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Digital Health in Australia: Framework for Action 



Governments faced with two “conflicting” imperatives: 

• Overcome inefficiency and harm of siloed health information 

• Protect individual right to privacy 

 

 

 



Secure online summary of 
patient’s health 
information – can be 
viewed by registered 
health providers 

But allows patient to: 
• Choose – whether to participate 
• Access – own health information 
• Control – what’s in it + who can 

access it 





 

Information contained in a patient’s  My Health Record  



Case Study: Ian Gillies 

 



Case Study: Ian Gillies 

 

 

 

Click here for video 

https://www.youtube.com/watch?v=ZILTEQtU6-w


What it looks like 
for patients 



What it 
looks like 
for a GP 



What it 
looks like 
for a GP 

 





Common concerns 

1. “Patient Control” and data quality 

2. Privacy and security 

3. Usability 

4. Lack of useful information 



1.“Patient Control” & data quality: “I don’t trust the 
information because it’s from the GP and because 
the patient can remove diagnoses”  
“Quality of Data”  

• Up to us 

• Part of Professional standards 

 

“Patient Control” 

• Patient CANNOT remove specific diagnosis - can only limit access to entire 
document  

• 0.067% of people have applied Limited Document Access Codes (LDAC) to their My 
Health Record 



1.“Patient Control” & data quality 

Callen J, McIntosh J, Li J. Accuracy of medication documentation in hospital discharge 
summaries: A retrospective analysis of medication transcription errors in manual and electronic discharge summaries. International 

Journal of Medical Informatics 2010;79(1):58-64 

 

• 12% of hand written summaries and 13% of electronic summaries were found to 
contain an error 
• Most common- medicine omitted, additional medicine listed  

• Error rates equally common whether written by intern, RMO or registrar 

 

0.067% vs 12%: Let’s get a perspective on this issue 



1.“Patient Control” & data quality 
• Misunderstanding of what the My Health Record is. 

• Not "single source of truth"  

• Bonus information (e.g. allergies, medications) that might not otherwise have 
had 

• Should apply same standard of care in interpreting the data as for paper based 
sources of data (re  accuracy and currency) 

• “Half full” vs “half empty”-  it’s not a perfect record - but better than what we 
have now- which is usually nothing……. 



2. Privacy and security 
• Bank level security  

 

• Risk of local level breaches of individual records, but: 

• Audit trail  

• Notifications via SMS/email when record accessed 

• Penalties for deliberate (not in good faith) misuse 

 

• Must be seen in the context of current privacy risks of:  

• Current IT systems (e.g. hospital, GP) 

• Paper records 

• Fax........ 



“Fax Land” 



2. Privacy and security 
• Broader question of "privacy vs lives lost/safety"  

• PCEHR Review (2013) : 
• 5000 lives saved/year* 

• 230,0000 medication related admissions/year 

• Question: Should we make decisions about the privacy risk of patients who would rather 
be on the safety side of the "privacy vs lives lost/safety” equation?  
• Up until now: system "opt in" 
• From now: “opt-out” –can “get off the boat”- opt out rate in trial <2% 

 
 
 
 

 

*Booz & Co: Optimising E-Health Value Using an Investment Model to Build a Foundation for Program Success (2010) – Conservative estimate based on the assumption that the pattern for 
adoption and technology rollout will be similar to e-health projects in other developed countries including shared medication management capability and EMR 



2. Privacy and security 

Legitimate bigger picture to the privacy risk issue in terms 
of: 

• Community benefit  
• Whether we should speak on a behalf of a patient re 

the patient's acceptance of privacy risk 
• All patients can opt out anyway 



3. Usability: “I once tried to use the PCEHR four 
years ago and it was terrible” 

• NEHTA Clinical Usability Group (CUP) - led to significant improvements  

• Common complaint: “It’s too hard to upload a shared health summary”.  

 

Let’s upload one…. 



 
 
 

Click here for video 

https://www.youtube.com/watch?v=S03Lsp7ITFQ&feature=youtu.be


4. Lack of useful information: “There isn’t any 
useful clinical information on there yet” 

• “Chicken and the egg” situation- the useful data comes from us 

 

• Experience in NT regarding their successful MyEHR: when they reached 50% 
connectivity level between health practitioners, the system took off 
exponentially in terms or use and content  

 



The MyEHR service:NT Department of Health 



The MyEHR service:NT Department of Health 



4. Lack of useful information: 
• Holding their nerve to reach "critical mass" to reap the benefits 

• ”Snowball" effect after a slow start 

• Understood that for health providers currently net cost……later net gain 

• Overall benefits: Include lives saved + reduced waste estimated in billions per year 

 

 

 Consider: What could it mean for you and your patients? 
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