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NATIONAL RURAL HEALTH ALLIANCE 
CONTRIBUTION TO THE AUSTRALIAN NATIONAL AUDIT OFFICE - AUDIT OF EXPANSION OF 

TELEHEALTH SERVICES 
 
 
BACKGROUND 

The Alliance is the peak body for rural and remote health in Australia. We represent 45 member 

bodies (see Appendix 1), and our vision is for healthy and sustainable rural, regional and remote 

(rural) communities. The Alliance is focused on improving the health and wellbeing of the 7 million 

people residing outside our major cities. Our members include health consumers, health care 

professionals, service providers, health educators, students, and the Indigenous health sector. 

The Australians who live in rural, regional and remote Australia enjoy the benefits of living in smaller 

communities with a strong sense of community spirit, less congestion and, depending on location, 

more affordable housing. However, people living in rural Australia have poorer access to health 

services than other Australians, with the number of health professionals (including nurses and 

midwives, allied health practitioners, general practitioners, medical specialists and other health 

providers) decreasing as geographic isolation increases. Per capita, rural areas have up to 50 per 

cent fewer health providers than major cities. As a result, Australians living in rural, regional and 

remote areas have, on average, shorter lives, higher levels of disease and injury, and poorer access 

to and use of health services, compared with people living in metropolitan areas.i  

The National Rural Health Alliance believes that all Australians, wherever they live, should have 

access to comprehensive, high-quality, accessible and appropriate health services, and the 

opportunity for equitable health outcomes. The Alliance does not consider that poor health or 

premature death should be an accepted outcome of living in rural, regional and remote Australia. 

EXPANSION OF TELEHEALTH SERVICES 
 
The Alliance is pleased to be able to contribute to the Australian National Audit Office (ANAO)’s 

audit to assess whether the Department of Health has effectively managed the expansion of 

telehealth services during and post the COVID-19 pandemic. The Alliance notes that the ANAO 

proposes to examine: 

Was the expansion informed by robust planning and policy advice? 

Was the expansion supported by sound implementation arrangements? 

Has monitoring and evaluation of the expansion led to improvements? 

The Alliance will endeavour to direct comments to the scope of the audit as outlined by the ANAO, 

noting however, that the Alliance’s comments cannot be framed in the context of “post the COVID-



 

 

19 pandemic” as COVID-19 case load data would suggest that Australia is not currently in a post 

pandemic environment. There are currently more than 3,000 people in hospital with COVID. In total 

in Australia, we have had 8 million cases of COVID-19 and in excess of 10,000 deaths. 

The Alliance also notes that the ANAO does not have a role in commenting on the merits of 

government policy, rather the audit will focus on assessing the efficient and effective 

implementation of government programs, including their intended benefits. The Alliance will seek to 

ensure that this contribution is focussed on the implementation rather than policy aspects of the 

expansion of telehealth services, including their intended benefits. However, in some circumstances 

the distinction between policy and implementation is not always clear.  

RESPONSE 

The Alliance commends the Department of Health for the speed of the rollout of the changes to 

telehealth services in response to the COVID-19 pandemic and acknowledges the professional 

efforts and personal sacrifices made by Department of Health officials to deliver the telehealth 

rollout in an unprecedently rapid timeframe. 

The Alliance has a particular interest in telehealth as it is an important addition to the suite of 
initiatives which can improve access to healthcare for people living in rural Australia. Generally, the 
Alliance considers telehealth to be an important supplement to rural healthcare, but not a substitute 
for access to quality, affordable, accessible multidisciplinary face-to-face healthcare. It is important 
that the provision of face-to-face healthcare in rural Australia is not undermined by urban based 
telehealth providers who are not experienced in the circumstances of rural Australians. However, 
telehealth can be an important option for rural Australians to access healthcare in certain 
circumstances, and this is particularly the case in the context of the COVID-19 pandemic. 

The response by the Australian and State and Territory Government’s to the developing pandemic 

during 2020, necessitated a rapid move to a broader application of telehealth beyond rural Australia 

to the full spectrum of Australian society. 

