, with 323,420
operations performed in 2022 to 2023 [35].
Given the high volume of cataract surgeries, it
is crucial to develop and validate guidelines
tailored to the Australian context to ensure
optimal patient care and outcomes.

Since cataract surgery is typically performed
on one eye at a time, this can result in a
temporary imbalance between the patient's
eyes until the second eye is operated on.
Patients who have undergone cataract surgery
have reported feelings of unbalance and
difficulties with steps [36], which increases the
risk of falls.

Eye care practitioners in falls prevention

To mitigate this risk, the power and design of
the prescribed glasses and expediting second
eye surgery play a crucial role [34]. Therefore,
these guidelines will become increasingly
important in effectively managing patients
undergoing cataract surgery and ensuring
appropriate glasses are prescribed to minimise
the risk of falls.

Evaluating the effectiveness of these
guidelines [28, 34] is critical to the
development of future policies. Data can then
be used to inform resource allocation that
promotes falls prevention and supports the
training of optometrists and other healthcare
professionals, as well as the provision of
appropriate glasses for older patients.

A knowledge translation framework, such as
the Knowledge-to-Action framework [37], can
be used to ensure that evidence-based
guidelines for falls prevention are effectively
implemented in optometric practice (Figure 2).

11
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Figure 2. The Knowledge-to-Action framework (adapted from [37]). The Knowledge to Action framework consists
of two main phases: knowledge creation and action cycle. In the knowledge creation phase, the focus is on
identifying knowledge gaps, synthesising knowledge, and developing knowledge tools. This includes identifying
evidence regarding the relationship between vision and falls, understanding how vision interventions can
prevent falls, evaluating the quality of available evidence, and adapting it to fit Australian optometry practice
(e.g., developing falls prevention guidelines for Australian optometrists). This phase is also integrated into the
action cycle. The subsequent action cycle involves identifying implementation barriers and facilitators, selecting
and tailoring interventions to enhance implementation, and monitoring and evaluating the impact of guidelines
for optometrists to prevent falls. Another action cycle may be necessary to sustain the implementation.
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Data on My Health Record

The My Health Record serves as a valuable

platform for collecting key health information,
making it potentially useful for data collection
in cases of complex or chronic conditions that
require multidisciplinary care, such as falls and
diabetes. However, the availability of data
within the My Health Record is dependent on
healthcare professionals, uploading the
relevant clinical documents. Consequently, the
data can be missing or incomplete, posing
challenges for comprehensive analysis [38].

Incompatibility between optometry
practice management system and My
Health Record

A lack of interoperability with common
optometry practice management systems
restricts the system's effectiveness within
optometry and other allied health professions
[39]. Optometrists can only access patient
records through the National Provider Portal
via a web browser, requiring separate
registration processes for their existing
Healthcare Provider Identifier — Individual
(HPI-1) number and their organisation's unique
Healthcare Provider Identifier - Organisation
(HPI-O) number, leading to time-consuming
registration process [40].

Without financial compensation for the
additional administrative tasks involved in
navigating and utilising the My Health Record
system, optometrists may be less motivated to
engage fully with the system and impedes the
potential to understand practice patterns and
improve patient care [40]. The lack of
remuneration for the extra time and effort
required to manage these administrative
duties means that optometrists are more likely
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to prioritise direct patient care activities over
these additional tasks. Consequently, this can
result in vision impairment being missed as a
risk factor in the records accessible to other

health practitioners using My Health Record.

Additionally, optometrists may be unaware of
other patient risk factors for falls, which would
otherwise inform the prescription of
appropriate glasses and prompt inquiries
about fall history during consultations. Proper
management or referrals to ensure patient
safety and continuity of care may be
overlooked. For patients undergoing fall
prevention programs, it is crucial for
optometrists to update related health
practitioners if any modifications to the
programs are needed once new glasses are
prescribed.

Addressing these limitations requires
significant financial support from the
Australian Government to redesign and
upgrade the optometry practice management
systems [40], enabling the facilitation of
shared electronic health records and
promoting better-coordinated care for all
patients, particularly those at risk of falls and
requiring multi-disciplinary team care.

The POpulation Level Analysis and
Reporting tool (POLAR GP) in
optometry practices

In Australia, the POpulation Level Analysis and
Reporting tool (POLAR GP) utilises data
extracted from health record management
systems to gain insights into various health
conditions, improve care, and track patient
outcomes over time in general practices [41],
but this tool is not currently available for
optometry practices.

13
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As a result, optometrists must individually
upload reports to My Health Records, a
process that is time-consuming and involves
switching between optometry practice
management systems and the web browser-
based My Health Record system.

These administrative burdens contribute to
the low usage of My Health Record in
optometry practice, leading to incomplete falls
risk data on My Health Record. Since vision
impairment is a risk factor for falls, missing this
vision data can impact the effectiveness of
tailored falls prevention programs. Integrating
POLAR GP with the My Health Record system
would streamline the process of uploading
falls data, requiring minimal clinician input.

