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Executive summary 
This report presents the outcomes of a body of work undertaken by Deakin University on behalf of 
the Western Victoria Primary Health Network (WVPHN) and the Australian Digital Health Agency 
(ADHA). The rationale for the project was the knowledge that, globally, there are numerous 
examples of failures of implementation of technology and the recognition that successful uptake and 
utilisation of My Health Record (MyHR) by the full range of Australian citizens, including hard to 
reach populations, can only be done with deep knowledge of the diversity of eHealth literacy 
capabilities. 

The aim of this project was to understand the eHealth literacy of residents in Ballarat and 
surrounding regions (City of Ballarat, Shire of Central Goldfields, Hepburn Shire, Moorabool Shire, 
and Pyrenees Shire), and to apply the Optimising Health Literacy and Access (Ophelia) process to 
access local experience and wisdom in order to identify existing effective local practices and 
potential innovative solutions to maximise the use of My Health Record (MyHR) and other digital 
technologies. 

Specifically, the project sought to: 
• Develop specific, implementable recommendations for ADHA and other stakeholders to 

address barriers and enablers;  
• Identify education and communication strategies across eHealth engagement and uptake of 

MyHR, and;  
• Recommendations that cover actions required at the individual, family/community, 

practitioner/professional and system level. These will include short term immediate 
solutions through to longer term structural solutions. 

Methods and the Ophelia process  
The project was based on the Optimising Health Literacy and Access (Ophelia) process which was 
developed by Deakin University as a means to: 

a) Document and understand the diverse health literacy (or eHealth literacy) strengths and 
weaknesses in the community or in target groups for particular services or initiatives; 

b) Obtain and organise experiential and tacit knowledge of both local healthcare providers and 
local consumers to develop intervention ideas to address these diverse strengths and 
weaknesses. 

The Ophelia process as implemented in this project involved the following major activities: 
1. Population-based survey using computer assisted telephone interviews (CATI) of 1000 people 

who completed the eHealth Literacy Questionnaire (eHLQ)1 and selected scales of the Health 
Literacy Questionnaire (HLQ)2. 

2. Cluster analysis to identify groups of people with similar strengths and weaknesses across the 
seven scales of the eHLQ. 

3. Semi-structured interviews with 50 of the respondents to the CATI including at least three 
from each of the identified clusters. 

1 eHLQ Scale 1: Using technology to process health information; Scale 2: Understanding health concepts and language; 
Scale 3: Ability to actively engage with digital health services; Scale 4: Feel safe and in control; Scale 5: Motivated to engage 
with digital services; Scale 6: Access to digital services that work; Scale 7: Digital services that suit individual needs 
2 HLQ Scale 1: Feeling understood by healthcare providers; Scale 3: Actively managing my health; Scale 4: Social support for 
health; Scale 7: Navigating the healthcare system 
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While the semi-structured interview did not have specific questions about MyHR, several people 
spontaneously offered concerns or support for MyHR (see following table). 

Concerns about using MyHR Support for using MyHR 
• Security concerns / lack of trust in government / others 

accessing information  
• Don’t know how to use MyHR, how to access, what is stored, 

how to have control 
• Don’t see the need for MyHR  
• Incompatible / inconsistent systems 
• Software difficult to use - passwords 
• Unable to manage records for children 

• Healthcare provider access for 
timely and appropriate care 

• Managing health for family 
• Nothing to hide - not concerned 

about security 

 

Key findings from ideas generation workshops 
The workshops produced a wide range of ideas relevant to people with widely differing eHealth 
literacy strengths and weaknesses. The intervention ideas were grouped into nine categories with 
numerous subcategories under each heading. The main categories were: 

1. Policies, laws and regulation 
2. Organisations that promote or support the 

use of digital health technologies 
3. Managing public information and 

perceptions 
4. Features of the digital technologies 

5. Process of engaging people 
6. Role of healthcare providers 
7. Understanding particular target groups 
8. Community-based activities 
9. Activities targeted at individuals and 

families 

While many ideas were generated in each of these areas a key principle that arose was that the 
whole is more than the sum of the parts and that there is a need for a planned, integrated approach 
across all of these categories of action. Three issues were identified where an integrated approach is 
of particular importance: 

1. The need to assist people to understand potential benefits, the relevance of possible 
benefits and to weigh benefits against possible risks. 

2. The need to address a range of concerns about how MyHR and other developments in digital 
health technologies may impact on familiar and valued processes of care (especially 
relationships with GPs). 

3. The fact that some of the people who might experience the greatest challenges engaging 
with MyHR may also be the people who have greatest need of the support that it offers and 
greatest capacity to benefit. 

The recommendations (below) produced from the workshops were grouped into three areas: 
• Four broad principles that need to underpin all activities to increase people’s engagement 

with digital health technologies in general and MyHR in particular. 
• Category 1 recommendations: which include three integrated sets of recommendations 

related to each of the three issues just listed. The emphasis is on integration and 
coordination of activities. 

• Category 2 recommendations: which include specific actions related to each of the nine 
themes listed above. 
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In support of efforts to develop integrated, systemic strategies we considered the consumer journey 
from their personal context, through initial steps in engaging with MyHR, to eventually obtaining the 
full benefits of the technology. The following diagram identifies a range of key possible points in 
such a journey. These were identified from both the semi-structured interviews and the workshops. 
At each of these points, people can have experiences that either increase or decrease the likelihood 
of people deepening their engagement with MyHR, therefore each is a possible point of action 
where strategies to increase positive influences and minimise negative influences can be applied.  
 

 
 

Summary of recommendations 
Following is a concise summary of recommendations. Specific actions for each recommendation are 
proposed in the full report.  

Principles underpinning all recommendations 

Principle A: Actions to promote the use of digital health technologies including MyHR need to be 
guided by a principle of equity and to recognise people who have the greatest need for a system like 
MyHR are often the people facing the greatest barriers to engagement. 

Principle B: Achieving acceptable population-wide implementation and community engagement in 
digital health technologies and MyHR will require action at multiple levels of government, 
organisations and implementation in an integrated and synergistic manner.  

Principle C: It is necessary to recognise that digital health technologies, including MyHR, can be 
perceived by many people as a change that poses a threat to systems of care that are comfortable 
and familiar to them. All actions to promote digital health technologies, including MyHR, must 
recognise and take systematic and proactive action to manage people’s expectations and anxieties. 
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Principle D: There is no one-size-fits-all approach to education and communication. An extensive 
and diverse suite of approaches are needed to address the diverse needs of different groups. 
Promotional materials must reflect an understanding of the core concerns and desired benefits of 
different groups in the community. 

 

Category 1 recommendations: integrated sets of recommendations related to key issues 

Key issue 1: Assist people to understand potential benefits, the relevance of possible 
benefits, and to weigh benefits against possible risks. 
 
Recommendation 1 
There is a need for an integrated and synergistic strategy to help people understand the potential 
benefits of MyHR and other digital technologies in a way that is relevant to their life circumstances, 
perceived health risks, and preferences for receiving healthcare services. This strategy needs to 
facilitate the ability of people to assess perceived benefits against perceived risks and should, ideally, 
allow for people to choose a level of engagement that maximises their perceived benefit while 
minimising their perceived risks.  

Key issue 2: Address concerns about the potential impact of developments in digital 
health on familiar and valued processes of care 
Recommendation 2 
General practices are the first point of care for most Australians, and the primary source of health 
data about patients into MyHR. There needs to be an integrated and systematic approach to 
enabling GPs and practices to support their patients in the most appropriate way. This approach 
requires action at multiple levels in a practice.  

Recommendation 3 
Where possible, utility should be built into the MyHR system to transparently enhance processes of 
care that people value, including: 

a. Integration with other systems such as systems at pharmacies, [community health centres], 
hospitals/emergency centres and the medical practices.  

b. Methods available for people who do not want to, or who are not able to, interact with 
MyHR to have it set up for them in such a way that they receive all desired benefits. 

Key issue 3: Providing opportunities to people who experience substantial barriers to 
engagement but who also have high capacity to benefit 
Recommendation 4 
A flexible and multi-level approach will help people facing barriers to access and engagement to 
participate at the level of their interest, and to achieve benefits equitably with those who face fewer 
barriers. This approach should consider the stages that people go through in engaging with digital 
health technologies.  
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Category 2 recommendations: specific actions at different levels 

Levels of health practitioner/professional roles 
Recommendation 5 
There should be clear guidelines [and training] for health professionals who access and use MyHR 
data for an individual in their care, and these need to be regularly and consistently communicated.  

Recommendation 6 
There is a need to ensure that all health professionals have an accurate and consistent 
understanding of MyHR and that they understand the potential benefits. Some health professionals 
feel that they have been bombarded with procedural information but still don’t have an overall 
sense of what MyHR is really going to achieve: ‘As health professionals we are bombarded but still 
don’t know much about what it is’.  

Level of community engagement/outreach strategies 
Recommendation 7 
The workshops produced many suggestions for opportunities and contexts where people may learn 
about MyHR other than from a health professional or the media. Strategies and resources should be 
developed to encourage and enable community facilities and organisations to discuss digital health 
resources, including MyHR, as part of activities that already engage people in learning about and 
discussing related issues.  

Level of family and individual engagement with digital health technologies 
Recommendation 8 
In many families, one person is substantially more engaged in digital health technologies, and likely 
to be more interested in MyHR, than other family members. Digital health technologies, including 
MyHR, should be implemented in such a way that engages participation of different family members 
where possible.  

Level of the design and features of digital health technologies 
Recommendation 9 
Many participants in the workshop expressed desired characteristics of the system to do with the 
simplicity of the MyHR interface, the reliability of the system (even with poor Internet connections), 
and the ease of solving problems within the system. The reported negative experiences may not 
have related to MyHR but may reflect other negative past experiences including trying to interact 
with MyGov services.  

Recommendation 10 
The MyHR system should implement a range of strategies to enable concerned individuals to check 
and correct the information that is uploaded, including making sure that the information has 
sufficient context to be correctly interpreted by future users.  
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Recommendations  
The recommendations in this report have been developed to meet these contractual requirements: 

1. Develop specific, implementable recommendations for ADHA and other stakeholders to 
address barriers and promote enablers 

2. Education and communication strategies across eHealth engagement and uptake of My 
Health Record (MyHR) 

3. Recommendations will cover actions required at the individual, family/community, 
practitioner/professional, and system levels. These will include short term immediate 
solutions through to longer term structural solutions 

While most of the recommendations in this report are derived directly from the data and discussions 
that occurred during the activities of the project, some select recommendations have been 
incorporated based on the wide experience of the consultants in developing and implementing 
health literacy policy and interventions. The recommendations that are not derived directly from the 
data in this project are [enclosed in square brackets].  

Categories of recommendations to ensure coverage of all Australians 

This project used a grounded approach where both community members and health professionals 
were exposed to graphic and contrasting representations of the digital health knowledge and 
experiences of community members so that the breadth of proposed solutions are intended to 
ensure broad coverage of all segments of society.  

Box 1 Two categories of recommendations that seek to ensure coverage of all Australians 

Category 1 recommendations address the major issues requiring an integrated synergistic 
approach (in general these tend towards longer-term, structural solutions) 
 
Category 2 recommendations for actions at specific levels including actions required at the 
individual, family/community, practitioner/professional and system levels (including design of 
digital health technologies) to increase uptake of eHealth technologies and MyHR. 

Category 1 recommendations are about longer term and structural solutions that need to be 
addressed synergistically at the multiple levels of local and national lead agencies, and through 
multiple strategies. These recommendations point to the role of policy and policy-makers to 
implement strategies for systems improvement even though the workshops to generate ideas for 
strategies were conducted with local residents and health professionals, and not with high level 
policy makers. This local consultation was to ensure that the ideas generated were practical and 
informed by local consumer and practitioner experience and wisdom. However, the synergistic 
development and implementation of an integrated set of locally-generated strategies require the 
holistic, helicopter view and careful planning of local and national lead agencies. 

Category 2 recommendations address local perceptions and awareness of gaps or problems in 
eHealth engagement or uptake of MyHR, and where new education and communication approaches, 
styles, emphases, and strategies may be required. These recommendations include actions that can 
be implemented at the individual, family/community, practitioner/professional, and systems levels.  
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What the recommendations do and do not say about past and current implementation of 
MyHR 

It is important to note that the recommendations are not based on a detailed organisational or 
systems analysis of what has been or is being done to increase eHealth engagement and uptake of 
MyHR. Rather, the recommendations are based on the actual perceptions and awareness of the 
people and health professionals in the community (i.e., the data are derived using a grounded 
research approach). The recommendations should not be taken as suggesting that nothing is being 
done to address a proposed gap or problem. The recommendations may mean different promotion 
strategies are required and specific locally-generated solutions are needed to maximise the uptake 
of eHealth technology and MyHR by as many people as possible.  

Table 36 (Appendix I) correlates the recommendations in this report to consumer education, 
consumer access, healthcare provider education, and systems/policy, as requested by ADHA. Table 
36 is a template that will show the activities and developments that relate to MyHR that have 
already occurred or are underway in relation to each of the recommendations in this report, as well 
as activities planned for the future. The past, current and future actions can be populated by the 
Australian Digital Health Agency (ADHA).  

Principles underpinning the recommendations 

There are four fundamental principles arising from this research study that could be considered 
recommendations themselves but which, importantly, are critical to nearly all the other 
recommendations. Therefore, these four principles have been highlighted as core principles for 
action. 

Box 2 The four principles underpinning the recommendations 

Principle A: Actions to promote the use of digital health technologies including MyHR need to be 
guided by a principle of equity and to recognise that the people who have the greatest need for a 
system like MyHR are often the people facing the greatest barriers to engagement. Therefore, in 
planning for improvement, strategies should aim to maximise the benefits for people with the 
greatest needs and health systems should be developed with the flexibility to allow for this.  

Principle B: Achieving acceptable population-wide implementation and community engagement 
in digital health technologies and MyHR will require action at multiple levels of government and 
organisations and implementation in an integrated and synergistic manner across these levels. In 
considering the recommendations, it is necessary to always reflect on how the whole may be 
more than the sum of the parts. (See Recommendations 1 to 4 as examples of synergistic sets of 
interventions.) 

Principle C: It is necessary to recognise that the introduction of digital health technologies, 
including MyHR, is perceived by many people as a change that poses a threat to systems of care 
that are comfortable and familiar to them. People’s expectations are coloured by past experiences 
with new technologies that have promoted self-service and are associated with a reduction in 
services, especially services where contact with a person is preferred. Such a scenario is a source 
of anxiety to many people when it relates to their health and health care. All actions to promote 
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digital health technologies, including MyHR, must recognise and take systematic and proactive 
action to manage people’s expectations and anxieties. 

Principle D: There is no one-size-fits-all approach to education and communication. In particular, 
approaches that depend solely on mass media and/or uniform printed materials will not engage 
all the different groups of people in a community. An extensive and diverse suite of approaches 
are needed to address the diverse needs of different groups, and these approaches will very often 
need to involve community members having opportunities to discuss potential benefits, concerns, 
and what is required of them with peers and/or health professionals. Promotional materials must 
reflect an understanding of the core concerns of community members, and what different groups 
of people are likely to consider a significant and practical benefit to engagement in digital 
technologies such as MyHR. 

 

Category 1 Recommendations: address the major issues requiring an integrated synergistic 
approach (in general these tend towards longer-term, structural solutions) 

1.1 Assist people to understand potential benefits, the relevance of possible benefits, and to weigh 
benefits against possible risks. 

Recommendation 1 
There is a need for an integrated and synergistic strategy to help people understand the 
potential benefits of MyHR and other digital technologies in a way that is relevant to their 
life circumstances, perceived health risks, and preferences for receiving healthcare services. 
This strategy should consider both the intellectual and experiential aspects of understanding 
(where experience can be personal or gained vicariously through the experiences of others). 
It needs to facilitate the ability of people to assess perceived benefits against perceived risks 
and should, ideally, allow for people to choose a level of engagement that maximises their 
perceived benefit while minimising their perceived risks. Some components of an integrated 
and synergistic approach could include: 

a. [A comprehensive taxonomy of potential benefits of MyHR with an emphasis on the 
types of benefits experienced and desired by consumers]. 

b. Description and presentation of potential benefits in terms of the user not the 
health system (e.g., reduced need to tell the same information repeatedly, reduced 
waiting times, less chance of an accident, convenience in accessing services or 
purchasing health products, advantages for travel). 

c. Sharing simple, true and positive stories in the community (as well as negative 
stories, which are already widely shared). For this to occur, people need to know 
when their MyHR has been accessed and how it has streamlined and benefited the 
services that they have received. Providers who access and use a person’s MyHR 
should be encouraged to, and given a process to, share this fact with their patient. 

d. Simple, true stories of how people have benefited need to be made widely available 
in a range of formats. 

e. Simple tools and processes that assist people to assess potential benefits of MyHR 
against potential risks, and to choose a level of utilisation that suits them. For 
example, a GP says ‘how about I just upload your medications and allergies in case 
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you have to go to hospital sometime?’; or a chart displaying different levels of 
engagement with MyHR and potential uses and benefits of each level (similar to the 
charts presented for many software products). 

f. Regular communication/promotion to people to increase awareness of the things 
that don’t exist or don’t happen in the current system but that they believe already 
happen (e.g., a belief that emergency departments somehow already know their 
history and medications). 

1.2 Address concerns about the potential impact of developments in digital health on familiar and 
valued processes of care 

Recommendation 2 
General practices are the first point of care for most Australians and the primary source of 
health data about patients. There needs to be an integrated and systematic approach to 
enabling GPs and practices to support their patients in the most appropriate way to engage 
with MyHR. This approach requires action at multiple levels in a practice. 

a. Fully engaging general practice in the design of the system [and ensuring that it 
integrates with all clinical software systems]. 

b. Providing training and resourcing to GPs and practice nurses for approaches to 
introduce MyHR in a gentle and minimally burdensome manner that builds on the 
patient’s belief that the doctor is in control of their care. This should include options 
that do not require the patient to use technology at all but that still support patients 
to understand what information a doctor uploads on their behalf. 

c. Providing materials that make it easy for doctors or practice nurses to easily discuss 
what data can be uploaded and what the patient does and does not want uploaded, 
as well as potential benefits of use including both health and convenience benefits. 

d. Ensure that it is easy for the doctor to only upload data agreed with the patient. 
e. Supporting practices to provide computers that patients can access within the 

practice that include easy access to MyHR and high quality information sites. 

Recommendation 3 
Where possible, utility should be built into the MyHR system to transparently enhance 
processes of care that people value.  

c. Integration with other systems such as systems at pharmacies, [community health 
centres], hospitals/emergency centres and the medical practices. Particular 
potential benefits/conveniences that were identified include streamlined 
prescription filling, better reminders and appointment making with the medical 
practice, reduced time waiting at emergency departments, and less need to spend 
time completing forms and repeating information when referred to other services.  

d. As with Recommendation 2, there should be methods available for people who do 
not want to, or who are not able to, interact with MyHR to have it set up for them. 

These conveniences will only help to increase the extent to which people value and trust 
MyHR if they are made aware of them, both as potential benefits and when they experience 
these benefits. Many consumers assume that integration of these supports, services and 
systems is already in place. 
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1.3 Providing opportunities to people who experience substantial barriers to engagement but who 
also have high capacity to benefit 
(Note: Recommendation 2 is also particularly important for this issue)  

Recommendation 4 
A flexible and multi-level approach will help people facing barriers to access and 
engagement to participate at the level of their interest, and to achieve benefits equitably 
with those who face fewer barriers. This approach should consider the stages that people go 
through in engaging with digital health technologies, and the barriers that different groups 
of people3 might face. Figure 25 shows some of the issues and points of action that should 
be considered at each stage of a person’s journey to engage with digital health technologies 
and MyHR. Some of the components of a flexible, integrated approach identified in the 
workshops were: 

a. Implement Recommendation 2. 
b. To facilitate access to important health websites, including MyHR, provide 

computers in community settings such as libraries, neighbourhood houses, medical 
practices, pharmacies, centres providing University of the Third Age (U3A), and 
Men’s Sheds. This is especially important in areas with poor Internet connections 
and for people without personal access to computers and good Internet services. 
There will be additional benefits if there are people at these places who can provide 
some guidance about how to access and use these websites. 

c. Engage organisations like U3A, neighbourhood houses, libraries, and Men’s Sheds in 
providing simple training to use computers for practical purposes. 

d. Make systems easily accessible through alternative technologies such as tablets and 
phones. 

• Ensure that MyHR can be accessed through simple smartphone applications. 
• Implement a system where people who don’t have smartphones can 

interact through a mix of SMS and phone calls [e.g., a summary of what 
information is uploaded, notifications of access, who to call to discuss 
concerns]. 

• Ensure that all promotional and informational materials contain a phone 
number to call, not just a web address. 

• Ensure that complaints and problem-solving processes allow people to talk 
to an actual person. 

e. Provide all services and interfaces in multiple languages. 
 
  

3 ‘Groups of people’ does not just mean people with certain demographic or health state characteristics such 
as people with different disabilities, older people, socially isolated people etc. but also people with different 
eHealth literacy profiles. 
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Category 2 Recommendations: actions at specific levels including actions required at the 
individual, family/community, practitioner/professional, and system levels (including design of 
digital health technologies) to increase uptake of eHealth technologies and MyHR 

This section contains additional recommendations based on the levels of action that have not 
already been included in Recommendations 1 to 4. 

2.1 Health practitioner/professional roles 

Recommendation 5 
There should be clear guidelines [and training] for health professionals who access and use 
MyHR data for an individual in their care. These should include: 

a. Circumstances in which access and use is or is not appropriate and permissible 
b. Communicating with and engaging the patient whose record is being accessed, 

including: 
• Informing the person that they have accessed the data 
• Allowing the person to make any comments or clarifications that they wish 
• Reassuring the person, where appropriate, that the practitioner will 

undertake their own assessment and provide an independent opinion 
• If the MyHR data have proved useful in any way, explaining this to the 

person 
• Discussing any data that will/could be uploaded as a result of the episode of 

care. 
c. Procedures if data are found to be out of date or incorrect 
d. How to access problem solving support 

Recommendation 6 
There is a need to ensure that all health professionals have an accurate and consistent 
understanding of MyHR and that they understand the potential benefits. This has been 
difficult to achieve due to ongoing changes during the MyHR roll out. Some health 
professionals feel that they have been bombarded with procedural information but still 
don’t have an overall sense of what MyHR is really going to achieve: ‘As health professionals 
we are bombarded but still don’t know much about what it is’. It was also noted frequently 
in the workshops that health professionals have high opt-out rates although the evidence for 
this was not cited. At the earliest possible time the following should be implemented. 

a. As a priority, Recommendation 1 should be fully implemented for health 
professionals.  

b. Provision of simple up-to-date resources and training for health professionals with a 
focus on the following points as soon as the components of the MyHR system are 
sufficiently settled: 

• Exactly what MyHR is and is not 
• Specific benefits of MyHR 
• Safeguards for security, quality, and appropriate use 
• How MyHR can synergise with and enhance usual care 
• Options for engaging patients as per Recommendations 2 and 5 
• Resources and financial supports that are available 
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2.2 Community engagement/outreach strategies 

Recommendation 7 presents many of the ideas from the workshops about options for 
increasing access to and support for the use of computers and of digital health technologies, 
including MyHR, in community settings.  

Recommendation 7 
The workshops produced many suggestions for opportunities and contexts where people 
may learn about MyHR other than from a health professional or the media. Some of these 
contexts may make it easier to highlight particular potential benefits and for people to 
develop their understanding in a shared and reflective manner: ‘… social engagement is 
credible really because if you can find a small increase of people that do understand or can 
use that, that can easily permeate out into their social circles and get gradual exposure to 
the thing. It does not matter if they are homeless or otherwise if you can get a couple of 
people who are advocates that can permeate through their social circles. Often when you are 
presenting there will be two that really get it and the others will trickle in after talking to 
people and start to understand bits of it.’ 

Strategies and resources should be developed to encourage and enable community facilities 
and organisations to discuss digital health resources, including MyHR, as part of activities 
that already engage people in learning about and discussing related issues. These could 
include: 

• Health education and promotion events 
• Computer training activities (see also Recommendation 4) 
• U3A and other lifelong education activities 
• [Retirement and financial planning activities] 
• Activities that engage people in using computers for other important tasks in life 

such as MyGov 
• Travel planning and sharing events 
• Farming events and other business planning and management events 

To take advantage of such opportunities, it would be highly desirable to have materials 
available that present potential benefits in practical, relevant ways as discussed in 
Recommendation 1. 

