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Along comes COVID 
 
After emerging in late-2019, the novel coronavirus (SARS-CoV-2) led to an outbreak of respiratory illness the world 
would come to know as COVID-19. Before long, it was overwhelming hospitals across the northern hemisphere. 
Australian health departments monitored developments regarding the severe acute respiratory syndrome and 
confirmed the nation’s first official cases in January 2020. On 11 March 2020, the World Health Organization (WHO) 
declared a global pandemic. 
 
Just weeks earlier on February 24, Caroline Edwards had been recalled to the Health Department to step in as Acting 
Secretary – a date embossed in her memory. Over the next fortnight, it became increasingly clear that COVID would 
require swift countermeasures to curb its worst effects and preserve access to health services. Approximately 50% of 
Australian GP visits are for chronic conditions (Snoswell, Mehrotra et al., 2020) making many people vulnerable to 
any disruption of care. Over a long holiday weekend in early March, Edwards and her colleagues put together the 
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core elements of the health system plan. This would include expanding access to telehealth1 services, i.e., 
consultations via phone or video call.  ‘It arose out of two things,’ she said, ‘How can we provide care to people who 
were potentially very contagious? Also, how can we protect health practitioners from being infected?’ 
 
Making telehealth happen 
 
Although telehealth was already part of the Medicare system (Exhibit A), with an established legal framework, scaling 
up at speed still presented a mammoth challenge. Ordinarily, altering the Medicare Benefits Schedule (MBS) (Exhibit 
A) was not a simple undertaking. Changes to items could easily take 12 to 18 months and involved processes such as 
stakeholder consultations, impact assessments, system updates, regulatory changes, and education campaigns. New 
items also had to be tabled in federal parliament.  
 
Even with a compressed timeframe, Health Department officials still had to ensure changes were reasoned and 
justifiable. First, were critical discussions about what kind of services could be offered remotely and how. ‘Initially we 
started with a view that we really wanted to emphasize video [calls] and really try to make sure that we provided some 
visual cues for both patients and the doctors,’ recalled the Health Department’s First Assistant Secretary of Benefits 
Integrity & Digital Health, Daniel McCabe. Advice from the MBS Taskforce and the department’s own research 
suggested that videocalls were the preferable substitute. Utilised properly, they offered care of a comparable quality to 
in-person visits. Then there was the issue of reimbursement to consider, noted Louise Riley. Responsible for primary 
health reform at the DoH, she recalled many conversations considering the question: ‘Do we have the same level of 
rebate for face-to-face, versus video, versus telephone?’ 
 
As Health Department officials fleshed out a telehealth plan, the window of time left to buttress the healthcare system 
was narrowing fast. Case numbers were rising rapidly around the world, and social distancing was one of the few 
tools they had to curb a large-scale outbreak in Australia. Enabling the ill and vulnerable to get health care at home 
now seemed not just advisable but essential. The Government, in consultation with the states, prepared to launch a 
$2.4 billion healthcare package to combat COVID-19, including a $100 million expansion of telehealth services 
(Dalzell and Macmillan, 2020). 
 
Telehealth had the green light. 
 
BACKGROUND 
 
Evidence for telehealth 
 
Pre-COVID, there was a sizable body of telehealth research but relatively little of quality. Evidence for telehealth’s 
efficacy and feasibility needed work, observed Roland Balodis (then a director in the Medicare Reviews Unit) – 
particularly in relation to primary care. The literature suggested that more work was also needed on implementation 
and cost-effectiveness (Armfield et al., 2014, p.530-531, Totten et.al, 2020, pp.4-5). Most developed nations offered 
some form of telehealth before the pandemic, but few had substantive experience with population-wide services.  
 
However, several reviews indicated that telehealth could offer benefits such as convenience, accessibility, choice, 
privacy and efficiency with outcomes/patient satisfaction comparable to usual care (Orlando et. al, 2019; Flodgren et. 
al, 2015; Totten et. al, 2020). One review of more than 100 Australian telehealth studies concluded that ‘telehealth 
has the potential to address many of the key challenges to providing health in Australia’ (Bradford et al., 2016, p.1) – 
particularly those posed by distance. They found that successful telehealth services were realistic in scope, 
responsive to patients and stakeholders, provided value, and prioritized the user experience (Bradford, 2016, pp.7-8). 
 
