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Dear Martin,
Re: Electronic Health Records and Healthcare Identifiers – Legislative Discussion Paper
Thank you for the opportunity to provide our perspective on the proposed legislative changes to Electronic Health Records and
Healthcare Identifiers. We at Deloitte, feel that these changes are important and will make a tangible impact on the progress of
eHealth in our nation.
As you well know, Deloitte has spent the last 15 years actively working within the eHealth agenda nationally. We are committed to
advancing eHealth in Australia and are passionate about making a contribution to the journey of our nation in this area.
To this end, we have not stopped thinking about what it would take to make eHealth a reality in Australia. We have articulated this
in the vision for eHealth that we describe at the beginning of this paper. We hope that this provides you with insight into the
broader thinking that has shaped our response to this discussion paper.
We are genuinely excited but the opportunity to continue to have an impact in eHealth. We believe eHealth is a cornerstone that
will anchor the broader transformation of our nation’s healthcare system. We hope that you find some valuable food for thought
in our submission and look forward to the opportunity to discuss this with you in the future.

Yours sincerely,

Adam Powick
Partner,
National Leader, Health and Human Services

Deloitte Response

Electronic Health Records and Healthcare Identifiers – Legislation Discussion Paper 1

Our vision for eHealth in Australia
The health of Australians continues to improve and compares well against international averages. But like many other nations, the
burden of disease is shifting to an increasing incidence of disability and chronic disease. Supporting and managing the health of
Australians in this environment requires that a different approach be taken, one that moves away from siloed care that is focused
on a particular presentation or encounter, to connected and patient-centric care where providers across the care continuum are
engaged.
Delivering this shift will require a corresponding shift in the way information is created and collated within the health system. As
the provision of care moves beyond the physical boundaries of a particular provider organisation, information must also move
beyond these boundaries. Also, as the consumer health information ecosystem expands with the growing use of wearables and
in-home monitoring devices there is an increasing wealth of additional that should be leveraged to inform the delivery of care. In
short, information must now flow seamlessly and effectively across the health system to support the delivery of increasingly
personalised and patient centric care.
As stated in Australia’s eHealth vision, achieving this reality requires that:

Australians and their health care providers are connected through
eHealth to up-to-date, accurate and reliable health information,
enabling better engagement, access and services in healthcare
Unlocking the benefits of interoperability requires a focus on supporting care delivery
Realising the vision set forth by the National eHealth Strategy is predicated upon enabling information sharing that is focused on
supporting integrated care delivery. National and jurisdictional health information environments have traditionally focused on
creating the ‘plumbing’ that allows for information to move from point A to point B. Such a focus can however be limiting because
it makes no provision for the opportunities that are presented when information can be aggregated to support integrated care
delivery models, decision support and translational research.
Our vision for Australia’s National eHealth Infrastructure, of which the PCEHR and HI Service are core components, is therefore
focused on creating a platform that promotes access to health information rather than the simple transport of information from
one point to another. Delivering this access requires that the following foundational components are created:
•

A communications mechanism that is primarily concerned with allowing information to flow between health care
providers across Australia;

•

Common services that allow for information to be shared by and between those systems used at the point of care;

•

Shared Repository services that are used to centrally store and enable easy yet secure access to care information that
is created at the point of care across the health system (e.g. event and discharge summaries, diagnostic images,
medication records); and

•

Registry services that capture and store supporting data sets (e.g. patient identity, provider identity) that can then be
used to support interrogation and interpretation of the information that is stored in the shared repositories.

Our national eHealth program has delivered many of these components already. With these components in place, we can now look
to using them to support care delivery in an increasingly sophisticated manner. Figure 1 below provides an overview of our vision
and roadmap for eHealth in Australia.
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Figure 1 - Our vision and roadmap for eHealth in Australia

The national infrastructure we have built to date is critical to the realisation of this vision as it provides the foundations for our
national information access environment:
•

Registries – The HI Services and NHSD form key registries of information that play a role in facilitating the flow of
information across the health system;

•

Shared Repositories – the PCEHR provides a collection of shared repositories including the National Prescribe and
Dispense Repository and the clinical document repository designed to enable the sharing of this information amongst
healthcare providers and consumers; and

•

Information access layer – the B2B gateway and Secure Message Delivery (SMD) infrastructure that we have built
provide the foundations for information access by consumers and healthcare providers.