It would also be useful to ensure that there are links to MyHR or relevant information about 
MyHR on web pages and materials related to the activities listed above. 

2.3 Strategies for engaging families and individuals  

The recommendations that have already been presented include many recommendations to 
support flexible implementation of MyHR to support a wide diversity of individual needs and 
preferences within the community. This section has a focus on suggestions that were made 
in workshops about engaging families and about families supporting each other. 

Recommendation 8 
A significant finding of both the semi-structured interviews and workshops was that in many 
families one person was substantially more engaged in digital health technologies, and likely 
to be more interested in MyHR, than other family members. This can have both positive and 
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negative aspects. It can be positive because the strengths of one person can help other 
family members. It can be negative if that person becomes unable to continue that role and 
other family members do not have the knowledge of what has been done for them or the 
ability to be engaged on their own behalf. Digital health technologies, including MyHR, 
should be implemented in such a way that engages and reaches individuals as well as 
families.  

2.4 Design and features of digital health technologies 

Recommendations 2 to 4 emphasised the need to provide options for people who do not 
wish to or who are unable to directly engage in the IT interfaces of MyHR. The 
recommendations in this section are about supporting individuals who do wish to interact 
with and control their MyHR but who, in order to engage, need the design and features of 
digital health technologies to be easy to access and navigate. 

Recommendation 9 
Many participants in the workshop expressed desired characteristics of the system to do 
with the simplicity of the MyHR interface, the reliability of the system (even with poor 
Internet connections), and the ease of solving problems within the system. While many 
community members reported having experienced difficulties with these issues in the past, 
their negative experiences may not have related to MyHR but may reflect other negative 
past experiences including trying to interact with MyGov services. None-the-less both 
consumers and health professionals indicated that the following would be required for ease 
of use: 

a. Extremely simple language used throughout. 
b. Ensure short loading times for MyHR web pages and minimum need to load new 

pages. 
c. Available on multiple platforms including phones and tablets. 
d. Options for people who can’t remember passwords (fingerprint, retina, [face]). 
e. Ability to easily solve most problems online or with support that is quick and 

involves the option to talk to a real person. 

Recommendation 10 
For some people, it is important that the MyHR system enables them to check and correct 
the information that is uploaded, including making sure that the information has sufficient 
context to be correctly interpreted by future users. These people are also likely to want to 
exert control over what information is uploaded and to be able to add comments or 
information of their own. The MyHR system should make it as easy as possible for users to: 

a. Identify and read all information that is uploaded, and identify who uploaded it 
b. Have the ability to block particular information from being visible to other users 
c. Add notes of comment or explanation to provide context to any particular uploaded 

information 
d. Add general notes of their own 
e. Select a set of information that they want available for a particular purpose (e.g., 

travel) 
f. Print out an extract of selected information for overseas travel or for other purposes 
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Many of these points would only be effective if health professionals who upload information 
are easily contactable and have the time, willingness, and technical capability to explain 
about information that has been uploaded, correct errors, and/or remove uploaded 
information.  
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Background 
Australia’s low rate of health literacy is arguably one of the country’s greatest challenges to our well-
being, and a challenge that will become more serious as the rates of chronic disease rise and health 
care becomes increasingly more complex. In an increasingly digitised world, the prospect of 
challenges with digital health services looms large and, as such, addressing eHealth literacy has 
become a prominent issue for governments around the world. 

Health literacy refers to the personal characteristics and social resources needed for people to 
access, understand, remember/retrieve and use information to make decisions about health. Health 
literacy includes the capacity to communicate, assert and enact these decisions. Previous studies, 
undertaken using tools that mainly capture reading and numeracy skills, have shown associations 
between low health literacy and poorer health including less appropriate use of health services, less 
participation in preventive activities, poorer self-management of long term conditions, and adverse 
health outcomes (1). Health literacy is also a potentially modifiable contributor to health inequities 
(2). 

The Australian Bureau of Statistics (ABS) 2006 Adult Literacy and Life Skills Survey found that 59% of 
Australians have difficulty with the basic skills needed for health self-management (3). These 
difficulties include being able to locate information on a bottle of medicine about the maximum 
number of days the medicine could be taken, and being able to indicate medication dosage, such as 
one third, on a given container. When people are then confronted with the need to access the 
Internet and use computers to access information about health and/or health services, the task may 
be far more challenging for them. Not only does this require strong health literacy, but also the 
ability to access and understand digital technologies. Consequently, the introduction of a 
requirement to access digital health information can lead to many people experiencing 
insurmountable challenges to their self-care. 

Research into health literacy has found that people with low health literacy are less likely to seek 
preventive health care, such as immunisations, and are more likely to miss appointments, misuse 
medication, and fail to follow the advice provided by their doctors. This leads to adverse events, 
poorer health outcomes, higher rates of hospitalisation, a lower quality of life for individuals, and 
increased healthcare costs overall. If these difficulties and health outcomes are transferred to a 
world where many health services are accessed only or primarily through digital technologies then 
there is cause for concern for people with low digital health literacy, also called eHealth literacy.  

It is becoming increasingly apparent that knowledge about, access to, and use of digital health 
services is a health equity issue. Research is urgently needed to understand the effects that digital 
health technologies will have on health outcomes and health equity, especially as digital 
technologies become embedded in national health policies and health practice. 

The introduction of the My Health Record (MyHR) has the potential to dramatically increase every 
Australian’s exposure to health technology and their exposure to health information. Globally, there 
are numerous examples of failures of implementation of technology at the local and national level 
(1). Successful uptake and utilisation of MyHR by the full range of Australian citizens, including hard-
to-reach populations, can only be done with deep knowledge of the diversity of eHealth literacy 
capabilities, and in environments with security, safety and provenance of the data. 
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It is important to note that while health literacy refers to the competencies of individuals, it implies a 
responsibility for organisations and health professionals to respond appropriately and effectively to 
the health literacy needs of the consumers they serve (4). Accordingly, health literacy has become a 
focus of governments, health and community services, consumer groups and researchers due to its 
relevance and importance to population health, and its implications for ongoing healthcare reform. 

Three recent advances in health literacy are the Health Literacy Questionnaire (HLQ), the eHealth 
Literacy Questionnaire (eHLQ), and the Ophelia process, each of which has provided opportunities to 
understand and effectively respond to health literacy needs including in the rapidly advancing digital 
world.  

eHealth literacy and its measurement 
The World Health Organization (WHO) describes eHealth as ‘the use of information and 
communication technology (ICT) for health’ (5) and eHealth literacy is defined by Norman and 
Skinner as ‘the ability to seek, find, understand, and appraise health information from electronic 
sources and apply the knowledge gained to addressing or solving a health problem’ (6).  

eHealth may improve consumers’ engagement with health services through ready access to online 
interventions (7). Strategies to increase consumers’ knowledge and management of health has 
evolved through uptake of computers, smart phone applications, and mobile devices. In order to 
understand if and why these online platforms or interventions are engaging the population, a 
targeted measurement tool is required. 

The eHealth Literacy Questionnaire (eHLQ) comprises 35 items across 7 scales. It is patient-centred 
and was derived from extensive consultation with patients and practitioners. It is a multidimensional 
instrument with strong psychometric properties. The 7 scales of the eHLQ are never added to give a 
single score. Rather, the scores are presented as 7 separate scores in order to identify the different 
eHealth literacy strengths and weaknesses among people in the community. We refer to the pattern 
of strengths and weaknesses of an individual or group of individuals as an eHealth literacy profile. 
Understanding the range of profiles enables the targeted selection of digital health interventions 
and supportive strategies for the use of these interventions according to the various strengths and 
weaknesses identified (8). The eHLQ’s development was led by Richard Osborne and Roy Batterham 
(Deakin University) in collaboration with Lars Kayser and Ole Norgaard (University of Copenhagen, 
Denmark). The 7 scales are described in Box 3.   

Box 3 Seven scales of the eHealth Literacy Questionnaire 
1. Using technology to process health information - Be able to use technologies to read, write and 
remember, apply basic numerical concepts, and understand context-specific language (e.g., health, IT or 
English), as well as to critically appraise information. Know when, how and what information to use. 

2. Understanding of health concepts and language - Know about basic physiological functions and one’s 
own current health status. Aware of risk factors and how to avoid them or reduce their influence on one’s 
own health. 

3. Ability to actively engage with digital services - Be comfortable using digital services for handling 
information. 

4. Feel safe and in control - Feel ownership of personal data stored in the systems and that the data are 
safe and can be accessed only by people to whom they are relevant (own doctor/nurse etc.). 
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5. Motivated to engage with digital services - Feel that engaging in the use of digital services will be useful 
for managing health. 

6. Access to digital services that work - Have access to digital services that the users trust to be working 
when needed and as expected. 

7. Digital services that suit individual needs - Have access to digital services that suit the specific needs and 
preferences of the users. This includes responsive features of both IT and the healthcare system as well as 
adaptation of devices and interfaces to be used by people with physical and mental disabilities. 

Figure 1 shows a schematic image of the relationship between the 7 scales of the eHLQ as described 
in Norgaard 2015 (9). This schema identifies scales that relate more to the individual (1 and 2), scales 
that relate to characteristics of particular digital health systems (6 and 7), and scales that are a 
product of the interaction between individuals and systems (3, 4 and 5), based on both past and 
current experiences that people have had engaging with digital health technologies. 

Figure 1 The eHealth literacy framework (eHLF)  

 

Source: Norgaard et al 2015 (9) 

 

The Health Literacy Questionnaire (HLQ) is a widely-used, multi-dimensional measure of 
health literacy that provides detailed information about two key areas: the health literacy 
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competencies of individuals and their lived experiences in attempting to engage with health and 
community services (10). The tool detects the diversity of health literacy needs of people in the 
community and can be used for a range of purposes: from describing the health literacy of the 
population in health surveys, through to measuring outcomes of public health, and building social 
and clinical interventions designed to improve a wide range of health equity outcomes. The HLQ was 
attached to the 2018 ABS National Health Survey and will provide Australian national norms and 
extensive insight into health equity in Australia in the coming months.  

The HLQ’s 9 separate scales are shown in Figure 2. The HLQ is not designed to provide one overall 
score. Rather, it provides a comprehensive picture of a person’s (and groups of people’s) health 
literacy needs and strengths through the 9 scale scores. 
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A population-based sampling frame was developed for the study in the Ballarat Goldfields region of 
the Western Victoria Primary Health Network (WVPHN) using the services of a survey specialist 
contractor4. Postal areas in the Ballarat Goldfields region were ordered by their Index of Relative 
Socioeconomic Disadvantage (IRSD) ranking. A database of landline and mobile telephone numbers 
was then matched to the postal areas and a random start fixed interval sampling technique was 
undertaken to draw the sample. A random start fixed interval sampling process gave a pseudo-
random sample that was implicitly stratified by IRSD index without allocating the postal areas to 
strata. A step interval was calculated by dividing the total population by the desired sample size 
within the following local government areas: Shire of Central Goldfields, City of Ballarat, Hepburn 
Shire, Moorabool Shire and Pyrenees Shire regions.  

The CATI survey (see Appendix A) included the eHLQ, 4 scales from the HLQ, and demographic and 
health service usage. Selection criteria for inclusion were being able to answer a survey in English 
and being over the age of 18 years.  

Between 8 and 12 interviewers collected data across 6 days of the week. The questionnaires took 
about 17 minutes to administer with the most time consuming components being the introduction 
and definitions at the beginning and discussions about further research participation at the end.    

A data quality check was undertaken by the research team on 8 October 2018. There were no 
questions that were problematic for the interviewers to administer. All questions were clearly 
worded and were well understood by CATI survey participants. No changes to the CATI survey were 
deemed necessary. 

 

Step 2b: Cluster analysis for preparation of vignettes 
Cluster analysis (see Figure 5) is a process that allocates people into groups with other people who 
have a similar data profile: in this case, a similar digital health literacy profile. Digital health literacy is 
not just one entity but has different elements to it and people can have different strengths and 
weaknesses across these elements. For example, some people might trust a digital system but have 
poor personal IT skills whereas others might be the opposite. That is the reason that the eHLQ has 7 
scales because these capture the different elements of digital health literacy.  

Given that people have these different strengths and weaknesses, it is more useful to think of a profile 
of scores across the 7 scales rather than trying to give people one total score. People who have a 
similar profile (i.e., similar strengths and weakness across the 7 scales) are likely to have similar needs 
to help them use digital health technologies more effectively. Cluster analysis enables us to identify 
these groups of people so that when we do the planning workshops we can identify strategies to assist 
each group. 

Table 32, Table 33, Table 34 and Table 35 show the results of the cluster analysis. It is important to 
note that people were grouped only on the basis of their scores on the 7 scales of the eHLQ (not on 
HLQ or demographic data). Each row in the table is one cluster, which is one group of people. The 
number of people in that group is shown in the column with the heading ‘Num in cluster’. The columns 
with the traffic-light colours are the 7 scales of the eHLQ. The colours indicate whether the groups 
score on that scale is relatively high (dark green) or relatively low (dark red) or in between light-green 

4 Strahan Research Pty Ltd 

DOCUMENT 4
TH

IS
 D

O
C

U
M

EN
T 

H
AS

 B
EE

N
 R

EL
EA

SE
D

 U
N

D
ER

 T
H

E 
FR

EE
D

O
M

 O
F 

IN
FO

R
M

AT
IO

N
 A

C
T 

19
82

 
BY

 T
H

E 
AU

ST
R

AL
IA

N
 D

IG
IT

AL
 H

EA
LT

H
 A

G
EN

C
Y



to yellow to orange. For convenience, in the second column the groups are shown in order from the 
highest average scores to the lowest average scores across all 7 scales.  

Table 1 shows the demographic and digital health use details and the general health literacy scores 
for each cluster. It is important to note that these variables were not used to do the grouping, so that 
a relationship between the groups and a variable can be considered to show a relationship between 
digital health literacy and that variable. For example, Table 32 is an extract from Table 1 and shows a 
strong relationship between digital health literacy and the intent to use MyHR.  

Figure 5 Cluster analysis process 

1. Individuals with similarities and differences  

 

2. Individuals grouped together by their similarities and differences through cluster analysis  

 

 

Step 2c: Qualitative data collection - Oct to Dec 2018  
On completion of the CATI survey, participants were invited to take part in a semi-structured 
interview (or workshop) at a later date. Those who agreed were asked to provide their name and 
email (if applicable) for a researcher to contact them. The purpose of the semi-structured interviews 
was to elicit further information about their experiences with health technologies in general and 
with health services in their region. Participants were chosen based on which cluster they fell into 
(minimum 3 interviews per cluster) in order to gain a broad range of responses and experiences 
from people across the cluster spectrum. 50 semi-structured interviews were undertaken, each of 
which took between 15 and 20 minutes to conduct. Semi-structured interviews were audio-recorded 
and transcribed verbatim.  
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Step 3: Data analysis of CATI survey and semi-structured interview data  
As previously noted, quantitative and qualitative methods were used in this study. See Appendix C 
for detailed description of procedures.  

 

Step 4: Vignette development  

The process of developing the vignettes was based on the 3 components below:  

1. Cluster analysis data (eHLQ and HLQ)   
2. Qualitative data from the CATI survey, grouped by cluster 
3. Key data from the semi-structured interviews, grouped by cluster 

The same 5 vignettes were presented at each of the community and clinician co-design workshops. 
The vignettes can be found in Appendix D.  

 

Step 5: Community member and clinician / health professional consultation workshops – 
December 2018  
Thirty community members took part in three co-design workshops, and 32 health professionals 
took part in three workshops (i.e., six workshops in total). Each workshop was conducted over two 
hours, with four held in Ballarat and two in Daylesford.  

Community members were recruited for workshops from the people who completed the CATI 
survey.   

Recruitment of clinicians included emailing and calling clinicians from the study area to see if they 
would be interested in attending the workshop.  

Deakin researchers facilitated each workshop. Participants and providers were asked to identify the 
key issues for the aggregated client profiles described in each vignette and then to generate 
potential solutions for those issues.  

Workshops with community members  
Five vignettes were selected to present at the community member workshops. The aim of the 
workshops was to generate response ideas to the issues embodied within each vignette. In each 
workshop, participants were asked four key questions: 

1. Does this person seem to be like someone you know? 
2. What issues can you identify about this person’s use of digital health technologies? 
3. What could be done to help improve things for this person?  
4. Given that there are many people like this in your community, what could be done to 

support them? 

Workshops with clinicians / health professionals 
The same five vignettes were presented at the clinician workshops, which were held with WVPHN 
staff and community health workers and managers. The aim of the workshops was to generate 
response ideas to the issues embodied within each vignette. In each workshop, participants were 
asked the same four key questions as the community members. With consent from participants, all 
workshops were audio-recorded and transcribed verbatim. Findings from the community member 
workshops and clinician workshops were grouped into key themes. 
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CATI Survey results 
Demographic background and contacts with health professionals   
The respondents to the CATI survey were on average 66 (IQR 58 to 74) years of age (29% below 60 
years, 48% 60 to 75 years, and 23% 75 years and older) (see Figure 6), 54% were women, only 1% did 
not speak English at home and 2% identified as Aboriginal or Torres Strait Islander. Around one third 
of participants (31%) completed up to year 12, 25% had completed a trade certificate, 
apprenticeship, diploma or college/TAFE, and 31% had completed tertiary education (Figure 7). See 
Appendix H for more detailed demographic background.  

Compared to the population of the Western Victorian Primary Health Network, the CATI survey 
sample had a similar proportion of people who identified as Aboriginal or Torres Strait Islander and a 
similar proportion of women (54% compared to 51%) (Table 16) The CATI survey sample had a 
higher proportion of those aged 55 to 70 years (39% compared to 19%) and aged over 70 years (41% 
compared to 13%), and a higher proportion of those with a tertiary education (31% compared to 
14%) compared to the Western Victorian Primary Health Network. 

Figure 6 Age of CATI survey participants 

 
 
Figure 7 Highest educational attainment of CATI survey participants 

 
 

Health conditions  
Close to half the respondents (43%) reported having no long-standing illness or disability, 34% 
reported having one, and 23% reported having 2 or more. The most common reported conditions 
were arthritis (14%) and heart disease (13%). Other frequent conditions were chronic pain (9%), 
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diabetes (8%) and cancer (5%). Depression and anxiety were reported by 5% and 3% of respondents, 
respectively. See Figure 9 and Appendix H for further details. 

Figure 8 Number of long term diseases or illnesses reported by CATI survey participants 

 

 

Figure 9 Long term diseases or illnesses* reported by CATI survey participants 

 
*Note that participants could select more than one disease or illness 

 

Contacts with health professionals  
Over a quarter (27%) of respondents reported having contact with a health professional more than 
12 times in the past 12 months. The majority reported contact between 2 and 6 times (45%), 
whereas only 6% reported only 1 contact, and 3% reported no contacts in the past 12 months. See 
Appendix H Table 14 for further details.  
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Figure 12 Awareness, engagement and use, or intention to use, the My Health Record by CATI survey participants 

 

The sample demographics for each sub-category of MyHR awareness, engagement and use or 
intention to use are reported in Appendix H, Table 17, Table 18, and Table 19. Results from 
prediction analyses are summarised in Figure 13, Figure 14 and Figure 15 below, and comprehensive 
results from these analyses are reported in Appendix H.  Table 20, Table 21, Table 22, Table 23, Table 
24 and Table 25.  

The prediction analyses explored if one subgroup was more or less likely to be aware of whether 
they had a MyHR (Figure 13), engage with the MyHR (Figure 14) or use the MyHR (Figure 15) 
compared to a reference subgroup, adjusting for differences in age between subgroups.  This 
analyses presents the associations using odds ratios, which can be interpreted as follows: an odds 
ratio of 1 indicates no association, an odds ratio greater than 1 indicates the subgroup was more 
likely to be aware, engage or use the MyHR compared to a reference subgroup, and an odds ratio of 
less than 1 indicates the subgroup was more likely to be uncertain, to not engage and to not use the 
MyHR compared to a reference subgroup. 

 

Men and women and MyHR awareness, engagement with MyHR and use or intention 
to use MyHR 
Compared with men, women had a 1.4 fold higher odds of being aware of whether or not they had 
MyHR (see Figure 13). Among those who had a MyHR, women had a 1.8 fold higher odds of using or 
having a strong intention to use the MyHR compared with men (Figure 15). There was no difference 
between women and men in the odds of MyHR engagement (among those who were aware of 
having a MyHR) (see Figure 14). 

Age and education and MyHR awareness, engagement with MyHR and use or 
intention to use MyHR 
There was no clear pattern between age and people’s awareness of having a MyHR (in the overall 
sample) or intention to use MyHR (among those who had engaged with the MyHR). However, among 
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those who knew if they had a MyHR, the odds of MyHR engagement decreased by 0.02 for each 
additional year of age. 

There was no clear relationship between education and awareness of having a MyHR (in the overall 
sample) or engagement with the MyHR (among those who were aware of having a MyHR). However, 
among those who had a MyHR, with increasing education, there was increasing use/intention to use 
the MyHR – compared to those who completed Year 11 or below, those who had attained a 
university education had a 2.5 fold higher odds of using or intending to use MyHR. 

Long-standing illnesses or disabilities, self-rated health, number of contacts with a 
health professional in the last 12 months and MyHR awareness, engagement with 
MyHR and use or intention to use MyHR 
There was no observed relationship between number of long-standing diseases or conditions and 
MyHR awareness (in the overall sample) or intention to use MyHR (among those who had engaged 
with the MyHR). However, among those who were aware of whether or not they had a MyHR, there 
was a positive association between number of conditions and MyHR engagement – compared with 
those with no long-standing diseases or conditions, those with 2 or more conditions had a 1.8 fold 
higher odds of engaging with the MyHR. 

There was no observed relationship between self-rated health and MyHR awareness, engagement or 
use or intention to use.  

There was no observed relationship between number of contacts with a health professional in the 
past 12 months and MyHR awareness, engagement or use or intention to use.  

Internet use and MyHR awareness, engagement with MyHR and use or intention to 
use MyHR 
Compared with those who had never used the Internet to search for health related information in 
the previous 12 months, those who had used the Internet to search for health related information 
had a higher odds of MyHR awareness (OR = 1.52), engagement with MyHR (OR = 1.81) and use or 
intention to use MyHR (OR = 2.97). 

eHealth literacy (eHLQ) and MyHR awareness, engagement with MyHR and use or 
intention to use MyHR 
Overall, people who were aware of whether or not they had a MyHR, people who were engaged 
with the MyHR and people currently used the MyHR or intended to had higher scores across seven 
eHLQ scales compared to those who were unaware of whether they had a MyHR, those who had not 
engaged, and those who did not intend to use the MyHR, respectively (Table 28). 

For the total sample, eHealth literacy was a strong predictor MyHR awareness (Figure 13 and Table 
21). For the total population, the odds ratios indicate that, on average, people with a one unit higher 
score (i.e., a score of 3.5 versus a score of 2.5, on the 1 to 4 scale) on eHLQ Scale 6. ‘Access to digital 
services that work’ were twice as likely (i.e., an OR of 1.99) to be sure about their MyHR status. 
Across all the scales these data indicate that interventions to improve people’s knowledge about 
their MyHR status should include a focus on eHLQ Scale 6 (OR 1.99), eHLQ Scale 1 (OR 1.77), eHLQ 
Scale 5 (OR 1.75) and to a lesser extent, eHLQ Scale 3 and eHLQ Scale 4 (OR 1.5 for both). 
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Among the subgroup of people who were sure about their MyHR status (N=639), eHealth literacy 
was a strong predictor of who did not or who did engage with the MyHR (Figure 14 and Table 23). All 
seven eHLQ Scales had an odds ratio greater than 1.6, and were statistically significant (p≤0.001). 
The strongest predictor was eHLQ Scale 2. ‘Understanding health concepts and language’ (OR 2.62, 
i.e., a one unit increase in this scale was associated with about two and half times more likelihood of 
having a MyHR). Interestingly, eHLQ Scale 4. ‘Feeling safe’ and eHLQ Scale 1. ‘Active users of 
technology’ were the weaker predictors compared with the other eHLQ scales.   