Telehealth use 
 
Forms of telehealth have existed in Australia for decades. Medicare-rebated services, however, were restricted to 
specific services and patient groups, such as people living in rural or remote areas. From 2017, this included 
subsidised psychology sessions via video.  In 2018, there were approximately 150,000 telehealth consultations for 
rural/remote area patients (Snoswell, Mehrotra et al., 2020, n.p).  
 

 
1Telehealth can refer to any health care service delivered remotely via technological means and encompasses a range of modalit ies. However, 
in this context, telehealth refers to real-time telephone or video consultations between practitioner and patient for clinical purposes. Common 
uses for telehealth include diagnosis, screening, monitoring, education and counselling. Telehealth is one of several terms such as telemedicine 
which may be used interchangeably in some contexts or have distinct definitions in others. 
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Psychiatrists were the doctors most likely to use telehealth, although it was far from common practice (Centre for 
Online Health, 2022, n.p). In the year before COVID-19, only 0.7% of specialist consultations were telehealth 
consultations (De Guzman et al., 2021, p.612). For general practitioners (GPs), the proportion of telehealth 
consultations was negligible (Snoswell, Caffery, et al., 2021, p.738).  
 
Barriers to uptake 
 
Its many disparate communities should have placed Australia at the forefront of telehealth adoption. Yet, ‘despite high 
unmet demand for health services across rural Australia’, uptake of telehealth had been described as ‘slow, 
piecemeal and ad hoc’ (Warr, 2021). Telehealth was rarely used in metropolitan centres, even though Australians 
generally embraced technology related services like online banking enthusiastically.  
 
Research indicated issues with both supply and demand. Although the average household had 17 devices connected 
to the internet (Thompson, 2019), inadequate internet access and difficulties using technology still impacted many 
patients. Ignorance of telehealth services and lack of Medicare coverage were also barriers (St Clair and Murtagh, 
2019, p.174). Problems could be caused or compounded by factors like age, disability, socioeconomic status and 
language proficiency. Almathami et al. (2019) mapped a variety of factors influencing telehealth uptake (Exhibit B). 
 
For practitioners, uncertainty about risks and benefits, unfamiliarity, limited MBS eligibility, interoperability issues and 
cost concerns discouraged telehealth use (Armfield et al 2014, p.530-531). Doctors tended to be late adopters when it 
came to tech, Edwards observed, and were amongst the last hold-outs still using fax machines. There was also 
considerable variability in ICT infrastructure and support between medical practices, noted Paul Creech, then 
managing health programs and payments at Services Australia2. At one end of the spectrum were large corporate 
practices with multiple branches, at the other, small outfits run by sole traders.  
 
Conversely, most clinicians had few incentives to adopt telehealth. Costs and inconveniences associated with 
attending in-person appointments were usually borne by patients, for example.  Wade et al.’s 2014 study of telehealth 
services concluded that, ‘clinician acceptance explains much of the variation in the uptake, expansion, and 
sustainability of Australian telehealth services, and that clinician acceptance could, in most circumstances, overcome 
low demand, technology problems, workforce pressure, and lack of resourcing,’ (p.682). 
 
Yet practitioners were far from homogenous. ‘The medical profession is quite powerful politically,’ observed Creech, 
‘Yet it's also quite fragmented, different members have different views. Some of the sector fully embraced telehealth 
because they were ready for it’. This especially applied to clinicians who already had telehealth experience.  
 
Other factors 
 
At the beginning of 2020, the rollout of the National Broadband Network (NBN) was 90% complete (Ryan, 2020) 
making telehealth increasingly viable. Yet not uniformly so. Some areas enjoyed high speeds and reliable connections 
while others contended with variable speeds and regular dropouts. Growing data consumption threatened to heighten 
the disparity.  
 