With these foundations in place, we believe that the first step in the journey should be focused on simply sharing health
information and establishing the basic mechanisms that allow information to flow to and from point of care system via the shared
repositories. That is, information that is created during each patient encounter is stored within the set of shared repositories,
subject to personal control. Should that patient re-present at another encounter, information about each previous encounter can
be retrieved from the shared repository at the point of care. This type of basic information sharing provides a number of safety and
quality benefits through the delivery of a more complete health record for an individual each time they present, thereby lowering
the risk of adverse events occurring.
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We know from our experience working in health reform locally and across the globe that while beneficial, this basic information
aggregation and sharing can be cumbersome as increasing amounts of information are captured about an individual. Over time,
we believe that contextually relevant views will need to be created that tailor how information is presented to the context in which
the provider is accessing that information. In this way the patient summary that is provided to a physiotherapist is consciously
different to the information presented to a specialist oncologist.
Once information sharing is achieved, we believe the next level of sophistication should be to provide patients with tools that allow
them navigate and access the health system. That is, providing support for items such as e-referrals, e-scheduling and wait time
management. Delivering this capability essentially relies on the same information sharing and aggregation capability used by earlier
iterations but requires that the data set being aggregated be expanded to include service coordination information. As consumers
become more dependent on smart devices that are location aware, they will increasingly expect these devices to navigate the
health system for them to help them access healthcare services at a time and place that suits their needs.
Further extending the capabilities of the health information access environment should then look towards supporting shared care
arrangements. Addressing the rising incidence of chronic disease and disability makes this a valuable set of capabilities to enable
across the health system. Delivering this functionality will require the enablement of strong collaboration across the network of
acute, primary, community and private health care providers and the delivery of some initial analytical capability to trigger events or
activities as a result of the information contained within the shared care plans.
Extending the analytical capabilities created in the previous step will then allow for the provision of decision support capability to
further support care delivery activities. The delivery of this capability is also necessarily delayed to allow time for the shared
repositories to build up sufficient information to support meaningful decision support. Over time, as the breadth and depth of data
that is held in the shared repositories grows there is also the opportunity to use this data set as a means through which to support
translational research and population health surveillance.
Looking beyond technology to focus on health outcomes is the key to delivering tangible value incrementally
We understand that the role of the national eHealth infrastructure is not to provide the full set of information technology
capabilities required to deliver healthcare services across Australia. The role of the national eHealth infrastructure is to provide the
national information sharing foundations that underpin the journey that we have highlighted above. But we sincerely believe that
to think in these terms alone puts at risk the opportunity we have to fundamentally transform the way healthcare is delivered in
Australia. We passionately believe that the national eHealth infrastructure is an important enabler of improved health outcomes.
Continuing to develop this enabler with an eye on the clinical goals that our Australian health system should be looking to achieve
changes the way we approach the establishment of this technology component in a way that opens up the possibility of delivering
better healthcare through connected information and services.
We believe that the national eHealth program and new Australian Commission for electronic Health (ACeH) should be firmly
focused on the health outcomes and benefits that can be delivered through the enablement of the capabilities described above.
This is how we conceive of a vision and roadmap for our national eHealth infrastructure. It is an incremental path that delivers
tangible value at each step of the way.
While we have described the path above in a linear fashion, we do not believe that a linear path is the only way to achieve the
outcomes we have described. There are plenty of opportunities within the framework of our vision where we may choose to test
or pilot a capability before committing to its delivery. We believe that this is the power of setting a clear vision from the very
beginning of a journey. It gives us a structure within which to test, consider and adjust our path and this in turn provides enormous
freedom to move forward that is preferable to the inertia that can sometimes come with unbounded choices. At the same time, a
clear vision and framework provides greater certainty and direction to industry and other market players that will encourage their
investment in the system. By building a strong set of accessible information foundations we provide a platform on which
Governments, healthcare provider organisations, researchers, vendors and other market players can innovate to build out the
solutions that will help deliver the vision.
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Critical to the realisation of this vision is the continued investment in and building out of our national eHealth infrastructure. We
have built a strong foundation with the components that are in place to date including the PCEHR, the HI Service, NASH, the
National Telehealh Connection Service and NHSD. Having built the technical capabilities we now must turn our attention to getting
these components actively and pervasively used to support the delivery of healthcare.
The PCEHR Review Consultation that Deloitte undertook on behalf of the Department of Health in 2014 highlighted that lack of
participation is one of the key issues impacting the success of the PCEHR and highlighted that:
•