Importance of integrated systems for
multidisciplinary care

There is a lack of comprehensive data and
integration, which impedes the understanding
of falls prevention and collaboration among
healthcare professionals. Patients with
balance, strength, gait, or foot-related issues
may require care from podiatrists,
physiotherapists, or exercise physiologists for
exercise prescription [42, 43]. Those with
injurious falls, unsteadiness, or recent
hospitalisation may need assistance from
occupational therapists for home safety
assessment [44].

Additionally, patients with vision impairments
may require services from ophthalmologists
for cataract surgery, optometrists for vision
correction, and occupational therapists for
home safety assessments [45]. Developing a
system to support interdisciplinary care and
management of falls risk or expanding the use
of tools like POLAR GP to include optometry

Eye care practitioners in falls prevention

and other primary healthcare practices such as
podiatry, physiotherapy, and occupational
therapy can significantly enhance
understanding of practice and referral
patterns for falls prevention. It can also
identify areas for improving collaboration
between healthcare professionals. Evaluating
the falls data on the relationship between
practice patterns and the number of fall-
related hospitalisations informs interventions
and drives changes in practice patterns for
optometrists and multidisciplinary care teams
involved in falls prevention among older
adults.

Since fall prevention requires multidisciplinary
care, having a unified system across all primary
healthcare practices will be critical to
facilitating an understanding of which care is
provided by whom and how it can be used to
improve outcomes for those older adults who
have fallen. For example, this analysis can
identify the best practices in optometry care
for fall prevention on what care reduce falls
risk.

Inadequate multidisciplinary data collection
hinders the identification of high-risk patient
populations and effective falls prevention
strategies. Falls among older adults are
influenced by multiple risk factors, and an
increase in these factors raises the likelihood
of falls [46]. Therefore, it is critical to obtain
multidisciplinary data to identify high-risk
patient populations.

However, this requires extensive medical
history taking during limited consultation
times [47], preventing healthcare practitioners
from dedicating more time to proactively
developing personalised care plans. Collecting
multidisciplinary data through tools like POLAR

14
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GP can help identify high-risk patient
populations without the need for extensive
medical history taking during limited
consultation times. It allows healthcare
professionals to access personalised care plans
through the system once patients grant
access. This enables the patient’s GP to have a
comprehensive overview of the interventions
and treatments implemented, improving
patient experience with management
continuity and information continuity [48].

Standardisation of medical
terminologies and diagnostic coding
systems used in health records

The documents uploaded to the My Health
Record were not primarily designed for
understanding practice patterns, resulting in
variations in data structure and recording and
making it challenging to identify health records

specifically related to falls. The lack of data
standardisation poses significant challenges
for accurately identifying fall risk factors and
ensuring effective targeted interventions for
falls prevention. Inconsistent data entry makes
it difficult to analyse how often falls risk were
assessed and compare outcomes across
different healthcare settings.

Although there is no data showing how
insistent diagnostic codes were used in falls-
related data in Australia, a US study showed
that a median of 40% of cases were missed
across all falls-related conditions when
searching with International Classification of
Diseases (ICD) codes alone, and searching the
Current Procedural Terminology (CPT) coding

alone missed 26% of all fall risk assessments
[49].

A retrospective analysis of de-identified electronic health record (EHR) data from two US primary care
centre organisations, representing nine physical locations, excluding school-based health centres and
dental clinics, demonstrated that inconsistent diagnostic codes were used in falls related data
collected on the EHRs [49]. Among the 3,933 patients aged 65 and older, only 133 patients (3.4%) had
indication in their medical records of having had an unintentional fall at some point in the past where
34% of them were identified using free-text searches, which is much lower than the US national
statistic that falls occur among approximately 40% of adults 65 and older [50]. They found that the
ICD-9 coding alone missed a minimum of 1.2% of cases (diabetes type 2) to a maximum of 98% of
cases (vision impairment), with a median of 40% of cases missed across all falls-related conditions.
Similarly, they found that fall risk assessments in the EHR data were largely found in semi-structured
and free-text data. Searching the CPT coding alone missed 26% of all fall risk assessments. The use of
unstructured formats, such as free-text instead of standardised medical terms, and the lack of

standardisation due to differing terminologies add complexity to data interpretation [51].

The implementation of standardised medical consistent data entry and improve

terminologies and diagnostic coding systems in interoperability between the My Health
optometry practice management systems, Record and other healthcare systems [53].
such as the ICD codes, the CPT and the

Systemised Nomenclature Of Medicine Clinical

Terms (SNOMED-CT) [52], would ensure

It also improves the searchability of falls-
related data, so researchers and practitioners
are unable to perform targeted searches,

15
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retrieve specific patient records related to Therefore, implementing standardised medical
falls, and identify patterns, trends, and factors terminologies and diagnostic coding systems in
contributing to falls (53). Improved optometry practice management is insufficient
searchability allows practitioners to identify on its own. Comprehensive education and
factors contributing to falls more effectively, training for healthcare practitioners on the
reduces the administrative burden, and importance and usage of diagnostic codes are
decreases the likelihood of patients receiving essential. This training ensures accurate data
redundant tests or potentially contraindicated entry, enhances the identification of falls risk
treatments (54). Although specific numbers factors, and reduces the likelihood of

were not reported, a pilot study indicated that redundant tests or contraindicated

diagnostic codes were nearly absent in most treatments, thereby improving overall patient
records (55). This absence compromises the care and targeted falls prevention strategies.

effectiveness of falls prevention efforts by
leading to incomplete data collection and
analysis.