My Health Record, the federal government’s electronic personal health record program, meanwhile facilitated 
information sharing between providers on behalf of patients. Although enrolment went from optional to compulsory in 
2019, still fewer than 10% of health records were being accessed (McCauley, 2019) and more than a quarter of GPs 
were not yet using the system (Digital Health Agency, 2019).   
 
Telehealth policy 
 
Barriers notwithstanding, plans to expand telehealth were already under consideration. Since June 2015, the 
Government’s Medicare Benefits Schedule Review Taskforce had been reviewing the full slate of 5,700+ MBS items 
to determine what should be changed, added or dropped. Telehealth was a particular area of focus: specifically, how 
innovations in telecommunications could be harnessed to improve affordability, accessibility and outcomes for 
patients and the broader healthcare system. The Taskforce’s final report was due in late-2020. 
 
Towards the end of 2019, the federal government also began work on a new 10-year plan for primary health. Data 
and technology was a major pillar and involved MBS funding for mainstream telehealth services. As with the MBS 

 
2 Services Australia (formerly the Department of Human Services) is the department responsible for delivering welfare, health and child support 
payments, including Medicare rebates. 
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review, telehealth was not viewed as a potential replacement for face-to-face appointments but as an adjunct to usual 
care. 
 
Scaling up at speed 
 
The dangers of COVID quickly cured any qualms about telehealth amongst the medical profession. The public was 
also very anxious to maintain access to healthcare. Doctors’ associations and other peak bodies now backed rapid 
and widespread telehealth adoption. ‘It's amazing what you can do in any kind of policy setting when there's a 
pragmatic preparedness to actually agree a way forward,’ said Creech. ‘Basically, the risk equation changed,’ 
remarked Balodis in explaining why a normally conservative profession agreed to such radical change. Although they 
also had little choice.  
 
In order to help the most vulnerable as soon as possible, the Health Department devised a telehealth plan (Exhibit C) 
to be rolled out in stages and adjusted according to the evolving situation. During the initial phases, Medicare funded 
telehealth would be available to available to GP patients and/or practitioners at elevated risk of COVID. Certain 
specialists and allied practitioners would also be able to offer telehealth appointments. By the end of March 2020, 
telehealth would be open to all eligible Medicare recipients in Australia, with the range of services to be expanded in 
April. 
 
Practitioners could use whatever equipment they chose for telehealth consults, so long as it was clinically appropriate 
and compliant with privacy laws. ‘We quickly got strong feedback from the medical profession that they weren't well 
equipped to handle video, both in terms of what they had in their practice with their software, and broadband – 
especially in rural towns.’ recalled McCabe. They wanted ‘a really easy method for doctors to have the consult without 
having to worry about any technological barriers or whether their patients had access to a video device,’ he said. 
 
From an administrative perspective, the Health Department concluded that the quickest way to enable telehealth was 
to create telephone and videoconference analogues of select Medicare items. These ‘mirror’ items were given 
individual billing numbers, so they could track usage, and would be reimbursed at the same rate as in-person visits. 
Officials began by assessing which MBS items would work remotely and best fulfill the needs of patients. Fortunately, 
the MBS’s governing legislation (the Health Insurance Act, 1973) allowed the Health Minister to quickly add new items 
on a short-term or interim basis. 
 
Meanwhile, Services Australia (previously the Department of Human Services) had responsibility for distributing 
Medicare benefits, which involved updating the payment system. Adding a couple of new items was one thing, adding 
hundreds at a time to a somewhat antiquated system was another matter entirely, Health officials recalled. 
 
Initially, practitioners were required to bulk-bill all telehealth consults to encourage patients to remain at home, 
wherever possible, without financial penalty.  At the same time, the Health Department established an incentive 
payment to enable practices to stay open for on-site appointments where needed. While doctors were initially willing 
to comply, their response was not positive. 
 
