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Rather than directly tackle one of the essay questions provided for the topic
‘Suppression in Science’, I have decided to attempt the establishment of a case not
previously documented. The case involves, what I will argue to be the suppression
of, a lay individual attempting to influence the activities of the modern scientific
medical establishment in Australia. Within this paper my aims are as follows:
•

the establishment of the plausibility of a particular suppression case,

•

to situate that case within a broader theoretical perspective,

•

to assess some of the strengths and weaknesses of the particular approaches
adopted in achieving these former aims, and

•

the provision of perspectives on the issues involved in the case for the purpose
of stimulating further critical research and comment.

The focal point of this essay is the suppression of a lay individual involved in
attempts to promote the secondary prevention of Chronic (Open-Angle) Glaucoma in
Australia.1 Rolf Kaiser, a glaucoma sufferer himself, has for the past four years
attempted to promote public awareness of the disease in an effort to minimise the
visual impairment and suffering associated with its development. Current statistics
on the incidence of Chronic Glaucoma in Australia are not, and never have been,
available. Estimates based on overseas experience vary from 0.5% of unselected adult
population2 to 2.0% of the population over forty years of age.3 The disease has an
insidious nature in that it presents little symptomology to the sufferer until well
advanced in its development and it may lead to total blindness if not effectively
treated. Obviously then, the detection of the disease early in its development is
essential in order to minimise the extent of the irrepairable visual impairment it
causes. It has been Rolf Kaiser’s aim to promote public awareness of this disease,
especially to those at high risk,4 so that voluntary steps toward detection and
treatment may be taken. He has had limited success. I will attempt to explain some
of the limitations which pertain to his case within the framework of Brian Martin
and his co-author’s concept of ‘Suppression’.5 Before continuing with this task I must
stress that due to the constraints on the length of this essay only a narrow spectrum
of the issues raised by my research will be presented. Accordingly, I will indicate
to the reader relevant matters of importance and point to further reading in the
Footnotes.
Initially it is necessary to consider the conceptual framework within which the
empirical data will be considered. Although the work of Martin et al. is primarily
concerned with the suppression of intellectual dissent they do indicate that there
are many kinds of suppression, of which there are two primary features:
a) “A person or group, by their public statements, research, teaching or other
activities, threatens the vested interests of elites in corporations, government,
professions or some other area.”
b) “An attempt by a powerful individual or group to stop or to penalise the person
or activity found objectionable.”
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In his capacity as an individual author, Martin sets out a framework of Corporate,
Bureaucratic and Professional Elitism with which he attempts to uncover the sources
of suppression.7 Rather than utilise this analysis I have decided to work within J.B.
McKinlay’s Marxist perspective which posits a conceptual framework of four levels of
analysis within which medical phenomena may be situated. These levels are, in the
order of their determining influence:
a) The level of Financial and Industrial Capital.
b) The activities of the Capitalist State.
c) The level of Medicine itself.
d) The level of the Public.8
There are two important reasons for deciding to utilise McKinlay’s Marxist framework
rather than Martin’s essentially Functionalist Elitism perspective.9 Firstly, McKinlay
offers us the ‘level of the Public’ as a distinct entity in his framework whereas
Martin’s analysis does not. McKinlay thus offers greater scope to consider the
interactions of members of the public with other levels in the hierarchy, which
constitute to some extent Martin’s Corporate, Bureaucratic and Professional Elites.
The applicability of McKinlay’s conceptual framework in this respect will be crucial
to my analysis. Secondly, McKinlay draws the interrelationships of the four levels
outlined above into a clear focus via the organising theme of the profit motive in
capitalist society. This theme concerns what McKinlay and many other Marxist authors
consider to be the structural requirements and underlying logic of capitalism.10
Martin touches upon some of the interrelationships which inhere in his Elitism model
but he does not systematically interpret them nor does he offer a schemata whereby
relative levels of determining influence are discernable between and among the Elites.
Thus, McKinlay’s framework is useful for situating various fragmented and narrow
theoretical perspectives found throughout the study of medicine into a broader
analysis of Capitalism.
In what ways does Rolf Kaiser satisfy Martin’s et al. first criterion of suppression
and where do we situate those threatening activities within McKinlay’s theoretical
framework? In the first instance, Rolf Kaiser’s activities toward the promotion
of community awareness of the dangers of undiagnosed Chronic Glaucoma threatened
the vested interests of the medical profession in that he is a lay individual
recommending to the public matters concerning health – or more correctly, illness.11
This conflict of interests is located between the ‘level of the Public’ and the ‘level
of Medicine itself’. This nexus will be the subject of further analysis later in this
paper.
Secondly, and directly associated with the first point, Rolf Kaiser publicly advocated
that detection of Chronic Glaucoma might better be facilitated by a greater reliance
upon Optometric manpower in conjunction with Ophthalmic manpower. This is a