The International Classification of Diseases (ICD) is a widely used diagnostic tool globally for
epidemiology, health management, and clinical purposes. It standardises the representation of
diseases, disorders, injuries, and related health conditions. There are two categories of ICD codes:
ICD-CM (Clinical Modification) for diagnostic codes and ICD-PCS (Procedure Coding System) for
medical procedures and interventions, commonly used for inpatient reporting and hospital billing.
The Current Procedural Terminology (CPT) is the most widely accepted medical nomenclature used to
report medical procedures and services under public and private health insurance programs.

The Systemised Nomenclature Of Medicine Clinical Terms (SNOMED-CT) provides standardised
terminology for comprehensive knowledge representation in multidisciplinary clinical practice [52].
Unlike ICD, SNOMED-CT captures a broader range of concepts, including clinical findings, symptoms,

diagnoses, procedures, organisms, pharmaceuticals, specimens, and more.

Impact of incomplete documentation in Although more than 95% of public hospitals
my health record on fall prevention in had adopted My Health Record by May 2021
older adults [50], not all records are consistently uploaded

[51], including those relating to falls, which are
As of 2024, mechanisms to support data the second most common primary symptoms
completeness within My Health Record remain (14%).
inadequate. Emergency departments (EDs)
often serve as the first point of contact for
acute care among older adults aged 65 years

and over following a fall.
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A 6 month survey conducted by a research team at Monash University within the ED of a tertiary
metropolitan public hospital in Melbourne, Australia, found that only 39% of users typically engaged
with My Health Record less than once per shift [57]. Additionally, almost half of the self-identified
users did not consider its use critical for patient care [57]. Instead, My Health Record tends to be used
in scenarios where clinicians perceive the greatest benefit, primarily focusing on patients with chronic

and complex conditions [57].

The incomplete documentation of fall-related combined with individualised treatment of
information hinders the potential for identified risk factors, referral if needed, and
identifying older adults at risk of falls or early follow-up reduced the rate of falls by 24% [45].
intervention to prevent subsequent falls. This Therefore, enhancing documentation practices
is particularly critical as multifactorial and ensuring comprehensive assessments are
interventions, where patients are referred to essential steps in improving the effectiveness
other services based on identified risks, are of fall prevention programs, enabling timely
crucial in fall prevention strategies [52]. A referrals, and ultimately reducing the
Cochrane Systematic Review reported that incidence of falls among older adults.

clinical assessment by a health practitioners

17
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Interdisciplinary referrals are not embedded in routine

models of care

Patients at risk of falls are seldom directly
referred to eye care practitioners, despite
general agreement among GPs that vision
assessments and treatments should be
conducted by these specialists [53]. In a small
survey of 37 Australian GPs, only 22 (68%)
believed that referring patients to
optometrists was necessary for effective
evidence-based falls prevention interventions,
and only four GPs (11%) had made referrals to
optometrists over the 9-month reporting
period [53].

Similarly, a study conducted in rural regions of
New South Wales found that only a small
proportion (23% of 139 participants) of GPs
often referred older patients at risk of falling
to optometrists for vision assessment [54].
Importantly, patients who received a
multidisciplinary falls prevention care plan had
a significantly lower risk of fall-related
hospitalisation compared to those without
such a plan [55]. These low rates of
interdisciplinary referrals for patients at risk of
falls highlight the missed opportunity for early
implementation of falls prevention
interventions [56].

Indeed, vision assessment and the provision of
glasses is not always considered as part of the
multidisciplinary team’s interventions for falls
prevention. This is evident in a Cochrane
review, which identified 44 randomised clinical
trials (RCTs) involving 15,733 participants from
16 countries, evaluating the effects of
multifactorial and multiple component
interventions on falls in older adults living in
the community [57]. Surprisingly, only four of
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the 44 RCTs (9%) included vision assessment
and/or provision of glasses as a component.

In Australia, out of the six RCTs conducted,
only two incorporated a vision component.
This lack of consideration may lead to a lower
referral rate to eye care practitioners for
patients at risk of falls, potentially
compromising their overall care. To address
this issue, it would also be worthwhile to
collect data from healthcare professionals
such as podiatrists, physiotherapists, and
occupational therapists on how frequently
they inquire about patients' last eye
examinations and whether they refer patients
at risk of falls for vision assessments.
Optimising the coordination between health
professionals is crucial for improving patient
outcomes and enhancing the effectiveness of
falls prevention strategies [58].

Miscommunication in integrated
healthcare for fall risk management

Miscommunication between GPs and allied
health practitioners, including optometrists, is
a significant issue in managing patients at risk
of falls. Patients are often advised by their GPs
to seek care from these practitioners, but the
absence of direct referrals—where GPs
themselves arrange the appointments—means
patients are responsible for conveying verbal
information between GPs and allied health
professionals [59].