‘We know that general practice viability is pretty marginal,’ commented Dr Michael Wright of the Royal Australian 
College of General Practitioners, ‘A lot of practices only work on a margin of 2–3% profit, and a simple change like 
introducing these bulk-billing restrictions will make many practices unprofitable and not viable in the long term.’ Dr 
Maria Boulton, GP and an Australian General Practice Alliance director, said: ‘The Government has basically turned 
us into bulk-billing clinics, [but] we don’t want to be bulk-billing clinics because we don’t want to have to see 8 to 10 
patients an hour in order to continue to provide patients with all the services they get,’ (Tsirtsakis, 2020). 
 
Yet consultations were only one part of the equation, noted Daniel McCabe. ‘When suddenly, you had doctors and 
patients in lockdown, we quickly worked out that paper-based [processes] for managing and supporting patients just 
wasn't going work. So, there was a huge coming together across the sector to do things that we had thought about for 
a long time.’ This included fast-tracking electronic prescriptions, in conjunction with the pharmacy sector. Electronic 
prescribing had been mooted for some time, but COVID made it a reality in a matter of weeks. The Health 
Department also provided funding for medicine home-delivery, said Roland Balodis. 
 
Meanwhile, Health officials were mindful of compliance risks. For privacy reasons, the Health Department had 
relatively little insight into the substance or quality of doctor-patient consultations, as compared to other government-
funded services. Would the convenience of telehealth encourage improper billing or inappropriate practice? In 2019–
20, there were 126 referrals to the Department’s Professional Services Review (PSR) unit and repayment orders 
exceeding $21 million.  For the previous 5 years, PSR received an average of ~100 referrals per annum (Professional 
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Services Review, 2020, pp.11-12). A 2020 Australian National Audit Office (ANAO) noted several reports which 
estimated the cost of non-compliance to be somewhere between $366 million and $2.2 billion in 2018-2019 (ANAO, 
p.22). It also described the Health Department’s approach to dealing with non-compliance as ‘partially appropriate’ 
(ANAO, p.7).  
 
Investigations were prompted by tip-offs or data analysis. Doctors/practices making unusual or excessive claims 
(when measured against comparable practices) could be referred for audit. In addition, investigations could also be 
triggered by breaching the “80/20” rule: i.e., ‘when a medical practitioner has rendered or initiated 80 or more 
professional attendance services on each of 20 or more days in a 12-month period,’ (Department of Health and Aged 
Care, 2022). However, fraud and inappropriate practice were not the only reasons for non-compliance. Billing errors, 
due in part to the complexity of the Medicare system, were a notable problem.   
 
To begin with, the department planned to monitor new MBS telehealth items in the same way as other Medicare 
services. 
 
A nationwide experiment 
 
As March rolled over into April, the risk of COVID-19 showed no signs of abating, and many Australian towns and 
cities were now subject to strict lockdowns. A vaccine was thought to be a year or two away, at the earliest, and there 
were few COVID treatments besides supportive care. Minimising physical interaction was imperative, so Australian 
clinicians and patients embarked on the great telehealth experiment.  
 
It had taken a mammoth effort to get to this point. Health officials created more than 270 new Medicare items within 
weeks, something that would normally take over a year, Creech observed. Looking back, Health Minister Greg Hunt 
remarked: ‘There was a 10-year plan to roll telehealth out. We put that together in 10 days,’ (Burton, 2021). Though 
not quite accurate, it wasn’t far off. 
 
After years in the policy backwoods, telehealth had suddenly gone from niche to mainstream. Doctors and patients 
meanwhile had to navigate new processes, platforms and/or technologies amidst considerable upheaval. Analysis by 
the University of Queensland’s Centre for Online Health found that of the 16.2 million Medicare consultations during 
April 2020, over 35% were telehealth consultations. The vast majority of appointments (~91%) occurred over the 
phone (Exhibit D). GPs and specialists both used telehealth at comparable levels, however mental health and 
psychiatric consults were significantly more likely to occur remotely (Exhibit D).  
 
