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Dear Fionna 

 

Feedback on the Draft Concept of Operations: Relating to the introduction of a personally 

controlled electronic health record (PCEHR) system 

 

Thank you for meeting with staff at the National Rural Health Alliance on 27 May 2011 to provide an 

update on progress with the personally controlled electronic health record system.   

The Alliance comprises 31 Member Bodies, each a national body in its own right, made up of health 

professionals, service providers, consumers, educators, students and researchers with a direct interest 

in rural and remote health.  The vision of the Alliance, as the peak non-government body representing 

rural and remote health issues in Australia, is good health and wellbeing in rural, regional and remote 

Australia.   

In 2009, the Alliance called for early investment in the adoption of individual electronic health 

records so that people in rural and remote Australia can have their health information where and when 

they need it.  That way, patients from rural areas can remain connected with their primary health care 

providers when they see a specialist or receive specialised care in a city or regional centre.  Such a record 

can also provide a tool for isolated rural and remote health professionals collaborating within a 

multidisciplinary health care team that is not necessarily co-located.   

Accordingly, I am pleased to provide the following feedback to the “Draft Concept of Operations: 

Relating to the introduction of a personally controlled electronic health record (PCEHR) system – 

April 2011 Release” on behalf of the Alliance.  

In particular, the Alliance has focused on strengthening the contribution that the PCEHR can make to 

addressing current inequities in access to health care and overall poorer health outcomes for people 

who live in rural and remote communities.   
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Overview of the PCEHR System 

Readers wishing to get a summary of the PCEHR System are directed to the overview section of the 

Concept of Operations document.   

This section provides a useful conceptual mock-up of what the “consolidated overview” screen for the 

PCEHR might look like including: an individual‟s allergies/adverse reactions, medicines, medical 

history, immunisations, directives and recent healthcare events from different sources.
1
   

It starts to give the picture of how the consolidated overview will be constructed from: 

 core information and details from a central repository; 

 a shared health summary prepared by a primary care professional or organisation the patient 

has selected and updated by them from time to time, including medical history, 

allergies/adverse reactions, medicines, immunisations; 

 event summaries from various other health professionals; 

 additional clinical documents that can be sourced, such as pathology reports, discharge 

summaries, event summaries from other professionals; 

 Medicare and PBS history; 

 directives relating to such as organ donation and advance care. 

 

This section also explains that a range of different views of the PCEHR will be available for the 

patient and the health care provider. 

The Alliance welcomes this mock-up and any other steps that can be taken to make the developing 

PCEHR more real and practical – including for people who live in rural and remote communities.   

In this context, PCEHR scenarios and case studies are an important part of overview material for the 

future.  However, more respectful and varied examples of how the PCEHR could help to overcome 

rural and remote health inequities are necessary to complement the “grey nomad” scenario in 

Appendix C of the draft.  

Scope and core functionality 

Readers interested in scope and core functionality around participation, information management, 

privacy and security are directed to Sections 2, 3, 4 and 5 of the Concept of Operations document.   

PCEHR a part of COAG health reforms through the e-health work program 

The Introduction, Section 2, opens with the following words:  

“Australia‟s economic growth, productivity and long-term prosperity are underpinned by the 

health of its population.  A healthy population is influenced by strong social and physical 

infrastructure and an accessible, safe and high quality healthcare system.”  

While this broad statement is true as far as it goes, it fails to accommodate the reality that, as well as 

being „an economic input‟, good health is also a human right and, in that respect, a general 

introduction might reflect the extent to which that right is currently not equally available to all.  As 

you know, for the one third of the Australian population who live in rural, regional and remote 

communities, life expectancy is lower and mortality rates higher than for those who live in Major 

cities.  Health outcomes for the 70 per cent of Aboriginal and Torres Strait who live in rural and 

                                                 
1
 See Figure 3, page 4: Example consolidated view in Draft Concept of Operations Relating to the introduction of a 

personally controlled electronic health record (PCEHR) system.  April 2011 Release.  

http://www.yourhealth.gov.au/internet/yourhealth/publishing.nsf/Content/pcehr-document 

http://www.yourhealth.gov.au/internet/yourhealth/publishing.nsf/Content/pcehr-document
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remote areas are tragically deficient and contribute to, but do not account fully for, the overall poorer 

health outcomes for rural people.  Living outside Major cities is in itself a health risk factor.   

 

Despite greater levels of need, rural people have less access to health services, with substantial 

shortages of nearly all health professions and of health-related infrastructure.  The AIHW Report 

Australian health expenditure by remoteness (2011) shows that people in rural and remote Australia 

have substantially less equitable access to the health services it is currently possible to measure by 

geographical region.  The Alliance estimates that primary health care expenditure in rural and remote 

areas (including Medicare Benefits Scheme, Pharmaceutical Benefits Scheme and estimates of allied 

health, dental and oral health and aids and appliances) is $2.4 - $2.7 billion less than if Major Cities 

expenditure rates were applied.
2
  When hospital expenditure is included, the overall deficit in rural 

and remote health care expenditure is estimated at $2.1 million a year. 