This can lead to potential miscommunication,
compromising the effectiveness of care and
increasing the risk of falls [59]. Australian allied
health practitioners have emphasised the
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importance and need of direct communication
from individual GPs, ensuring clarity regarding
the purpose of the visit for falls prevention and
the significance of reporting back to the GPs
regarding the care provided to minimise the
risk of falls [59].

The exclusion of optometrists from
interdisciplinary referral programs limits the
effectiveness of falls prevention efforts.
Decision support tools and programs are
essential for facilitating these referrals
between GPs and allied health practitioners
[60]. For example, the pilot Integrated
Solutions for Sustainable Fall Prevention
(iSOLVE) project—a partnership between the

University of Sydney, the NSW Clinical
Excellence Commission, and Sydney North
Health Network (SNHN)—has developed a
decision support tool and programs to support

interdisciplinary referrals in falls prevention.

However, the iSOLVE project does not include
optometrists as part of the multidisciplinary
care team, which means that an important
aspect of vision care is overlooked in the
overall strategy for falls prevention. This
exclusion highlights a gap in comprehensive
fall risk management, underscoring the need
to incorporate optometrists to ensure all
relevant health factors are addressed.

The Integrated Solutions for Sustainable Fall Prevention (iSOLVE) project

The Integrated Solutions for Sustainable Fall Prevention (iISOLVE) project [66] is working towards
establishing integrated processes and pathways between general practice, allied health services, and

programs.

The aim of iISOLVE is to identify older adults at risk of falls and engage a whole-of-primary-care

approach to falls prevention.

The project has developed a decision support tool and online resources to support interdisciplinary
referral between general and allied health practitioners.

Although iSOLVE is a pilot program and not
delivered at scale or part of standard
policy/programs in Australia, it serves as an
illustrative example of the benefits of such
tools. Learning activities, including an Active
Learning Module and clinical audit, have been
developed to help GPs, practice nurses, and
other health professionals to implement the
decision tool in general practice and
potentially other primary care settings.

The lack of inclusion of optometrists in falls
prevention programs neglects their unique
patient cohort and potential contribution. GPs,
physiotherapists, exercise physiotherapists,
occupational therapists and podiatrists who
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participated in the iSOLVE project indicated
that the project improved their inter-
professional understanding and collaboration
and found that integrating falls prevention into
routine practice is easy and essential [61, 62].

Optometrists serve a unique patient cohort,
with less than 2% of patients presenting with
eye problems among GPs [17], while more
than 50% of people aged 65 and over receive
optometry services [18]. This is supported by a
US study showing that the majority of
optometry patients (91% out of 42
participants) expressed willingness to
participate in a falls prevention program if

recommended by their optometrists, and 97%
19
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of the 268 participating optometrists
expressed willingness to refer patients to falls
prevention programs [63].

Incorporating optometrists into the iSOLVE
project is crucial due to their unique patient
cohort and the high potential for patient

Eye care practitioners in falls prevention

participation in falls prevention programs
when recommended by optometrists.

However, the impact of including optometrists
in preventing falls within the multidisciplinary

care team is unknown and should be explored
to support their inclusion.
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Monitoring and evaluation

Lack of monitoring prevents the identification
of gaps in care delivery [64]. For example, the
iCareTrack project [64], which evaluated the
appropriateness of glaucoma and diabetic eye
care across a nationally representative sample
of 42 Australian optometry practices, found
that appropriate eye care was received by
patients in only 71% of visits. While
optometrists showed high levels of
appropriateness (>75%) in performing key
aspects of care such as measuring eye
pressure and imaging the back of the eye,
significant gaps (<50%) were found in the
history-taking process, particularly regarding
risk factors like ethnicity, steroid use, and the
duration of diabetes and blood glucose
control. These gaps demonstrate how critical
aspects of care can be overlooked without
thorough monitoring and evaluation.

Without monitoring and evaluation on the
implementation of guidelines, referral
practices, and patient outcomes, the role of
optometrists in falls prevention remains
unclear and suboptimal eye care persists. This
lack of oversight leads to missed opportunities
to identify how to improve optometrists'
integration into falls prevention, which is
crucial for making evidence-based decisions on
resource allocation, designing interventions,
and improving healthcare outcomes [65].
Without optometrists as part of the
multidisciplinary team, patients may miss
crucial vision assessments that can reduce falls
risk. Effective monitoring and evaluation can
track the benefits of including optometrists in
falls prevention through various measures,
including:
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e Number of falls prevented: Tracking the
reduction in fall incidents among patients
who received vision assessments and
appropriate interventions.

e Improved quality of life: Assessing patient-
reported outcomes on their daily living
activities and overall well-being.

e Improved functional outcomes: Measuring
improvements in mobility and balance
through standardised tests before and
after interventions.

e Improved patient experience: Collecting
feedback from patients on their
satisfaction with the integrated care
approach.

e Minimised health-care utilisation:
Monitoring the reduction in hospital
admissions and emergency room visits
related to falls.

e Lower costs: Analysing the cost-
effectiveness of incorporating
optometrists in falls prevention by
comparing healthcare expenses before
and after the integration.