In April 2020, the Australian Bureau of Statistics (ABS) found that 17% of its household survey respondents had used 
telehealth, rising to 20% in June 2020. Close to 50% indicated that they were likely to continue using telehealth 
services after COVID-19 restrictions were lifted. This number increased to over 50% for women and respondents 
under 65 (Australian Bureau of Statistics, 2020). The main reasons people offered for continuing to use telehealth 
were: convenience (69%), saving time (37%) and not having to travel (37%) (ABS, 2020). People who didn’t envisage 
using it post-COVID either preferred in person visits or had a condition that precluded telehealth use (ABS 2020, n.p). 
 
In terms of a policy journey, it's a really interesting one,’ Caroline Edwards reflected, ‘because it started off as an idea 
that had been kicked around for years, then brought in in a small way, then accelerated to universal. Of course, once 
you get to universal then the policy issue is do you leave it there? Or do you pull it back?’ 
 
Growing pains 
 
Although uptake was rapid, adjusting to telehealth wasn’t necessarily easy. One survey of medical industry 
professionals found that many felt that telehealth had been a ‘forced adoption’ which required persistence to feel 
comfortable and confident in using (Taylor et al., 2021, p.1). Research by White et al. (2022) also identified some of 
the challenges clinicians experienced. ‘Most of our patients don’t have mobile phones or [aren’t] confident managing 
of them… a lot of them don’t have somebody that can help them to set it up,’ noted one specialist. ‘It takes about 10 
minutes for us to get the person prepared, and 10 minutes is a long time for us to waste,’ remarked another (p.4). 
Although telehealth consultations were usually shorter than regular appointments, clinicians reported that they took 
more preparation time (p.7). 
 
Clinicians were also frustrated that patients didn’t always treat telehealth the same as in-person visits and were often 
late, unprepared or distracted. Said one GP, ‘I had a consultation with someone who was in the middle of a paddock, 
and we have had conversations with people that were shopping,’ (White et al., 2022, p.5). Meanwhile, doctors 
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lamented the loss of information gleaned from their patients’ gait, stance and other physical cues. Said one GP, ‘The 
consultation starts in the waiting room, so you are missing out on that completely,’ (White et al., 2022, p.5). 
 
On the positive side, Taylor et al. (2021) reported, ‘perceived significant changes in managerial and medical culture, 
and the legitimisation of telehealth services as a mode of access to care,’ (p.1). Moreover, time and growing familiarity 
with remote consultations meant that ‘old fears surrounding telehealth had, ‘in many cases been proven to be 
baseless,’ (p.6). Said one respondent: ‘The external huge risk of COVID made inroads into the status quo... the nature 
of normal risk aversion and standard fear of change got beaten to death by the much larger imposed risk profile,’ 
(p.6). 
 
Not what the doctor ordered 
 
‘Originally, we started with a model that you could only bulk bill telehealth items. If you wanted to charge out-of-pocket 
that had to be done by face-to-face,’ recalled Daniel McCabe. Health Minister Greg Hunt was keen to ensure that GP 
appointments, in particular, were as accessible as possible.  
 
However, revenue loss due to compulsory bulk billing and the cost of COVID compliance had further squeezed 
practices already under pressure. Declining business across many specialties saw some practitioners lobby the 
Health Department hard to make more telehealth items available, sometimes questionable ones. Remarked one 
official: 'I kept joking to people that I was just waiting for the call from the cardiology association to argue that you can 
do a triple bypass over the phone.'  
 
Doctors’ representatives did however argue that mandatory bulk billing was unconstitutional due to Section 51(xxiiiA) 
which permitted the Commonwealth to provide medical and dental services but not compel any form of civil 
conscription (Mendelson, 1999, n.p). That is, practitioners could not be forced to work for the government – a 
provision designed to protect the professional independence of practitioners and the doctor–patient relationship.  
 