Among the subgroup of people who were sure about their MyHR status, and did have a MyHR 
(N=252), eHealth literacy was a very strong predictor of who was or was not intending to use the 
MyHR (Figure 15 and Table 25). All seven eHLQ scales had an odds ratio greater than 2.2, indicating a 
strong association (p<0.005). The strongest predictors were eHLQ Scale 3. ‘Ability to actively engage 
with digital services’ (OR 4.44), eHLQ Scale 5. ‘Motivated to engage with digital services’ (OR 4.24), 
eHLQ Scale 1. ‘Using technology to process health information’ (OR 4.14) and eHLQ Scale 7. ‘Digital 
services that suit individual needs’ (OR 3.48).   

Health literacy (HLQ) and MyHR awareness, engagement with MyHR and use or 
intention to use MyHR 
The four domains of health literacy that were measured (HLQ Scale 1, Feeling understood and 
supported by healthcare providers; HLQ Scale 3, Actively managing my health; HLQ Scale 4, Social 
support for health; HLQ Scale 7, Navigating the healthcare system) did not differ substantially 
between those who were and were not aware of having a MyHR (Table 31). Those who had engaged 
with the MyHR and those who currently used or intended to use the MyHR had higher scores across 
the four domains of health literacy that were measured compared to those who had not engaged 
with the MyHR and those who did not intend to use the MyHR, respectively. 

Compared to eHealth literacy, the health literacy scales measured were weaker predictors of MyHR 
awareness, engagement and usage. For the total sample, Health literacy was not a significant 
predictor of MyHR awareness (Figure 13, Table 21). For the subgroup of people who were sure 
about their MyHR status, HLQ Scale 1. ‘Feeling understood and supported by healthcare providers’ 
and HLQ Scale 4. ‘Social support for health’ were significant predictors of MyHR engagement: a one 
unit increase in HLQ Scale 1 and HLQ Scale 4 conferred a 1.6 and 1.7 fold higher odds of having 
MyHR, respectively (Figure 14 and Table 23). Conversely, HLQ Scale 3. ‘Actively managing my health’ 
and HLQ Scale 7. ‘Navigating the healthcare system’ were not statistically significant predictors of 
MyHR engagement. 

For the subgroup of people who were aware of whether or not they had a MyHR, and had engaged 
with the MyHR, HLQ Scale 1. ‘Feeling understood and supported by healthcare providers’, HLQ Scale 
3. ‘Actively managing my health’ and HLQ Scale 4. ‘Social support for health’ were strong predictors 
of using or intending to use the MyHR (Figure 15, Table 25). A one unit increase in HLQ Scale 1, HLQ 
Scale 3 and HLQ Scale 4 conferred a 1.9, 2.3 and 2.1 fold higher odds of using or intending to use 
MyHR, respectively. HLQ Scale 7. ‘Navigating the healthcare system’ was not a significant predictor 
of using or intending to use the MyHR.
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Figure 13 The relationship between CATI survey participant's demographics, health literacy and eHealth literacy, and awareness^ of having a My Health Record (MyHR) 

 

Note: ^Participants were asked “Do you have a My Health Record”; those who responded “I’m not sure” were characterised as Uncertain (N=639), those who responded either “Yes” or “No” were characterised as Certain 
(N=359); ref, reference subgroup; each circle on this graph represents the odds ratio for each subgroup, compared to the reference subgroup, and the horizontal line through each circle represents the 95% confidence interval 
(95% CI) for each odds ratio – which represents the likely range of the odds ratio for this subgroup in the Ballarat Goldfields population.  

We here interpret odds ratios that are equal to 1 (represented by the dark grey vertical line) or have a 95% CI that includes 1, as being not statistically significantly different to the reference subgroup; odds ratios greater than 1 
indicate the subgroup had higher odds of being certain of having a MyHR compared to the reference subgroup; odds ratios of less than 1 indicate the subgroup had higher odds of being uncertain of having a MyHR compared to 
the reference subgroup.  
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Figure 14 The relationship between CATI survey participant's demographics, health literacy and eHealth literacy, and engagement^ with My Health Record (MyHR) 

 

Note: ^Participants were asked “Do you have a My Health Record”: those who responded “No” were characterised as Not engaged (N=319); those who responded “Yes” were characterised as Engaged (N=320); ref, reference 
subgroup; each circle on this graph represents the odds ratio for each subgroup, compared to the reference subgroup, and the horizontal line through each circle represents the 95% confidence interval (95% CI) for each odds 
ratio – which represents the likely range of the odds ratio for this subgroup in the Ballarat Goldfields population. We here interpret odds ratios that are equal to 1 (represented by the dark grey vertical line) or have a 95% CI that 
includes 1, as being not statistically significantly different to the reference subgroup; odds ratios greater than 1 indicate the subgroup had a higher odds of being engaged with MyHR compared to the reference subgroup; odds 
ratios of less than 1 indicate the subgroup had a higher odds of not being engaged with MyHR compared to the reference subgroup.   
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Figure 15 The relationship between CATI survey participant's demographics, health literacy and eHealth literacy, and intention to use^ My Health Record (MyHR) 

 

Note: ^Participants who were asked “Do you have a My Health Record”; those who responded “Yes” were then asked whether they use or intend to use their My Health Record; those who responded “No” were characterised 
as Not intending to use  (N=86), those who responded that they currently use MyHR or intended to were characterised as Strong intention to use (N=166); ref, reference subgroup; each circle on this graph represents the odds 
ratio for each subgroup, compared to the reference subgroup, and the horizontal line through each circle represents the 95% confidence interval (95% CI) for each odds ratio – which represents the likely range of the odds ratio 
for this subgroup in the Ballarat Goldfields population. We interpret odds ratios that are equal to 1 (represented by the dark grey vertical line) or have a 95% CI that includes 1, as being not statistically significantly different to 
the reference subgroup; odds ratios greater than 1 indicate the subgroup had a higher odds of having a strong intention to use MyHR compared to the reference subgroup; odds ratios of less than 1 indicate the subgroup had a 
higher odds of not intending to use MyHR compared to the reference subgroup. 
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Figure 23 presents enablers that support people to manage their health or engage with eHealth as 
expressed by participants in the semi-structured interviews, as well as connections to themes based 
on the lower triangular matrix.  

The lower triangular matrix (Appendix G) indicates the relationship between multiple variables. In 
this case, themes that are related to each other through matching IDs to themes. For example, at the 
Theme 1 and Theme 2 intersection, participant IDs 26 and 28 both indicated that Theme 1 Lack of 
control over personal health information on eHealth records and Theme 2 Attitudes towards and 
skills with technology were barriers for them when engaging with or managing health through 
technology. Consequently, Theme 1 and Theme 2 are connected. All themes that have two or more 
matching IDs have been circled in the lower triangular matrix table. The only exception to this is 
Theme 14 and Theme 15 because the responses of so few people contributed to these themes. 
Connectors between themes have been shown in Figure 21.  
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Unsolicited comments in semi-structured interviews about My Health Record  
The semi-structured interviews did not specifically ask about MyHR. However, there were instances 
when MyHR was mentioned by participants. These comments, where relevant, were coded 
separately as barriers or enablers to using MyHR. Types of barriers and enablers were grouped 
together to form categories and themes. The MyHR barriers and enabler themes and select key 
quotes are listed along with participant IDs, and the number of participants in Appendix F. 

Themes from unsolicited comments - barriers to using MyHR 

1. Security concerns / lack of trust in government / others accessing information  
2. Don’t know how to use MyHR, how to access, what is stored, how to have control 
3. Don’t see the need for MyHR  
4. Incompatible / inconsistent systems 
5. Software difficult to use - passwords 
6. Unable to manage records for children 

Themes from unsolicited comments - enablers to using MyHR 

1. Healthcare provider access for timely and appropriate care 
2. Managing health for family 
3. Nothing to hide - not concerned about security 

My Health Record barriers from unsolicited comments about MyHR 

Within the 50 semi-structured interviews, 16 participants noted barriers for them to access and use 
MyHR. The main barrier for these participants was the security concern (expressed as a lack of trust 
in government) that their information would be available to other organisations (6 participants). 
Four participants said that they did not know how to access or use MYHR, and did not know what is 
stored on MyHR or how they have control over their information.  

My Health Record enablers from unsolicited comments about MyHR 

Within the 50 semi-structured interviews, 12 participants expressed ideas to supporting the use of 
MyHR: 7 of these indicated that healthcare providers having access for timely and appropriate care 
outweighed any security concerns they had. One participant said that MyHR was a good way for her 
to manage the health of her elderly mother, and four participants said that they didn’t mind if their 
health information was online or if it was hacked because they had nothing to hide and were not 
concerned about security.  
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Workshop results  
30 participants from the community took part in three co-design workshops, and 32 professionals 
took part in three workshops (i.e., six workshops in total). Each workshop was conducted over two 
hours with four held in Ballarat and two in Daylesford.  

5 vignettes presented at each workshop. The aim of the workshops was to generate response ideas 
to the issues embodied within each vignette. In each workshop, participants were asked four key 
questions: 

1. Does this person seem to be like someone you know? 
2. What issues can you identify about this person’s use of digital health technologies? 
3. What could be done to help improve things for this person?  
4. Given that there are many people like this in your community/ practice, what could be done 

to support them? 

Detailed notes of all ideas were taken by two note takers and the workshops were audio recorded. 
The ideas were grouped into themes and subthemes (a process usually called ‘coding’) using NVivo. 
While questions 3 and 4 are the main questions about intervention ideas, within a dynamic 
discussion intervention ideas came up at each stage just as issues and problems people face with the 
use of digital health technologies could be raised during the discussion of any of the questions. 

Table 4 Health professionals attending workshops 

 

Organising intervention ideas from the workshop 
Across the six workshops, more than 400 statements were produced about things that would help 
the people portrayed in the vignettes or people with similar eHealth literacy profiles. While we refer 
to all of the ideas as ‘intervention ideas’ they can vary from small specific ideas that are best viewed 
as a component of a package (e.g., a doctor should offer a simple way of starting that is not 
threatening; e.g., offering just to upload medicines and allergies information) to more complete and 
self-contained intervention ideas (e.g., should engage U3A, neighbourhood houses, Men’s Sheds etc 
to give people confidence using computers including for health). In developing implementable 
intervention ideas, it is often useful to group all of the ideas that focus on a particular setting or 
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agency together; e.g., all the ideas related to general practice. A proposed intervention may include 
many of the ideas from the workshop such as the content of training for GPs and their staff. 

For this reason, it is important to organise the large number of ideas into groups that have a similar 
point of action and have the potential to be combined into an integrated intervention package. 
Figure 24 and Figure 25 show the results of this organising process. 

Figure 24 is a mind-map that shows the final coding system. There are nine top-level categorisations 
that could be considered points of action or sets of actions. Any one idea from the workshops could 
be coded into more than one category. For example, many of the ideas related to the ‘process of 
engaging’ people in digital health technologies, including MyHR, can be effectively implemented by 
medical practitioners and so many of these statements were included in both groups. Where there is 
a strong overlap between two of the top level categories, we have shown a relationship with an 
arrow.  
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Figure 24 Mind-map of solutions from workshops 
DOCUMENT 4

TH
IS

 D
O

C
U

M
EN

T 
H

AS
 B

EE
N

 R
EL

EA
SE

D
 U

N
D

ER
 T

H
E 

FR
EE

D
O

M
 O

F 
IN

FO
R

M
AT

IO
N

 A
C

T 
19

82
 

BY
 T

H
E 

AU
ST

R
AL

IA
N

 D
IG

IT
AL

 H
EA

LT
H

 A
G

EN
C

Y



During the workshops it became clear that it is possible to think about the way in which people 
engage with digital health technologies as a journey involving several stages, and that people could 
face different issues at each stage. Figure 25 shows important issues or situations that people may 
encounter at each stage of engaging with digital health technologies and the MyHR. These issues 
and situations were drawn from both the discussions in the workshops and the analysis of the semi-
structured interview data presented previously. The boxes in the diagram are described as ‘issues or 
situations’ rather than ‘barriers and enablers’ because most of them can be either a positive or a 
negative and some can be a combination of both. For example, ‘remoteness’ or ‘having a disability’ 
can both be a challenge to accessing digital health services but the semi-structured interview data 
also revealed that these factors can also be powerful motivators for why people wish to engage with 
digital health services. 

The diagram starts with a pre-existing situation such as the digital health experience, relationships 
with health service providers and preferred healthcare interaction, and health literacy style. It then 
continues onto the initial contact which includes the mode of contact then onto the introductory 
experiences such as news stories or public education, information etc. Following on from here is a 
decision about ‘is it for me’, which includes understanding potential benefits in a personal way or 
what do I need to do and can I do it. The Figure then moves to experiences of use, which encompass 
attributes such as is the system user friendly and successful, and finally to getting the benefit where 
stories of benefit are shared. In Figure 25 the journey is organized in six stages: 

1. Pre-existing situation 
2. Initial contact 
3. Introductory experiences 
4. Is it for me? 
5. Experiences of use 
6. Getting the benefit. 

In developing interventions that are really focused on the diverse circumstances and needs of people 
in the community, we need to understand the different situations that people may face at each 
stage and we need to have strategies to respond to these situations. 

Table 5 combines two methods for organising the ideas, grouping the ideas by the point of action, 
and grouping by stages of peoples’ journeys into use of digital health technologies. No attempt has 
been made to fill in every cell in the table, nor is the table comprehensive. Rather, the table provides 
examples of the ideas that came from the workshops to illustrate the value of a strategic approach 
that is integrated across both different levels of action (system design, mass communication, 
engaging health professionals, and engaging the community) and across the different journeys that 
people might experience as they engage with digital health technologies. 
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Figure 25 Journey into engagement with digital health technologies and MyHR 
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Issues arising from workshops that require an integrated approach 

Thus far, the analysis and presentation of intervention ideas from the workshops have focused on 
organising the ideas in terms of the main point of action. There were, however, issues that were 
repeatedly identified and linked with multiple possible points of action (i.e. an integrated, systemic 
approach is indicated). Three of these key issues were: 

4. The need to assist people to understand potential benefits, the relevance of possible 
benefits and to weigh benefits against possible risks 

5. The need to address a range of concerns about how MyHR and other development in digital 
health technologies may impact on familiar and valued processes of care (especially 
relationships with GPs) 

6. The fact that some of the people who might experience the greatest challenges engaging 
with MyHR may also be the people who have greatest need of the support that it offers and 
greatest capacity to benefit. 

This section discusses these three issues and the recommendations section seeks to piece together 
the various ideas proposed in the workshops to suggest features of an integrated approach to each 
issue. Intervention ideas from the workshops about these three issues were presented in the 
Category 1 recommendations). 

1. Assist people to understand potential benefits, the relevance of possible 
benefits and to weigh benefits against possible risks 

Across all of the groups, the need to clearly identify the benefits of participation in MyHR was the 
most commonly identified need. Group members identified this need not only for the people in the 
vignettes but, in many cases, for themselves as well. Potential benefits that were discussed can be 
grouped into a several categories: 

• Safety benefits for emergency situations 
• Convenience and reduced waiting times in emergency departments 
• Healthcare while traveling 
• Reduced paperwork when using new services 
• Reduced need to explain things to new doctors or services. 

In addition, participants raised the possibility of other benefits if the system can be integrated with 
other systems such as: 

• pharmacy systems to streamline ordering of medications and to support special 
arrangements for provision of medications (e.g., provision of multiple refills at one time) 

• systems for making medical appointments. 

While an opt-out system may lead to greater participation overall, one effect has been to focus the 
debate on ‘why should I consider opting out?’ which leads to a focus on risks as has been seen in the 
public debate. An opt-in system may have led to a greater focus in the public debate on ‘why should 
I opt in?’ (i.e., a focus on the potential benefits of MyHR).  

Many participants in the workshops were unaware of what the benefits could be and emphasised 
that the benefits need to be explained in very concrete ways, illustrated by stories of real people and 
circumstances. In addition, several people requested a tool that would enable them to easily see the 
possible benefits and risks. 
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2. Address concerns about the potential impact of developments in digital health 
on familiar and valued processes of care 

While there were many anxieties about MyHR identified in the workshops (security, accuracy, 
appropriate use) there was an additional concern that underpinned many of the issues discussed in 
the workshops, this was the concern that MyHR may be forcing people to engage in a new process of 
‘self-service’ care that may undermine the personal care that they are used to. Analogies were made 
with self-service petrol stations and supermarkets. This was also expressed as a concern that in 
order to effectively interact with the healthcare system people will need to learn computer skills and 
organise computer access or else they will be at a disadvantage. Many participants were unaware 
that the system could be used, and provide benefits to them, without them needing to engage with 
the technology at all just by discussing with the doctor what would be uploaded. 

Several participants also identified that they themselves believed, or thought that many people 
believed, that many of the functions of MyHR already occurred. For example, that hospitals could 
already easily get access to the medications that their doctor had prescribed. For these people the 
relatively passive components of MyHR were thought to be already occurring while their perception 
of the active features of MyHR was seen as frightening or burdensome and a possible intrusion into 
the face-to-face, personal care that they prefer. 

Several doctors and practice staff who attended the workshops reported on how they have 
introduced MyHR in a very gentle and minimal way: ‘would you mind if I upload your medications 
and allergies just in case you have to go to a hospital or emergency department at some time?’ 

There is a need for processes and practices that help people to think of MyHR as an extension of 
their personal care and of the doctor’s steering of their care, rather than as a burdensome 
alternative that puts the face-to-face care that they value at risk. 

3. Providing opportunities to people with substantial barriers to engagement who 
also have high capacity to benefit 

In several of the workshop groups, an interesting process occurred while discussing the fourth and 
fifth vignettes, which related to clusters of people with generally low eHealth literacy. The fourth 
vignette presented a case of a lady who just wanted her GP to manage her care. The fifth vignette 
described someone who has experienced a loss of social supports and has relatively low confidence 
in using IT but who is still trying to care for himself despite the sadness and loneliness of his life.  

In most cases, the participants’ discussion of the vignettes opened with the view that these people 
should not be pressured to participate in something that they are not interested in. However, as the 
discussion proceeded, someone usually pointed out that these people may also benefit from MyHR 
because they may have difficulty explaining all of their conditions and treatment to other health 
providers in emergency situations – MyHR can reduce the challenges of remembering and 
explaining, and can potentially improve the safety and quality of the care that they receive. 

For people like these, there is a need to balance two imperatives, and their situation can be looked 
at in two ways. One way of looking at it is that people should not be pressured into engaging with a 
system that they are not interested in or that they find intimidating. The other way is that we should 
not just assume that someone is not interested or incapable of engaging (because of age, 
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circumstances or some other characteristic) and thus deny them important benefits that others in 
the community receive. 

In addition, many barriers to engagement are real and practical such as poor internet connections, 
low levels of computer skills, and the unaffordability of technology. These can be exacerbated for 
people who live in remote areas and people who have difficulty travelling. Enabling all people, 
including those most in need, to participate in and benefit from digital health technologies requires a 
range of highly flexible approaches. 
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Limitations of the study  
There are several limitations to this study that may impact on the generalisability of the findings. The 
presence of MyHR in the media around the time of data collection. From October to December 
2018, there was substantial media coverage about MyHR due to the opening and then extension of 
the MyHR opt-out period between July 2018 and January 2019. It is therefore possible that, while 
MyHR was not mentioned until the end of the CATI survey, and was not initiated in discussions by 
interviewers within the semi-structured interviews, that participants were thinking about the MyHR 
when they responded to questions pertaining to their experiences with health technologies. This 
may mean that knowledge about whether or not a participant had a MyHR was higher in this sample 
than it may have been at a different time, and may have altered the association between a 
participant’s eHealth literacy score and their MyHR knowledge, uptake and usage. 

Our initial sample of 1000 participants for the CATI survey, which was used to draw a sample for the 
subsequent semi-structured interviews and workshops, was limited to adults who had a landline or 
mobile telephone number registered to a postcode in the Ballarat Goldfields region of the WVPHN. 
Consequently, individuals who do not have access to a phone, who lived in the region but had a 
phone registered to a different postcode, or have an unlisted number, were not eligible to be 
sampled. Such individuals may have different experiences with health technologies and services to 
the eligible population, and these experiences are not captured in our data. 

It was not possible to directly compare the population of the Ballarat Goldfields region and the CATI 
survey sample; as such, comparisons were made to the entire WVPHN region. We therefore make 
the assumption that the Ballarat region population and the WVPHN is not dissimilar. 

There were some differences between the demographics profile of the CATI survey sample and the 
demographics profile of all residents of the WVPHN catchment region (the target population of the 
study Table 16). While the CATI survey sample had a similar proportion of people who identified as 
Aboriginal or Torres Strait Islander and a similar proportion of women (54% compared to 51%), it 
also had a substantially higher proportion of those aged 55 to 70 years (39% compared to 19%) and 
aged over 70 years (41% compared to 13%). The impact of this discrepancy is that our findings are 
not generalisable to the entire general adult population in the Ballarat Goldfields region of the 
WVPHN due to lower representation from younger people (aged less than 55 years). It is important 
to note that this study sought to understand people’s experiences, limitations and suggestions for 
improvement regarding eHealth services in the region. Given that most chronic diseases and 
conditions occur in mid to late adulthood, the study was strongly represented by the highest user 
groups. The CATI survey sample also has a higher proportion of individuals with a tertiary education 
compared with residents of the study region (31% compared to 14%). The comparator demographics 
for the study region are calculated for that population, which is primarily aged less than 55 years, so 
it is unclear if the distribution of highest educational attainment in the CATI survey sample is 
representative of members of the WVPHN region who are over 55 years.  

Notwithstanding these caveats, the main data synthesis process for this study was the data derived 
from the co-design workshops. The workshops were informed by vignettes derived from cluster 
analysis. The cluster analysis segments the population into subgroups based on patterns of eHealth 
literacy and associated demographic factors. This process enabled the co-design workshops to 
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provide feedback on a wide range of people across the community, which helped to increase the 
representation of disadvantaged groups.  
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Appendix A Computer Assisted Telephone interview (CATI) 
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Appendix B Semi-structured interview schedule 
Hello [client name]. My name is [your name] and I am a researcher from Deakin University. I’m calling to 
interview you about the recent telephone survey you completed where you kindly gave your name and 
phone number so that I could give you this call. Are you free now to talk or would you prefer I call you back 
at a specific time? 

Your decision to participate or not to participate WILL NOT affect your relationship with any health services 
you attend or Deakin University in any way. Your participation in the interview is voluntary. If you agree to 
take part in an interview, you have the right to withdraw from the interview at any time, without giving any 
reason. You can withdraw during the two weeks after the interview date by contacting Crystal McPhee on 
9244 6292. If you have any complaints or questions you can contact the Research Integrity department at 
Deakin University on 9251 7129.  

Purpose: the main purpose of these semi-structured interviews is to explore the narratives behind why 
participants have answered questions from the survey in the way that they did. This information will be 
used to provide context for vignette development. 
The information you give will contribute to the work we are doing in understanding healthcare, including 
your thoughts about digital technologies.  Topics include; how you use digital health information, how you 
engage with digital services and how you access digital health services. 

It will take us about 15-30 minutes to talk about the questions.  There are no right or wrong answers, so 
please answer the questions based on your own experiences. If you need to stop at any time, just let me 
know.   

If you feel distressed free counselling services such as lifeline are available. You can contact them on 13 11 
14.  

You will be given the opportunity at the end of the interview to be included in the prize draw to win a $50 
supermarket voucher.  

Do you understand the participant information that has been read to you?  Yes > continue.        No > ask 
participant what they wish to have clarified.  

Do you consent to being recorded for accuracy and writing up your responses? You will not be identified in 
any way.  Yes > continue.    No > discontinue 

Finally do you consent to participate in the interview? Yes > continue.        No > discontinue. (thank the 
participant for their time and advise the conclusion of the interview).  

 

Before we begin I will give you the definition of digital health technology  

Definition - digital health technology/ Health technology services 

Electronic devices or online services you use to find, show, record or manage health information, or to 
contact health providers. They may include mobile phones, computers, tablets, monitoring machines, smart 
watches, electronic health records, doctor’s websites, and other health websites 

Electronic devices or online services you use to find, show, record or manage health information, or to 
contact health providers. They may include mobile phones, computers, tablets, monitoring machines, smart 
watches, electronic health records, doctor’s websites, and other health websites 
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1. Using technology to process health information 

Be able to use technologies to read, write and remember, apply basic numerical concepts, and 
understand context-specific language (e.g., health, IT or English) as well as critically appraise information.  

