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About NACCHO 

NACCHO is the national peak body representing 148 Aboriginal Community Controlled Health Organisations 
(ACCHOs). We also assist a number of other community-controlled organisations. 

The first Aboriginal medical service was established at Redfern in 1971 as a response to the urgent need to 
provide decent, accessible health services for the largely medically uninsured Aboriginal population of 
Redfern. The mainstream was not working. So it was, that over fifty years ago, Aboriginal people took control 
and designed and delivered their own model of health care. Similar Aboriginal medical services quickly 
sprung up around the country. In 1974, a national representative body was formed to represent these 
Aboriginal medical services at the national level. This has grown into what NACCHO is today. All this 
predated Medibank in 1975. 

NACCHO liaises with its membership, and the eight state/territory affiliates, governments, and other 
organisations on Aboriginal and Torres Strait Islander health and wellbeing policy and planning issues and 
advocacy relating to health service delivery, health information, research, public health, health financing and 
health programs. 

ACCHOs range from large multi-functional services employing several medical practitioners and providing a 
wide range of services, to small services which rely on Aboriginal health practitioners and/or nurses to 
provide the bulk of primary health care services. Our 148 members provide services from about 550 clinics. 
Our sector provides over 3.1 million episodes of care per year for over 410,000 people across Australia, 
which includes about one million episodes of care in very remote regions. 

ACCHOs contribute to improving Aboriginal and Torres Strait Islander health and wellbeing through the 
provision of comprehensive primary health care, and by integrating and coordinating care and services. 
Many provide home and site visits; medical, public health and health promotion services; allied health; 
nursing services; assistance with making appointments and transport; help accessing childcare or dealing 
with the justice system; drug and alcohol services; and help with income support. Our services build ongoing 
relationships to give continuity of care so that chronic conditions are managed, and preventative health care 
is targeted. Through local engagement and a proven service delivery model, our clients ‘stick’. Clearly, the 
cultural safety in which we provide our services is a key factor of our success. 

ACCHOs are also closing the employment gap. Collectively, we employ about 7,000 staff – 54 per cent of 
whom are Aboriginal or Torres Strait Islanders – which makes us the third largest employer of Aboriginal or 
Torres Strait people in the country. 

Enquiries about this submission should be directed to: 

NACCHO 
Level 5, 2 Constitution Avenue 
Canberra City ACT 2601 
Telephone: 02 6246 9300 
Email: policy@naccho.org.au  
Website: naccho.org.au 

mailto:policy@naccho.org.au
http://www.naccho.org.au/
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Recommendations 

NACCHO recommends: 

1 the Point of Care Testing Standard align with the National Agreement and its four Priority Reform Areas. 

2 the suggestion that, other laboratories and health services providing pathology services should apply the 
standard, as it represents a best practice approach to pathology service delivery is removed from the 
POCT Standard. 

3 the POCT Standard clearly describes how it relates to Section 11 of the National Pathology Standards 
(V.07), which also sets out requirements for POCT. 

4 the POCT Standard include a summary of changes and their rationale to ensure health service providers 
can better understand and meet their compliance requirements. 

5 the list of health professionals who conduct Point of Care Testing be expanded to include Aboriginal and 
Torres Strait Islander Health Practitioners and Aboriginal and Torres Strait Islander Health Workers. 

6 the term “POCT practitioner” be used rather than “clinicians” to better reflect the breadth of workforce that 
perform Point of Care Testing. 

7 Aboriginal Community Controlled Health Organisations (ACCHOs) are specified in the list of Health 
Service Providers delivering POCT. 

8 Action 1.05 is revised to also include Point of Care Testing services that are delivered through programs. 

9 alignment of Action 1.04 clinical governance standard with the Draft RACGP Standards for General 
Practices (6th Edition), which will improve compliance for health services offering POCT. 

10 Action 4.03 be rephrased to more broadly outline the quality management of the devices and 
consumables in accordance with TGA/supplier guidelines, rather than maintaining a maintenance and 
repair log for each medical device 

11 strengthening Action 3.02 to, “ensure informed ongoing consent to collect…” as “obtain patient consent” 
may not be adequate, depending on how potentially sensitive data collected through POCT will be 
utilised. 