direct threat to the Ophthalmologists who, as medical professionals, have a vested
interest in limiting the profession of Optometry, members of which are not medically
qualified.12 We may locate this issue within the ‘level of Medicine itself’ and between
this level and the ‘level of the Public’ in terms of Rolf Kaiser’s advocacy, and also
between the ‘level of Medicine’ and ‘the activities of the Capitalist State’ in terms
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of the latter’s capacity as supporters and legitimators of the hegemony of Medicine
over the ancillary professions and occupations of the health care enterprise.13
Although I will not be dealing specifically with aspects of the Ophthalmic/Optometric
interface within this paper it must be borne in mind that the effects of the
interprofessional rivalry permeate the issues of eye care in Australia.14
Thirdly, Rolf Kaiser’s lobbying of the Federal and N.S.W. State Governments to
gain support for the initiation of activities which would facilitate the secondary
prevention of Chronic Glaucoma directly threatened their legitimacy in terms of
their role as the managers of the social consequences of capital accumulation.15
Despite the continuing rhetoric surrounding the necessity of preventive approaches
to health care in this country, the State and Federal Governments have historically
made only piecemeal efforts towards the development of effective prevention policy
initiatives.16 The economic reality supporting this view was recently put forward in a
report to Australian Health Ministers thus,
“A brief glance at Commonwealth and State health budgets reveals that funds explicitly
for health promotion and illness prevention represent a miniscule amount of health
expenditure – less than one per cent in 1984/85.”
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In this context we may situate Rolf Kaiser’s case across the boundaries of all four
levels of McKinlay’s framework. Rolf Kaiser’s lobbying of government as a member
of the public initiated responses associated with its role as a functionary of
‘Financial and Industrial Capital’, and a supporter of the Medical profession (within
the constraints of this former role), and in this particular case this support was,
arguably, in opposition to the interests of the public.
Having established that interests have been threatened, it is now necessary to
consider in what ways Rolf Kaiser’s case meets the second criterion of Martin’s et
al. concept of suppression. That is, in what ways was Rolf Kaiser penalised for or
prevented from carrying out his activities concerning the secondary prevention of
Chronic Glaucoma, and by whom? Before proceeding I must point out that there are
many aspects of this case that are worthy of comment. In the interests of academic
rigour however, I have decided to deal only with issues for which I am able to
substantiate my views with recorded evidence. Accordingly, the following analysis will
deal chiefly with the first and third aspects of the case outlined in connection with
the satisfaction of the first criterion of Martin’s et al. concept of suppression.
Aspects of the case that will not be dealt with here, but do have direct bearing on
the issues, include the withdrawal of pledged funding and support to Rolf Kaiser;
threats of legal action against him by certain participants in the debates; the
denial of funding from the N.S.W. and Federal Governments; the shelving of a 3000
signatory petition on the issue of screening by the Federal Government; and the
receipt of anonymous phone calls by Rolf Kaiser in which threats have been made upon
his life.
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Now to the specific issues.
In July of 1986 Rolf Kaiser established a Glaucoma Research Trust Fund with the dual
aims of creating a public awareness of Glaucoma and attracting donations for research
into the aetiology of the disease.18 This initiative, along with Rolf Kaiser’s ability
to obtain media coverage at both national and local levels, brought his activities
to the attention of a medical professional – an Ophthalmologist named Ivan Goldberg.
Rolf Kaiser first became aware of this attention when he appeared on the Ray Martin
Midday Show on September 2, 1986 as part of his campaign to publicise Chronic
Glaucoma in Australia. The events which transpired on that day constituted the
commencement of the indirect suppression of Rolf Kaiser by the Ophthalmic profession
via the interests of one of its members and his associates. In his official capacity
as spokesman for the Royal College of Ophthalmology of Sydney, Dr. Goldberg appeared
on the above mentioned television program via prior arrangements between himself
and the producers of the show.19 Initially then, Rolf Kaiser was forced into a public
association over which he had no prior consultation and little effective choice.
Despite attempts to have his own contact details displayed on the screen during the
interview, Rolf Kaiser was not informed that prior arrangements to have the names
and phone numbers of two associates (and at that time, patients) of Dr. Goldberg had
been made.20 It became apparent that pre-meditated motives were being played out in
a forum which left little room for debate. Subsequent events saw the formation of
the National Glaucoma Foundation of Australia (NGFA) by Rolf Kaiser in concert with
Dr. Goldberg in his capacity as a representative of the Royal Australian College of
Ophthalmologists, and two of Dr. Goldberg’s associates one of whom was Mr. Laurie
Pincott, the Executive Secretary of the Royal Australian College of Ophthalmologists.21
Detailed examination of the Minutes of the first four meetings of the NGFA (now known
as the Glaucoma Foundation of Australia Incorporated) have brought to my attention
three primary ways in which Rolf Kaiser’s input into the Foundation was effectively
suppressed by the collective aims of Dr. Goldberg and his associates. This organised
bias manifested itself in the following fashion:
•