There is strong consumer support for the PCEHR but a poor understanding of its existence and intended use, impacting
consumer participation;

•

While there is reluctance amongst some groups of healthcare providers to participate and use the PCEHR, there is a
strong and increasing expectation from consumers that their healthcare providers will participate in the PCEHR and will
access, use and provide information to the PCEHR in relation to their care; and

•

The success of our national eHealth infrastructure and in particular the PCEHR is dependent of a virtuous circle of
participation – that is, providers don’t receive a benefit from the information they put into the PCEHR, they only receive a
benefit from the information others put into the PCEHR. Therefore everyone will only benefit if everyone participates.

The PCEHR Review, HI Service Review and the current legislation review provide an opportunity drive participation in and
meaningful use of our national eHealth infrastructure by removing barriers to participation and putting in place mechanisms that
will drive participation. The proposed changes to legislation take some steps forward in addressing the issue of participation. In the
following sections we propose some refinements or additional steps that could be undertaken as part of the changes to legislation
that in our view will drive participation and meaningful use of our national eHealth infrastructure further.
We strongly urge you to consider the vision we have proposed and the benefits in terms of improved healthcare delivery that could
be achieved through the realisation of this vision. We urge all Governments of Australia to continue to invest in the building out of
our national eHealth infrastructure and to the necessary steps to drive participation and meaningful use of this infrastructure to
enable us to move towards the realisation of our national eHealth vision and the intended benefits to healthcare outcomes.
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Our response to proposed legislation changes
Our support for the proposed legislative changes
Electronic Health Records and Healthcare Identifiers: Legislation Discussion Paper proposes a number of legislative changes
governing the operation of the HI Service and PCEHR. These legislative changes are required to support proposed changes to the
personally controlled electronic health record (PCEHR) system and the Healthcare Identifiers (HI) Service to increase the number of
individuals and healthcare providers participating in the PCEHR system, increase the clinical utility and usability of the PCEHR system
to support meaningful use by healthcare providers, and improve the overall operation of the PCEHR system and HI Service, and
eHealth more generally.
In general we support proposed legislative changes that will encourage greater use of the PCEHR and HI Service or will remove
barriers to their use.
There are a number of changes proposed which we believe require additional consideration or for which we wish to raise concerns
in relation to what has been proposed. These specific changes are discussed in the following sections.
Name of the PCEHR (Section 3.1.1)
We agree with the proposed change of name of the electronic health record system from the Personally Controlled Electronic
Health Record (PCEHR) system to My Health Record (MyHR) system. The concept of personal control remains important to the
consumers we interviewed during the PCEHR Review Consultation and the functionality that supports personal control should not
be changed in the system however the name PCEHR and its acronym do not resonate with consumers (or providers) because of the
complexity of the name. A simpler acronym that embodies the ownership of the record by the individual such as My Health Record
is likely to be better accepted and more easily remembered, particularly by consumers.
Definitions – Clarification of “healthcare” (Section 3.1.2)
We support the use of common terminology and language as well as the consistent definition of terms across the HI Service Act,
PCEHR Act and the Privacy Act, particularly in relation to common terms and common entities in the health sector such as
“healthcare” and “health service”. This will ensure a more consistent application and interpretation of these acts.
In relation to the definition of “health information” we believe consideration should be given to extending the definition to include
the physiological and wellbeing information that is increasingly becoming available from personal monitoring systems such as
in-home and wearable health and fitness monitors. This information is increasingly being used by consumers to manage their own
health and fitness and we believe that there will be an increasing expectation by consumers that their healthcare providers will take
this information into account in delivering care.
Definitions – Distinguishing between healthcare providers and organisations (Section 3.1.2)
We support the proposed changes to the HI Act that will distinguish between healthcare provider individuals and organisations.
Subjecting healthcare organisation data to the same level of privacy control and protection as healthcare individuals prevents
healthcare organisational information being made readily accessible which can impede the sharing of information across the health
system. In addition as consumers increasingly start to expect that their care providers will participate in the PCEHR, they will begin
more interested in being able to identify whether healthcare providers participate in the PCEHR or not.
