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Enhancing clinical care for aged care clinical staff – considerations for use of My Health Record (MHR) 

This is for your organisation’s internal use only 

This tool supports aged care clinical staff to access and share important health information via MHR.  

Benefits of access to up-to-date important health information via MHR 

• Informed decision making. 

• Minimised test duplication. 

 

• Improved continuity of care. 

• Lower risk of adverse events. 

• Reduced clinician admin burden and increased efficiency.  

Uploading considerations 

Documents uploaded by GPs, RNs and NPs to MHR can be viewed by the patient and other health care providers involved in their care. Other clinicians 
accessing MHR may include pharmacists, hospital physicians and emergency teams, specialists, residential and community aged care nurses, and allied 
health clinicians. This information may include medical history, medicines history, allergies, immunisation records, MBS and PBS items. 

Document When to upload Considerations 

Residential care transfer overview 
includes: 

• Residential care transfer 
reason (RTR). 

• Residential health care 
summary (RHS). 

• Residential care medication 
chart – Electronic National 
Residential Medication Chart 
(eNRMC). 

 

Upon transfer to hospital. 

 

Ask your AC provider/software vendor when the ACTS 
feature will be available. 

Note: A transfer reason will trigger the ability to upload 
accompanying documentation as part of the health 
summary in MHR. 

Residential health care summary (RHS). 

• NOK details. 

• Health insurance details. 

• Religion/language. 

• Advance Care Directive/End of life wishes. 

• Comprehensive medical assessment. 

• Pathology and diagnostic imaging results. 
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• Pre-morbid/usual condition and functioning: cognition, 
mobility, continence, behaviours, diet, BSL  
(if applicable). 

 
Residential care medication chart (eNRMC).  

• Medication chart. 

Viewing considerations 

Important information and test results from other health care providers are regularly uploaded to MHR. Below are examples of clinical scenarios to guide 
you when to check MHR during care delivery. 

Clinical scenario Considerations 

New resident admission. Include in process to check MHR for: 

• Previous shared health summary. 

• Recent discharge summaries. 

• Previous imaging and pathology test results. 

• Specialist letters. 

• Consolidated medicines view. 

• Vaccination history. 

• Medicare billing history. 

• MyMedicare registration. 

Medicine reconciliation. Include in process to check MHR for: 

• Consolidated medicines view. 

• Previous shared health summary. 

• Recent discharge summaries. 

Clinical follow up with resident post 
return to RACH after hospital 
discharge. 

Include in process to check MHR for: 

• Discharge summary. 

• Diagnostic imaging and pathology test results. 

• Consolidated medicines view. 

 
If you have any questions, please call Practice Assist on 08 6278 7900 or email practiceassist@wapha.org.au 
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