Such comprehensive evaluation is critical to
ensuring the success of incorporating
optometrists in falls prevention strategies and
ultimately improving patient care and
outcomes.
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Inadequate funding for public eye care

Cataract is a leading cause of treatable vision
loss in Australia, affecting 20% of Indigenous
and 14% non-Indigenous Australians who are
aged 40 years or older [66]. Individuals with
cataracts may experience various visual
impairments, including decreased visual
acuity, reduced contrast sensitivity, difficulty in
glare conditions and altered colour recognition
[67], leading to increased falls risk [68]. These
risks are reversible and cataract surgery has
been shown to significantly reduce falls, with a
31% reduction after surgery on the first eye
and an additional 50% reduction after surgery
on the second eye [25]. However, the demand
for cataract surgery is high, with over 303,000
procedures performed annually in Australia
[69], mostly (70%) in public hospitals [70].

Insufficient growth in public full-time
equivalent (FTE) funding for ophthalmologists
has resulted in a shortage of public
ophthalmology training positions and
imbalance in the ophthalmology workforce
between the public and private sectors. As of
2024, the currently used funding model,
through the Specialist Training Program,
allocates $105,000 per FTE position and an
additional $25,000 Rural Support Loading
allowance for training in regional, rural, and

remote areas.
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However, according to the 2018 Australia's
Future Health Workforce - Ophthalmology
Report, this funding only supports 115 FTE
positions (15.6% of 738 Australian
ophthalmologists) working in the public sector
nationwide (Table 1) [71]. Despite a strong
interest among ophthalmologists to work in
the public system, with approximately 45% of
respondents regularly delivering public sector
services, the lack of sufficient state funding
limits opportunities [72].

Without increased state funding for specialist
positions in public hospitals, expanding the
number of specialists will mainly benefit the
private sector, exacerbating disparities in
access to care, increasing waiting times for
public patients, and potentially leading to a
two-tiered healthcare system. Accordingly,
expanding training positions without adequate
public hospital funding will not address waiting
times for cataract surgeries or effectively
reduce falls risk [73].
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Table 1. Ophthalmology specialist clinicians (headcount and sector: proportion of specialist clinical FTE in public
and private) by state and territory. Adopted from 2018 Australia's Future Health Workforce - Ophthalmology

Report [71]

State and Territory Headcount Specialist clinical FTE
% Public % Private
NSW 289 10.7 89.3
VIC 188 204 79.2
QLD 121 12.3 87.7
SA 51 22.9 77.1
WA 57 19.4 80.6
TAS 18 9.5 90.5
NT 5 77.6 22.4
ACT 9 35.9 64.1
Total 738 15.6 843

Funding model to support in public improve the access to cataract surgeries and

ophthalmology service for timely gradually decrease the unequal access to such

cataract surgeries surgeries in public hospitals.

Financial uncertainty in the current funding for This short-term funding model also

oublic hospital services in 2024 is making it contributes to the workforce maldistribution,

difficult to recruit ophthalmologists in public with a large proportion of the regional
hospitals [78, 79]. The funding for public

hospital services is only planned on a short-

population lacking access to specialist services
[78]. This maldistribution is characterised by a
term basis, typically on a yearly basis, with no concentration of specialists in metropolitan
assurance of ongoing funding [80]. According areas, leaving regional and remote areas
to the Vision 2030 and Beyond Report, The
Royal Australian and New Zealand College of
Ophthalmologists (RANZCO) has suggested

that having medium-term (four- to five-year)

underserved. For example, 30% of all
Australians and 60% of those who identify as
Aboriginal and Torres Strait Islanders live in
regional areas [81], yet these areas face a
severe shortage of ophthalmologists with only
15% of RANZCO accredited training positions
are in regional Australia [78].

financial certainty in Local Hospital Networks
(LHNs) will help to ensure that the necessary
ophthalmology workforce is recruited and
retained in public hospitals [78]. This will
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RANZCO has already taken steps to address Long wait time for cataract surgery
the workforce maldistribution by increasing L )

o o ) , Waiting times for cataract surgery is a
the number of training positions in regional o ) ) ] i )
significant issue in public hospital settings. In
2018-19, NSW had the longest median wait
time for cataract surgery, exceeding 9 months
(278 days), while Victoria and Queensland had
the shortest median wait time of
approximately 3 months (84 days) (Table 2)

[74].

areas, ensuring trainees spend at least one
year in these settings to expose them to
regional practice challenges and encourage
long-term careers. Leveraging the
Commonwealth's Specialist Training Program,
RANZCO funds regional training positions, but
the short-term funding model creates
uncertainty, making it difficult to plan and
maintain training positions.

Table 2. Waiting time of cataract surgery to admissions from public hospital elective surgery waiting lists.
Adopted from Elective surgery waiting times 2021-22 data tables 2022 [74].