Definitions – Expanding “identifying information” (Section 3.1.2)
We support the proposed changes to the definition of “identifying information” in relation to an individual to include regulationmaking power to prescribe additional pieces of information as “identifying information”. Consumers have expressed a strong desire
to be able to receive electronic (and often real-time) communications from the PCEHR System Operator via email and SMS in
relation to their record. In particular consumers strongly desire the capability to be notified in the event of unusual access to their
record.
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Governance (Section 3.2)
We support the proposal to establish the Australian Commission for Electronic Health (ACeH) as a separate legal entity from the
Commonwealth Government and that this entity be governed by a skills-based board reporting to health ministers. We believe that
ACeH needs to have a strong focus on the execution of the National eHealth Strategy, the delivery of the associated eHealth work
program and the management and operation of the national eHealth infrastructure. We believe that if established and governed
appropriately, ACeH will enhance national eHealth governance arrangements by simplifying structures, strengthening accountability
and improving transparency.
Governance – Establishment of ACeH (Section 3.2.1)
While we support the establishment of ACeH we are concerned that the establishment of the Commission (ACeH) as a
Commonwealth Statutory Authority rather than as an Inter-jurisdictional Statutory Authority may lessen the buy-in and commitment
to the national eHealth program by the states and territories. The current legal and funding structure of the National eHealth
Transition Authority (NEHTA) provides the State and Territory Governments as well as the Commonwealth Government a seat and a
stake in the governance of the national eHealth program through the joint funding and oversight of NEHTA.
Should the new governance arrangements diminish the level of ownership and influence that State and Territory Governments have
in the national eHealth agenda and work program, this could diminish their willingness to support and participate in the national
eHealth agenda which would impact its ability to be successful.
Governance – Disbanding current arrangements (Section 3.2.1)
While we understand that the current advisory committee structure for the PCEHR Governance has been designed to suit the needs
of the current governance structure, we are concerned that the disbanding of the current Independent Advisory Committee and the
replacement of it with a single independent assurer may lessen the avenues for independent advice to be provided to the
governance and operation of the PCEHR under ACeH. In designing the advisory committee structure that will support ACeH
consideration should be given to the creation of an equivalent advisory committee to ACeH to preserve the mechanism for ACeH to
have regular and easy access to appropriate independent advice as required.
Governance – ACeH Board (Section 3.2.1)
We agree with the proposal to establish a skills-based board to provide governance of ACeH. We believe that this will better allow
ACeH to be governed in line with its primary purpose which is the delivery, operation and management of Australia’s national
eHealth infrastructure. In addition to the skill domains proposed in the discussion paper, we propose that the skills base should also
skills in user experience design and usability as well as information privacy and security. These are two domains that have already
attracted significant debate in relation to the PCEHR and we believe that the ACeH Board would be well served by having access to
governance skills in these areas.
Governance – HI Service Operator (Section 3.2.1)
We support the proposal to allow a different entity to be prescribed as the HI Service Operator. The close coupling between the HI
Service and PCEHR means that there are strong operations synergies that could be achieved by bringing the HI Service and PCEHR
under the management of a single system operator. Additionally, with the increasing moves by governments to procure system
operation, management and hosting services from the private sector, there may come a point where a sufficiently compelling case
exists to move operation of the HI and PCEHR services to a different government or non-government operator with the expertise
and scale to take on management of these services.
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Participation – An opt-out PCEHR system? (Section 3.3.1)
We strongly support the move to an opt-out participation model for consumers for the PCEHR. Our recent consultations (through
the PCEHR Review Consultation) with consumers, providers, software vendors and private health insurers highlighted consistent,
strong support across all these stakeholder groups for a move to an opt-out model for consumers.
There is a prevailing view, particularly amongst consumers that the current low and slowly growing registration rates for the PCEHR
are not a result of consumer objection to the record but rather a result of:
•

Low levels of understanding of the existence of the PCEHR, its intended purpose and the healthcare benefits it can deliver;

•

The complexity and lack of user-friendliness of the current registration processes; and

•

Apathy as today consumers have to actively seek out and register for the PCEHR, which most just don’t get around to
doing.