12 Action 3.03 include reference to communication that is culturally safe and free from racism.  

13 that Action 7.01 align with the draft RACGP Standard for General Practices (6th Edition) which details the 
interpretation of results to also include the use of “reference data, POCT suppliers, pathology providers, 
international bodies and professional societies” without specifically mentioning access to a pathologist.  

14 rewording Action 7.06 (c) to, ensure the accuracy and completeness of the POCT information it 
uploads onto MHR. 
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National Agreement on Closing the Gap 
Advocating for and securing the National Agreement on Closing the Gap was an historically significant act of 
Aboriginal and Torres Strait Islander self-determination. The National Agreement is evidence of a new era of 
engagement by and with Aboriginal and Torres Strait Islander people. It commits Australia to a new direction 
and is a pledge from all governments to fundamentally change the way they work with Aboriginal and Torres 
Strait Islander communities and organisations – to support self-determination and build the capacity of the 
community-control sector. 

The reforms and targets outlined in the National Agreement seek to overcome the inequality experienced by 
Aboriginal and Torres Strait Islander people, and achieve life outcomes equal to all Australians. Governments 
at all levels have committed to the implementation of the National Agreement’s four Priority Reform Areas, 
which offer a roadmap to meaningfully impact structural drivers of poor health and social outcomes for 
Aboriginal and Torres Strait Islander people:  

Priority Reform Area 1 – Formal partnerships and shared decision-making 

This Priority Reform commits to building and strengthening structures that empower Aboriginal and Torres 
Strait Islander people to share decision-making authority with governments, and to accelerate policy making 
that centres Aboriginal and Torres Strait Islander voices. 

Priority Reform Area 2 – Building the community-controlled sector 

Recognising that community-controlled services achieve better outcomes, employ more Aboriginal and 
Torres Strait Islander people and are often preferred over mainstream services, this Priority Reform commits 
to building Aboriginal and Torres Strait Islander community-controlled sectors to deliver services to support 
Closing the Gap.  

Priority Reform Area 3 – Transformation of mainstream institutions 

This Priority Reform commits to systemic and structural transformation of government organisations to 
identify and eliminate racism, embed and practice cultural safety, deliver services in partnership with 
Aboriginal and Torres Strait Islander people, support truth telling about agencies’ history with Aboriginal and 
Torres Strait Islander people, and engage fully and transparently with Aboriginal and Torres Strait Islander 
people when programs are being changed. 

Priority Reform Area 4 – Sharing data and information to support decision making 

This Priority Reform commits to shared access to regional data and information to inform local-decision 
making and support achievement of the first three Priority Reforms. This Priority Reform supports principles 
of Indigenous Data Sovereignty. 

Despite some progress, the need for fundamental systemic reform remains evident. In its first review of the 
National Agreement on Closing the Gap, the Productivity Commission found that governments are not 
adequately delivering on their commitments. Despite support for the Priority Reforms and some good 
practice, progress has been slow, uncoordinated, and piecemeal.  

The Commission noted that to enable better outcomes, governments needs to relinquish some control, share 
decision making and acknowledge that Aboriginal and Torres Strait Islander people know what is best for 
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their communities. Aboriginal Community Controlled Organisations, must be treated as critical partners 
rather than passive funding recipients, and trusted to design, deliver and measure government services in 
ways that are culturally safe and meaningful for their communities.  

‘Too many government agencies are implementing versions of shared 
decision-making that involve consulting with Aboriginal and Torres Strait 
Islander people on a pre-determined solution, rather than collaborating on 
the problem and co-designing a solution’1 

NACCHO recommends the Point of Care Testing Standard align with the National Agreement and its 
four Priority Reform Areas. 

 

Introduction 

NACCHO strongly supports the Commission’s efforts to coordinate national improvements in healthcare 
safety and quality.  

NACCHO holds national expertise in the delivery of Point of Care Testing (POCT) programs through ACCHO 
member services, including (but not limited to):  

• Syphilis POCT (SPOCT),  

• Respiratory Infection POCT (which tests in parallel for Respiratory Syncytial Virus, Influenza A/B and 
SARS-CoV-2),  

• Human Papillomavirus POCT (HPV POCT) and  

• Diabetes POCT (including HbA1c and Urine Albumin Creatinine Ratio) 

NACCHO’s responsibilities in relation to POCT include: 

• delivery and coordination of training and competency  

• quality assurance of Syphilis POCT 

• working with researchers on new POCT models  

• grant funding for the ACCHO workforce FTE to deliver Syphilis POCT  

• advocacy, distribution and management of Point of Care Testing kits. 