 

In recognition of these inequities, the COAG health reform agenda sets the following outcome for 

social inclusion and Indigenous health:  

 

“that Indigenous Australians and those living in rural and remote areas or on low incomes 

achieve health outcomes comparable to the broader population.”
3
    

 

Better targeting to ensure that rural and remote communities receive immediate benefits 

The approach outlined in the PCEHR Concept of Operations includes targeting particular groups in 

the community likely to receive the most immediate benefit: those suffering from chronic and 

complex conditions, older Australians, Aboriginal and Torres Strait Islander peoples and mothers and 

their newborn children.   

 

The Alliance recommends further development of this key part of the e-health work stream for the 

COAG health reform agenda, to identify and lay out how the PCEHR will contribute to achieving 

health outcomes comparable with the broader population for those living in rural and remote areas.    

 

The Alliance is concerned that the requirements for the creation and management of health 

information such as shared health summaries, discharge summaries, specialist letters, referrals, 

prescribing and dispensing information, pathology and diagnostic imaging result reports will be more 

complex in rural and remote communities than for those located in and around Major cities.  Yet most 

of the 1
st
 and 2

nd
 wave sites that are informing the creation and management of health information are 

based in and around Major cities, where health infrastructure and services are better resourced, which 

may mean that rural and remote needs are not adequately considered.   

 

Considering scope and core functionality requirements for rural and remote communities  

Rural and remote health care providers are likely to be more stretched and isolated, with less 

administrative and technical support and a wider scope of practice, which means they may require 

more detailed health information than their city counterparts.   

 

For example, a rural practitioner who is working across primary and acute care within their local 

community may require diagnostic images as well as reports as both the practitioner responsible for 

setting a joint and the provider of follow-up care.  The management and infrastructure requirements 

for the practice may also differ and require more support for implementation.  Rural and remote 

                                                 
2
 NRHA Fact Sheet 27.  The extent of the rural health deficit.  March 2011.  

http://nrha.ruralhealth.org.au/cms/uploads/factsheets/Fact-Sheet-27-rural-deficit.pdf 
3
 Council of Australian Governments (COAG).  National healthcare agreement.  January 2009.  

http://www.federalfinancialrelations.gov.au/content/national_agreements/downloads/IGA_FFR_ScheduleF_National_Heal

thcare_Agreement.pdf 

http://nrha.ruralhealth.org.au/cms/uploads/factsheets/Fact-Sheet-27-rural-deficit.pdf
http://www.federalfinancialrelations.gov.au/content/national_agreements/downloads/IGA_FFR_ScheduleF_National_Healthcare_Agreement.pdf
http://www.federalfinancialrelations.gov.au/content/national_agreements/downloads/IGA_FFR_ScheduleF_National_Healthcare_Agreement.pdf
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patients may require more comprehensive health summaries and discharge summaries and the 

coordination of their health care is highly likely to be more challenging if they have to make long trips 

to the city for more specialised care.   

 

In addition it will be important to consider how the establishment of a “shared health summary” 

which is prepared by a healthcare provider or organisation nominated by the individual will work for 

people who live in a rural or remote area without ready access to a local doctor.  For example, will a 

remote area nurse or an Aboriginal Health Worker be able to establish and manage this “shared health 

summary”?  Will it be practical that he or she is the only one who can update it and that everyone else 

has to use an Event Summary when the patient has to go to the city for surgery or to a regional centre 

for extended treatment or rehabilitation?  How practical will it be in rural practices outside the state 

and territory public health intranet to upload the broader range of health information envisaged to 

complement the PCEHR, such as diagnostic images, health information from registries, care plans, 

assessment tools and reports from practice-based diagnostic tools such as electrocardiograms?  Has 

the role of the PCEHR in supporting telehealth consultations under the new MBS items for GPs, 

Aboriginal Health Workers and Nurse Practitioners in rural areas to support their patients‟ specialist 

consultations been considered? 

 

The Alliance is keen to work with the Department of Health and Ageing, NEHTA and other partners 

to ensure that the PCEHR ameliorates rather than perpetuates or worsens current inequities in health 

outcomes and in access to health care for rural and remote Australians.  A city-focused rollout of the 

PCEHR will not be acceptable and will further limit choice and access to health care for people living 

in rural and remote communities compared with other Australians.   

 

PCEHR System Components 

More technical readers are advised to read the section on PCEHR System components in the Concept 

of Operations.   

 

The concern for many rural and remote health care providers and consumers is that the technical 

support available to them is frequently quite limited – and thus their technical requirements may not 

be well represented in the design of the PCEHR system.   

 

Develop rural and remote technical support and expertise while valuing existing networks 

In developing and planning for the PCEHR as well as during its adoption and implementation, it will 

be critical for the Department, NEHTA and many other partners to engage meaningfully with people 

in rural and remote areas, and to be aware of the need to help build the capacity of rural people and 

communities to adopt and make full use of e-health applications.  