NSW Vic Qld WA SA Tas ACT | NT | Total

Admission 20,487 | 12,930 | 7,704 | 7,281 | 6,064 | 3,085 | 13 | 622 | 58,186
Days waited at the 50th 278 84 84 108 120 123 n.p. | 200 | 158
percentile

Days waited at the 90th 413 316 329 349 351 347 n.p. | 602 | 369
percentile

Percentage waited more | 19.2 4.8 2.7 7.1 6.6 9.0 n.p. | 30.4 | 10.6
than 365 days

*The abbreviation ‘n.p.” has been used to denote there were fewer than 100 admissions and the
data were suppressed

Delaying cataract surgery can increase the risk increased demand on aged care and social
of falls, fractures, and poorer general health welfare systems [27, 76].

[24]. A prospective study conducted on 323 Economic modelling suggests that reducing

adults aged 65 years or older, who were the wait time for cataract surgery from 12

awaiting cataract surgery in Australian public months to three months can lead to savings of
AUS6.6 million for the Australian health

system and a 25% reduction in falls [27].

hospitals, revealed that 101 participants
(30.7%) reported a total of 267 falls during the
waiting period, with a median observation
time of 176 days [75]. It is notable that over
half of the falls experienced by older

Addressing cataract surgery waiting times can
improve vision outcomes, save costs, and

significantly reduce falls.
individuals with cataracts are injurious. This, in

turn, leads to higher healthcare costs and
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Eye care practitioners in falls prevention

y



deeble:z

institute

Deeble Institute for Health Policy Research

Hidden wait time for cataract surgery

In addition to long wait times from admission
to cataract surgery; waiting times for initial
referrals to public hospital outpatient
ophthalmology services, commonly known as
the "hidden wait time" are also long, which is
not captured in the data (Table 2). For
example, a study conducted at two major
metropolitan hospitals, the Sydney Eye
Hospital and Westmead Hospital
ophthalmology clinics in NSW, found that 61%
of patients were still awaiting their initial
outpatient appointment 12 months after being
referred, indicating prolonged waiting periods
[28].

When considering both the wait time from
admission to cataract surgery and the hidden
wait time, it has been estimated that the best-
case scenario for a public patient would be to
receive surgery within 4 months of referral,
while the worst-case scenario could resultin a
wait of over 30 months (2.5 years) [26]. These
extended waiting periods further heighten the
risk of falls among older adults who experience
visual impairment due to cataracts. A study
involving 329 older adults aged 65 or older,
who were referred by optometrists, general
practitioners, or ophthalmologists for first eye
cataract surgery to five major public hospital
eye clinics in Sydney, Melbourne, and Perth,
Australia, found a substantial rate of falls and
fall injuries among those waiting for surgery
[83, 85].

The annual incidence of falls was 1.2 per
person [83], significantly higher than the rates
observed in studies of the older community-
dwelling population in the United States,
which report an annual incidence of 0.4-0.6
falls per person in those aged 65 years and
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older [86].This underscores the critical need to
reduce wait times for cataract surgery to
mitigate fall risks and enhance the safety and
well-being of older adults.

Inequitable access to cataract surgery

Insufficient funding in public hospitals to have
enough ophthalmologists FTE has significantly
restricted the number of cataract surgeries
performed, leading to disparities in timely
treatment access between privately and
publicly funded patients [77]. Privately funded
patients can undergo surgery within weeks as
there are no elective surgery waitlists in the
private hospital system; after seeing the
surgeon, the patient can select a date for the
operation. In contrast, publicly funded patients
may face wait times of up to 30 months [12].

This disparity is especially concerning for
Indigenous individuals, as a larger proportion
of them depend on public hospital services for
cataract surgery (80% [78] compared to 29%
of non-Indigenous Australians [79]), placing a
disproportionate burden on their access to
timely care. The median wait time for
Indigenous Australians in 2021 and 2022 was
35 days (24%) longer than that of non-
indigenous Australians, including those who
did not report their Indigenous status [80].

Patients residing in regional and remote areas
experience even longer wait times (Table 3)
[80], further exacerbating this issue and
potentially contributing to the longer wait time
experienced by Indigenous individuals, who
are more likely to live in these regions.
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Table 3. Time within which 50% of patients were admitted (days) from public hospital waiting lists, for
cataract surgery by remoteness area of usual residence in 2021-22. Adopted from Admitted Patient

Care 2021-22 [80].
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Remoteness area of residence
Intended procedure Major | Inner Outer Remote | Very Total
Cities | Regional | Regional Remote
Cataract surgery (day) 124 183 192 137 195 147
26
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Conclusions and Recommendations

The implementation of a robust falls
prevention strategy is essential to address the
increasing incidence of falls among older
adults in Australia. Our multifaceted
recommendations focus on enhancing data
guality, standardizing medical terminologies,
expanding analytical tools, integrating
multidisciplinary care, and improving funding
models to support timely cataract surgeries.
By prioritising these initiatives, we aim to
foster a healthcare environment where
optometrists and other health professionals
are well-equipped to contribute effectively to
falls prevention efforts. These measures are
critical to ensuring that healthcare services are
comprehensive, accessible, and tailored to
meet the needs of our ageing population.
Integrating optometrists into multidisciplinary
falls prevention programs and enhancing
outreach services are crucial steps in this
direction.