Following industry pushback, compulsory telehealth bulk billing for all was rescinded in early April 2020 – though GPs 
were still obliged to bulk bill for children, concession card holders and vulnerable patients (Exhibit A). (Mandatory bulk-
billing for specialists and other allied health professionals using telehealth was discontinued later that month.) At the 
same time, the government doubled the bulk billing incentive and Practice Incentive Payment to further encourage GP 
clinics to stay open. However, general practitioners claimed that the bulk-billing requirements were still too broad and 
threatening practice viability.  Eventually, the government relented and from October 2020, doctors were permitted to 
resume discretionary bulk-billing (Exhibit E).   
 
That wasn’t the only issue that cropped up, as Edwards recalled: ‘During the course of the year, there were numerous 
reports that corporate clinics were basically just swooping in and poaching patients [to create]  purely telehealth 
practices. This was very damaging to the pre-existing business of doctors and it posed a risk to patient care.’ Added 
McCabe, ‘We didn’t want Medicare or general practice to become completely commoditized to the point where the 
continuity of care for patients was lost because we had these new businesses set up as online channels only.’  
 
In response, explained Louise Riley, the Health Department introduced a new eligibility requirement: from July 2020 
patients needed a pre-existing relationship with their doctor/clinic. This meant that patients must have attended the 
practice in person at least once during the prior 12 months (Exhibit E). Yet McCabe noted: ‘We then had to answer 
questions like: “How do we manage homeless people that may not have a GP?” “How do we manage sensitivities 
around domestic violence and sexual health where patients may not want to use their normal practice?”’ The 
Department created a list of limited exemptions which also included infants, residents under lockdown, new arrivals 
and people with exigent circumstances. 
 
Here to stay 
 
At the beginning of October 2020, the federal government announced that telehealth would be funded to the end of 
March 2021, later extended to the end of the year. In December 2021, the government decided to make telehealth 
services a permanent part of the MBS (Exhibit E). The move was broadly welcomed, especially since COVID was far 
from over. By late 2022, there had been approximately 111 million telehealth consultations since the beginning of the 
pandemic (Exhibit F). 
 
‘What we've got now is we've got a system where telehealth is deeply embedded into the into the system, very 
popular and very good for productivity,’ Caroline Edwards reflected, ‘but some real issues about the increasing 
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number of services and whether that's good or not.’ The overall number of GP consultations, for example, had risen 
from pre-pandemic levels and were yet to subside more than two years later (Exhibit G).  
 
The fact that telephone consultations still far outweighed video was another issue. A Royal College of General 
Practitioners survey (RACGP) found that in April 2020, 30% of GPs had attempted video consulting at least once; by 
June 2020 it was 55% (RACGP, 2021, p.7) Despite that, video calls were still only a small fraction of telehealth 
appointments. GPs who had never attempted to use video most frequently cited lack of technology, no perceived 
benefit over phone consultations, and patient preference as their reasons for avoiding video calls (RACGP, 2021, 
p.7).   
 
Though Edwards had since moved on from the Health Department, she described the questions officials faced: Going 
forward, how do we make sure, both for quality of care and for financial reasons, that the right people are getting the 
right sort of services?”, “Are we pushing more services than are needed, or are we meeting unmet demand?” I think 
they're things they’re still trying to work through’. Noted McCabe, ‘We don't want to end up in a situation where we 
push patients further down the “food chain” [to specialists] because they're not having a physical consult with a GP.’  
 
Compliance was also an ongoing concern. Two years on from the beginning of COVID, Health officials hadn’t 
detected any significant change in fraudulent activity or inappropriate practice. One theory was that the rise in 
services was because GPs were now being compensated for some of their work between appointments, such as 
calling patients with test results. Recalled Edwards, ‘I remember when I had pneumonia a few years ago that my 
doctor rang to check if I was ok. That sort of good practice was not reimbursed at all by Medicare. The way the 
system was set up, it was a disincentive.’ 
 
Several changes to telehealth were made in July 2021, the main one being that most GP telephone telehealth items 
were dropped except for brief consultations.3 While this prompted an immediate videoconferencing boost, the effect 
was short-lived (Guzman et al., 2020, n.p). Meanwhile, patients seeking GP telehealth services for mental health, 
eating disorders and sexual/reproductive matters were also exempted from existing relationship requirements. 
Proposed changes to Medicare compliance rules applying stricter limits to telehealth claims were deferred.  
 