The Alliance would like to highlight a number of aspects of the expansion of telehealth services for 

comment as outlined below.  

Level C telephone telehealth consultations 20 minutes or longer 

From March 2020 additional telehealth item numbers were added to the Australian Medicare 
Benefits Schedule (MBS) to encourage physical distancing during the COVID-19 pandemic. These 
MBS telehealth items introduced on a temporary basis in response to the COVID-19 pandemic will 
now (with some exceptions) become permanent.  
 
The telehealth changes implemented in response to COVID-19 have be extensively utilised. For 
example, since the beginning of the pandemic through to April 2022, general practitioners (GPs) 
provided nearly 90 million telehealth services. Significantly phone consultations accounted for 96 
per cent of these services. Indeed, from the time it was introduced in July 2021 through to April 
2022, item 92746 (for GPs), which covers phone consults lasting 20 minutes or more, has been 
claimed around 930,000 times. 
 
The data on telephone versus video telehealth indicates a strong preference by both providers and 
patients for telephone telehealth. It is generally acknowledged that video telehealth consultations 
have significant clinical benefits and provide a greater opportunity for a comprehensive assessment 

https://www.servicesaustralia.gov.au/medicare-statistics?context=1


 

 

of patients. This is presumably the basis for the decision to remove the MBS items for longer 
telephone telehealth consultations to encourage greater use of video telehealth.  
 
From 1 July 2022, MBS Level C phone consultations (20 minutes or more) have ceased. This 
cessation was originally scheduled to be phased out from the middle of 2021 but was extended until 
31 December 2021 and extended again until 30 June 2022. The implementation of this policy has 
made an exception to changes for telephone telehealth consultations for patients in rural and 
remote communities (MMM 6 and 7 regions) which will still be covered for extended (20 minutes for 
more) telephone telehealth consultations. This policy exception is presumably acknowledging the 
challenges accessing reliable telecommunications infrastructure in these areas.  
 
While it is noted that Level C telephone items will continue to be available for consultations less 
than 20 minutes and in MMM 6 and 7, there is widespread concern that the changes to accessing 
Level C telephone consultations will affect the most disadvantaged people in the community, in 
particular people living in rural Australia. 
 
While video has the potential for higher quality care, it cannot compete with the relative ease and 
accessibility of the telephone. There are a number of reasons why health providers and patients may 
prefer telephone consultations: 
 

• Faster – for busy health practitioners the time taken for a telephone consultation can be 
fully utilised on clinical matters, rather than time spent overcoming technical barriers 

• Simpler - it requires lower levels of technology and digital literacy 

• Accessible – many practices and/or patients do not have access to the required technology 

• Equity of access –it is not just people living in MMM 6 and 7 that have issues with reliable 
and accessable telecommunications or problems accessing the necessary internet accessible 
smartphone, tablet or computer. 

 
These barriers disproprtionately affect lower socio-economic status, people with a disability, older 
Australians and Aboriginal and Torres Strait Island peoples and people living in rural, regional and 
remote Australia. 
 
The National Rural Health Alliance is particularly concerned at the impact that these changes to 
Level C telephone consultations will have on disadvantaged people living in rural Australia. People 
living outside capital cities tend to be older, sicker and poorer than their metropolitan counterparts. 
This directly affects their need to access healthcare and their capacity to pay for that access. 
 
Analysis of data from the University of Queenslandii on telehealth usage during 2020 showed that 
not only was telehealth by video proportionately underutilised across all geographic areas, this 
underutilisation was even more extreme for areas outside capital cities. This would indicate that 
videoconferencing for telehealth was serving capital cities significantly more than rural Australia.iii 
Doctors and nurses in Australian general practice reported both provider - and patient-end barriers 
to video consultation during COVID-19, including lack of necessary equipment, limits in expertise and 
capability, and technical disruptions. 
 
Geography plays a critical role in digital inclusion in Australia. The Australian Digital Inclusion Index 
(ADII) reveals substantial differences between Australians living in rural and urban areas. In 2020, 
digital inclusion was 7.6 points higher in capital cities (65.0) than in rural areas (57.4). ivThe ADII data 
reveals significant differences between rural and urban areas with a capital city – country gap 
evident across all three of the dimensions measured – access, affordability and digital ability.  
 