During the first meeting of the NGFA Rolf Kaiser was delegated the responsibility
for attending to the “...public relations and the every day promotion of the
Foundation at the grass roots level.”22 At the third meeting this responsibility
was denied by the Chairman, Mr. F. Luxton.23 Discussions were to be continued
with Rolf Kaiser on the matter but never took place24 and furthermore, during the
fourth meeting of the NGFA the Chairman ruled that no conflict was evident even
though disputation continued.25 Obviously then, Rolf Kaiser’s effective role in the
NGFA was being suppressed.

•

Rolf Kaiser’s proposed initiatives concerning a Public Awareness Campaign were
effectively subverted via the introduction of Foundation aims ancillary to public
awareness matters, such as the funding of “special projects” for the purchase
of Ophthalmic equipment for professional use.26 Despite the continued discussions
concerning the publicity of the Foundation,27 its members have failed to act on
resolutions and have not made an appreciable effort towards activities concerning
the secondary prevention of Chronic Glaucoma, despite opportunities for the
support of immediate public activities – in this case, Rolf Kaiser’s Awareness
Campaign.
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•

Funds raised by Rolf Kaiser and held within the “Rolf Kaiser Glaucoma Research
Trust Fund” for research purposes were the subject of an attempt to co-opt these
funds into the NGFA without the prior agreement of Rolf Kaiser and the Trustee.28

In short, the NGFA, the formation for which Rolf Kaiser has been described as the
‘catalyst’29 now pursues aims vastly different in practical emphasis than those of
promoting the secondary prevention of Chronic Glaucoma; and without Rolf Kaiser
who felt compelled to resign due to the events which transpired as evidenced by the
Minutes of the meetings. In the context of McKinlay’s theoretical framework adopted
earlier, consideration of these issues places us primarily within the ‘level of
Medicine’ and the interactions between that level and the public. In these respects,
what characteristics of the medical profession help us to understand Rolf Kaiser’s
suppression?