• Do you use technology to find information about health – tell me about why or why not. 
• What difficulties do you have using technology for your health information?  
• What might help you use technology for your health information? 

 

I use technology to find information about health 

I often use technology to understand health problems 

Technology helps me decide what health care is best for me 

I use technology to share information about my health 

I use technology to organise my health information 

2. Understanding of health concepts and language 

Know about basic physiological functions and own current health status. Aware of risk factors and how to 
avoid them or reduce their influence on own health. 

• Do you feel you have enough knowledge to have good conversations about health –why or 
why not do you think this is the case  

• What difficulties do you have understanding health information such as risk factors and their 
influence on your own health? 

• What might help you understand health information such as risk factors and their influence on 
your own health? 

The knowledge I have helps me to have good conversations about health 

I have enough information to take part in conversations about my health 

I understand medical results about me 

Overall, I understand how my body works 

I use measurements about my body to help me understand my health 

3. Ability to actively engage with digital services 

Being comfortable using digital services for handling information. 

• Do you feel that you know how to use technology to get the health information you need 
• What would help you to feel more comfortable with using digital health services? 

 

I know how to use technology to get the health information I need 

I know how to make technology work for me 

I can enter data into health technology systems 
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I quickly learn how to find my way around new technology 

I easily learn to use new health technologies 

4. Feel safe and in control  

Feel that they have the ownership of personal data stored in the systems and that the data are safe and 
can be accessed only by people to whom they are relevant (own doctor/nurse etc.). 

• Do you feel you that you have ownership and control of personal data stored with health 
systems and health professionals? 

• What would help you to feel more comfortable with this? 

 

I am sure that my health data are being used only by those who are supposed to use it 

My electronic healthcare data are being stored safely 

I have a clear understanding of how healthcare providers use my data 

I am sure that only authorised people can access my health data 

I am confident that healthcare providers use my data appropriately 

5. Motivated to engage with digital services 

Feel that engaging in the use of digital services will be useful for them in managing their health. 

• Do you feel actively involved in your health through technology? Why or why not?  
• Do you feel technology helps you to take care of your health? Why or why not? 
• What would help you to engage with digital services to manage your health? 

 

Technology makes me feel actively involved with my health 
I find technology helps me to take care of my health 
I find I get better services from my health professionals when I use technology 
Technology improves my communication with health professionals 
I find technology useful for monitoring my health 

6. Access to digital services that work 

Have access to digital services that the users trust to be working when they need it and as they expect it 
to work. 

• Do you have difficulty accessing digital services when and where you need them? Why? What 
would help you to do this? 

• What types of digital services do you access? Do you trust that these digital services will be 
working when you need them in the way that you expect? 

 

Information about my health is always available to those who need it 

My healthcare providers deliver services that I can access through technology 
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My health data are available to me wherever I am 

All the health technology I use works together 

Most of my healthcare providers can be accessed through technology 

I have access to health technology that works 

7. Digital services that suit individual needs 

Have access to digital services that suit the specific needs and preferences of the users. This includes 
responsive features of both IT and the healthcare system (including carers) as well as adaptation of 
devices and interfaces to be used by people with physical and mental disabilities. 

 

• Do you think eHealth systems adapt to your individual needs and skills? Why or why not and 
how could they do this better?  

• Do you have access to digital services that suit your specific needs and preferences? What has 
helped you to have access?  

• What makes it difficult for you to accessing digital services that suit your specific needs and 
preferences? What would help you to do this? 

I find that eHealth systems adapt to my skills 

I find eHealth systems seem to adapt to my individual needs 

I find eHealth systems are provided to me in a way that suits me 

eHealth systems provide me with easy ways to get what I need 

 

Is there anything else you would like to add about e health or digital health?   

Are you happy to be included in the prize draw to win a $50 supermarket voucher? 

Note: If respondent asks for more information about My Health Record, refer them to MyHR HelpLine on 
1800 723 471 or website www.myhealthrecord.gov.au 
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Appendix C Quantitative and qualitative analytical procedures  
Quantitative data analysis  

Responses to the CATI included the eHLQ, HLQ, demographic, service use, attitudes, and perceptions data. 
There are presented as means with standard deviation (SD) or as proportions, as appropriate. The data were 
analysed using Stata version 15 (Stata Corp. LP., College Station, TX, USA). For each eHealth literacy scale and 
health-literacy domain, we also calculated the mean (95% confidence interval (CI)) for the total sample, as 
well as according to participant demographic characteristics and health-related information. For MyHR 
knowledge, use and intentions, we calculated the proportion (with 95% CI) of the total sample, and for 
demographic and health-related sub-categories of interest. 

We then used key demographic and health-related information, and eHealth literacy and health-literacy 
scores, to examine the predictors of MyHR knowledge (did the participant know whether they had a MyHR), 
uptake (among those who knew if they had a MyHR, did they have one) and use (among those with a MyHR, 
did they use or intend to use it).  

Qualitative data coding and analysis process 

Semi-structured interview data were analysed using NVivo qualitative data analysis software (13). Themes 
for barriers and enablers were identified for each eHLQ domain.   

From here, the semi-structured interview transcriptions were coded and analysed in NVivo 12 (13). The first 
cycle coding was conducted using a mix of Descriptive and In Vivo coding based on the methods from Miles, 
Huberman, Saldana (2014). In this instance Descriptive coding was in the form of summarising a topic based 
on participant responses. In Vivo coding was undertaken to capture the essence of thoughts and feelings 
based on participant experiences (14). 

Prior to commencing coding the researcher listened to each semi-structured interview at least twice and 
took hand written notes (memos) on each. From here these memos were grouped by consistent and 
reoccurring barriers, enablers and experiences of the participants. These formed the basis of the first cycle 
coding nodes in NVivo.  

First cycle coding – based on pre-determined deductive coding approach (descriptive categories)   

The first cycle coding to be undertaken using a mix of Descriptive (summarising a topic based on participant 
responses) and In Vivo (to capture the phrase, thoughts and feelings based on participant responses). This 
process was guided by the coding and analysis processes described in Miles, Huberman, Saldana (14). 

Subsequent coding and analysis  

Next, coding based on the study aims was undertaken. The aims of this procedure were to: 

a) Identify specific barriers and enablers regarding eHealth, and where relevant, grouped by 
individual, practitioner, or level of the system 

b) Identify any education or communication strategies that participants have discussed 
c) Group identified education or communication strategies into individual, practitioner or system level 

factors  

The research team discussed the results from the first cycle coding and a process for moving forward to 
further rounds of coding and analysis. Further coding and analysis was undertaken to reflect specific 
barriers and enablers participants experienced regarding eHealth as determined by the semi-structured 
interview questions. Categories were grouped to form themes and construct descriptions of themes in a 
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tabular format. The number of participants who were included in each theme were counted and graphs 
were produced to explore the frequency of barriers or enablers to technology and eHealth were discussed. 
See Appendix E for the extended qualitative coding process and Appendix F for the semi-structured 
interview results.  

 

Workshop qualitative data analysis  

Solution ideas from the workshops were collated and analysed for similar concepts and then synthesised into 
themed idea lists. The same or similar ideas were condensed into statements that represented common 
concepts. As well as collating ideas for solutions to the issues presented in vignettes, the data from 
workshops were analysed to identify perceived barriers, enablers and solutions to eHealth interventions. 
These were then collated under themes for barriers and enablers by group. This analysis was undertaken 
using NVivo qualitative data analysis software (13). 
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Appendix E Qualitative data coding process and semi-structured interview 
results  
First cycle coding semi-structured interview results - qualitative data  

Initial prior to coding top level categories   
Semi-structured interviews were reviewed > note reoccurring barriers, enablers and experiences of the 
participants which formed the first basis of the first cycle coding – see below:  
 
Key barriers to eHealth: 

1. Access to health technology - negative (don’t understand, don’t use, no need to use, coverage 
issues) 

2. Lack of info about eHealth systems (don’t know how to use or about it) 
3. Misleading information on internet 
4. Prefer face-to-face health care rather than using technology 
5. Adapting technology to skills or needs - negative (generic info software) 
6. Health data security ownership - negative (who has access) 
7. Managing health difficulty not managing health through technology 
8. Navigating Health System - difficult (new to area, not sure where to go, don’t know about services)  
9. Health system level feeling unsupported 

 
Key enablers to eHealth: 

1. Access to health technology - positive (convenience. easy. enabling health and conversations with 
GP or to research information) 

2. Actively asking questions (Health Care Providers, GP, doing own research) 
3. Managing health through diet, exercise, technology 
4. Social support - positive (getting health information, or supportive in general) 
5. Health data security ownership - positive (nothing to hide, it’s a good thing, feeling in control) 
6. Do what doctor says to do (to facilitate Health or eHealth)   
7. Health system level feeling supported 
 

2. Coding (descriptive categories)   
2.1 First cycle coding was conducted using broad descriptive (summarises topics) and In Vivo (participant 
phrases) (14).  
2.2 Subsequent coding and analysis was undertaken to recoding to reflect the study aims and to pull out 
any specific barriers and enablers regarding eHealth.  
 
Recoded to below barriers based on 2.1 and 2.2:   

1. Access – coverage issues (lack of internet connection, no internet)  
2. Lack of skills (lack of confidence & training, not interested, don’t understand, no need, don’t 

know how to) 
2.1 Don’t know how to use computer / lack of confidence and skills  
2.2 Not interested in technology (emotive)  
2.3 Don’t need to or want to use technology to manage health or for health information  
2.4 Prefer face-to-face compared to online health information  

3. Misleading info on the internet (not sure what to look up or to trust the information)  
4. Barriers to accessing or using Government websites  

4.1 Difficulty navigating the website (too complex, lack of skills, password issues) 
4.2 Don’t see the need of My Health Record or haven’t looked at  
4.3 Incompatible technology to access website 
4.4 Lack of information about what to do with the record and how to use it and how to interpret 

results  
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5. Health system barriers  
5.1 Misdirected resources  
5.2 Misalignment between health services   
5.3 Lack of access to health services (wait times, international doctors, lack of continuity)   
5.4 Bad experiences with the health system  
5.5 Bad experiences with health care providers (practitioner level)  
5.6 Navigating the health system barriers 

6. Technology / Internet doesn’t adapt (to needs, or individuals) 
6.1 Health technology not adapting to needs (booking appointments or ordering prescriptions)  
6.2 Internet search for health information not adapting – generic information 
6.3 Not knowing what to search to get the right information  

7. Lack of awareness about eHealth, eHealth records 
8. Security issues as barrier (don’t trust, not secure, lack of privacy, don’t want people to access 

info)  
8.1 Lack of control over personal health data  
8.2 Incorrect information on health records  
8.3 Lack of security – hackers 
8.4 Concern about how health information will be used  

9. Prefer hard copy information or directories to find health information  
  
Recoded to below enablers based on 2.1 and 2.2:   

1. Managing health through technology  
1.1 Using technology to navigate the health system  
1.2 Using technology to manage health (using health apps or online systems) 
1.3 Using the internet to search for more information on conditions or health to be better 

informed to have conversations with GP (pre or post consultation) for self or family / friends  
2. Enablers to eHealth - information all in the one spot (easier for GPs and patients to manage 

health) 
2.1 Using MyHR to centralise health info to help self-manage health for self or family  
2.2 Health providers having access to health info (including MyHR) - enabler for better health care 

3 Health system supporting them to manage their health   
3.1 Health care providers managing appointments, navigating the health system for patient, HCP 

attending rural areas   
3.2 Health services close by, all in one spot, easily accessible 

4 Sharing of health data is safe   
4.1 Don’t mind if health information is shared  
4.2 Online health data is secure / safe  
4.3 Feeling in control of health data  
4.4 Nothing to hide (online health records)  

5 Supported eHealth engagement  
5.1 Friends / family facilitating health management through technology (don’t use technology 

themselves) 
5.2 GP facilitating health management through technology  

6 Friends / family helping to manage health (in health field)  
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Appendix F Semi-structured interview results – themes and selected quotes  
Table 6 Issues around eHealth and technology when engaging with or managing health – individual level  

T# Theme Attributes of 
individual theme  

Select key quotes ID & No. 
participants  

1 Lack of 
control over 
personal 
health 
information 
on eHealth 
records 

 

• Perceptions of lack 
of control over 
personal health 
information, don’t 
know how to have 
control  

• Concerns around 
the accuracy of 
personal health 
information stored 
in eHealth records 
and how to amend 
incorrect 
information 

• Lack of privacy, 
don’t want 
unauthorised 
people or 
organisations to 
access personal 
health info 

• Unsure as to who 
has access to 

They need to revise the legislation around the My Health Record. It’s just that at the moment, it’s open to 
being misused by departments other than those that actually need it. I have a concern that it’s going to be 
bundled in with driver’s licence information and other information, and become a really targeted issue. And 
given the privacy commissioner’s words about the release of information to defend the department, I find it 
really really moving towards something that is a bit of a dystopia. My concern is that the government doesn’t 
take care of people’s information. Int 42 

I guess to have all my information readily available to anyone and everyone means that I won’t feel 
comfortable about that because I can’t control who uses it. I can’t control who accesses it and I cannot control 
why they access it. So what me and my doctor know to be simple and controlled, may to other people refuse 
me to get a job or to be advised against my children getting into a job because I had anxiety. But not that I still 
have anxiety and have dealt with it but it still comes up. So I can’t control what other people use my data and I 
can’t control who accesses it and why they accessed it. And it’s one thing to say it’s only available to the health 
professionals but there is a big world of health professionals, and then there are hackers and then there is this 
and then there is government interventions and everything. Int 37 

My GP, for instance, keeps my medical records and I believe I have a My Health Record but I don’t have direct 
access to that, and personally I’m not sure how I could get direct access to that or have some say or control 
over which medical professionals get access to that. I think after all it’s my data, I would like to know who is 
using it and what is on the record. Int 33 

Years ago when I had a lot of depression problems and I asked the doctor not to put that information on my 
file… I was suicidal. I really was suicidal and I was worried that WorkCover could come along and go into it and 
say okay that could have an effect, a bad effect on me. That’s the only thing that I worry about. It’s certain 

13, 14, 16, 
22, 26, 28, 
33, 35, 36, 
37, 39, 42, 
45 

 

Total = 13 
participants 
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personal health 
information  

things like that when you are working you don’t want to have WorkCover know certain things. I was more 
worried that WorkCover could get a court order to look at the things because I was on WorkCover at the time 
for different things but I was a bit worried that they could say we are coming to look at your file and I didn’t 
want that on there. I didn’t want them to know about that. Int 22 

It’s so easy to make a mistake. People can type something and it can be wrong and things can change and try 
to get an address change because they have typed incorrectly into the computer into one of their systems and 
once it’s put into the computer its set in granite. I have seen this happening with regard to medical information 
and incorrect medical information typed in. People make mistakes and it can cause real problems, which is why 
I’ve opted out. This is the decision of a well-educated intelligent person. Int 39 

2 Attitude and 
skills around 
technology    

 

• Lack of skills, 
confidence & 
training around 
technology 

 

I don’t know how to use the computer anymore so I get people to access that for me. I give them the 
information or they will look it up and find it for me. Int 06 

I do have an old computer. I can send an email and look up on the internet but nothing complicated. If 
something goes wrong, I get my son to come and look at it. I don’t have skills in terms of being able to work 
out, you know, anything terribly much. I just use, you know, the basics. The really basic things like emails. Int 
29 

I’m just not particularly comfortable with using IT generally. Nearly everything I know about digital technology 
I have learnt myself by playing around with it. Even then it’s not something I’m comfortable with. Int 05 

01, 04, 05, 
06, 09, 23, 
26, 28, 29, 
40 

 

Total = 10 
participants 

3 Not using 
technology 
to manage 
health  

 

• Don’t want to use 
technology to 
manage health 

• Don’t have the 
need to use 
technology to 
manage health  

I don’t use technology for my health information. I don’t need to really. Int 01 

I don’t use any smart phone apps to manage my health. It’s something I really don’t want to do. I don’t think 
it’s necessary. Int 33 

I don't know anything about it [My Health Record] because I haven't used it yet – the new Government system, 
my health something or other. I heard about it. I got a brochure that came in the mail from the chemist I think. 
So no, I haven't looked into that. I haven't really had the need to bother about it. Int 47 

01, 05, 13, 
28, 29, 33, 
47 

 

Total = 7 
participants 

DOCUMENT 4
TH

IS
 D

O
C

U
M

EN
T 

H
AS

 B
EE

N
 R

EL
EA

SE
D

 U
N

D
ER

 T
H

E 
FR

EE
D

O
M

 O
F 

IN
FO

R
M

AT
IO

N
 A

C
T 

19
82

 
BY

 T
H

E 
AU

ST
R

AL
IA

N
 D

IG
IT

AL
 H

EA
LT

H
 A

G
EN

C
Y



4 Not 
interested 
in 
technology 
(emotive)  

 

• Not interested, 
don’t understand, 
don’t need 
technology 

I’m not interested in either one of them [eHealth or technology] because I’ve never been interested and I don’t 
think it’s necessary for us. I did have heaps of electronic stuff that I’m not interested in. Mobile phones you get 
dragged away all over the place. If you want to be pestered you get a mobile phone but I’ve never wanted one. 
I had a computer but I got rid of that as well a few years ago now. I mean I’m 84 and my wife is 83 and we are 
just not interested in all this modern stuff. I got a mobile phone that I bought in England and I’ve got it here but 
I’ve never used. It’s still in the cupboard so we have no need for it. Int 44 

[Do you use technology to find health information] I don’t. I don’t because I am pigheaded number one. I’ll pay 
a doctor to tell me, not go to images on Google. Sorry that’s as honest as I can get. I can’t even turn it on 
[computer] and I don’t turn it on. You can say I’m an ignorant. I’m born in between all this digital stuff and you 
know we find it hard to do it so I just avoid it all the time. Int 50 

4, 12, 19, 
38, 39, 50 

 

Total = 6 
participants  

 

 

5 Unaware of 
eHealth 

 

• Lack of awareness 
as to what eHealth 
is, where to access 
it, what it can do 
for individuals and 
how to use it  

The awareness is a big thing for me to know what is available out there. That often skips you by. If you knew 
things were there, you would take advantage of them. Int 02 

I don’t really understand. I’m not really sure how to use it or how the doctor would use it [eHealth record] or 
any other professionals that use it or what has actually been put on. I probably really need to understand a bit 
more I think. Int 23 

02, 03, 05, 
23, 38 

 

Total = 5 
participants 

6 Prefer face-
to-face 
health 
information 

 

• Preference to 
speak with health 
professionals face-
to-face rather than 
looking up health 
information online  

I would rather talk face-to-face with someone and find out all the information I require. Int 06 

I like personal things. You know talking to people face-to-face because I really feel I can ask questions. If I look it 
up on the computer I sort of can’t really ask questions. Int 23 

I probably have more confidence, you know, being face-to-face with, say, my own doctor or specialist or 
whatever. I don’t think the internet does much for me as far as, say, a personal issue goes. I just feel more 
comfortable talking to the GP anyway. Int 07 

06, 07, 10, 
23, 30  

 

Total = 5 
participants 
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Table 7 Issues / barriers around eHealth and technology when engaging with or managing health – system level  

T# Theme Attributes of system 
level theme  

Select key quotes ID & No. 
participants  

7 Misleading 
information 
on the 
internet  

 

• Not sure which 
websites to trust 
for reliable 
health 
information  

• Unsure how to 
distinguish which 
symptoms relate 
to what health 
conditions 
through online 
health diagnosis 

Generally I find looking things up on the Internet can be problematic in that you get so much information with 
so many symptoms so you suddenly have everything. Int 18 

A lot of the time you Google information about health you would get yourself quite distressed because some 
symptoms can vary for a lot of different things. Int 25 

I have enough knowledge to know that you know, you can’t necessarily trust what you’re reading on the 
Internet. Int 28 

I just Google but I am aware you need to be careful of some of the American Hospital websites and that sort of 
thing because there is a lot of misinformation even though you use it. You are supposed to take some of it not 
quite with a grain of salt but not take it as gospel. Int 48  

03, 11, 18, 
22, 24, 25, 
28, 33, 48, 
49 

 

Total = 10 
participants 

8 Inflexible 
technology  

 

• Technology 
doesn’t adapt to 
the needs of 
individuals for 
example booking 
appointments 
online or 
ordering 
prescriptions 
online 

• One size fits all 
software or 

I use hot doc when I book GP appointments. That doesn’t really adapt to me. I have to work with it rather than 
it working with me. Int 35 

I think we have to adapt to the geeks who are designing it to be honest. By that I mean I don’t think anything 
technological really adapts to me as an individual. I have to adapt to it. I have to learn how to use it and I have 
to know how to navigate it. Int 11 

A lot of things are designed for people who understand technology and can work their way around it quickly. 
So no, I don’t think they’re always accessible or adaptable, particularly not for vision impaired people who 
really need something. Int 31 

I think any sort of computer program is probably going to have to be one-size-fits all. My problems, in a 
general sense, may be the same for somebody else but my experience may be something different. eHealth 

11, 20, 31, 
26, 35, 37, 
40, 42 

 

Total = 8 
participants 
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websites that 
don’t suit 
everyone 

information probably would not cover the various shades of how somebody experiences a particular physical 
problem or mental problem. Int 40 

9 Access 
(coverage 
issues or no 
internet) 

 

• Difficulty 
accessing the 
internet and / or 
mobile phones 
due to coverage 
issues or 
insufficient 
internet speed  

• Difficulty 
accessing 
internet due to 
cost  

I struggle with the Internet and the signal out here. You know, you go onto where you can manage your 
Medicare and everything. The MyGov account where you have to give them a mobile phone number so that 
they can send you a code. By the time I get the code and run around the block to get signal to get the code 
then that time has lapsed and I have to try it again. Int 41 

As much as I would love to be a bit more useful on computers and technology, it’s just a matter I have got to go 
to the library to get Wi-Fi or whatever. I don’t have it at home. It’s cheaper to go there [the library]. Int 40 

There is a computer black hole and these things that I do have to be done in the library. We don’t have mobile 
phone access or computer access. Because it is a country area and I don’t know quite what it is about but it 
doesn’t work. Int 04 

04, 13, 25, 
26, 33, 40, 
41, 42 

 

Total = 8 
participants  

 

10 Security 
concerns 
around 
eHealth 

 

• Don’t trust 
software is 
secure 

• Concerns about 
hackers accessing 
health 
information 

It’s a fact that if you put something out into the ether in the cloud, you have to accept that it has the ability to 
be accessed by anyone who has intelligence or a computer, basically. Int 37 

I actually don’t have a My Health Record because I don’t trust the government with the internet security to the 
position where I am willing to have absolutely everything from me accessed on there by any other doctor who 
chooses so I prefer to be carrying that information with me or have my family know that information. I am 
really concerned that there are some very clever hackers out there. Int 31 

The fact is our health records are being accessed. It’s just probably very easy for any experienced hacker to get 
into that regardless of how much security they put on it. So I don’t think anyone, not just me, has pure 
confidence in not just availability in the security of medical health records. Int 40 

27, 31, 38, 
39, 40, 42, 
49  

 

Total = 7 
participants 
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11 Lack of 
access to 
timely and 
appropriate 
health 
services  

 

• Long wait times 
• International 

doctors / lack of 
continuity of 
health care    

• Long distances to 
travel to access 
health care 
services  

My partner has been in hospital for three weeks. After being admitted, she was being transferred to intensive 
care for a week and she tried to get to see her doctor prior to going to hospital and there was a waiting list of 
three weeks or something and she needed urgent attention and she just took herself off to the emergency 
department. Int 47 

I’m in rural Victoria. You can’t get a quack. You can ask them questions and that’s fine and then you go a few 
months later and there is a different quack there. This is not a racist comment; it’s an observation most of 
them are foreigners and then most of them are difficult to understand. The problem is they talk too fast they 
don’t seem to want to know except write a prescription and send you on your way. So I don’t have any 
confidence in the health system here where I am. None at all. It’s 40 minutes travel to go to the quack each 
way. Int 14 

You can’t get an appointment in Clunes anyhow. You have to wait a month or more for a doctor’s 
appointment. Int 15 

It’s very difficult because you cannot get a doctor’s appointment within a month. So that’s why you don’t go to 
the doctor because you can’t get in. That’s why I go to Ballarat. That is the whole population here – we all have 
terrible trouble getting in and when you’re really sick you just can’t get in.  