 

 

In 2021, a national survey of 448 Australian general practitioners showed that the uptake of video 
consultations is lower in those areas with higher proportions of people aged 65 years and over, as 
well as in lower socioeconomic areas. There are 2.5 million Australians who do not have access to 
the internet because it is unaffordable or they have poor digital literacy. The majority of those 
without access to internet services are people aged 65 years and over, those with disabilities or 
chronic conditions, and those living in rural areas.v 
 
Digital literacy has been highlighted as an ongoing barrier to accessing digital health. On average, 
people living outside major cities are older and this is relevant for digital literacy. A 2018 reportvi for 
the Australian Government’s eSafety Commissioner, that surveyed 3,602 Australians over 50 years 
of age, found that 30 per cent of those aged 80 years and over and 12 per cent of those aged 70 – 79 
years, did not have a digital device at home for personal use. Further, ownership of a device did not 
necessarily mean that it was used as, 'approximately 30 to 40 per cent had never accessed these 
devices’. The use of devices by older Australians was linked to digital literacy with three-in-ten being 
highly literate, three-in-ten moderately literate and around one-quarter of low literacy. Three - 
quarters of the digitally disengaged group were aged 70 years and over. 
 
Additionally, bandwidth limitations in rural areas mean that concurrent access to internet and 
videoconferencing is not possible. These factors significantly hamper the ability of providers to 
utilise digital solutions as a component of service delivery in rural healthcare settings.  
 
The National Rural Health Alliance does not consider that the full implications for disadvantaged 
communities, including those living in rural Australia, were fully considered in the decision to limit 
access to Level C telephone consultations. The Alliance recommends that the ANAO examine the 
impacts of the changes on disadvantaged communities, including people living in rural Australia, in 
its consideration of whether the ‘expansion has supported sound implementation arrangements’ 
and ‘led to improvements’. 
 
Rural loading for certain telehealth MBS items 
 
In 2011 a series of new MBS items were added to allow a range of existing MBS attendance items to 
be provided via video conferencing by specialists, consultant physicians and psychiatrists. These 
video consultations involved a single specialist, consultant physician or psychiatrist attending to the 
patient with the possible support of another medical practitioner, a participating midwife, practice 
nurse or Aboriginal health worker at the patient end of the video conference. These items allowed 
for a 50 per cent loading to be added to the fee, paid to the specialist if the patient was bulk billed or 
to the patient if there was an out-of-pocket cost. Under these arrangements the specialist, 
consultant physician or psychiatrist could be located anywhere throughout Australia but the location 
of the patient at the time of the consultation had to be in a remote, regional or an outer 
metropolitan area.  
 
In the context of announcing telehealth as a permanent feature of healthcare at the end of 2021, a 
large number of MBS items including rural telehealth numbers were removed, including the 2011 
MBS rural loading telehealth items. This included the removal of item 288 for video psychiatric 
consultations. The reason for their removal was that they duplicated newly introduced telehealth 
MBS items. Significantly, these newly introduced MBS items do not include a 50 per cent rural 
loading.  
 
As outlined above, these 2011 MBS telehealth items included provision for linked patient-end 
support items. The patient-end support items associated with the 2011 telehealth program will 
continue to be available where support is provided by an Aboriginal Health Worker, practice nurse 



or optometrist (available Australia wide), but not by a GP, medical specialist, other medical 
practitioner, midwife or nurse practitioner. 

The removal of these items means that many specialists, consultant physicians and psychiatrists no 
longer have the capacity to bulk-bill their items. Providers are now faced with the option to either 
absorb the costs themselves or pass the load on to their patients, many of whom have limited 
financial means and struggle to pay gap fees. Patients will lose access to services and/or pay more 
for their telehealth. The provision of patient - end support has also been restricted.  

It has been argued, that in removing these MBS items, the Department of Health misinterpeted the 
original justification for the rural loading, assuming it was merely an incentive to utilise telehealth 
and therefore redundant, rather than recognising the additional barriers experienced by rural 
Australians accessing healthcare.  