The work of Eliot Freidson is particularly useful here. He states,
“Supported by the power of the State, they (practicing professions) have official
mandate to apply their knowledge to the world about them. Their mandate is to
define whether or not a problem exists and what the ‘real’ character of the
problem is and how it should be managed.”
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Here we are confronted with the issue of the role of expertise in modern society of
which I will have more to say later in this paper. At present I am concerned with
the limits of the professional knowledge, which constitutes such expertise. In other
words, what are the limitations of the professional knowledge claims utilised by Dr.
Goldberg to gain influence over the committee members of the NGFA in order to control
that organisation and subsequently suppress Rolf Kaiser? Freidson makes a clear
distinction between the development of scientific medical knowledge and the issues
attendant upon its application within society.31 He argues that medical professionals
do not necessarily have any greater claim to expertise in the application of medical
knowledge where social, moral, political and economic evaluations are involved. This
view reflects his belief in the ‘moral equality’ of all members of a free society.32
Accordingly, in tasks involving such evaluative decisions,
“…the public has every right to insist that it cannot be excluded from
participation.”

33

The issues of primary concern to Rolf Kaiser have always been moral and social in
nature. If we adopt Freidson’s view that restrictions upon professional autonomy
are justified on the grounds that there is a ‘transmutation’ of medical knowledge
in the course of its application, and accordingly that matters which directly affect
the public interest should be accessible to that public, then Rolf Kaiser has been
unfairly treated indeed. Consideration of Freidson’s moral viewpoint asks us to
consider the legitimacy of professionals in our society, particularly with respect to
the moral equality of all that society’s citizens.
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I will now turn my attention to Rolf Kaiser’s direct interactions with the level of
‘the activities of the Capitalist State’ to see if these also provide evidence to
satisfy the second criterion of Martin’s et al. concept of suppression. Many dialogues
with State and Federal Government representatives and organisations have been
initiated by Rolf Kaiser over the last four years. For the purposes of this essay I
would like to focus upon his communications over an extended period with Dr. Neal
Blewett, the Federal Minister for Community Services and Health. I intend to argue
that these communications display what Barry Barnes and David Edge describe as “… the
tendency to ‘convert’ value issues into technical discussions.”34 Given that Rolf
Kaiser’s concerns have always primarily lain within the issue of public awareness of
Glaucoma, with the aim of enabling members of the community to voluntarily pursue all
available pathways of detection for the disease, Neal Blewett’s letters have almost
entirely centred upon technical issues involved in mass screening for the disease.35
Such a tendency on the part of Dr. Blewett is what Jurgen Habermas has termed the
‘scientisation of politics’. That is,
“…the ‘scientism’ by which the infiltration of technical expertise determines the
conceptualisation of political problems, the language in which they are expressed,
and the institutional forms by which decisions are reached.”
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Accordingly, whatever the particular values which motivated the controversy, the
debates concerning the secondary prevention of Glaucoma have focused upon technical
questions, and subsequently political values and scientific facts have become
difficult to distinguish.37

There is another important feature of Neal Blewett’s communications, which needs to
be considered here. With the extended lobbying of the minister by Rolf Kaiser for
almost three years, it is interesting to note the attitude adopted in his most recent
letter concerning the matter of Glaucoma prevention in general. I quote,
“My department has no direct responsibility for the delivery of services to
reduce the incidence of Glaucoma, promote eye health or prevent eye injury. This
responsibility lies with the States and Territories.”

38

Within the context of Dr. Blewett’s discussions of the technical issues involved in
mass screening for Glaucoma, and his earlier statement that “…there needs to be
greater awareness of the problem (visual impairment caused by Chronic Glaucoma)
generally”,39 his stance on the issue does not seem consistent. This latest response
offers much to support the view that attempts are now being made to formally exclude
Rolf Kaiser from dialogue with the Federal Government on the issue. Furthermore, it
is likely that Neal Blewett would have been aware of the limited response Rolf Kaiser
obtained from the N.S.W. Government in terms of its responsibilities on the issue.
Commentators upon the Australian health care system(s) help us to interpret these
events. There is no question that Neal Blewett is correct in stating, that the basic
powers over health remain with the states, however as Joan Ryden and Diane Mackay
point out,
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“…there are few areas in which the Commonwealth has not become involved
(in health), mainly through the provision of finance. The result has been an
intermeshing of Commonwealth and State activities with considerable confusion of
accountability and responsibility.”