Recommendation 1: Development and
implementation of a data quality
feedback tool for My Health Record
(long-term) and an appropriate digital
platform for optometrists (short-term)

To ensure a comprehensive and accurate
representation of patients' health information,
it is essential to develop a data quality
feedback tool. This tool will assess the
completeness of health record data and
provide feedback to healthcare professionals,
including optometrists [81]. The data quality
feedback tool will incentivise healthcare
professionals to diligently upload all relevant
clinical documents, particularly those related
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to falls prevention and other conditions. By
receiving valuable feedback on the
completeness of their data, professionals will
be encouraged to maintain thorough and
accurate records [81]. Implementing this tool
will improve data completeness, enhance the
understanding of practice patterns, and
evaluate the impact of guideline
implementation. Furthermore, it will make My
Health Record data more accessible for
research and public health purposes, thereby
enabling evidence-based decision-making and
improving population health outcomes. This
initiative requires collaboration between
healthcare providers, software developers,
and policymakers to ensure its effectiveness
and integration into existing systems.

As a short-term solution, an appropriate digital
platform or communication system specifically
for optometrists should be developed. This
platform should focus on identifying older
people at risk and ensuring vision-related falls
risk factors are managed, including optimising
vision and conservative management of
changes to spectacle prescriptions in older
people at risk of falls. This short-term solution
will facilitate seamless data sharing among
healthcare providers, improving
communication and coordination among
optometrists, general practitioners, and other
allied health professionals involved in falls
prevention.
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Recommendation 2: Standardisation of
medical terminologies and diagnostic
coding systems for Falls Risk
Assessment

Effective collaboration between healthcare
providers, software developers, researchers,
and policymakers is essential to address the
challenges of standardizing medical
terminologies and diagnostic coding systems.
This recommendation focuses on enhancing
falls prevention strategies through ongoing
investments in the development and
maintenance of the My Health Record system.

The standardisation of medical terminologies
and diagnostic coding systems is crucial for
improving data quality and facilitating better
communication among healthcare
professionals. This initiative aims to ensure
that the My Health Record system is
continuously improved and aligned with
evolving research needs and quality
improvement initiatives related to falls
prevention.

By addressing data completeness,
standardisation, and searchability within the
My Health Record system, healthcare
stakeholders can unlock its full potential as a
valuable resource. This will enable the
identification of falls risk factors, tracking of
patient outcomes, and implementation of
targeted interventions.

Ultimately, this approach will contribute to
better falls prevention strategies and
improved care outcomes for patients,
particularly those with vision impairments and
other complex or chronic conditions that
increase their risk of falls. This initiative
requires a coordinated effort and substantial
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investment in infrastructure and training to
ensure its success and sustainability.

Recommendation 3: Enhance quality
control and data-driven decision-
making in eyecare

To enhance falls prevention strategies, it is
essential to extend the use of the POpulation
Level Analysis and Reporting (POLAR GP) tool
or similar analytical tools to optometry and
other primary healthcare practices [41]. These
tools, already effective in general practice, can
streamline data collection and analysis,
reducing the administrative burden on
healthcare professionals and improving data
quality.

Integrating these tools with the My Health
Record system will facilitate seamless data
sharing among healthcare providers,
enhancing communication and coordination
among optometrists, general practitioners,
and other allied health professionals involved
in falls prevention.

Utilising the data collected through these tools
will help identify best practices in falls
prevention, track patient outcomes, and
develop targeted interventions, ultimately
improving patient care and reducing the
incidence of falls [41].

Additionally, enabling healthcare professionals
to access comprehensive patient data will
support the development of personalised care
plans, ensuring continuity of care and better
management of patients at risk of falls.
Expanding the use of POLAR GP or similar tools
across various healthcare practices is crucial
for data-driven decision-making and improving
patient outcomes in falls prevention [48].
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Recommendation 4: Integrate
optometrists in multi-disciplinary falls
prevention programs

To enhance the effectiveness of falls
prevention strategies, it is crucial to integrate
optometrists into the existing multi-
disciplinary falls prevention programs. This
integration will promote multidisciplinary
collaboration and ensure that vision care is
included in falls prevention efforts. By
facilitating direct referrals between general
practitioners and optometrists, patients at risk
of falls will receive comprehensive care.

Providing training and resources for
optometrists within these programs will
enable them to participate effectively in falls
prevention programs. Encouraging
optometrists to refer patients to these
programs will increase patient engagement
and participation. Integrating optometrists
into multi-disciplinary falls prevention
programs will improve the identification and
management of older adults at risk of falls,
leading to better patient outcomes and
reduced fall-related injuries.

Recommendation 5: Implement a
comprehensive monitoring and
evaluation framework

Effective monitoring and evaluation are
essential for clarifying the role of optometrists
in falls prevention and ensuring optimal eye
care. Developing a comprehensive monitoring
and evaluation framework will track the
benefits of including optometrists in falls
prevention initiatives. This framework will
assess the reduction in fall incidents,
improvements in patient quality of life and
functional outcomes, patient satisfaction,
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reduction in healthcare utilisation, and cost-
effectiveness.