 

This response also addresses elements of the Commission's National Pathology Standard Consultation, with 
a strong emphasis on Section 11: Point of Care Testing (V0.3).  

 

 

 

 

 

 

 
1 Productivity Commission, Review of the National Agreement on Closing the Gap, Study Report, Canberra, 7 Feb 2024 
https://www.pc.gov.au/inquiries/completed/closing-the-gap-review/report.  

https://www.pc.gov.au/inquiries/completed/closing-the-gap-review/report
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QUESTION 1: Does the draft POCT Standard clearly describe the purpose, scope and applicability of 
POCT within health service providers?  

 

The release of the new POCT Standard and National Pathology Standard must not act as a barrier to 
compliance for health services. The two documents currently under public consultation serve different 
audiences: the National Pathology Standards (V.07) applies to pathology practices, and the Point of Care 
Testing Standard (V.03) applies to health services. The audience to which each standard applies must be 
included in the document titles, i.e. The Point of Care Testing Standard for Health Services (V.03). To further 
avoid confusion around the purpose, scope and applicability of the documents, inclusion of a section that 
explains how the POCT Standard (V.03) document sits in relation to the National Pathology Standards (V.07) 
is advised. For example, the POCT Standard 1.05 relates to contracting services, while the National Pathology 
Standard 11.01 relates to the responsibility of pathology services when contracted.  

The National Pathology Standard (V.07) states that “Other laboratories and health services providing pathology 
services should apply the standard, as it represents a best practice approach to pathology service delivery.” 
However, this expectation is neither feasible nor practical for all health services. Pathology services operate 
within specialised frameworks which are significantly different from those in general health services, which 
vary in size, technical expertise and infrastructure. While pathology practices are structured to align with the 
National Pathology Standard (V.07), most health services focus on broader primary care and service delivery, 
making compliance with this standard unrealistic. 

The Commission can further support health service providers in meeting their compliance requirements by 
providing a summary of changes to the existing NPAAC Requirements for POCT (Tier 4, 2021). This summary 
will act as a valuable reference for health workers in busy clinical settings who may not be familiar with 
navigating complex standards documents. To address potential questions health services may have, the 
addition of an Appendix may also include a simple explanation for why changes have been made and the 
rationale for the change.  

Further, there is no mention of the Draft RACGP Standard for General Practices (6th edition) or the RACGP 
Standards for Point of Care Testing (5th Edition) within the Commission’s POCT Standard (V.03). It is also 
important for the POCT Standard (V.03) to reference these standards, as the standards for POCT in general 
practice are the most practical way for the POCT standards to be implemented within the ACCHO setting. With 
appropriate training, technical support, and quality assurance, evidence shows that  POCT in general practice 
can be as clinically effective and safe as laboratory pathology testing. In 2020, the Department of Health 
proposed to include the RACGP Standards for point-of-care testing as an addendum to the National Pathology 
Accreditation Advisory Council (NPAAC) requirements, which general practices would then refer to. Therefore, 
the update to the NPAAC requirements through the POCT Standards (V.03) should also reflect this alignment 
to support the implementation of POCT in a general practice setting.   

 

NACCHO recommends the suggestion that, other laboratories and health services providing pathology 
services should apply the standard, as it represents a best practice approach to pathology service 
delivery is removed from the POCT Standard. 

NACCHO recommends the POCT Standard clearly describes how it relates to Section 11 of the 
National Pathology Standards (V.07), which also sets out requirements for POCT. 

NACCHO recommends the POCT Standard to include a summary of changes and their rationale to 
ensure health service providers can better understand and meet their compliance requirements. 
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QUESTION 2: How could we improve the language and terminology used?  

The POCT Standard V.03 does not reflect the Aboriginal and Torres Strait Islander workforce. Clinicians are 
listed as: nurses, midwives, medical practitioners, allied health professionals, paramedics and other 
professionals who provide health services, and students who provide health services under supervision.  