It used to be a long-term one [GP] but our doctors now swap and change quite a bit so… every couple of years I 
get a different doctor. Int 50  

I have already changed to a different clinic because I was having a lot of issues with the doctors that they were 
employing because they were employing a lot of non-native English speaking doctors and, as a person who 
can’t see, I sometimes struggle with their communication. But also I’ve had a situation where they don’t 
understand what my requirements are as a person with a disability. So, for instance, when I was applying for 
NDIS one of the doctors with a non-English speaking background actually filled out my form to say that my 
blindness had no impact on any part of my life. So I was rejected as a NDIS participant. I know they are trying 
to support young doctors and they are trying to support doctors from overseas getting experience and all that 
but it has made it very difficult for me so I changed to a different clinic. Int 27 

08, 11, 14, 
15, 27, 47, 
50 

 

Total = 7 
participants 
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12 Issues 
accessing or 
using 
Government 
websites 
including 
the My 
Health 
Record 

 

• Difficulty with 
password 
protected 
websites 

• Difficulty 
navigating 
complicated 
websites 

• Incompatible 
technology to use 
Government 
websites 

MyGov for instance is extremely difficult to access. You have very tricky questions that you have to remember 
the answer to and I know they are all about you but then after I get an email that tells me I have got a 
message to check on MyGov and it’s not a matter of clicking on my email and getting in. It’s a matter of then 
having to log onto MyGov to then send the code to your mobile and then you have to access the code on the 
mobile and if it is small print someone else always has to help me. There is no way I can do it myself. Int 31 

One problem with the Australian Government health records is accessing it because I can't, you know. I logged 
on ages ago with a password and it not easy to use. I joined [My Health Record] ages ago and I can’t 
remember the password so I haven't bothered. You know a lot of people can't remember their password so 
they don’t bother to access the My Health Record and see what it says. Int 48 

I can’t get onto MyGov. The computer won’t let me. It’s blank. I access the Centrelink parts of it and then it just 
all stops. I can’t access it. It’s blank, it’s grey and they [Centrelink] said I have to have something else on the 
computer and I don’t have it so it doesn’t interact. Int 25 

I have set up the My Health Record. I have set it but then I didn’t know what I was meant to do next. I have put 
all my information in and then I wasn’t sure what to do next. Do I tell my health practitioner that I am on there 
or can they send my health information to that site? I don’t know enough about how to actually go about 
setting it up completely. Int 08 

We were travelling around Australia and I did it [My Health Record] before I left Darwin. I put up our health 
record for easy access for all the doctors wherever I went. In WA, Queensland and South Australia it didn’t 
work. The only place it seemed to work was here in Victoria… I don’t think it ever got uploaded properly but 
everywhere you go you say I have an eHealth record because that’s what you are meant to do, and they are 
meant to be able to access it. But a lot of doctors didn’t know even what we were talking about. Int 41 

08, 25, 31, 
41, 48, 45 

 

Total = 6 
participants 

13 Previous 
bad 
experiences 
with the 
health care 

• Previous bad 
experiences with 
health care 
providers  

I feel at the moment we are badly let down by our health services. Extremely let down and it’s getting to the 
stage where if I was any sort of person I’d sue the staff there [at a particular clinic]. Int 50 

I have lost a bit of confidence in the health system. I think the health system needs reforming, desperately 
needs reforming. I called the ambulance a while ago to transfer me to the Ballarat Base Hospital. I had to wait 
for two hours for an ambulance response then I went into emergency at the Base Hospital and they put me in a 

14, 15, 19, 
49, 50 
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providers or 
health 
services 

• Previous bad 
experiences with 
health system 

wheelchair with all my gear and I had to wait in that wheelchair for about 15 hours before I was placed into a 
bed in emergency. Int 15 

Total = 5 
participants 

14 Health 
system 
barriers 

 

• Misdirected 
resources or 
misalignment of 
services 

I think there is too much money wasted on unnecessary – what do they call it? – diagnostic tools. Realistically, 
in my opinion, I should only have enough to ensure I am comfortable because I feel that money could be better 
sourced for people who are working age, who have children and whose children need that, and I think 
personally that would help alleviate the waiting list and the resources that are available to people. You only 
have to look into any major hospital, – rural or Metropolitan – and there are people in there taking up beds 
that realistically they are only waiting for a nursing home, and I don’t feel that public hospital beds should be 
used for that. Int 10 

I’m on the boundary of two different shires so some services I go to in one and others in the other, and I don’t 
know if they are talking to each other. I went to a falls program in the neighbouring shire – I think they are a 
prevention program. There is a falls prevention program in this shire but I don’t qualify because really I am on 
the boundary. It does make it difficult if you don’t know your way around. Int 04 

02, 04, 10, 
48,  

 

Total = 4 
participants 

15 Navigating 
the health 
system 
barriers 

 

• Lack of 
information on 
how to get the 
right services or 
where to go 

I am quite experienced with the healthcare system but absolutely do not know where to go and I do not know 
the right things to say and I don’t know how to best get what I need out of our health care system. I do feel 
that I am a very privileged educated, capable, person who has worked inside the health system. Int 37 

I will usually go to the GP because unless you know the people in the health industry, the GP usually refers you 
and you just don’t know who is competent or who is better than others. It is one of the issues. We just don't 
know which specialists are better than others. It's usually word of mouth or your GP. It is an issue, no doubt 
about it, because some of the specialists are much better than others but it's really hard. How do I know? Int 
48 

12, 37, 48 

 

Total = 3 
participants 
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Table 8 Solutions to eHealth and technology when engaging with or managing health  

T# Theme Attributes of individual 
level theme  

Select key quotes ID & No. 
participants  

16 Managing 
health 
through 
technology 

 

• Using technology to 
navigate the health 
system and find 
health services or find 
reviews of health 
services 

• Using technology to 
manage or monitor 
health such as health 
apps 

• Using online health 
services for 
convenience to 
manage health  

• Using the internet to 
search for information 
on symptoms to have 
conversations with GP 
pre consultation 

• Using the internet to 
search for more 
information on 
conditions or 

I still use the Internet and apps to locate practitioners. So I go online and Google a particular doctor 
or an area with certain practitioners. But I might need to look up to know what sort of practitioner I 
need. Int 37 

I have looked up in the past certain doctors in Ballarat, like my cardiologist. I have just looked them 
up online and looked at his Linkedin profile and got to know who he was from that aspect. And 
looking up a map to know where to go as well, and I have done some research online to see if I can 
find GPs or doctors online who are open to more holistic therapies. Int 11 

I can make appointment to see my GP online and I have found it to be very useful because I can do it 
at two in the morning online. Int 28 

On my phone and my watch and my treadmill when I’m exercising I can get information about how 
fast I am going and my heart rate and how many calories I have burnt and all that sort of stuff. Int 
27 

I order my medications from the local chemist. We are in a rural area and it’s a 15 minute drive into 
the village so it’s easier. They have all of my prescriptions online and I just go to the box and click on 
what I want. It’s 15 km into town. I can do it now if I want to and tomorrow I get an email back to 
say my prescription is ready and I just go pick it up. Int 26 

I have been to the doctor but sometimes when I’ve been I want to read up a little bit more about it. I 
want to read something that is niggling me so I look it up and I make a decision about if I should 
contact him. If you are confident, you know that you can go ahead and find out all the information 
that you want if you need to and that’s what I think is important. So if the doctor suddenly said to 
me I had something and I wasn’t quite sure of it and his explanation didn’t quite work with me, I 
would then go and check up on the net. Int 22 

03, 07, 08, 
11, 14, 17, 
18, 20, 21, 
22, 26, 27, 
28, 31, 33, 
34, 35, 36, 
37, 42, 43, 
46, 48, 49 

 

Total = 24 
participants 
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medications post GP 
consultation 

[I’ll search online] before I go to my GP or my pharmacist if it is something I don’t think I’ll need a lot 
of expertise on. It’s something that I look up to see what medical site the computer says. I would do 
this beforehand on my tablet. I always check out the side-effects of drugs. I always check out 
whether there are other options that will aid as well. So I check on those sort of sites to see what 
might help. Int 31 

17 Benefits of 
eHealth 
records 

 

• Health records and 
information all in the 
one spot, easier for 
GPs and patients to 
manage health 

• Easier to manage 
individual health or 
family’s health 
through online 
records 

I know that the new Australian health service online, which is called My Health and I know with my 
mother it has been very useful to have access to that. It basically helps me work out what services 
she has access to and it centralises it all so that if she needs an OT or when she needs particular, 
specific healthcare through the Government, it can be managed all in one place. It’s called My Aged 
Care. She is not using it but I am using it on her behalf and I have only recently become aware of 
that but it’s been centralising Government health services that has been quite useful. Int 20 

I think it’s very good because I have unfortunately the last few years have had a bit of a history with 
various things so, if I had to be far away from my clinic, I know that some other doctor could get the 
immediate history about me and I would be glad of that. Int 34 

I think it is a good idea because instead of repeating my story all the time, it’s there and anyone can 
access it – the doctor I go to, the healthcare, the hospitals or the ambos even. I think it is a good 
idea, it really needs something like that where any medical professional can access information to 
find out what is going on, past things, history. I have got a lot of allergies and reactions to 
medications. Int 06  

06, 07, 11, 
13, 17, 19, 
20, 30, 34, 
41 

 

Total = 10 
participants 

18 Sharing of 
health data 
is safe 

 

• Online personal 
health data is secure 

• Not worried about 
sharing online health 
information or privacy  
of health information  

In terms of my health, I don’t mind if my information is shared. If it needs to be shared, I don’t really 
mind that happening. Naturally I would want to consent to it if I could. If I couldn’t consent in the 
given time and if it was needed, I would be OK with it being shared. Int 01 

I guess I don’t worry too much about privacy and I’m not too worried about who knows what is 
wrong with me or what my age is. It really doesn’t particularly worry me if the information is passed 
on to someone else. Int 18 

01, 02, 06, 
07, 09, 10, 
18, 24, 50  

 

Total = 9 
participants 
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• ‘Nothing to hide’ in 
terms of personal 
health information 
online  

I think the government owns that they can use it to whatever advantage they want to use it. I have 
got nothing to hide. I’m not one of these people that says you can’t look at this, you can’t look at 
that. They can look at my file any time. I don’t care. It doesn’t mean a thing to me that security. Not 
at all. Int 50 

I don’t have a problem. If people want to break into my digital information, let them break in and 
have a look. There is nothing there to hide. I’m not only human. I have had a heart attack. I have 
done this. I have done that. So what? Lots of other people have done the same. I have got nothing to 
hide. It does not worry me. Int 09 

T# Theme Attributes of system 
level theme  

Select key quotes ID & No. 
participants  

19 Health 
System 
supporting 
management 
of health  

 

• Health care providers 
managing 
appointments or 
navigating the health 
system for patients 

• Specialists attending 
rural areas 

• Health services close 
by and accessible 

I live in city with very good health services [Ballarat]. Everything is within 10 km. Int 39 

We have very good health services. I have good service with them and they monitor me my health 
very well. Ballarat – that’s where they are. That they are accessible when you need them. Int 45 

I just had a procedure and I went through my local GP who had a specialist come in and I went to 
the local hospital in Daylesford because the specialist goes there and there are a number of 
specialists that do; they attend certain days of the month. They come from Ballarat I think – they 
are based there. There are about 3-4 specialist clinics that do rotating. Int 37  

I do not have private health insurance and because my knee was hit with arthritis, my GP put my 
name down years ago so that when I finally got an appointment, it was at the right time. The GP 
would put me down five years before I needed things to help me get in. Int 22 

18, 19, 22, 
34, 36, 37, 
39, 45 

 

 Total = 8 
participants 

20 Solutions to 
enable 
people to 
use 
technology 

• Face-to-face training 
on how to use 
technology to manage 
health 

I know that the Government is trying to digitise health records. What would make me feel 
comfortable is an easy-to-access website. So easy to remember the name that you could find it on 
the Internet… and that you can get in with an easy four digit pin and it’s all there. Int 03 

03, 05, 06, 
12, 21, 33 
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to manage 
health 

 

• Simple website 
layout, easy 
passwords, easy to 
find websites with 
linked information in 
the one spot 

• Publicity about what 
eHealth systems are 
available and how to 
use them 

Having a bit more publicity so that more country people know about it; like in the general 
practitioner’s office… We don’t always go in there on a weekly basis so maybe in the town that has 
its own little paper. The My Health Record – the only reason I know about it is because it’s all in the 
media and some people made it to the media with people complaining. Otherwise I wouldn’t even 
know about it. How would you know about the phone number and website if you didn’t know it was 
out there? There needs to be something out there that can get people talking so that they don’t 
have to pick up the information from the doctor. Why isn’t it in other places? Int 21 

The best thing would be some sort of simple training night. If something could be done in a couple 
of hours. If someone could work through steps about the digital records medical information. I have 
done a little bit of technology for fire-brigade stuff with online training records. They have had 
somebody with a computer up on a large screen and there will be a number of us where each 
person has access to a laptop and they just walk us through. You need to do this step so we can 
actually do it while they are showing you. If there is a sort of a way that there are steps to refer back 
to or something to refresh your memory or probably some files to take home. More as a prompt.  Int 
05 

Total = 6 
participants 

 

T# Theme Attributes of community 
level theme  

Select key quotes ID & No. 
participants 

21 Social 
support to 
facilitate 
managing 
health or 
using 
technology  

 

• Supported health or 
eHealth management 
/ engagement 
through friends or 
family in health field 

• Friends or family 
supporting 
technology use  

I don’t know how to use the computer anymore so I get people to access that for me. I give them the 
information or they will look it up and find it for me. Int 06 

I would just go and ask my wife. I’ll do research to get into our Centrelink and the health is all 
connected together. We have got different accounts. All of our history has been put up. She 
operates that. I don’t operate that and I have handed her over the books. I don’t see that I need to 
do it. I can get the wife to chase up our account; like have a look at what is there. I could do it if I 
had to but I’m not as fluent as what she is. I have got a phone but I use my phone only as a phone. 
My wife does all that. Int 09 

02, 05, 06, 
09, 19, 25, 
26, 32, 36, 
38, 43, 44, 
50 

 

Total = 13 
participants 

DOCUMENT 4
TH

IS
 D

O
C

U
M

EN
T 

H
AS

 B
EE

N
 R

EL
EA

SE
D

 U
N

D
ER

 T
H

E 
FR

EE
D

O
M

 O
F 

IN
FO

R
M

AT
IO

N
 A

C
T 

19
82

 
BY

 T
H

E 
AU

ST
R

AL
IA

N
 D

IG
IT

AL
 H

EA
LT

H
 A

G
EN

C
Y



My wife was a nurse and my daughter is also a nurse educator and because of them I asked them 
questions and they give me the answers and I can talk to them about it. I talk to my daughter now 
about it so I’ve got a bit of an idea of what I am asking and the sort of questions I want answered 
and expecting to get from the health team. Int 38 

I’ve got my brother who is a surgeon and four of my sisters-in-law are nurses, two of my brothers-in-
law are paramedics. My niece is a physio. Yeah, look, I’m pretty well supported certainly without 
professionals and GP – they’re only a phone call away. Int 02 
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MyHR 7. Incompatible / Inconsistent systems 

We were travelling around Australia and I did it [My Health Record] before I left Darwin. I put up our health record for easy access for all the doctors 
wherever I went. In WA, Queensland and South Australia it didn’t work. The only place it seemed to work was here in Victoria… I don’t think it ever got 
uploaded properly but everywhere you go you say I have an eHealth record because that’s what you are meant to do, and they are meant to be able to 
access it. But a lot of doctors didn’t know even what we were talking about. Int 41 

41 

Total = 1 

MyHR 8. Software difficult to use - passwords 

I joined ages ago and I can’t remember the password so I haven't bothered. You know a lot of people can't remember the password so they don’t 
bother to access the My Health Record and see what it says. Int 48 

 

I would like to see it fixed and that it was easier to access. Make it simple. Well, I’ve tried to register for health reasons you know but I can’t get into it 
because I’ve gotta have a password and because I am already in Centrelink and it’s just crazy. It’s unbelievable! It says to go to another site because 
they are trying to link them all. Because I don’t have a password I can’t get in to the next one so I gave up. I tried and I tried but I thought it’s too hard. 
I can’t. I’ll have to give up. It’s as simple as that. Int 45 

45, 48 

 

Total = 2 

MyHR 9. Unable to manage records for children 

I had to go recently on the My Health Record in relation to my daughter having some surgery and we had to go in and deal with some stuff. The health 
records are linking Medicare… at the federal level and we had to go in because my daughter is now technically an adult even though she’s only 14. 
Medicare sees her as an adult so we have had issues in terms of not being able to look at her records. Int 02 

02 

 

Total = 1 
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Appendix H Additional tables from CATI data 
Table 13 Participant demographics 

  N (%) 
Sex  

Women 536 (54) 
Men 462 (46) 

Age  
18 to <25 15 (2) 
25 to <30 7 (1) 
30 to <35 11 (1) 
35 to <40 14 (1) 
40 to <45 39 (4) 
45 to <50 41 (4) 
50 to <55 75 (8) 
55 to <60 83 (8) 
60 to <65 136 (14) 
65 to <70 166 (17) 
70 to <75 177 (18) 
75 to <80 114 (11) 
80 to <85 75 (8) 

85+ 45 (5) 
Speaks English at home 

Yes 990 (99) 
No 8 (1) 

Aboriginal or Torres Strait Islander 
Yes 18 (2) 
No 980 (98) 

Education level  
Did not complete primary school 2 (0) 

Primary school 89 (9) 
Year 10 218 (22) 
Year 12 136 (14) 

Trade, apprenticeship, Diploma or TAFE 246 (25) 
University 307 (31) 

ARIA+ (2011) score  
Accessible (ARIA+ value 0.2 to 2.4) 954 (96) 

Moderately Accessible (ARIA+ value 2.4 to 5.92) 44 (4) 
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Table 14 Self-rated health, chronic diseases and conditions and contact with health professionals. 

  N (%) 
Self-rated health  

Excellent 170 (17) 
Very good 270 (27) 

Good 293 (29) 
Fair 165 (17) 

Poor 76 (8) 
Very poor 24 (2) 

Number of conditions or illnesses  
0 428 (43) 
1 338 (34) 
2 161 (16) 
3 49 (5) 
4 12 (1) 
5 5 (1) 

6 or more 5 (1) 
Number of contacts with a health professional in the last 12 months  

>12 269 (27) 
7 to 12 196 (20) 

2 to 6 446 (45) 
1 or none 87 (9) 

>12 269 (27) 
 
 
Table 15 Use of the internet to access health-related information 

  N (%) 
Use of internet to access health-related information  

Once a week or more often 76 (8) 
Several times a month 61 (6) 

Approximately once a month 102 (10) 
Approximately once every two months 71 (7) 

A few times within the past year 268 (27) 
No, never  412 (41) 

Don't know/NA 8 (1) 
How internet is accessed* (among internet users)  

Smartphone 194 (33) 
Tablet 203 (35) 

Computer 396 (68) 
Why internet is not used to access health-related information* (among non-internet users)  

I don’t know how to 74 (18) 
I don’t know what’s out there 5 (1) 

I don’t want to 92 (22) 
I'm not sure I’d get what I need 17 (4) 

I can’t afford it 1 (1) 
I don’t have the right technology (equipment) 88 (21) 

I'm not confident enough to use computers/smartphones/iPads 39 (9) 
I'm not confident I’d be able to understand the information by myself 8 (2) 

I prefer face-to-face interaction with health services 170 (41) 
* Participants selected all options that applied to them 
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Table 16 Comparison of CATI participants with the Western Victoria Primary Health Network (PHN) population 

  CATI sample (%) 

Western 
Victoria 
PHN (%) 

Sex   
Women 54 51 

Men 46 49 
Age   

<55 years 20 68 
55 to 70 39 19 

>70 years 41 13 
Aboriginal or Torres Strait Islander   

Yes 2 1 
No 98 93 

Not stated  6 

   
Highest educational attainment   

Year 10 or below 31  
Year 12 14  

Trade certificate, apprenticeship, 
Diploma or college/TAFE certificate 25 24 

Tertiary education 31 14 
Not stated  9 

Source of data (15) 
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Table 17 Awareness, engagement and use or intention to use My Health Record for the total population and by demographics of interest 
  

Not sure if have Don't have Have 
MyHRand use 
it 

Have MyHR 
don't use it 
but intend to 

Have 
MyHRdon't 
use it and 
don't intend 
to 

Have 
MyHRdon't 
use it and 
not sure if 
intend to  

N % (95% CI) % (95% CI) % (95% CI) % (95% CI) % (95% CI) % (95% CI) 
Total 998 36 (33, 39) 32 (29, 35) 6 (5, 8) 10 (9, 12) 9 (7, 11) 7 (5, 9) 
Sex  

      

Men 462 41 (36, 45) 28 (24, 33) 6 (4, 9) 9 (7, 12) 10 (8, 13) 6 (4, 8) 
Women 536 32 (28, 36) 35 (31, 39) 7 (5, 9) 12 (9, 15) 7 (5, 10) 8 (6, 10) 
Age  

      

Age <55 years 202 40 (34, 47) 26 (21, 33) 8 (5, 13) 9 (6, 14) 7 (4, 11) 9 (6, 14) 
Age 55 to <70 years 385 34 (30, 39) 29 (25, 34) 7 (5, 10) 14 (10, 17) 10 (7, 13) 6 (4, 9) 
Age >=70 years 411 36 (31, 40) 38 (33, 43) 5 (3, 7) 8 (6, 11) 8 (6, 11) 6 (4, 9) 
Aboriginal or Torres Strait Islander  

      

Yes 18 39 (62, 0) 22 (47, 0) 22 (47, 0) 11 (35, 0) 6 (31, 0) 0 (0, 0) 
No 980 36 (33, 39) 32 (29, 35) 6 (5, 8) 10 (9, 12) 9 (7, 11) 7 (5, 9) 
Highest educational attainment  

      

Year 9 or below 91 38 (29, 48) 39 (30, 49) 4 (2, 11) 5 (2, 12) 9 (4, 16) 4 (2, 11) 
Year 10 218 37 (30, 43) 35 (29, 41) 5 (2, 8) 9 (6, 14) 11 (7, 16) 4 (2, 8) 
Year 12 136 36 (28, 44) 32 (25, 41) 5 (2, 10) 9 (5, 15) 9 (5, 15) 9 (5, 15) 
Trade certificate, apprenticeship, Diploma 
or college/TAFE certificate 246 

36 (30, 42) 32 (26, 38) 7 (5, 11) 9 (6, 13) 9 (6, 13) 7 (5, 11) 

Tertiary education 307 35 (30, 41) 28 (23, 33) 8 (5, 11) 14 (11, 19) 7 (4, 10) 8 (6, 12) 
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Table 18 Awareness, engagement and use or intention to use My Health Record by self-rated health, chronic diseases and conditions, and contact with health professionals 
  

Not sure if 
have 

Don't have Have 
MyHRand 
use it 

Have MyHR, 
don't use it 
but intend 
to 

Have MyHR, 
don't use it 
and don't 
intend to 

Have MyHR, 
don't use it 
and not 
sure if 
intend to  

N % (95% CI) % (95% CI) % (95% CI) % (95% CI) % (95% CI) % (95% CI) 
Number of contacts with a health professional in the last 12 months 

       

>12 269 35 (29, 40) 30 (25, 36) 9 (6, 13) 10 (7, 15) 8 (5, 12) 8 (5, 12) 
7 to 11 196 37 (30, 44) 29 (23, 36) 7 (4, 12) 10 (7, 15) 9 (5, 14) 8 (5, 13) 
2 to 6 446 36 (32, 41) 32 (28, 37) 5 (3, 8) 11 (8, 14) 9 (6, 12) 7 (5, 9) 
1 or none 87 38 (28, 49) 43 (33, 53) 2 (1, 9) 7 (3, 15) 9 (5, 17) 1 (0, 8) 
Self-rated health  

      