Implementing this framework will provide
valuable insights into the success of
integrating optometrists into falls prevention
strategies, leading to improved patient care
and outcomes. This will ensure that
optometrists' contributions to reducing falls
risk are well-documented and leveraged for
better resource allocation and intervention
design.

Recommendation 6: Standardising the
cataract referral process and
integrating community and hospital
care

An audit of cataract referral letters in two
major metropolitan hospitals, Sydney Eye
Hospital and Westmead Hospital
ophthalmology clinics in NSW, revealed that
the clinical details within the referrals were
insufficient for patient triage. This highlights
the need for a standardised cataract referral
process to reduce wait times for surgery [29,
82]. Implementing a standardised cataract
referral process in public hospitals is crucial to
reducing wait times for cataract surgery,
improving patient outcomes, and streamlining
the referral and triage process for healthcare
providers.

Such impact is demonstrated from the
following case:
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Royal Victorian Eye and Ear Hospital

In 2014 the Royal Victorian Eye an Ear Hospital addressed growing waiting lists, low surgery
conversion rates, and longer waiting times for cataract surgery (92) the redesign of care models and
establishing the Surgical Ophthalmology Service (SOS) with a structured triage process (Figure 3). This
occurred through the:

e |ntroduction of a standardised referral template and clear guidelines for primary healthcare
providers to gather essential patient information and assign consistent, evidence-based clinical
priorities to each referral; and

e Promotion of the template and guidelines to primary healthcare providers and logged and
documented referrals and triage outcomes

Figure 3. Process of referral and triage. Adopted from Cataract — Clinical Care Standard.

Referral First clinic
using assessment
standardis Triage by a :
ed referral clinician Diagnostics
form and according completed
guidelines to defined pre-
—includes criteria admission
opthalmic procedures
assessment , consent

Day1
telehealth
post-op
clinic {visit

Post-op
review (3—
4 weeks):

Consent
for second
eye or
discharge

by
exception
—10% of
patients)

Data collected provided insights to the Eye and Ear’s Ambulatory Services leadership team of the
patient journey and the overall performance of the SOS Clinic, allowing them to identify and address
issues promptly. As a result, cataract surgery wait time significantly decreased from 1,506 days in
2016 to 153 days in 2018. The new model also led to an 80% reduction in the new patient waiting list
for clinic visits and increased conversion rates from 53% to 69% between January 2015 and January
2018. This excessive reduction in the patient waiting list highlights the importance of standardizing
the cataract referral process in public hospitals and integrating community and hospital care to

reduce wait times for cataract surgery.

Recommendation 7: Set targets for unoperated eye, resulting in a two-fold

reducing waiting times for second eye increase in the risk of falls for susceptible
patients [83, 84]. Currently, patients in NSW

cataract surgery
who have undergone first eye surgery must

Delays in performing second eye cataract rejoin the waiting list for the second eye, often

surgery can lead to a significant vision facing delays of up to 12 months.

imbalance between the operated and
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To address this, the NSW Ministry of Health
has approved a new policy, effective on 1% July
2024, to reduce this interval to within 3
months, acknowledging the critical importance
of timely second eye surgery. However, this
policy change is not yet implemented
nationwide. Therefore, we recommend
revising the guidelines for second eye cataract
surgery timing on a national level to ensure
consistent and timely care across all public
hospitals.

Recommendation 8: Enhance funding
for public ophthalmology services

To ensure timely cataract surgeries and
address workforce maldistribution, it is crucial
to enhance funding for public ophthalmology
services. Securing long-term funding for
regional training programs, increasing regional
training positions, and supporting the
integration of Specialist International Medical
Graduates (SIMGs) will create a more balanced
distribution of the ophthalmology workforce
[78].

These actions will improve access to specialist
services for regional populations, reduce wait
times for cataract surgeries, and ensure timely
and equitable treatment for all patients,
especially those in underserved areas.
Implementing this improved funding model
will ultimately enhance patient care outcomes
and reduce the disparities in access to eye
care.

Recommendation 9: Increase funding
for outreach cataract surgeries
Addressing the significant shortfall in outreach
services for cataract surgeries is crucial,

especially for Indigenous populations and
those in regional areas. Indigenous Eye Health

Eye care practitioners in falls prevention

modelling using AIHW data [85] indicates a
substantial gap in outreach services. Many
regional Local Health Networks lack public
ophthalmology outpatient services, making
outreach programs essential for providing
necessary eye care. Current data shows a
shortage of 33,000 services in the visiting
optometry scheme and 1,400 outreach
cataract surgeries annually [85]. The number
of Indigenous people accessing outreach
optometry and ophthalmology services has
increased, but current funding is insufficient.
An additional 59,588 optometry services and
2,461 ophthalmic services are needed each
year [86]. The RANZCO recommends that all
Fellows supported by government outreach
funds should not charge Indigenous patients
gap fees. This policy is critical for ensuring
necessary clinical assessments before referrals
to public hospital cataract surgery waiting lists
(87].
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