Recent Medicare changes have formally distinguished Aboriginal and Torres Strait Islander Health Workers 
(AHW) and Aboriginal and Torres Strait Islander Health Practitioners (AHP) from the broader allied health 
workforce. AHWs and AHPs must be explicitly listed in the POCT Standard V.03.  

AHWs and AHPs provide culturally safe, holistic care to Aboriginal and Torres Strait Islander communities 
and play a critical role in the delivery of point-of-care testing. AHPs and AHWs conduct diabetes point-of-
care testing in Quality Assurance for the Aboriginal and Torres Strait Islander Medical Services Program 
(QAAMS Program), and various other POCT programs, and play a pivotal role in the Enhanced Syphilis 
Response (ESR).  

POCT is an empowering tool for AHPs and AHWs as it enables the health professional to deliver high-quality 
testing and the best outcomes to their clients. This increases the ability to make immediate, informed 
decisions to improve clinical management as well as increasing compliance with pathology patients 
particularly in at-risk patients. POCT is also often used as an engagement tool within communities to direct 
clients to more comprehensive testing. For example, POCT is an element in the ESR strategy, where a 
useful, tangible and easy-to-use technology is used as a way into broader discussions about sexual health.  

NACCHO recommends the list of health professionals who conduct Point of Care Testing be expanded 
to include Aboriginal and Torres Strait Islander Health Practitioners and Aboriginal and Torres Strait 
Islander Health Workers. 

 
 The Commission has used the term “clinician” to refer to individuals who conduct POCT and has included a 

list of health professionals who are classified as “clinicians”. This can cause ambiguity for Aboriginal and 
Torres Strait Islander health professionals, particularly AHWs and AHPs, who may not be identified as a 
“clinician” but do perform POCT. The terminology used should correspond with definitions outlined by the 
national register of health practitioners, noting that AHPRA uses the term “health practitioner” rather than 
“clinician”. The RACGP Standards for General Practices definition is broader again, “In these Standards, a 
PoC Practitioner is any employee or contractor in the service who performs PoCT, including Practice Nurses”, 
and does not specify “clinician”.  

 The ACCHO workforce includes several non-health practitioner roles that may perform POCT safely and with 
high quality with appropriate training and clinical governance. The model of supporting non-health 
practitioners to do traditionally clinical roles was shown to be effective through the COVID-19 pandemic when 
environmental health workers (whose main role is supporting assessment and maintenance of homes) were 
trained to perform nasopharyngeal swabs for respiratory pathogens. The current language in the Standard 
does not acknowledge these types of innovative workforce models. NACCHO recommends aligning the 
terminology used when referring to individuals who conduct POCT with the RACGP Standards.  

NACCHO recommends the term “POCT practitioner” be used rather than “clinicians” to better reflect 
the breadth of workforce that perform Point of Care Testing. 

 
The current draft of the POCT Standards V.03 references, “hospitals, aged care, community settings, 
clinicians’ rooms, clinics, medical imaging practices, pharmacies” as POCT health service providers.  

ACCHOs are a critical part of Australia’s health infrastructure providing about 3.1 million episodes of care 
per year for about 430,000 people across Australia, including around 1 million episodes of care in remote 
and very remote regions. ACCHOs foster culturally safe, holistic and locally tailored approaches to 
healthcare for Aboriginal and Torres Strait Islander communities. ACCHOs are the preferred model for 
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delivery of Aboriginal and Torres Strait Islander primary health care. Over 50% of Aboriginal and Torres 
Strait Islander people prefer to attend an ACCHO over a non-Indigenous practice and this number is 
growing. 

Point-of-care testing is particularly important in outreach settings where access to a pathology laboratory 
may be limited. The success of POCT Aboriginal Community Control includes working with the Aboriginal 
Health Council of Western Australia (AHCWA) and Western Australian (WA) Department of Health to 
increase knowledge of the benefits of PoCT and results achieved by ACCHOs in northern WA.2 

 
 “NACCHO’s leadership role managing the introduction of PoCT for syphilis and addressing the 

significant opposition that existed across some parts of the sector among some public health 
officers, doctors and nurses.” 
 

NACCHO recommends Aboriginal Community Controlled Health Organisations (ACCHOs) are 
specified in the list of Health Service Providers delivering POCT. 