Excellent 170 36 (29, 43) 34 (27, 41) 7 (4, 12) 9 (6, 15) 8 (5, 13) 6 (3, 11) 
Very good 270 37 (31, 43) 30 (25, 36) 6 (3, 9) 12 (9, 16) 7 (5, 11) 8 (5, 12) 
Good 293 35 (30, 41) 33 (27, 38) 7 (4, 10) 9 (7, 13) 9 (6, 13) 7 (5, 11) 
Fair 165 33 (26, 40) 32 (25, 40) 7 (4, 12) 9 (6, 15) 12 (7, 17) 7 (4, 12) 
Poor or Very Poor 100 42 (33, 52) 33 (24, 43) 4 (2, 10) 12 (7, 20) 6 (3, 13) 3 (1, 9) 
Number of conditions  

      

0 428 36 (32, 41) 34 (30, 39) 7 (5, 9) 10 (7, 13) 7 (5, 9) 7 (5, 10) 
1 338 35 (30, 40) 33 (29, 39) 6 (4, 9) 9 (7, 13) 11 (8, 14) 7 (4, 10) 
2 161 37 (30, 45) 27 (21, 35) 7 (4, 12) 11 (7, 16) 9 (5, 14) 9 (6, 15) 
3+ 71 38 (28, 50) 24 (15, 35) 7 (3, 16) 17 (10, 27) 11 (6, 21) 3 (1, 11) 
Asthma  

      

No 956 36 (33, 39) 32 (29, 35) 6 (5, 8) 10 (9, 12) 9 (7, 11) 6 (5, 8) 
Yes 42 33 (21, 49) 29 (17, 44) 2 (0, 15) 10 (4, 23) 10 (4, 23) 17 (8, 31) 
Cancer  

      

No 945 36 (33, 39) 33 (30, 36) 6 (5, 8) 10 (8, 12) 8 (7, 10) 7 (5, 9) 
Yes 53 34 (23, 48) 19 (10, 32) 6 (2, 16) 17 (9, 30) 17 (9, 30) 8 (3, 18) 
Cardiovascular disease  

      

No 869 36 (33, 39) 33 (30, 36) 6 (5, 8) 10 (8, 12) 8 (6, 10) 7 (6, 9) 
Yes 129 38 (30, 47) 26 (19, 34) 9 (5, 15) 11 (7, 18) 12 (8, 19) 5 (2, 10) 
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Diabetes  
      

No 914 36 (33, 40) 32 (29, 35) 6 (5, 8) 10 (9, 13) 9 (7, 11) 7 (5, 9) 
Yes 84 31 (22, 42) 37 (27, 48) 7 (3, 15) 10 (5, 18) 10 (5, 18) 6 (2, 14) 
Mental health condition  

      

No 942 36 (33, 39) 32 (29, 35) 6 (5, 8) 10 (9, 13) 9 (7, 11) 7 (5, 8) 
Yes 56 34 (23, 47) 32 (21, 45) 9 (4, 20) 7 (3, 18) 7 (3, 18) 11 (5, 22) 
Musculoskeletal condition  

      

No 804 36 (33, 40) 33 (30, 36) 6 (4, 8) 10 (8, 12) 8 (7, 10) 7 (5, 9) 
Yes 194 34 (28, 41) 28 (22, 35) 8 (5, 13) 12 (8, 18) 10 (6, 15) 8 (5, 12) 
Other' disease or condition  

      

No 701 36 (32, 39) 33 (29, 36) 7 (5, 9) 9 (7, 11) 9 (7, 11) 8 (6, 10) 
Yes 297 37 (31, 42) 30 (25, 35) 5 (3, 8) 14 (11, 19) 9 (6, 13) 5 (3, 8) 

Note: Musculoskeletal condition refers to arthritis and/or chronic pain 
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Table 19 Use of My Health Record by use of the internet to access health-related information   
Not sure if 
have 

Don't have Have MyHR 
and use it 

Have MyHR, 
don't use it 
but intend 
to 

Have MyHR, 
don't use it 
and don't 
intend to 

Have MyHR, 
don't use it 
and not 
sure if 
intend to  

N % (95% CI) % (95% CI) % (95% CI) % (95% CI) % (95% CI) % (95% CI) 
Use of internet to access health-related information 

       

Once a week or more often 76 25 (16, 36) 32 (23, 44) 8 (4, 16) 14 (8, 24) 6 (3, 15) 14 (8, 24) 
Several times a month 61 34 (47, 0) 30 (42, 0) 11 (22, 0) 13 (24, 0) 0 (0, 0) 11 (22, 0) 
Approximately once a month 102 37 (28, 47) 25 (18, 35) 12 (7, 20) 13 (8, 21) 5 (2, 11) 8 (4, 15) 
Approximately once every two months 71 39 (28, 51) 25 (16, 36) 10 (5, 19) 13 (7, 22) 7 (3, 16) 7 (3, 16) 
A few times within the past year 268 32 (26, 38) 30 (25, 36) 6 (4, 10) 15 (11, 20) 11 (8, 16) 6 (4, 10) 
No, never  412 40 (35, 45) 36 (32, 41) 4 (2, 6) 5 (4, 8) 10 (7, 13) 5 (3, 7) 
Don't know/NA 8 50 (20, 80) 38 (13, 72) 0 (0, 0) 0 (0, 0) 0 (0, 0) 13 (2, 54) 
How internet is accessed* (among internet users)  

      

Smartphone users 253 32 (26, 38) 30 (24, 35) 8 (5, 12) 11 (7, 15) 11 (7, 15) 9 (6, 14) 
Tablet users 325 34 (29, 39) 28 (24, 33) 9 (6, 12) 17 (13, 21) 6 (4, 9) 7 (5, 11) 
Computer users 194 38 (31, 45) 22 (17, 29) 9 (6, 14) 17 (12, 23) 6 (3, 10) 9 (6, 14) 
Computer only 203 31 (25, 38) 31 (25, 38) 9 (6, 14) 17 (13, 23) 6 (4, 11) 5 (3, 9) 
Multiple devices 396 32 (28, 37) 27 (23, 32) 8 (6, 11) 15 (11, 18) 10 (7, 13) 9 (6, 12) 
Why internet is not used to access health-related information* (among non-internet users) 

     

I don’t know how to 74 36 (26, 48) 43 (32, 55) 3 (1, 10) 1 (0, 9) 11 (5, 20) 5 (2, 14) 
I don’t know what’s out there 5 60 (20, 90) 20 (3, 69) 

 
20 (3, 69) 

  

I don’t want to 92 36 (27, 46) 38 (29, 48) 4 (2, 11) 4 (2, 11) 11 (6, 19) 7 (3, 14) 
I'm not sure I’d get what I need 17 29 (13, 54) 24 (9, 49) 6 (1, 32) 24 (9, 49) 18 (6, 43) 

 

I can’t afford it 1 1 
     

I don’t have the right technology (equipment) 88 32 (23, 42) 44 (34, 55) 2 (1, 9) 3 (1, 10) 11 (6, 20) 7 (3, 14) 
I'm not confident enough to use computers/smartphones/iPads 39 54 (38, 69) 31 (18, 47) 

  
13 (5, 27) 3 (0, 16) 

I'm not confident I’d be able to understand the information by myself 8 38 (13, 72) 25 (6, 62) 13 (2, 54) 13 (2, 54) 13 (2, 54) 
 

I prefer face-to-face interaction with health services 170 43 (36, 50) 32 (26, 40) 4 (2, 8) 6 (3, 11) 10 (6, 16) 5 (3, 10) 
        

 
 

DOCUMENT 4
TH

IS
 D

O
C

U
M

EN
T 

H
AS

 B
EE

N
 R

EL
EA

SE
D

 U
N

D
ER

 T
H

E 
FR

EE
D

O
M

 O
F 

IN
FO

R
M

AT
IO

N
 A

C
T 

19
82

 
BY

 T
H

E 
AU

ST
R

AL
IA

N
 D

IG
IT

AL
 H

EA
LT

H
 A

G
EN

C
Y



Table 20 Demographic predictors of My Health Record awareness^ 

  Not sure Sure   

 N 
mean or proportion 
(95% CI) N=359 

mean or proportion 
(95% CI) N=639 

Odds Ratio 
(95% CI) p-value 

Sex      
Men 462 40 (36, 45) 60 (55, 64)   
Women 536 32 (28, 36) 68 (64, 72) 1.4 (1.1, 1.9) 0.006 
Age      
Years of age (continuous) 998 64 (63, 66) 65 (64, 66) 1 (1, 1) 0.284 
Highest educational attainment*    
Completed yr 11 or below 309 37 (32, 42) 63 (58, 68)   
Completed year 12 136 36 (28, 44) 64 (56, 72) 1.1 (0.7, 1.7) 0.707 
Completed a trade certificate, apprenticeship, Diploma or 
college/TAFE certificate 246 36 (30, 42) 64 (58, 70) 1.1 (0.8, 1.5) 0.652 
Completed a university degree or above 307 35 (30, 41) 65 (59, 70) 1.1 (0.8, 1.6) 0.513 
Number of long-standing illnesses or disabilities*    
No conditions 428 36 (32, 41) 64 (59, 68)   
1 condition 338 35 (30, 40) 65 (60, 70) 1 (0.8, 1.4) 0.773 
>=2 conditions 232 38 (31, 44) 63 (56, 69) 0.9 (0.7, 1.3) 0.593 
Self-rated health*      
Excellent 170 36 (29 ,43) 64 (57, 71)   
Very good 270 37 (31, 43) 63 (57, 69) 0.9 (0.6, 1.4) 0.773 
Good 293 35 (30, 40) 65 (60, 70) 1 (0.7, 1.5) 0.865 
Fair 165 33 (26, 40) 67 (60, 74) 1.1 (0.7, 1.8) 0.616 
Poor or Very Poor 100 42 (33, 52) 58 (48, 67) 0.8 (0.5, 1.3) 0.299 
Use of the internet to access health-related information*   
No, or NA 420 40 (36, 45) 60 (55, 64)   
Yes 578 33 (29, 37) 67 (63, 71) 1.5 (1.1, 2) 0.003 
Number of contacts with a health professional over the past 12 months*  
12 or more 269 35 (29, 40) 65 (60, 71)   
7 to 11 196 37 (30, 44) 63 (56, 70) 0.9 (0.6, 1.3) 0.648 
2 to 6 446 36 (32, 41) 64 (59, 68) 0.9 (0.7, 1.3) 0.702 
1 or none 87 38 (28, 49) 62 (51, 72) 0.9 (0.5, 1.5) 0.681 

^Participants were asked ‘Do you have a My Health Record?’; those categorised as ‘not sure’ responded ‘not sure’; those categorised as ‘sure’ responded ‘yes’ or ‘no’. * Analyses were adjusted for 
age 
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Table 21 eHealth literacy and health literacy predictors of the participant’s My Health Record awareness^ 

 Not sure Sure   

 mean (95% CI) N=359 
mean (95% CI) 
N=639 

Odds Ratio (95% 
CI) p-value 

eHealth Literacy scales (range 1 to 4)  
1. Using technology to process health information. 

 
(continuous score) 2.21 (2.15, 2.28) 2.41 (2.37, 2.46) 1.77 (1.42, 2.22) <0.001 

2. Understanding of health concepts and language.   
 

(continuous score) 2.91 (2.87, 2.95) 2.95 (2.92, 2.98) 1.28 (0.92, 1.77) 0.14 

3. Ability to actively engage with digital services.   
 

(continuous score) 2.35 (2.27, 2.42) 2.52 (2.47, 2.56) 1.53 (1.25, 1.89) <0.001 

4. Feel safe and in control.   
  

(continuous score) 2.51 (2.46, 2.57) 2.64 (2.60, 2.68) 1.47 (1.17, 1.85) 0.001 

5. Motivated to engage with digital services.   
  

(continuous score) 2.28 (2.21, 2.35) 2.47 (2.43, 2.51) 1.75 (1.40, 2.19) <0.001 

6. Access to digital services that work.   
  

(continuous score) 2.41 (2.36, 2.47) 2.57 (2.53, 2.60) 1.99 (1.51, 2.63) <0.001 

7. Digital services that suit individual needs.   
  

(continuous score) 2.28 (2.21, 2.34) 2.44 (2.40, 2.49) 1.63 (1.30, 2.04) <0.001 

Health literacy 
   

Health Literacy Questionnaire scales (range 1 to 4)  

1. Feeling understood and supported by healthcare providers.  
 

(continuous score) 3.14 (3.08, 3.19) 3.18 (3.14, 3.22) 1.15 (0.90, 1.48) 0.263 

3. Actively managing my health.  
  

(continuous score) 3.03 (2.99, 3.08) 3.01 (2.98, 3.04) 0.89 (0.66, 1.20) 0.455 

5. Social support for health.  
  

(continuous score) 3.04 (2.99, 3.09) 3.05 (3.01, 3.09) 1.02 (0.78, 1.33) 0.889 

Health Literacy Questionnaire scale (range 1 to 5)   

7. Navigating the healthcare system 
  

(continuous score) 3.91 (3.84, 3.99) 3.96 (3.91, 4.02) 1.10 (0.92, 1.31) 0.292 
 

^Participants were asked ‘Do you have a My Health Record?’; those categorised as ‘not sure’ responded ‘not sure’; those categorised as ‘sure’ responded ‘yes’ or ‘no’. Analyses were adjusted for 
age 
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Table 22 Demographic predictors of My Health Record engagement^ 

  No, I don't have MyHR Yes, I have MyHR   
 N mean or proportion 

(95% CI) 
mean or proportion 

(95% CI) 
Odds Ratio 

 (95% CI) p-value 

Sex      

Men 275 48 (42 ,54) 52 (46 ,58)   

Women 364 52 (47 ,57) 48 (43 ,53) 0.9 (0.6, 1.2) 0.315 
Age      
Years of age (continuous) 639 67 (66 ,69) 63 (62 ,65) 1 (1, 1) <0.001 
Highest educational attainment*    

Year 11 or below 195 57 (50 ,64) 43 (36 ,50)   

Year 12 87 51 (40 ,61) 49 (39 ,60) 1.1 (0.6, 1.8) 0.75 
Trade, apprenticeship, 
Diploma or TAFE  158 49 (42 ,57) 51 (43 ,58) 1.2 (0.8, 1.9) 0.397 

University 199 43 (36 ,50) 57 (50 ,64) 1.5 (1, 2.3) 0.054 
Number of long-standing illnesses or disabilities*    

No conditions 273 53 (47 ,59) 47 (41 ,53)   

1 condition 221 51 (45 ,58) 49 (42 ,55) 1.2 (0.8, 1.7) 0.303 
>=2 conditions 145 42 (34 ,50) 58 (50 ,66) 1.8 (1.2, 2.7) 0.006 
Self-rated health*     

Excellent 109 52 (43 ,61) 48 (39 ,57)   

Very good 170 48 (40 ,55) 52 (45 ,60) 1.2 (0.8, 2) 0.382 
Good 191 50 (43 ,57) 50 (43 ,57) 1.2 (0.7, 1.9) 0.463 
Fair 111 48 (39 ,57) 52 (43 ,61) 1.3 (0.8, 2.3) 0.305 
Poor or Very Poor 58 57 (44 ,69) 43 (31 ,56) 0.9 (0.5, 1.7) 0.71 
Use of the internet to access health-related information*   

No, or NA 251 61 (55 ,67) 39 (33 ,45)   

Yes 388 43 (38 ,48) 57 (52 ,62) 1.8 (1.3, 2.6) 0.001 
Number of contacts with a health professional over the past 12 months*   

>12 176 46 (39 ,53) 54 (47 ,61)   

7 to 12 124 46 (37 ,55) 54 (45 ,63) 1 (0.6, 1.6) 0.996 
0 to 6 339 53 (48 ,59) 47 (41 ,52) 0.7 (0.5, 1) 0.061 
^Participants were asked ‘Do you have a My Health Record?’ those categorised as ‘No, I don’t have MyHR’ responded ‘No’, those categorised as ‘Yes, I have MyHR’ responded ‘Yes’  * 
Analyses were adjusted for age 
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Table 23 eHealth literacy and health literacy predictors of My Health Record engagement^ 

  No, I don't have MyHR 
Yes, I have  
MyHR Odds Ratio  

 mean (95% CI) N=319 mean (95% CI) N=320 (95% CI) p-value 
eHealth Literacy scales (range 1 to 4)  
1. Using technology to process health information.    
(continuous score) 2.33 (2.27, 2.39) 2.50 (2.44, 2.56) 1.80 (1.34, 2.42) <0.001 
2. Understanding of health concepts and language.    
(continuous score) 2.88 (2.84, 2.92) 3.02 (2.97, 3.06) 2.62 (1.70, 4.02) <0.001 
3. Ability to actively engage with digital services.    
(continuous score) 2.39 (2.33, 2.45) 2.64 (2.58, 2.71) 2.12 (1.60, 2.81) <0.001 
4. Feel safe and in control.    
(continuous score) 2.57 (2.51, 2.63) 2.71 (2.65, 2.77) 1.61 (1.20, 2.14) 0.001 
5. Motivated to engage with digital services.    
(continuous score) 2.37 (2.32, 2.43) 2.57 (2.51, 2.63) 2.00 (1.48, 2.71) <0.001 
6. Access to digital services that work.    
(continuous score) 2.50 (2.46, 2.55) 2.63 (2.58, 2.68) 1.90 (1.33, 2.70) <0.001 
7. Digital services that suit individual needs.    
(continuous score) 2.35 (2.29, 2.41) 2.53 (2.47, 2.59) 1.89 (1.40, 2.55) <0.001 
Health Literacy Questionnaire scales (range 1 to 4)  
1. Feeling understood and supported by healthcare providers.    
(continuous score) 3.11 (3.06, 3.17) 3.24 (3.19, 3.29) 1.63 (1.19, 2.22) 0.002 
3. Actively managing my health.     
(continuous score) 2.99 (2.94, 3.04) 3.03 (2.98, 3.08) 1.25 (0.87, 1.80) 0.236 
4. Social support for health.     
(continuous score) 2.98 (2.93, 3.04) 3.11 (3.06, 3.16) 1.74 (1.25, 2.42) 0.001 
Health Literacy Questionnaire scale (range 1 to 5)   
7. Navigating the healthcare system.     
(continuous score) 3.93 (3.85, 4.01) 4.00 (3.92, 4.08) 1.15 (0.93, 1.42) 0.201 

^Participants were asked ‘Do you have a My Health Record?’ those categorised as ‘No, I don’t have MyHR’ responded ‘No’, those categorised as ‘Yes, I have MyHR’ responded ‘Yes’ 
*Analyses were adjusted for age 
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Table 24 Demographic predictors of using or intending to use My Health Record ^ 

  
No, I don't intend to 

use MyHR 
Yes, I use MyHR or 

intend to   

 N 
mean or proportion 

(95% CI) 
mean or proportion 

(95% CI) 
Odds Ratio 

(95% CI) p-value 
Sex      
Men 117 41 (32 ,50) 59 (50 ,68)   
Women 135 28 (21 ,36) 72 (64 ,79) 1.8 (1, 3) 0 
Age      
Years of age (continuous) 252 66 (63 ,68) 62 (60 ,64) 1 (1, 1) 0.1 
Highest educational attainment    
Year 11 or below 71 45 (34 ,57) 55 (43 ,66)   
Year 12 93 37 (27 ,47) 63 (53 ,73) 1.3 (0.7, 2.5) 0.4 
Trade, apprenticeship, 
Diploma or TAFE  88 23 (15 ,33) 77 (67 ,85) 2.5 (1.2, 5) 0 
University     
No conditions 99 28 (20 ,38) 72 (62 ,80)   
1 condition 86 42 (32 ,53) 58 (47 ,68) 0.6 (0.3, 1.1) 0.1 
>=2 conditions 67 33 (23 ,45) 67 (55 ,77) 1 (0.5, 1.9) 0.9 
Self-rated health     
Excellent or very good 109 31 (23 ,40) 69 (60 ,77)   
Good, fair, poor, or very poor 143 36 (29 ,45) 64 (55 ,71) 0.9 (0.5, 1.5) 0.6 
Use of the internet to access health-related information   
No, or NA 78 53 (42 ,63) 47 (37 ,58)   
Yes 174 26 (20 ,33) 74 (67 ,80) 3 (1.6, 5.4) 0 
Number of contacts with a health professional over the past 12 months   
>6 125 31 (24 ,40) 69 (60 ,76)   
<=6 127 37 (29 ,46) 63 (54 ,71) 0.7 (0.4, 1.2) 0.2 

^Participants categorised as ‘No, I don’t intend to use MyHR’ responded ‘Yes’ to the question ‘Do you have a My Health Record’, ‘No’ to the question ‘Do you use your My Health Record’ 
and ‘No’ to the question ‘Do you intend to use your My Health Record’. Participants categorised as ‘Yes, I use MyHR or intend to’ responded ‘Yes’ to the question ‘Do you have a My 
Health Record’, and either responded ‘Yes’ to the question ‘Do you use your My Health Record’ or responded ‘No’ to the question ‘Do you use your My Health Record’ and ‘Yes’ to the 
question ‘Do you intend to use your My Health Record’ 
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Table 25 eHealth literacy and health literacy predictors of using or intending to use My Health Record ^ 

 
No, I don't intend to use 
MyHR Yes, I use MyHR or intend to   

 mean (95% CI) N=86 mean (95% CI) N=166 OR (95% CI) p-value 
eHealth Literacy scales (range 1 to 4)  
1. Using technology to process health information.    
(continuous score) 2.31 (2.21, 2.41) 2.68 (2.60, 2.76) 4.14 (2.34, 7.31) <0.001 
2. Understanding of health concepts and language.    
(continuous score) 2.96 (2.89, 3.03) 3.07 (3.01, 3.13) 2.25 (1.08, 4.69) 0.031 
3. Ability to actively engage with digital services.    
(continuous score) 2.38 (2.26, 2.50) 2.81 (2.73, 2.89) 4.44 (2.55, 7.75) <0.001 
4. Feel safe and in control.    
(continuous score) 2.57 (2.44, 2.69) 2.82 (2.74, 2.89) 2.36 (1.43, 3.88) 0.001 
5. Motivated to engage with digital services.    
(continuous score) 2.38 (2.28, 2.49) 2.74 (2.67, 2.82) 4.24 (2.36, 7.61) <0.001 
6. Access to digital services that work.    
(continuous score) 2.55 (2.46, 2.65) 2.72 (2.66, 2.79) 2.49 (1.32, 4.69) 0.005 
7. Digital services that suit individual needs.    
(continuous score) 2.36 (2.25, 2.48) 2.67 (2.60, 2.75) 3.48 (1.97, 6.15) <0.001 
Health Literacy scales (range 1 to 4)  
1. Feeling understood and supported by healthcare providers.   
(continuous score) 3.17 (3.07, 3.26) 3.32 (3.24, 3.4) 1.89 (1.10, 3.27) 0.022 
3. Actively managing my health.    
(continuous score) 2.97 (2.89, 3.05) 3.11 (3.04, 3.18) 2.28 (1.18, 4.38) 0.014 
4. Social support for health.    
(continuous score) 3.03 (2.93, 3.13) 3.18 (3.11, 3.24) 2.10 (1.15, 3.84) 0.015 
Health Literacy scales (range 1 to 5)  
7. Navigating the healthcare system.    
(continuous score) 3.92 (3.73, 4.10) 4.03 (3.93, 4.13) 1.24 (0.87, 1.75) 0.234 

^Participants categorised as ‘No, I don’t intend to use MyHR’ responded ‘Yes’ to the question ‘Do you have a My Health Record’, ‘No’ to the question ‘Do you use your My Health Record’ 
and ‘No’ to the question ‘Do you intend to use your My Health Record’. Participants categorised as ‘Yes, I use MyHR or intend to’ responded ‘Yes’ to the question ‘Do you have a My 
Health Record’, and either responded ‘Yes’ to the question ‘Do you use your My Health Record’ or responded ‘No’ to the question ‘Do you use your My Health Record’ and ‘Yes’ to the 
question ‘Do you intend to use your My Health Record’ 
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Table 26 eHealth literacy for the total population and by demographics of interest 
 

1. Using 
technology to 
process health 
information 

2. 
Understandin
g of health 
concepts and 
language 

3. Ability to 
actively 
engage with 
digital services 

4. Feel safe 
and in control 

5. Motivated 
to engage with 
digital services 

6. Access to 
digital services 
that work 

7. Digital 
services that 
suit individual 
needs 

 
mean (95% CI) mean (95% 

CI) 
mean (95% CI) mean (95% CI) mean (95% CI) mean (95% CI) mean (95% CI) 