A move to an opt-out model will have a strong and immediate impact on driving consumer registration and participation numbers
in the PCEHR with international experience highlighting that opt-out rates are typically 1.5% or less.
But we must recognise that driving consumer adoption through a move to an opt-out model will not of itself drive meaningful use
of the PCEHR. To achieve meaningful use we have to get healthcare providers registered for, actively using and actively contributing
to the PCEHR as well as consumers. This will require us to overcome the barriers to healthcare provider registration and adoption as
well as the proper embedding of the PCHER into clinical processes and workflow so that it becomes a natural part of daily clinical
practice rather than additional task that the healthcare provider has to undertake.
Participation – Opt-out transition in trial regions (Section 3.3.1)
We support the recommendation of proceeding with opt out trials however are concerned that the approach described for
conducting the trials will not accurately model the environment that will exist if the PCEHR were to operate under a true opt-out
model. As a result the trials may not deliver the intended insights or highlight the real problems and challenges that may be
encountered in operating a truly opt-out model. In fact, the current approach as described, which consists of multiple phases and
associated timeframes, may create additional confusion for individuals within the selected trial regions in relation to the PCEHR –
which is something that needs to be avoided.
We believe that the approach described in the discussion paper encompasses a number of phases that we would not be present in
a truly opt-out model:
•

Under a truly opt-out model we believe that, apart from an initial transition period, there should not be a period during
which individuals (or their representative) choose to opt-out before their PCEHR is created. We believe that individuals
should have a PCEHR record created by default at those events where they become eligible for having a PCEHR (e.g. at
birth). For this reason, the scenario of a person becoming eligible for a PCEHR after the opt-out period (such as newborns)
and having to apply through the opt-in process that exists today is not representative of a future opt-out environment
and as such will not yield the insights that is being sought from the trial.

•

Under a truly opt-out model the creation of PCEHRs will be a process that continually occurs as the eligible population
changes over time, including newborns and new Australians. Processes and supporting systems will be required to reliably
identify newly eligible persons and from that create a PCEHR for them as a matter of course. For this reason, the
proposed trial registration period, during which time PCEHRs are created in bulk for registered individuals, will not provide
the ability to properly explore the insights and challenges associated with this continuous identification of eligible persons.