 
 

QUESTION 3: Are there actions that are not addressed appropriately or listed?  

Standard 1 Clinical Governance 

In the ACCHO Sector, POCT is often delivered through a program model that is coordinated nationally 
through NACCHO. This adds another layer of reassurance to what is currently outlined in the Draft POCT 
Standards V.03, which currently outlines the clinical governance standards at a single health service level.  

The clinical governance arrangements within ACCHO POCT programs are robust, often consisting of:  

1. Clinical and scientific governance at the program level: e.g. Training and competency framework, 
quality management 

2. Clinical governance at the participating service level: e.g. The medical practitioner looking after an 
individual client at each service has responsibility for the interpretation and clinical decision-making 
using the POC test results for HbA1c and UACR.  

The current standard for contracted services (Action 1.05) does not fully reflect the multilayered clinical 
governance arrangements in place between research organisations, Aboriginal and Torres Strait Islander 
peak bodies and services. 

NACCHO recommends Action 1.05 is revised to also include Point of Care Testing services that are 
delivered through programs.  

Alignment of clinical governance standards 

It is important to prevent ambiguity between the various policy documents that outline clinical governance 
standards for health services. Health services currently navigate multiple policy documents that are not 
aligned, which adds complexity to compliance. For example, both RACGP Standards for Point of Care 
Testing (5th Edition) and the draft RACGP Standard for General Practices (6th Edition) detail standards 
around POCT for health services. The key difference is that the health service needs to be accredited 
against the Standards for General Practice, formally assessed by an accrediting agency approved under 

 
2 NACCHO ESR Evaluation NACCHO-ESR-Report-February-2021.pdf 

https://www.naccho.org.au/wp-content/uploads/2024/11/NACCHO-ESR-Report-February-2021.pdf
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the National General Practice Accreditation Scheme. These documents are not standalone and are also 
an appendix to the (NPAAC) Requirements for Point of Care Testing (Second Edition 2021).  

The example below demonstrates the misalignment of the clinical governance standard between the 
various documents: 

• Distributed Accountability Model  

The RACGP POCT Standard outlines a distributed model for clinical governance. A distributed 
accountability model for clinical governance is NACCHO’s preferred model: 

 There is a more distributed accountability model for patient quality and safety, “where at 
least one member of the clinical team has primary responsibility and accountability for the 
quality of PoCT”. 

 The clinical governance can be shared between a multidisciplinary team defined as including 
doctors, nurses, workers, Aboriginal and Torres Strait Islander Health Workers and Health 
Practitioners and allied health care professionals 

 One single clinical governor is not required to hold responsibility and accountability for the 
clinical governance and the quality of the POCT service  

 The Draft RACGP Standards for General Practices (6th Edition) POCT 2 Clinical 
Responsibility better aligns with the existing ACCHO model, where “each member of the 
practice team takes ownership of POCT processes” and “each member of the practice team 
is jointly accountable for patient safety and quality care”.  

 This model of clinical responsibility recognises the existing clinical governance arrangements 
in place at each ACCHO.  

 

• One Clinical Governor Model  

 The (NPAAC) Requirements for Point of Care Testing (Second Edition 2021) “one 
designated clinician” who is a medical practitioner with appropriate qualifications, 
competencies and scope of practice who is responsible and accountable for the clinical 
governance and quality of the POCT service”[Clause S1] 

 The Draft POCT Standard (V.03) Action 1.04 also follows the one clinical governor model: 
“The service provider nominates a supervisor for the delivery of POCT who is 
responsible for: 
 i. Clinical Governance of POCT 
 ii. Training of the clinicians performing POCT 
 iii. selection and management of point of care tests, medical devices and inventory 
 iv. specimen collection and testing  
v. interpreting results, reporting and providing advisory services  
vi. ensuring there is access to medical experts and laboratory professionals to provide 
consultation when needed”  
 

NACCHO recommends alignment of Action 1.04 clinical governance standard with the Draft RACGP 
Standards for General Practices (6th Edition), which will improve compliance for health services offering 
POCT. 