Looking back and ahead  
 
As difficult as the past few years had been, they had provided the impetus needed to take telehealth mainstream ‘I 
think the pandemic in many ways exposed some of the myths that we all shared: “Well, things have always been this 
way, so they have to continue being this way.” The pandemic showed a lot of people that we actually can do things 
differently,’ said Daniel McCabe. It also helped, Edwards noted, that Health Minister Greg Hunt was prepared to give 
Health officials wide scope and flexibility in the implementation of telehealth. 
 
Fortunately, they didn’t have to start from scratch. ‘It's fair to say that we probably had a lot of the right tools that we 
needed at our disposal,’ noted Medicare Reviews Unit Director Roland Balodis, ‘though some of them might have 
been used in an unorthodox way to achieve the right outcome.’ Services Australia’s then manager of health programs 
and payments Paul Creech took a similar view: ‘Australia does have a pretty good national health system when it 
comes to Medicare, and it's a really good fee-for-service model. So that was a helpful foundational piece and we had 
a couple of other key pieces of national infrastructure like the Pharmaceutical Benefits Scheme (PBS) and the My 
Health Record.’  
 
‘COVID has been a catalyst for a whole heap of things that have needed to happen,’ remarked Balodis, ‘But now we 
need to think about: Does it change where we might have thought we were headed?’ Because scaling up telehealth 
had overtaken other priorities, Caroline Edwards reflected that it may have derailed broader primary care reform. Yet 
she wasn’t sure telehealth would have happened without a triggering event like COVID: ‘If you hold things up till 
you’ve got all your ducks in a row, chances are you will miss the moment. And this is a good example of that,’ she 
said. The consequences of going too slowly on reform or missing the window for change were often underestimated, 
Edwards observed, ‘Perhaps the way we look at the risk matrix has to be adjusted.’ 
 
Telehealth had served its purpose in keeping primary care services running and reducing the risk of infection during 
the most dangerous stages of the pandemic. By the end of August 2022, telehealth consultations had fallen to 22% of 
all MBS services, down from nearly 36% in April 2020 (Exhibit F). Yet it had proven to be more than a stopgap 
measure. It also had multiple flow-on benefits, including the opportunity McCabe noted, to advance new models of 

 
3 Protest from advocacy groups led to the reinstatement of longer telephone consultations in specific circumstances. 
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care that didn’t require face-to-face consultations such as virtual hospital wards and outpatient visits. Telehealth was 
also generating a huge bank of data to better evaluate telehealth itself and coordinate care.  
 
However, Creech cautioned, it was incumbent on governments to use that information wisely, ‘Rightly or wrongly, 
people have always seemed to be a little bit fearful of what government does with their data. And we as a government 
have got quite a bit of work to do to build that trust and, because the benefits that could come with the proper use of 
health data could be absolutely amazing.’  
 
Realising those benefits though, would also require governments to address the digital divide between those with the 
skills and tools to utilise telehealth fully, and those without. Many Australians still missed/delayed important medical 
appointments during 2020-2021, despite government messaging urging patients not to. For example, Cancer 
Australia research found that there had been an 8% drop in diagnostic procedures across 14 types of cancer (Cancer 
Australia, 2021, p.vii). Difficulties accessing or using telehealth amongst vulnerable cohorts may have contributed to 
the problem. 
 
Practitioners would also require support. One study of a Brisbane clinical network found that, ‘Telehealth is unlikely to 
be sustained without a clear strategy including determination of roles and responsibilities across the organisation. 
Clinician resistance due to forced adoption remains a key issue. The main motivator for clinicians to use telehealth 
was improved consumer-centred care. Benefits beyond this are needed to sustain telehealth and improvements are 
required to make the telehealth experience seamless for providers and recipients,’ (Thomas et al., 2022, p.1). 
 