 

Organisations and people who provide support to rural health care providers will be important to 

involve throughout this process.  For example, the Medical Specialist Outreach Assistance Program 

(MSOAP) coordinators in the Rural Health Workforce Agencies, the e-health support officers in the 

Divisions or in Medicare Locals as they roll out, the Aged Care IT Council, and the various health 

professional bodies that support rural and remote healthcare delivery including information 

technology, will all be able to provide some insights.  There is also considerable experience in e-

learning among rural and remote educators and health professional organisations that should be 

captured with respect to technical experience, for example, through several of the Member Bodies of 

the Alliance. 
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A new wave to build capacity among healthcare providers with less developed capability  

The Concept of Operations purports to subscribe to the principle “Recognising different starting 

points: Balance activity and support for healthcare providers with less developed capability while not 

constraining the ability for more advanced participants to progress.”  

 

However, the current document seems to focus on progress for more advanced participants, rather 

than targeting some of the more challenging situations, in order to build capability and better 

understand the level of support that may be required.   

 

For example, the first wave involvement of remote Aboriginal communities in the NT, which builds 

on the capability developed through the earlier HealthConnect trials, has provided great inspiration to 

rural and remote communities.  It is encouraging and appropriate that the reach of these more 

advanced participants is now being extended to Northern WA and Northern Queensland in the second 

wave.   

 

However, the Alliance would like to see another wave that starts to build the technical capability and 

infrastructure in other rural and remote communities, as was done in the Northern Territory some 

years ago now, so that they too start to reach the minimum requirements for the PCEHR system 

within the foreseeable future.  Competitive funding rounds are not likely to be the best way to obtain 

test sites in true areas of need, where health resources are already stretched and targeted investment is 

required. 

 

While connectivity, affordability and useability may seem like basic requirements for the PCEHR 

system wherever it is rolled out, the challenges for each are much greater in rural and remote 

communities.   

 

Operations, implementation and outcomes evaluation 

Readers interested in operations, implementation and outcomes evaluation are advised to read 

Sections 7, 8 and 9 of the Concept of Operations.   

Enabling rural and remote implementation 

The Alliance highlights the need for additional support for rural and remote health professionals and 

health services in the adoption of the PCEHR.  It is critical that the expectations on small rural and 

remote services are practical and appropriate for the service and do not act as a deterrent to the uptake 

of the PCEHR which would limit participation and health benefits for people in rural and remote 

communities.   

 

Implementation strategies that include bringing support and training to the health professionals in 

rural and remote communities need to be considered, to overcome barriers such as travel costs, down 

time and lack of locum or back-up cover during training and start-up.  The administrative burden of 

implementation also needs to be considered, especially for health professionals such as remote area 

nurses providing frontline care with little office support.  Overseas trained doctors from a range of 

different training systems provide a substantial percentage of the health workforce in rural and remote 

communities and it is not clear whether and how their needs in adapting to the new technology have 

been considered.   

 

Targeting rural and remote needs and strengths in integrating care 

Transfers and referrals to more specialised services in regional or urban centres are an integral part of 

safe, good quality primary care for rural and remote communities.  There is great potential for the 

PCEHR system to contribute to the safety and quality of such arrangements, with effective 

management that takes into account the needs of patients and their families as well as system 
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efficiencies.  Rural health service providers are very aware of the need to balance safety and quality of 

care with patient choice, social and family needs including the risks and costs associated with travel 

on country roads to access services not available locally.  Accordingly, the scope of the PCEHR 

system needs to be further developed and targeted to ensure that it first reaches those people with the 

worst health outcomes, highest health risks, and poorest access to social and physical infrastructure.   

 

Rural and remote outcomes evaluation 

One of the core measures of the success of the PCEHR will be its early adoption and effectiveness in 

rural and remote communities.  As such, it will be important to monitor and evaluate outcomes by 

geographical location.  For consistency with other rural programs and COAG commitments, the 

evaluation should include published outcome measures by ASGC-RA remoteness categories.   

 

In addition, it will be important to measure uptake in smaller local communities as well as larger 

towns and regional centres in more detail and modify implementation strategies to make sure that the 

PCEHR is a part of the health care choice for all Australians.  This is likely to involve additional work 

with Medicare Locals and Local Hospital Networks as they roll out.  In particular, the role of the 

PCEHR must be established in the different models of health care that have been proven to make a 

difference in rural and remote communities.  These include Multi-Purpose Services developed in 

consultation with rural communities, outreach services and hub and spoke services from regional 

centres. 

 

Conclusion 

The Alliance is keen to involve its rural and remote networks in working with the Department, 

NEHTA and other partners to promote awareness about the PCEHR system, encourage input to 

consultations and contribute to its successful implementation. 

 

Yours sincerely 

 

 

 

 

 

 

Gordon Gregory 

Executive Director 

 