Total 2.3 (2.3, 2.4) 2.9 (2.9, 3) 2.5 (2.4, 2.5) 2.6 (2.6, 2.6) 2.4 (2.4, 2.4) 2.5 (2.5, 2.5) 2.4 (2.3, 2.4) 
Sex 

       

Men 2.3 (2.3, 2.4) 2.9 (2.9, 3) 2.4 (2.4, 2.5) 2.6 (2.5, 2.6) 2.4 (2.4, 2.5) 2.5 (2.5, 2.6) 2.4 (2.3, 2.4) 
Women 2.4 (2.3, 2.4) 2.9 (2.9, 3) 2.5 (2.4, 2.5) 2.6 (2.6, 2.7) 2.4 (2.3, 2.4) 2.5 (2.5, 2.5) 2.4 (2.3, 2.4) 
Age 

       

Age <55 years 2.6 (2.5, 2.7) 3 (2.9, 3.1) 2.8 (2.7, 2.9) 2.6 (2.5, 2.7) 2.6 (2.5, 2.6) 2.6 (2.5, 2.7) 2.6 (2.5, 2.6) 
Age 55 to <70 years 2.4 (2.3, 2.4) 2.9 (2.9, 3) 2.5 (2.4, 2.5) 2.5 (2.5, 2.6) 2.4 (2.3, 2.5) 2.5 (2.5, 2.5) 2.4 (2.3, 2.4) 
Age >=70 years 2.2 (2.2, 2.3) 2.9 (2.9, 2.9) 2.3 (2.2, 2.3) 2.7 (2.6, 2.7) 2.3 (2.3, 2.4) 2.5 (2.4, 2.5) 2.3 (2.3, 2.4) 
Aboriginal or Torres Strait Islander 

       

Yes 2.6 (2.4, 2.8) 2.9 (2.8, 3.1) 2.5 (2.4, 2.7) 2.8 (2.6, 3) 2.6 (2.5, 2.8) 2.8 (2.6, 2.9) 2.6 (2.4, 2.8) 
No 2.3 (2.3, 2.4) 2.9 (2.9, 3) 2.5 (2.4, 2.5) 2.6 (2.6, 2.6) 2.4 (2.4, 2.4) 2.5 (2.5, 2.5) 2.4 (2.3, 2.4) 
Highest educational attainment 

       

Year 9 or below 2.1 (2, 2.2) 2.8 (2.7, 2.9) 2.1 (2, 2.2) 2.7 (2.7, 2.8) 2.2 (2.1, 2.3) 2.5 (2.4, 2.6) 2.4 (2.2, 2.5) 
Year 10 2.2 (2.2, 2.3) 2.8 (2.8, 2.9) 2.2 (2.2, 2.3) 2.7 (2.6, 2.7) 2.3 (2.2, 2.4) 2.5 (2.4, 2.6) 2.4 (2.3, 2.5) 
Year 12 2.4 (2.3, 2.5) 2.9 (2.9, 3) 2.5 (2.4, 2.6) 2.6 (2.5, 2.7) 2.4 (2.3, 2.5) 2.6 (2.5, 2.7) 2.4 (2.3, 2.5) 
Trade certificate, apprenticeship, Diploma or 
college/TAFE certificate 

2.3 (2.3, 2.4) 2.9 (2.9, 3) 2.5 (2.4, 2.6) 2.6 (2.5, 2.7) 2.4 (2.4, 2.5) 2.5 (2.5, 2.6) 2.4 (2.3, 2.5) 

Tertiary education 2.5 (2.4, 2.5) 3 (3, 3.1) 2.7 (2.6, 2.7) 2.5 (2.5, 2.6) 2.5 (2.4, 2.6) 2.5 (2.4, 2.5) 2.4 (2.3, 2.4) 
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Table 27 eHealth literacy by self-rated health, chronic diseases and conditions, and contact with health professionals 
 

1. Using 
technology to 
process health 
information 

2. 
Understanding 
of health 
concepts and 
language 

3. Ability to 
actively 
engage with 
digital services 

4. Feel safe 
and in control 

5. Motivated 
to engage with 
digital services 

6. Access to 
digital services 
that work 

7. Digital 
services that 
suit individual 
needs 

 
mean (95% CI) mean (95% CI) mean (95% CI) mean (95% CI) mean (95% CI) mean (95% CI) mean (95% CI) 

Number of contacts with a health professional in the last 12 months      
>12 2.4 (2.3, 2.5) 2.9 (2.9, 3) 2.4 (2.4, 2.5) 2.5 (2.5, 2.6) 2.4 (2.4, 2.5) 2.5 (2.5, 2.6) 2.4 (2.3, 2.5) 
7 to 11 2.4 (2.3, 2.5) 3 (2.9, 3) 2.5 (2.4, 2.6) 2.6 (2.5, 2.7) 2.4 (2.3, 2.5) 2.5 (2.5, 2.6) 2.4 (2.3, 2.5) 
2 to 6 2.3 (2.3, 2.4) 2.9 (2.9, 3) 2.5 (2.4, 2.5) 2.6 (2.5, 2.6) 2.4 (2.3, 2.4) 2.5 (2.5, 2.6) 2.4 (2.3, 2.4) 
1 or none 2.2 (2.1, 2.3) 2.9 (2.8, 3) 2.4 (2.3, 2.6) 2.4 (2.3, 2.6) 2.3 (2.2, 2.4) 2.4 (2.3, 2.5) 2.3 (2.1, 2.4) 
Self-rated health 

       

Excellent 2.3 (2.2, 2.4) 3 (3, 3.1) 2.6 (2.5, 2.7) 2.7 (2.6, 2.7) 2.4 (2.3, 2.5) 2.6 (2.5, 2.7) 2.4 (2.3, 2.5) 
Very good 2.4 (2.3, 2.4) 3 (2.9, 3) 2.5 (2.4, 2.6) 2.6 (2.5, 2.6) 2.4 (2.4, 2.5) 2.5 (2.5, 2.6) 2.4 (2.4, 2.5) 
Good 2.4 (2.3, 2.4) 2.9 (2.9, 2.9) 2.4 (2.4, 2.5) 2.6 (2.5, 2.7) 2.4 (2.3, 2.5) 2.5 (2.5, 2.6) 2.4 (2.3, 2.4) 
Fair 2.3 (2.2, 2.4) 2.9 (2.8, 2.9) 2.4 (2.3, 2.5) 2.6 (2.5, 2.7) 2.3 (2.2, 2.4) 2.4 (2.4, 2.5) 2.3 (2.2, 2.4) 
Poor or Very Poor 2.3 (2.2, 2.4) 2.9 (2.8, 3) 2.3 (2.1, 2.4) 2.6 (2.5, 2.7) 2.4 (2.3, 2.5) 2.4 (2.3, 2.5) 2.3 (2.2, 2.4) 
Number of conditions or illnesses 

       

0 2.4 (2.3, 2.4) 2.9 (2.9, 3) 2.5 (2.5, 2.6) 2.6 (2.5, 2.6) 2.4 (2.4, 2.5) 2.5 (2.5, 2.6) 2.4 (2.4, 2.5) 
1 2.3 (2.3, 2.4) 2.9 (2.9, 3) 2.5 (2.4, 2.5) 2.6 (2.5, 2.7) 2.4 (2.3, 2.4) 2.5 (2.5, 2.6) 2.4 (2.3, 2.4) 
2 2.3 (2.2, 2.4) 3 (2.9, 3) 2.3 (2.2, 2.4) 2.6 (2.5, 2.7) 2.4 (2.3, 2.5) 2.5 (2.4, 2.6) 2.4 (2.3, 2.5) 
3+ 2.3 (2.1, 2.5) 2.9 (2.8, 3) 2.3 (2.1, 2.5) 2.5 (2.4, 2.7) 2.4 (2.2, 2.6) 2.4 (2.3, 2.6) 2.2 (2.1, 2.4) 
Asthma 

       

No asthma 2.3 (2.3, 2.4) 2.9 (2.9, 3) 2.5 (2.4, 2.5) 2.6 (2.6, 2.6) 2.4 (2.4, 2.4) 2.5 (2.5, 2.5) 2.4 (2.4, 2.4) 
Asthma 2.4 (2.2, 2.5) 3 (2.9, 3.1) 2.4 (2.2, 2.6) 2.5 (2.3, 2.7) 2.4 (2.2, 2.5) 2.5 (2.3, 2.6) 2.3 (2.1, 2.4) 
Cancer 

       

No 2.3 (2.3, 2.4) 2.9 (2.9, 3) 2.5 (2.4, 2.5) 2.6 (2.6, 2.6) 2.4 (2.4, 2.4) 2.5 (2.5, 2.5) 2.4 (2.3, 2.4) 
Yes 2.4 (2.2, 2.5) 3 (2.9, 3.1) 2.4 (2.2, 2.6) 2.7 (2.5, 2.8) 2.5 (2.3, 2.6) 2.6 (2.5, 2.7) 2.5 (2.3, 2.6) 
Cardiovascular disease or heart problems 

      

No CVD 2.3 (2.3, 2.4) 2.9 (2.9, 3) 2.5 (2.4, 2.5) 2.6 (2.5, 2.6) 2.4 (2.4, 2.4) 2.5 (2.5, 2.5) 2.4 (2.3, 2.4) 
CVD 2.4 (2.3, 2.5) 2.9 (2.9, 3) 2.4 (2.3, 2.5) 2.7 (2.6, 2.8) 2.5 (2.4, 2.6) 2.6 (2.5, 2.6) 2.4 (2.3, 2.5) 
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Diabetes 
       

No Diabetes 2.3 (2.3, 2.4) 2.9 (2.9, 3) 2.5 (2.4, 2.5) 2.6 (2.6, 2.6) 2.4 (2.4, 2.4) 2.5 (2.5, 2.5) 2.4 (2.3, 2.4) 
Diabetes 2.3 (2.2, 2.5) 3 (2.9, 3.1) 2.4 (2.3, 2.5) 2.6 (2.5, 2.7) 2.5 (2.4, 2.6) 2.6 (2.5, 2.7) 2.5 (2.3, 2.6) 
Mental health condition 

       

No 2.3 (2.3, 2.4) 2.9 (2.9, 3) 2.5 (2.4, 2.5) 2.6 (2.6, 2.6) 2.4 (2.4, 2.4) 2.5 (2.5, 2.6) 2.4 (2.4, 2.4) 
Yes 2.3 (2.1, 2.5) 2.9 (2.7, 3) 2.3 (2.1, 2.5) 2.6 (2.4, 2.8) 2.3 (2.1, 2.5) 2.4 (2.2, 2.6) 2.2 (2, 2.4) 
Musculoskeletal condition 

       

No 2.4 (2.3, 2.4) 2.9 (2.9, 3) 2.5 (2.4, 2.5) 2.6 (2.6, 2.6) 2.4 (2.4, 2.5) 2.5 (2.5, 2.6) 2.4 (2.4, 2.4) 
Yes 2.3 (2.2, 2.4) 2.9 (2.9, 3) 2.3 (2.2, 2.4) 2.6 (2.5, 2.7) 2.3 (2.3, 2.4) 2.5 (2.4, 2.5) 2.3 (2.2, 2.4) 
Other disease or condition 

       

No other NCD 2.4 (2.3, 2.4) 2.9 (2.9, 2.9) 2.5 (2.4, 2.5) 2.6 (2.6, 2.7) 2.4 (2.4, 2.5) 2.5 (2.5, 2.6) 2.4 (2.4, 2.4) 
Other NCD 2.3 (2.3, 2.4) 3 (2.9, 3) 2.4 (2.3, 2.5) 2.6 (2.5, 2.6) 2.4 (2.3, 2.4) 2.5 (2.4, 2.5) 2.3 (2.3, 2.4) 

Note: Musculoskeletal condition refers to arthritis and/or chronic pain 
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Table 28 eHealth literacy by use of Internet and My Health Record  
 

1. Using 
technology to 
process health 
information 

2. Understanding 
of health concepts 
and language 

3. Ability to 
actively 
engage with 
digital services 

4. Feel safe 
and in control 

5. Motivated 
to engage with 
digital services 

6. Access to 
digital services 
that work 

7. Digital 
services that 
suit individual 
needs  

mean (95% CI) mean (95% CI) mean (95% CI) mean (95% CI) mean (95% CI) mean (95% CI) mean (95% CI) 
Use of internet to access health-related information       
Once a week or more often 2.9 (2.8, 3) 3.2 (3.1, 3.3) 2.9 (2.8, 3) 2.6 (2.4, 2.7) 2.8 (2.7, 2.9) 2.6 (2.5, 2.8) 2.6 (2.5, 2.8) 
Several times a month 2.8 (2.7, 3) 3.1 (3, 3.2) 2.9 (2.8, 3) 2.7 (2.5, 2.8) 2.8 (2.7, 2.9) 2.7 (2.5, 2.8) 2.6 (2.5, 2.8) 
Approximately once a month 2.7 (2.6, 2.8) 3.1 (3, 3.2) 2.8 (2.7, 2.9) 2.6 (2.5, 2.7) 2.7 (2.6, 2.8) 2.6 (2.6, 2.7) 2.6 (2.5, 2.7) 
Approximately once every two months 2.6 (2.5, 2.7) 3 (2.9, 3.1) 2.8 (2.7, 2.9) 2.6 (2.5, 2.7) 2.6 (2.5, 2.8) 2.6 (2.5, 2.7) 2.5 (2.4, 2.6) 
A few times within the past year 2.4 (2.4, 2.5) 2.9 (2.9, 3) 2.6 (2.5, 2.6) 2.5 (2.5, 2.6) 2.5 (2.4, 2.5) 2.5 (2.5, 2.6) 2.4 (2.3, 2.5) 
No, never  2 (1.9, 2) 2.8 (2.8, 2.9) 2.1 (2, 2.2) 2.6 (2.6, 2.7) 2.1 (2.1, 2.2) 2.4 (2.4, 2.5) 2.2 (2.1, 2.3) 
Don't know/NA 1.6 (1.3, 1.9) 2.7 (2.4, 3) 1.8 (1.3, 2.3) 2.6 (2.2, 2.9) 1.9 (1.4, 2.3) 2.1 (1.8, 2.4) 2.1 (1.6, 2.6) 
How internet is accessed* (among internet users) 

      

Computer Only 2.5 (2.5, 2.6) 3 (2.9, 3) 2.6 (2.6, 2.7) 2.5 (2.4, 2.6) 2.5 (2.5, 2.6) 2.5 (2.5, 2.6) 2.4 (2.4, 2.5) 
Multiple devices 2.7 (2.6, 2.7) 3 (3, 3.1) 2.8 (2.7, 2.8) 2.6 (2.6, 2.7) 2.7 (2.6, 2.7) 2.6 (2.6, 2.7) 2.6 (2.5, 2.6) 
Smartphone 2.7 (2.6, 2.8) 3.1 (3, 3.1) 2.8 (2.8, 2.9) 2.6 (2.6, 2.7) 2.7 (2.6, 2.8) 2.6 (2.6, 2.7) 2.6 (2.5, 2.7) 
Tablet 2.7 (2.6, 2.7) 3 (3, 3.1) 2.8 (2.7, 2.8) 2.6 (2.6, 2.7) 2.7 (2.6, 2.7) 2.6 (2.6, 2.7) 2.6 (2.5, 2.7) 
Computer 2.6 (2.6, 2.7) 3 (3, 3.1) 2.7 (2.7, 2.8) 2.5 (2.5, 2.6) 2.6 (2.5, 2.7) 2.6 (2.5, 2.6) 2.5 (2.4, 2.5) 
Why internet is not used to access health-related information* (among non-internet users) 

    

I don’t know how to 1.8 (1.7, 1.9) 2.8 (2.7, 2.9) 1.8 (1.7, 1.9) 2.7 (2.6, 2.8) 2 (1.8, 2.1) 2.3 (2.2, 2.4) 2.1 (2, 2.2) 
I don’t know what’s out there 2 (1.5, 2.4) 2.6 (2.5, 2.8) 2.1 (1.6, 2.6) 2.2 (1.7, 2.7) 2.2 (1.6, 2.7) 2.3 (1.9, 2.8) 2.2 (1.8, 2.6) 
I don’t want to 1.9 (1.8, 1.9) 2.9 (2.8, 2.9) 2 (1.9, 2.1) 2.6 (2.5, 2.7) 2 (1.9, 2.1) 2.3 (2.2, 2.4) 2.1 (2, 2.2) 
I'm not sure I’d get what I need 1.9 (1.7, 2.1) 2.8 (2.6, 3) 2.2 (1.8, 2.5) 2.6 (2.3, 2.8) 2 (1.8, 2.2) 2.3 (2.2, 2.5) 2 (1.8, 2.3) 
I can’t afford it* 2.2 (0, 0) 2.6 (0, 0) 2.2 (0, 0) 2 (0, 0) 2 (0, 0) 2.3 (0, 0) 2 (0, 0) 
I don’t have the right technology (equipment) 1.9 (1.8, 2) 2.8 (2.8, 2.9) 1.8 (1.7, 1.9) 2.7 (2.6, 2.8) 2.1 (1.9, 2.2) 2.4 (2.3, 2.5) 2.1 (2, 2.3) 
I'm not confident enough to use 
computers/smartphones/iPads 

1.8 (1.6, 2) 2.8 (2.7, 2.9) 1.7 (1.5, 1.9) 2.5 (2.3, 2.7) 2 (1.7, 2.2) 2.3 (2.1, 2.4) 2 (1.8, 2.2) 

I'm not confident I’d be able to understand the 
information by myself 

1.9 (1.4, 2.3) 3 (2.8, 3.1) 2 (1.5, 2.5) 2.6 (2.2, 2.9) 2.1 (1.5, 2.6) 2.3 (1.8, 2.8) 2 (1.5, 2.5) 

I prefer face-to-face interaction with health services 2 (1.9, 2.1) 2.9 (2.8, 2.9) 2.1 (2, 2.2) 2.6 (2.5, 2.7) 2.1 (2.1, 2.2) 2.4 (2.4, 2.5) 2.3 (2.2, 2.4) 
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My Health Record, access and use or intention 
      

Not sure if have 2.2 (2.1, 2.3) 2.9 (2.9, 3) 2.3 (2.3, 2.4) 2.5 (2.5, 2.6) 2.3 (2.2, 2.3) 2.4 (2.4, 2.5) 2.3 (2.2, 2.3) 
Don't have 2.3 (2.3, 2.4) 2.9 (2.8, 2.9) 2.4 (2.3, 2.5) 2.6 (2.5, 2.6) 2.4 (2.3, 2.4) 2.5 (2.5, 2.6) 2.4 (2.3, 2.4) 
Have MyHR and use it 2.7 (2.6, 2.9) 3.1 (3, 3.3) 2.9 (2.8, 3) 2.9 (2.7, 3) 2.8 (2.7, 2.9) 2.8 (2.7, 2.9) 2.8 (2.7, 2.9) 
Have MyHR, don't use it but intend to 2.6 (2.5, 2.7) 3 (3, 3.1) 2.8 (2.7, 2.9) 2.8 (2.7, 2.9) 2.7 (2.6, 2.8) 2.7 (2.6, 2.8) 2.6 (2.5, 2.7) 
Have MyHR, don't use it and don't intend to 2.3 (2.2, 2.4) 3 (2.9, 3) 2.4 (2.3, 2.5) 2.6 (2.4, 2.7) 2.4 (2.3, 2.5) 2.6 (2.5, 2.6) 2.4 (2.3, 2.5) 
Have MyHR, don't use it and not sure if intend to 2.3 (2.2, 2.4) 2.9 (2.9, 3) 2.6 (2.4, 2.7) 2.6 (2.5, 2.8) 2.4 (2.2, 2.5) 2.5 (2.4, 2.6) 2.4 (2.3, 2.5) 

* Note that, as only one participant selected ‘I can’t afford it’, we were unable to calculate 95% CI’s for this subgroup 
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Table 29 Health literacy for the total population and by demographics of interest 
 

1. Feeling 
understood and 
supported by 
healthcare 
providers 

3. Actively 
managing my 
health 

4. Social 
support for 
health 

7. Navigating 
the 
healthcare 
system 

 
mean (95% CI) mean (95% CI) mean (95% 

CI) 
mean (95% CI) 

Total 3.2 (3.1, 3.2) 3.0 (3.0, 3.0) 3.0 (3.0, 3.1) 3.9 (3.9, 4.0) 
Sex 

    

Men 3.1 (3.1, 3.2) 3.0 (2.9, 3.0) 3.0 (3.0, 3.1) 4.0 (3.9, 4.0) 
Women 3.2 (3.1, 3.2) 3.1 (3.0, 3.1) 3.1 (3.0, 3.1) 3.9 (3.9, 4.0) 
Age 

    

Age <55 years 3.1 (3.1, 3.2) 3.0 (2.9, 3.0) 3.1 (3.0, 3.1) 3.8 (3.7, 3.9) 
Age 55 to <70 years 3.1 (3.1, 3.2) 3.0 (3.0, 3.1) 3.0 (2.9, 3.0) 3.9 (3.8, 3.9) 
Age >=70 years 3.2 (3.1, 3.2) 3.0 (3.0, 3.1) 3.1 (3.0, 3.1) 4.1 (4.0, 4.2) 
Aboriginal or Torres Strait Islander 

   

Yes 3.2 (2.9, 3.4) 3.0 (2.9, 3.1) 3.0 (2.8, 3.2) 4.1 (3.7, 4.5) 
No 3.2 (3.1, 3.2) 3.0 (3.0, 3.0) 3.0 (3.0, 3.1) 3.9 (3.9, 4.0) 
Highest educational attainment 

   

Year 9 or below 3.2 (3.1, 3.3) 3.0 (2.9, 3.0) 3.1 (3.0, 3.2) 4.1 (3.9, 4.2) 
Year 10 3.2 (3.1, 3.3) 3.0 (2.9, 3.0) 3 (3.0, 3.1) 4.0 (3.9, 4.1) 
Year 12 3.1 (3.0, 3.2) 3.0 (3.0, 3.1) 3.0 (2.9, 3.1) 3.9 (3.8, 4.1) 
Trade certificate, apprenticeship, Diploma or 
college/TAFE certificate 

3.1 (3.1, 3.2) 3.0 (2.9, 3.0) 3.0 (3.0, 3.1) 3.9 (3.8, 4.0) 

Tertiary education 3.2 (3.1, 3.3) 3.1 (3.0, 3.1) 3.1 (3.0, 3.1) 3.9 (3.9, 4.0) 
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Table 30 Health literacy by self-rated health, chronic diseases and conditions, and contact with health professionals 
 

1. Feeling 
understood and 
supported by 
healthcare 
providers 

3. Actively 
managing my 
health 

4. Social 
support for 
health 

7. 
Navigating 
the 
healthcare 
system 

Number of contacts with a health professional in 
the last 12 months 

mean (95% CI) mean (95% 
CI) 

mean (95% 
CI) 

mean (95% 
CI) 

>12 3.2 (3.2, 3.3) 3.0 (3.0, 3.1) 3.0 (3.0, 3.1) 3.9 (3.8, 4.0) 
7 to 11 3.2 (3.2, 3.3) 3.0 (3.0, 3.1) 3.1 (3.0, 3.1) 4.0 (3.9, 4.1) 
2 to 6 3.1 (3.1, 3.2) 3.0 (3.0, 3.1) 3.0 (3.0, 3.1) 4.0 (3.9, 4.1) 
1 or none 2.9 (2.8, 3.1) 3.0 (2.9, 3.1) 3.0 (2.9, 3.1) 3.9 (3.7, 4.0) 
Self-rated health 

    

Excellent 3.2 (3.1, 3.3) 3.2 (3.1, 3.3) 3.2 (3.1, 3.3) 4.2 (4.1, 4.3) 
Very good 3.2 (3.1, 3.3) 3.1 (3.0, 3.1) 3.1 (3.1, 3.2) 4.0 (4.0, 4.1) 
Good 3.2 (3.1, 3.2) 3.0 (2.9, 3.0) 3.0 (3.0, 3.1) 4.0 (3.9, 4.0) 
Fair 3.1 (3.0, 3.1) 2.9 (2.9, 3.0) 2.9 (2.8, 3.0) 3.7 (3.6, 3.8) 
Poor or Very Poor 3.2 (3.1, 3.3) 2.9 (2.8, 3.0) 3.0 (2.8, 3.1) 3.6 (3.4, 3.8) 
Number of conditions or illnesses 