Louise Riley observed that the pandemic and telehealth experience had forced Health officials and stakeholders to 
communicate much more frequently, improving working relationships. It had also been an occasion for government to 
pull together, uniting different areas in a common cause.  Yet harnessing the momentum also entailed personal 
hardship. Said Edwards, ‘The human costs to public servants and others over the pandemic has been huge. So, you 
can do “telehealth in 10 days”, but you can't run at that pace all the time.’ ‘COVID really did provide the disruption 
needed to roll out [telehealth] in a hurry,’ Creech reflected, ‘but we're still only three quarters of the way down that 
journey, there's still an awful lot that has to be done.’ 
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Exhibit A: The Medicare system 
 
The Australian government introduced universal health care through Medicare in 1984. The program is funded by 
general tax revenue and government levy and represented more than 40% of total federal healthcare expenditure in 
2019-2020 (Phillips et al., 2019).  The increasing number and use of Medicare services was the greatest source of 
rising health care costs. 
 
Medicare provides free hospital care to all citizens, and eligible residents, in conjunction with the states and territories. 
It also covers or subsidises a wide range of medical consultations, tests, procedures and treatments via the Medicare 
Benefits Scheme. These benefits are assigned to the patient who transfers them to their practitioner, usually via an 
automated payment system. Alternatively, the patient pays for the service upfront and then claims the benefit back 
through Medicare. 
 
The Medical Benefits Schedule (MBS) lists the government designated fees for eligible medical services. Most items 
listed are remunerated on a fee-for-service basis, though several other types of payments have been introduced in 
recent years. General practitioner (GP) visits are paid at 100% of the scheduled fee; specialist visits are reimbursed at 
85%, with patients contributing the remainder. Medical services provided without any out-of-pocket expense to 
patients are described as ‘bulk billed’. However, practitioners in private practice are at liberty to charge above the 
scheduled fee. According to government figures, 86% of GP visits in 2019 were bulk billed (Department of Health, 
2019).  
 
However, that number referred to services rather than patients. An Australian Institute of Health and Welfare report 
found that only 66% of GP patients had all their services bulk billed. Meanwhile, some 50% of Australians using 
Medicare services outside hospital had incurred additional costs. These costs could vary considerably depending on 
locality and specialty (Australian Institute of Health and Welfare, 2018, p.1). 
 
Doctors had for many years complained that MBS fees did not adequately cover the burgeoning costs of practicing 
medicine and the increasingly complex cases they treated. Describing the situation, Royal Australian College of 
General Practitioners President Dr Karen Price said, ‘General practice is the most efficient element of the healthcare 
system and performs an invaluable service to the community, yet many clinics are struggling to stay afloat due to a 
lack of investment in primary care and the ongoing effects of the Medicare freeze… The current fee-for-service 
system is weighted in favour of high-volume, low-value care and is not sustainable,’ (Woodley, 2021). The Medicare 
freeze referred to the government’s hold on raising scheduled fees, first introduced in 2013 and expected to continue 
until 2020 (Dickinson, 2019). 
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Exhibit B: Factors influencing telehealth.  
 

 

 
 

Note: HOHC = Home Online Health Care 
Source: Almathami et al., 2019, n.p.) 
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Exhibit C: Telehealth rollout schedule 
 

 

 
Source: Desborough et al., 2020, p.105. 

 
 
Exhibit D: Medicare Benefits Schedule Telehealth Summary April 2020 
 

 

 
Source: Smith et al. (2020), n.p. 
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Exhibit E: Changes to telehealth March 2020- January 2022 
 

 

 
Source: Royal Australian College of General Practitioners (2022), p.1. 

 
 
Exhibit F: Medicare telehealth activity, (Quarter 2) 2022 
 

 

 
 

Source: Snoswell et al. (2022) n.p.  Accessed 7/8/2022 
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Exhibit G: Quarterly breakdown of GP and specialist consultations 
 

 

 
 

 
 

Note: *Specialists does not include psychiatrists 
Source: Snoswell et al. (2022) n.p.  Accessed: 7/8/2022 
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