•

Under a truly op-out model we believe that all PCEHRs could be automatically created with a default level of access
controls and security that provides sufficient privacy for majority of the Australian population, with individuals (or their
representatives) able to modify these at any time to tighten access to their information. We anticipate that the majority of
Australians would be comfortable with a basic level of security and that this does not warrant the additional complexity of
introducing a dedicated transition period to cater for a minority that may want to tighten access to their PCEHR
remembering that the system provides the ability for them to tighten access at any time.
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Participation – Individual consent (Section 3.3.1)
We support the proposal regarding individual consent in relation to opt-out trials. We would emphasise a continued focus on
ensuring that access controls for the PCEHR are easy to understand, easy to access and easy to use by individuals (or their
representatives) as part of improving its overall usability and utility for consumers and healthcare providers alike.
Consultations with consumers highlighted a strong desire for individuals to be able to use their smart devices to manage their
PCEHR access controls. We therefore believe that consideration should be given to the development of a smart device application
that allows individuals to access certain aspects of their PCEHR including their access controls to increase the ease of access and use
of the PCEHR.
Participation – Secondary use of information (Section 3.3.1)
We note that there are no proposed changes to how information in the system can be used for secondary purposes. We believe
that the secondary use of information does require a greater degree of focus and attention with the increased focus on data-driven
population health and medical research, both of which are key contributors to a sustainable healthcare system for Australia. The
PCEHR will become a valuable source of information to support medical and health research and we need to carefully understand
how the value of this rich data asset can be unlocked in a secure, controlled yet accessible manner that does not create
unnecessary barriers to its usage at a future point in time. This requires a focus on ensuring that clear policies, processes, systems
and technology is available to support this.
Participation – Registering healthcare provider organisations and other entities in opt-out trials (Section 3.3.1)
The PCEHR Review Consultation highlighted a very strong feeling amongst consumers and even amongst some healthcare providers
that participation in the PCEHR should be mandatory or at least opt-out for healthcare providers. We passionately share this
perspective and believe that the value of the PCEHR will not be realised if healthcare providers are allowed to not participate.
Accordingly we would recommend that the PCEHR participation model for healthcare providers be reviewed accordingly.
We support the proposal that education and training services should be provided to healthcare providers to assist them in using the
PECHER as part of clinical care as this is an important component of an overall change management and adoption program. We
also note that there are transitional issues that need to be considered and addressed, such as access to the PCEHR for those
healthcare provider segments not well served by clinical information and/or practice management software solutions such as allied
health professionals and specialists.
Obligations of parties – Obligation for organisations to have PCEHR policy (Section 3.4.3)
We support the proposal that PCEHR policies be more broadly introduced to cover other participants in the PCEHR system. That
being said, ensuring the data quality of records in the PCEHR will require organisations to have in place and procedures for actively
managing the quality and completeness of information under their custodianship, not just data handling. For this reason we
recommend that the extension of PCEHR policies to broader participants also encompass a broadening of the responsibilities for
these organisations in relation to governance and management of patient data under their custodianship.
Obligations of parties – Obligations to use PCEHR system (Section 3.4.6)
The PCEHR Review Consultation highlighted that the success of the PCEHR depends on system-wide participation of all consumers
and all healthcare providers to create the virtuous circle of contribution and benefit. If we are to see the PCEHR deliver value in
supporting the delivery of healthcare services we need to focus our efforts and resources on driving participation in the PCEHR to
the point where every healthcare related encounter is recorded in the PCEHR unless the consumer does not have a PCEHR or
explicitly directs that the encounter not be recorded in their PCEHR either during the encounter or via their access control settings.
We therefore believe that all MBS and PBS payments should be dependent on the creation of a PCEHR entry, except in these
specific circumstances rather than making only a small number of payment items dependent on the creation of a PCEHR entry.
Such an approach has the power to drive healthcare provider participation far more quickly and ubiquitously than other forms of
incentives, except for those providers who do not directly claim MBS and PBS payments.
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Obligations of parties – Obligation for System Operator to retain records (Section 3.4.8)
While we recognise the need to manage data volumes in the system for performance and data storage reasons, we also need to
balance this with the desire to retain data for the purposes of supporting population health and medical research. Part of the
challenge we face is that the value of this data for research purposes is as yet relatively untested and therefore we don’t yet know
whether there is value in retaining this data in the long term to support research.
We propose that careful consideration be given to the archiving and record retention requirements in respect to the preservation of
this data in a form that would support population health and medical research purposes while the value of this data is being
assessed.
Privacy – Healthcare Provider Directory (HPD) (Section 3.5.3)
We strongly support the proposal to automatically list providers with an HPI-O in the Healthcare Provider Directory. The HPD plays a
key role in supporting the discovery of healthcare providers for the purposes of referrals and secure messaging and automatically
listing all HPI-Os will improve the use of the HPD for this purpose.
Given the importance of the provider data in the HPD in supporting the flow of health information across the health system we also
believe that the ongoing regular maintenance of this provider data in the HPD should be a mandatory requirement for organisations
that have an HPI-O.
Privacy – Handling of healthcare identifiers by prescribed entities (Section 3.5.3)
We support the proposal for allowing the broader yet controlled use of healthcare identifiers in adjacent industries such as
aged-care and disability services. We believe that the ability to accurately identify individuals across these domains will support the
delivery of more integrated patient/citizen-centric services by Governments which will improve the efficiency of service delivery and
the effectiveness of services delivered.
Privacy – Penalties for misuse of information (Section 3.5.4)
We strongly support the need for a strong privacy and associated penalty regime in relation to the PCEHR. Our consultations with
consumers highlighted that consumers will only trust the system and the privacy of their information if there is a strong focus on
information privacy and security coupled with strong penalties for breach, unauthorised dissemination or misuse of the information.
In driving adoption and use of the PCEHR by consumers we need to build an environment of trust where consumers know that
every effort is made to protect the privacy and security of their information and that even if there is a breach of the privacy, there
are processes, mechanisms and penalties for dealing with the breach and minimising the chances of it happening again.
Reviews – Handling by Australian Health Practitioner Regulation Agency (AHPRA) (Section 3.6.2)
We support the recommendation that the powers of the Information Commissioner be extended to provide it with the remit to be
able to conduct assessments and carry out investigations of AHPRA in respect of its handling of healthcare identifiers in accordance
with the Australian Privacy Principles (section 33C). As part of building a strong regime and privacy and trust, the public needs to be
confident that all organisations involved in the management of information related to the HI Service and PCEHR act in accordance
with the Australian Privacy legislation.
Given AHPRA’s role in allocating and managing healthcare identifiers, it is appropriate that the organisation should be subject to
the Australian Privacy Legislation and that its activities in relation to the management of healthcare identifiers should be able to be
independently assessed.
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