40

And further,
“While Commonwealth governments seem prepared to leave the actual provision of
health services to State authorities they show no desire to relinquish all control
of either the cost or the shape of such services.”

41

And finally, it can be argued that the Federal government does have some
responsibility concerning the issues raised by Rolf Kaiser in that the National
Health and Medical Research Council, a federal body, has Health Care Committees and
Researeh Units concerned with advising the government on matters relating to the
provision of health care, and preventive medicine in particular. It seems plausible
then to view Neal Blewett’s actions as constituting the suppression of Rolf Kaiser
via the interpretation and manipulation of the structural limitations inherent in the
Australian health care systems.

It is now appropriate to consider the wider social context within which these issues
are situated.
Freidson draws our attention to the relationship between the State and the Medical
profession. Via the provision of licensing laws the State has provided the legal
basis for the legitimacy of Medicine’s monopoly of the right to define health nnd
illness, and to treat the latter.43 Although Freidson emphasises the dialectical nature
of this relationship, McKinlay’s analysis implores us to consider the determinine;
influence of the interests of the controllers of financial and industrial capital in
our society.44 He argues that the presence of financial and industrial corporations in
and around the medical business fundamentally influences the nature of medical work.
With the greater determining influence of these institutions upon the activities of
the Capitalist State, the ‘level of Medicine’ can be seen to be subordinate to both
whilst retaining substantial autonomy in its control over the members of the public.
Within this context Rolf Kaiser has found himself attempting a task for which the
existing social relations and institutional arrangements, in their primary role as
facilitators of capital accumulation, are predicated against. As well as directly
threatening existing social relations (as outlined on pages 2 and 3), Rolf Kaiser’s
activities – and arguably, preventive medicine in general – threaten what McKinlay
and many other Marxist authors see as the primary logic of capitalism; namely, the
accumulation of capital via the inexorable requirement of profitability.45
My attempt to situate the suppression of Rolf Kaiser into a broader social context
has highlighted some of the limitations of the models employed. Foremost amongst
these is the issue of causality. Within Martin’s et al. concept of suppression for
example, what indications do we have that the ways in which Rolf Kaiser threatened
the vested interests of certain elites in our society brought about the penalties
which he can be seen to have incurred?
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How do we decide the relative influence of other features of the human dramas
that surround the debates? These questions are indicative of the indeterminancy of
Martin’s et al. concept of suppression and the lack of decision-making power which it
can afford us in understanding features of our social environment. Political economy
approaches such as that developed by McKinlay also have their shortcomings. Bryan
S. Turner indicates that these “…approaches are often inadequate from the point of
view of a comparative and historical sociological study.”

46

Once again, the precise

causal mechanisms which determine the relationships between the presumed logic of
capitalism and the specific features of the social system under consideration are not
systematically and clearly accounted for. These shortcomings are admittedly a feature
of this essay.

On the other hand, the strength of the approach I have adopted is clearly
recognisable in political terms. As Martin states, the use of the term ‘suppression’
reflects
“…a particular way of viewing the world in which the exercise of elite power often
constitutes suppression and in which freedom of speech against elite frameworks
becomes dissent.”

47

Accordingly, I have sought to use the concept of suppression as a tool for political
purposes – to question the nature of our society and the existinc social order.
Marxist political economy has similar aims. Thus, what is seen to be at stake will
depend unon the theoretical perspective one adopts. Rolf Kaiser would arcue that
the visual impairment and sufferine; of a significant number of the community is
the primary issue, whereas McKinlay’s concerns lie with the inherent inequitable
social relations which capitalist societies display. Freidson and Habermas echo these
concerns about equality from somewhat different perspectives, and commentators
on the structural aspects of the health care system such as Ryden and Mackay are
concerned with the more mundane legal/political causes of inequalities in the delivery
of and access to medical care.

What I have attempted to do in this essay is to draw some of these perspectives
together under the umbrella of a broad political economy. Initially this approach will
raise more questions than it will answer. Given that I intend to continue research
into some of the broader issues raised in this paper, I believe that this is a
strength of my approach.
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