   

0 3.1 (3.1, 3.1) 3.0 (3.0, 3.1) 3.1 (3.0, 3.1) 4.0 (3.9, 4.0) 
1 3.2 (3.1, 3.2) 3.0 (3.0, 3.1) 3.0 (3.0, 3.1) 3.9 (3.8, 4.0) 
2 3.3 (3.2, 3.4) 3.0 (2.9, 3.1) 3.1 (3.0, 3.2) 4.1 (4.0, 4.2) 
3+ 3.1 (3.0, 3.3) 3.0 (2.9, 3.1) 3.0 (2.8, 3.1) 3.7 (3.5, 4.0) 
Asthma 

    

No asthma 3.2 (3.1, 3.2) 3.0 (3.0, 3.0) 3.0 (3.0, 3.1) 3.9 (3.9, 4.0) 
Asthma 3.2 (3.1, 3.4) 2.9 (2.8, 3.1) 3.0 (2.9, 3.2) 3.9 (3.6, 4.1) 
Cancer 

    

No 3.2 (3.1, 3.2) 3.0 (3.0, 3.0) 3.0 (3.0, 3.1) 3.9 (3.9, 4.0) 
Yes 3.3 (3.1, 3.5) 3.1 (2.9, 3.2) 3.2 (3.0, 3.3) 4.1 (3.9, 4.3) 
Cardiovascular disease or heart problems 

  

No CVD 3.2 (3.1, 3.2) 3.0 (3.0, 3.1) 3.0 (3.0, 3.1) 3.9 (3.9, 4.0) 
CVD 3.2 (3.1, 3.3) 3.0 (2.9, 3.0) 3.0 (2.9, 3.1) 4.0 (3.9, 4.1) 
Diabetes 

    

No Diabetes 3.2 (3.1, 3.2) 3.0 (3.0, 3.0) 3.0 (3.0, 3.1) 3.9 (3.9, 4.0) 
Diabetes 3.3 (3.2, 3.4) 3.1 (3.0, 3.1) 3.0 (2.9, 3.1) 4.1 (3.9, 4.2) 
Mental health condition 

   

No 3.2 (3.1, 3.2) 3.0 (3.0, 3.0) 3.1 (3.0, 3.1) 4.0 (3.9, 4.0) 
Yes 3.2 (3, 3.4) 3.0 (2.9, 3.1) 2.8 (2.6, 3.1) 3.7 (3.4, 4.0) 
Musculoskeletal condition 

   

No 3.1 (3.1, 3.2) 3.0 (3.0, 3.1) 3.0 (3.0, 3.1) 4.0 (3.9, 4.0) 
Yes 3.2 (3.1, 3.3) 3.0 (2.9, 3.1) 3.1 (3.0, 3.1) 3.9 (3.8, 4.0) 
Other disease or condition 

   

No other NCD 3.1 (3.1, 3.2) 3.0 (3.0, 3.0) 3.0 (3.0, 3.1) 4.0 (3.9, 4.0) 
Other NCD 3.2 (3.2, 3.3) 3.0 (3.0, 3.1) 3.0 (3.0, 3.1) 3.9 (3.8, 4.0) 

Note: Musculoskeletal condition refers to arthritis and/or chronic pain 
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Table 31 Health literacy by use of internet and My Health Record  
1. Feeling 
understood 
and supported 
by healthcare 
providers 

3. Actively 
managing my 
health 

4. Social 
support for 
health 

7. Navigating 
the 
healthcare 
system 

 mean (95% CI) mean (95% CI) mean (95% CI) mean (95% CI) 

Use of internet to access health-related 
information 

    

Once a week or more often 3.1 (3.0, 3.3) 3.2 (3.1, 3.3) 3.0 (2.9, 3.1) 3.8 (3.6, 4.0) 

Several times a month 3.2 (3.1, 3.4) 3.1 (3.0, 3.2) 3.2 (3.0, 3.3) 3.8 (3.6, 4.0) 

Approximately once a month 3.2 (3.1, 3.3) 3.1 (3.0, 3.1) 3.1 (3.0, 3.2) 3.9 (3.7, 4.0) 

Approximately once every two months 3.2 (3.1, 3.3) 3.1 (3.0, 3.1) 3.1 (3.0, 3.2) 4.0 (3.8, 4.1) 

A few times within the past year 3.1 (3.1, 3.2) 3.0 (2.9, 3.0) 3.0 (3.0, 3.1) 3.9 (3.8, 4.0) 

No, never  3.2 (3.1, 3.2) 3.0 (2.9, 3.0) 3.0 (3.0, 3.1) 4.0 (4.0, 4.1) 

Don't know/NA 3.2 (2.7, 3.7) 3.2 (2.9, 3.6) 3.0 (2.5, 3.6) 3.7 (2.9, 4.5) 

How internet is accessed* (among internet users) 
  

Computer only 3.1 (3.0, 3.2) 3.0 (3.0, 3.1) 3.0 (2.9, 3.1) 3.8 (3.8, 3.9) 

Multiple devices 3.2 (3.1, 3.3) 3.1 (3.0, 3.1) 3.1 (3.0, 3.1) 3.9 (3.9, 4.0) 

Smartphone 3.2 (3.1, 3.2) 3.1 (3.0, 3.1) 3.1 (3.0, 3.1) 3.9 (3.8, 4.0) 

Tablet 3.2 (3.1, 3.2) 3.1 (3.0, 3.1) 3.1 (3.0, 3.1) 4.0 (3.9, 4.1) 

Computer 3.1 (3.1, 3.2) 3.0 (3.0, 3.1) 3.0 (3.0, 3.1) 3.9 (3.8, 4.0) 

Why internet is not used to access health-related information* (among non-internet users) 

I don’t know how to 3.1 (3.1, 3.2) 2.9 (2.9, 3.0) 3.0 (2.9, 3.2) 4.0 (3.8, 4.2) 

I don’t know what’s out there 3.1 (2.8, 3.4) 2.8 (2.6, 3.0) 3.0 (2.8, 3.1) 3.9 (3.2, 4.7) 

I don’t want to 3.3 (3.2, 3.4) 3.0 (2.9, 3.1) 3.1 (3.0, 3.2) 4.2 (4.1, 4.3) 

I'm not sure I’d get what I need 3.1 (2.9, 3.3) 2.9 (2.7, 3.1) 3.0 (2.7, 3.3) 3.7 (3.3, 4.1) 

I can’t afford it 2  2.6  2.6  2.2 

I don’t have the right technology (equipment) 3.2 (3.1, 3.2) 3.0 (2.9, 3.0) 3.0 (2.9, 3.1) 4.0 (3.9, 4.1) 

I'm not confident enough to use 
computers/smartphones/iPads 

3.2 (3.0, 3.3) 3.0 (2.9, 3.1) 2.9 (2.8, 3.1) 3.9 (3.7, 4.1) 

I'm not confident I’d be able to understand the 
information by myself 

3.2 (3.0, 3.5) 3.1 (2.7, 3.5) 2.9 (2.6, 3.2) 4.1 (3.9, 4.4) 

I prefer face-to-face interaction with health 
services 

3.2 (3.2, 3.3) 3.0 (2.9, 3.1) 3.1 (3.0, 3.2) 4.1 (4.0, 4.2) 

My Health Record, access and use or intention 
  

Not sure if have 3.1 (3.1, 3.2) 3.0 (3.0, 3.1) 3.0 (3.0, 3.1) 3.9 (3.8, 4.0) 

Don't have 3.1 (3.1, 3.2) 3.0 (2.9, 3.0) 3.0 (2.9, 3.0) 3.9 (3.8, 4.0) 

Have MyHR and use it 3.4 (3.2, 3.5) 3.1 (3.0, 3.2) 3.2 (3.1, 3.3) 4.1 (3.9, 4.3) 

Have MyHR, don't use it but intend to 3.3 (3.2, 3.4) 3.1 (3.0, 3.2) 3.2 (3.1, 3.2) 4.0 (3.9, 4.1) 

Have MyHR, don't use it and don't intend to 3.2 (3.1, 3.3) 3 (2.9, 3.0) 3.0 (2.9, 3.1) 3.9 (3.7, 4.1) 

Have MyHR, don't use it and not sure if intend to 3.1 (3.0, 3.3) 2.9 (2.8, 3.0) 3.1 (2.9, 3.2) 4.0 (3.9, 4.2) 
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Table 35 Clusters and health conditions 
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3 37 58.9 20 54.1 1.0 2 6 4 5 9 5.4 16.2 10.8 13.5 24.3 2.6 4.5 29 78.4 2.2 22 18 59.5 48.6 2 5.4 

12 53 56.7 28 52.8 0.9 3 7 5 1 8 5.7 13.2 9.4 1.9 15.1 2.8 4.5 51 96.2 3.0 19 16 35.8 30.2 1 1.9 

2 123 62.9 65 52.8 1.0 10 20 11 7 23 8.1 16.3 8.9 5.7 18.7 2.8 4.3 90 73.2 2.0 51 30 41.5 24.4 5 4.1 

8 135 60.9 76 56.3 0.7 8 9 8 2 21 5.9 6.7 5.9 1.5 15.6 2.6 4.4 109 80.7 1.9 57 37 42.2 27.4 3 2.2 

10 179 67.3 98 54.7 1.0 5 32 20 12 31 2.8 17.9 11.2 6.7 17.3 2.6 4.1 89 49.7 1.0 62 28 34.6 15.6 3 1.7 

7 117 61.1 58 49.6 0.9 6 13 7 5 19 5.1 11.1 6.0 4.3 16.2 2.5 4.4 95 81.2 1.9 39 14 33.3 12.0 0 0.0 

5 121 69.8 72 59.5 0.8 3 12 9 8 24 2.5 9.9 7.4 6.6 19.8 2.6 4.1 31 25.6 0.4 25 10 20.7 8.3 3 2.5 

6 96 64.6 48 50.0 0.8 5 10 9 3 16 5.2 10.4 9.4 3.1 16.7 2.6 4.2 58 60.4 1.2 23 8 24.0 8.3 1 1.0 

9 39 71.7 21 53.8 1.1 5 6 3 2 11 12.8 15.4 7.7 5.1 28.2 2.7 4.0 8 20.5 0.3 8 2 20.5 5.1 0 0.0 

4 41 65.4 21 51.2 1.0 1 5 4 2 11 2.4 12.2 9.8 4.9 26.8 2.4 3.6 19 46.3 1.1 6 1 14.6 2.4 0 0.0 

1 38 75.2 20 52.6 1.4 4 6 1 4 14 10.5 15.8 2.6 10.5 36.8 2.9 4.2 0 0.0 0.0 6 2 15.8 5.3 0 0.0 

11 21 69.6 10 47.6 1.5 1 3 3 5 7 4.8 14.3 14.3 23.8 33.3 2.2 4.1 3 14.3 0.1 2 0 9.5 0.0 0 0.0 
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Appendix I Table of Recommendations Template  
Table 36 cross references the recommendations in the report with consumer education, consumer access, healthcare provider education, and systems/policy, which 
were categories requested by the Australian Digital Health Agency (ADHA) in feedback to the draft report. This table will be populated by WVPHN and the ADHA.  

In the report, the recommendations are structured into two categories and are underpinned by four fundamental principles.   

Box 1 Two categories of recommendations that seek to ensure coverage of all Australians 

Category 1 recommendations address the major issues requiring an integrated synergistic approach (in general these tend towards longer-term, structural solutions) 
 
Category 2 recommendations for actions at specific levels including actions required at the individual, family/community, practitioner/professional and system levels 
(including design of digital health technologies) to increase uptake of eHealth technologies and MyHR. 

 
Box 2 The four principles underpinning the recommendations. 

Principle A: Actions to promote the use of digital health technologies including MyHR need to be guided by a principle of equity and to recognise that the people who 
have the greatest need for a system like MyHR are often the people facing the greatest barriers to engagement. Therefore, in planning for improvement, strategies 
should aim to maximise the benefits for people with the greatest needs and health systems should be developed with the flexibility to allow for this.  

Principle B: Achieving acceptable population-wide implementation and community engagement in digital health technologies and MyHR will require action at multiple 
levels of government and organisations and implementation in an integrated and synergistic manner across these levels. In considering the recommendations, it is 
necessary to always reflect on how the whole may be more than the sum of the parts. (See Recommendations 1 to 4 as examples of synergistic sets of interventions.) 

Principle C: It is necessary to recognise that the introduction of digital health technologies, including MyHR, is perceived by many people as a change that poses a 
threat to systems of care that are comfortable and familiar to them. People’s expectations are coloured by past experiences with new technologies that have 
promoted self-service and are associated with a reduction in services, especially services where contact with a person is preferred. Such a scenario is a source of 
anxiety to many people when it relates to their health and health care. All actions to promote digital health technologies, including MyHR, must recognise and take 
systematic and proactive action to manage people’s expectations and anxieties. 

Principle D: There is no one-size-fits-all approach to education and communication. In particular, approaches that depend solely on mass media and/or uniform 
printed materials will not engage all the different groups of people in a community. An extensive and diverse suite of approaches are needed to address the diverse 
needs of different groups, and these approaches will very often need to involve community members having opportunities to discuss potential benefits, concerns, and 
what is required of them with peers and/or health professionals. Promotional materials must reflect an understanding of the core concerns of community members, 
and what different groups of people are likely to consider a significant and practical benefit to engagement in digital technologies such as MyHR. 
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perceived risks. Some components of an integrated and synergistic approach 
could include: 
Consumers need to understand the potential benefits and potential risks that 
are relevant to their situation, choosing their level of engagement based on 
their individual situation. The benefits should be both practical and relevant to 
consumers: 
 

g. [A comprehensive taxonomy of potential benefits of MyHR with an 
emphasis on the types of benefits experienced and desired by 
consumers]. 

• Taxonomy of benefits and risks, dependent on engage, provided in a 
visual format 

       

h. Description and presentation of potential benefits in terms of the user 
not the health system (e.g., reduced need to tell the same information 
repeatedly, reduced waiting times, less chance of an accident, 
convenience in accessing services or purchasing health products, 
advantages for travel). 

• Description of benefits should be described in terms of the consumer, 
not the health system. Examples include: 

- Safety benefits for emergency situations 
- Convenience and reduced waiting times in emergency 

departments 
- Healthcare while traveling 
- Reduced paperwork when using new services 
- Reduced need to explain things to new doctors or services. 

       

i. Sharing simple, true and positive stories in the community (as well as 
negative stories, which are already widely shared). For this to occur, 
people need to know when their MyHR has been accessed and how it 
has streamlined and benefited the services that they have received. 
Providers who access and use a person’s MyHR should be encouraged 
to, and given a process to, share this fact with their patient. 

• Need to share positive stories of My Health Record in the community, 
for this to occur, consumers need to know when their record has been 
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accessed and how the services have benefits from this access. 
Providers could be encourage to share this with their patients 

j. Simple, true stories of how people have benefited need to be made 
widely available in a range of formats. 

• Simple, true stories could be made available in a range of formats 
       

k. Simple tools and processes that assist people to assess potential 
benefits of MyHR against potential risks, and to choose a level of 
utilisation that suits them. For example, a GP says ‘how about I just 
upload your medications and allergies in case you have to go to 
hospital sometime?’; or a chart displaying different levels of 
engagement with MyHR and potential uses and benefits of each level 
(similar to the charts presented for many software products). 

• In addition several people requested a tool that would enable them to 
easily see the possible benefits and risks 

       

l. Regular communication/promotion to people to increase awareness of 
the things that don’t exist or don’t happen in the current system but 
that they believe already happen (e.g., a belief that emergency 
departments somehow already know their history and medications). 

• [Many participants in the workshops were unaware of what the 
benefits could be and emphasised that the benefits need to be 
explained in very concrete ways, illustrated by stories of real people 
and circumstances.] 

       

CE, Consumer education; CA, Consumer Access; PE, Provider Education; S&P, System and Policy 
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their care. This should include options that do not require the patient to 
use technology at all but that still support patients to understand what 
information a doctor uploads on their behalf. 

• Providing training and resourcing to GPs and practice nurses in 
approaches to introduce MyHR in a gentle and minimally burdensome 
manner that builds on the patient’s belief that the doctor is in control of 
their care 

h. Providing materials that make it easy for doctors or practice nurses to 
easily discuss what data can be uploaded and what the patient does and 
does not want uploaded, as well as potential benefits of use including 
both health and convenience benefits. 

• Provide materials that make it easy for doctors or practice nurses to 
easily discuss what data can be uploaded and what the patient does and 
doesn’t want uploaded 

       

i. Ensure that it is easy for the doctor to only upload data agreed with the 
patient. 

• Same 
       

j. Supporting practices to provide computers that patients can access 
within the practice that include easy access to MyHR and high quality 
information sites. 

• Same  

       

• [from p.56 of report] My Health Record may be forcing people to engage 
in a new process of ‘self-service’ care that may undermine the personal 
care that they are used to 

       

• [from p.56 of report] This was also expressed as a concern that in order 
to effectively interact with the healthcare system people will need to 
learn computer skills and organise computer access or else they will be at 
a disadvantage 

       

• [from p.56 of report] Many participants were unaware that the system 
could be used, and provide benefits to them, without them needing to 

       

DOCUMENT 4
TH

IS
 D

O
C

U
M

EN
T 

H
AS

 B
EE

N
 R

EL
EA

SE
D

 U
N

D
ER

 T
H

E 
FR

EE
D

O
M

 O
F 

IN
FO

R
M

AT
IO

N
 A

C
T 

19
82

 
BY

 T
H

E 
AU

ST
R

AL
IA

N
 D

IG
IT

AL
 H

EA
LT

H
 A

G
EN

C
Y



engage with the technology at all just by discussing with the doctor what 
would be uploaded 

• [from p.56 of report] For these people the relatively passive components 
of MyHR were thought to be already occurring while their perception of 
the active features of MyHR was seen as frightening or burdensome and 
a possible intrusion into the face-to-face, personal care that they prefer. 

       

CE, Consumer education; CA, Consumer Access; PE, Provider Education; S&P, System and Policy 
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- reduced time waiting at emergency departments and less need 
to spend time completing forms and repeating information when 
referred to other services 

b. As with Recommendation 2, there should be methods available for 
people who do not want to, or who are not able to, interact with MyHR 
to have it set up for them. 

• There should be methods available for people who are not interested or 
able to interact with the system themselves to have these systems set up 
for them 

       

These conveniences will only help to increase the extent to which people value 
and trust MyHR if they are made aware of them, both as potential benefits and 
when they experience these benefits. Many consumers assume that integration 
of these supports, services and systems is already in place. 
 

       

CE, Consumer education; CA, Consumer Access; PE, Provider Education; S&P, System and Policy 
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will be additional benefits if there are people at these places who can 
provide some guidance about how to access and use these websites.  

• Provide access to computers that are set up to provide easy access to 
important health websites, including MyHR, in community settings such 
as libraries, neighbourhood houses, medical practices, pharmacies, 
centres providing U3A, men’s sheds. This is especially important in areas 
with poor internet connections and for people without personal access 
to computers and good internet services…. 

       

h. Engage organisations like U3A, neighbourhood houses, libraries, and 
Men’s Sheds in providing simple training to use computers for practical 
purposes. 

• Same  

       

i. Make systems easily accessible through alternative technologies such as 
tablets and phones.  

• Ensure that MyHR can be accessed through simple smartphone 
applications. 

• Same  
• Implement a system where people who don’t have smartphones 

can interact through a mix of sms and phone calls [e.g. a 
summary of what information is uploaded, notifications of 
access, who to call to discuss concerns]. 

• Same  
• Ensure that all promotional and informational materials contain 

a phone number to call, not just a web address. 
• Same  
• Ensure that complaints and problem-solving processes allow 

people to talk to an actual person. 
• Same  

       

j. Provide all services and interfaces in multiple languages.        

CE, Consumer education; CA, Consumer Access; PE, Provider Education; S&P, System and Policy 
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• Reassuring the person, where appropriate, that the practitioner 
will undertake their own assessment and provide an 
independent opinion 

• If the MyHR data have proved useful in any way, explaining this 
to the person 

• Discussing any data that will/could be uploaded as a result of the 
episode of care 

• Procedures if data are found to be out of date or incorrect (see 
point c in next row) 

g. Procedures if data are found to be out of date or incorrect (see point b in 
row above) 

       

h. How to access problem solving support 
• Same 

       

CE, Consumer education; CA, Consumer Access; PE, Provider Education; S&P, System and Policy 
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c. As a priority, Recommendation 1 should be fully implemented for health 
professionals.  

       

d. Provision of simple up-to-date resources and training for health 
professionals with a focus on the following points as soon as the 
components of the MyHR system are sufficiently settled: 

• Exactly what MyHR is and is not 
• Same 
• Specific benefits of MyHR 
• Same 
• Safeguards for security, quality, appropriate use 
• Same 
• How MyHR can synergise with and enhance normal care 
• Same 
• Options for engaging patients as per Recommendations 2 and 5 
• Same 
• Resources and financial support that are available 
• Same 

       

CE, Consumer education; CA, Consumer Access; PE, Provider Education; S&P, System and Policy 
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Strategies and resources should be developed to encourage and enable 
community facilities and organisations to discuss digital health resources, 
including MyHR, as part of activities that already engage people in learning about 
and discussing related issues. These could include: 
Explore opportunities and contexts where people may learn about My Health 
Record other than from a health professional or the media. Some of these 
contexts may make it easier to highlight particular potential benefits and allow 
people to develop their understanding in a shared and reflective manner, these 
include: 
 

• Health education and promotion events 
• Computer training activities (see also Recommendation 4) 
• U3A and other lifelong education activities 
• [Retirement and financial planning activities] 
• Activities that engage people in using computers for other important tasks 

in life such as MyGov 
• Travel planning and sharing events 
• Farming events and other business planning and management events 
• Same for all of these  

       

To take advantage of such opportunities, it would be highly desirable to have 
materials available that present potential benefits in practical, relevant ways as 
discussed in Recommendation 1. 

       

It would also be useful to ensure that there are links to MyHR or relevant 
information about MyHR on web pages and materials related to the activities 
listed above.  

       

CE, Consumer education; CA, Consumer Access; PE, Provider Education; S&P, System and Policy 
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• Develop resources that assist families to discuss MyHR together or people 
to discuss with elderly parents, possible as part of other discussions about 
future health planning [e.g. Advanced care planning] 

• Educate adolescents about MyHR (schools, online) 
• Provide simple materials to guide parents through how they can control 

MyHR for their children 
• Consider the role of parents making decisions for children in implementing 

all other recommendations.  
A significant finding of both the semi-structured interviews and workshops was 
that in many families one person was substantially more engaged in digital health 
technologies and likely to be more interested in MyHR than others. 

• Digital health technologies, including MyHR should be implemented in 
such a way that engages and reaches individuals as well as families. 

• Teaching about MyHR in schools 

CE, Consumer education; CA, Consumer Access; PE, Provider Education; S&P, System and Policy  
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f. Extremely simple language used throughout. 
• Same  

 
       

g. Ensure short loading times for MyHR web pages and minimum need to 
load new pages. 

• Same 
       

h. Available on multiple platforms including phones and tablets.  
• Same 

       

i. Options for people who can’t remember passwords (fingerprint, retina, 
[face]). 

• Same 
       

j. Ability to easily solve most problems online or with support that is quick 
and involves the option to talk to a real person. 

• Same 
       

CE, Consumer education; CA, Consumer Access; PE, Provider Education; S&P, System and Policy 
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The My Health Record should make it as easy as possible for users to exert 
control over what information is uploaded and to be able to add comments or 
information of their own: 

g. Identify and read all information that is uploaded, and identify who 
uploaded it 

• Same  
       

h. Have the ability to block particular information from being visible to 
other users 

• Same  
       

i. Add notes of comment or explanation to provide context to any 
particular uploaded information 

• Same 
       

j. Add general notes of their own 
• Same  

       

k. Select a set of information that they want available for a particular 
purpose (e.g., travel) 

• Same  
       

l. Print out an extract of selected information for overseas travel or for 
other purposes 

• Same  
       

Many of these points would only be effective if health professionals who upload 
information are easily contactable and have the time, willingness, and technical 
capability to explain about information that has been uploaded, correct errors, 
and/or remove uploaded information.  
Same 
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