Medical Device Management 

It is not possible to apply Action 4.03 (g) Maintaining a maintenance and repair log for each medical 
device as not all POCT is conducted through a medical device. For example, low complexity POCT 
testing such as Lateral Flow - ABBOTT Determine Syphilis Rapid Test Kit. 
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NACCHO recommends Action 4.03 be rephrased to more broadly outline the quality management of 
the devices and consumables in accordance with TGA/supplier guidelines, rather than maintaining a 
maintenance and repair log for each medical device 

 

QUESTION 4: Are there any gaps in the content to support safe, effective and consistent POCT in 
health service providers? If so, how should this be addressed? 

Informed Consent  

POCT results may contain sensitive data, which clients may not want shared with other healthcare providers 
or used for other purposes other than in their direct care or for quality control. For example, syphilis POCT 
will contain sexual health data. Revision of Action 3.02 is needed to ensure clients have control over their 
data and how their data will be utilised. Principles of Indigenous Data Sovereignty should be considered as 
part of clinical CQI processes to ensure progress toward best practice and better alignment with Priority 
Reform 4. 

 

NACCHO recommends strengthening Action 3.02 to, “ensure informed ongoing consent to collect…” 
as “obtain patient consent” may not be adequate, depending on how potentially sensitive data collected 
through POCT will be utilised.  

Patient centred communication  

NACCHO is supportive of Action 3.03, which will help ensure patient-centred communication is accessible 
and culturally safe for the Aboriginal and Torres Strait Islander people. NACCHO POCT programs place a 
strong emphasis on accessibility during the program resource development phase, e.g. translation, 
different forms of patient resource mediums and providing several options for support. NACCHO supports 
recognition of person-centred care as the gold standard approach as this aligns strongly with the ACCHO 
model of care.  

To further strengthen this standard, NACCHO recommends this section also include reference to, 
“communication that is culturally safe and free from racism”. Racism is a key determinant of health and 
has a significant impact on access to healthcare services by Aboriginal and Torres Strait Islander 
communities.  

NACCHO recommends Action 3.03 include reference to communication that is culturally safe and free 
from racism.  

 

QUESTION 5: Are there any actions that need further clarification to reduce ambiguity? 

Access to a Pathologist 

Further clarification around Action 7.01 (g) is needed, as requiring access to a pathologist can create an 
unnecessary barrier to access for ACCHOs and potentially undermine the intention of POCT. POCT 
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enables ACCHOs to offer services that have limited access to pathology providers, provide timely clinical 
decision-making and reduce the need for individuals to resort to laboratory testing.  

The draft RACGP Standard for General Practices (6th Edition) details the interpretation of results to also 
include the use of “reference data, POCT suppliers, pathology providers, international bodies and 
professional societies” without specifically mentioning access to a pathologist. NACCHO supports the 
standard being revised to align with this broader approach to results interpretation.  

Currently, in the NACCHO ESR and BBVSTI Program, parallel serology is performed alongside syphilis 
POCT. Clarity should be provided about whether this is adequate or whether the healthcare provider must 
have direct access to a pathologist who can provide advice on POCT results interpretation. Further 
clarification is required, as this can have different implications on service compliance and program 
arrangements, i.e. POCT clinical governance arrangements, where programs may need to contract a 
pathologist to comply with this standard.  

 

NACCHO recommends that Action 7.01 align with the draft RACGP Standard for General Practices 
(6th Edition) which details the interpretation of results to also include the use of “reference data, POCT 
suppliers, pathology providers, international bodies and professional societies” without specifically 
mentioning access to a pathologist.  

My Health Record  

NACCHO supports Action 7.01 which will encourage better utilisation of MHR, however, we note that 
inadequate and unreliable internet connectivity can impede access to MHR.  

NACCHO supports the requirements in Action 7.06 that health services and PoCT practitioners should ensure 
the accuracy and completeness of the POCT information they upload onto MHR, to support the clinical 
usefulness of the data. Unintended transcription errors and its impact on data accuracy is one issue caused 
by manual transcription of POCT information into clinical information systems (CIS). However, the use of the 
word “maintain” in Action 7.06 implies that health services are responsible for ongoing review and monitoring 
of this information, which is not feasible once a record is uploaded.  

 

NACCHO recommends rewording Action 7.06 (c) to, ensure the accuracy and completeness of the 
POCT information it uploads onto MHR. 
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