The National Rural Health Alliance recommends that the ANAO examine the impacts of these 
changes on the access to specialist healthcare for disadvantaged people living in rural communities, 
in its consideration of whether the ‘expansion was informed by robust planning and policy advice’, 
was’ supported by sound implementation arrangements’ and ‘led to improvements’. 

Allied Health Telehealth MBS Codes 

Allied health Chronic Disease Management (CDM) services are currently available face-to-face and 
via telehealth (via video conferencing and telephone). Whilst the permanency of the CMD telehealth 
and telephone codes is important in ensuring adequate access to allied health services, singular 
numbers for all allied health services is an issue. In the existing face-to-face items, there is a separate 
item code for each allied health service (e.g. Item 10953 for exercise physiology) whereas a single 
code is only available for the following allied health CDM items: 

• Item 93000 for telehealth items via video-conference (used for 13 different service items)

• Item 93013 for telephone items – for when videoconferencing is not available (used for 13
different service items).

The consolidation of multiple allied health services into a single MBS item impacts on monitoring 
and reviewing usage of the telehealth/telephone per individual service type. This has meant that 
historical data sets of total usage by individual service type have been compromised. When the 
ANAO is considering the implementation of the expansion and ‘sound implementation 
arrangements’, the issues with the single item should be addressed and consideration given to 
recommending a separate item code being provided for each allied health service delivering a 
telehealth and/or telephone CDM service. 

MBS Items for pharmacists 

There were implications for the expansion of telehealth for community-based pharmacists. The 
pandemic and extended lockdowns resulted in changing and additional roles of community-based 
pharmacists. The move to telehealth and extended lockdowns saw pharmacists remotely providing 
medication advice, working with prescribers to identify and source changes to prescriptions where 
there were widespread medication shortages, ensuring patients did not stockpile medications at 
home, and providing medication advice to COVID patients and close contacts in isolation. These 
wider implications of the telehealth rollout are considerations for the ANAO’s examination of the 
implementation of the expansion and ‘sound implementation arrangements’. 



Gabrielle O’Kane 
Chief Executive Officer 
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Appendix A: National Rural Health Alliance Members (July 2022) 
Organisations with an interest in rural health and representing service providers and consumers 

Allied Health Professions Australia  
(Rural and Remote Group) 

CRANAplus 

Australasian College for Emergency Medicine 
(Rural, Regional and Remote Committee) 

Exercise & Sports Science Australia 

Australasian College of Health Service Management 
(Regional, Rural and Remote Special Interest Group) 

Federation of Rural Australian Medical Educators 

Australasian College of Paramedicine Isolated Children's Parents' Association 

Australian and New Zealand College of Anaesthetists 
and Faculty of Pain Medicine 
(Rural Special Interest Group) 

National Aboriginal Community Controlled Health 
Organisation 

Australian Chiropractors Association  
(Aboriginal and Torres Strait Islander Rural and 
Remote Practitioner Network) 

National Association of Aboriginal and Torres Strait 
Islander Health Workers and Practitioners 

Australian College of Midwives  
(Rural and Remote Advisory Committee) 

National Rural Health Student Network 

Australian College of Nurse Practitioners Optometry Australia (Rural Optometry Group) 

Australian College of Nursing  
(Rural Nursing and Midwifery Faculty) 

Pharmaceutical Society of Australia  
(Rural Special Interest Group) 

Australian College of Rural and Remote Medicine Royal Australasian College of Medical Administrators 

Australian Dental Association  
(Rural Dentists' Network) 

Royal Australasian College of Surgeons  
(Rural Surgery Section) 

Australian General Practice Accreditation Limited Royal Australian and New Zealand College of 
Obstetricians and Gynaecologists 

Australian Healthcare and Hospitals Association Royal Australian and New Zealand College of 
Psychiatrists (Section of Rural Psychiatry) 

Australian Indigenous Doctors' Association Royal Australian College of General Practitioners 
(Rural Faculty) 

Australian Nursing and Midwifery Federation 
(Rural members) 

Royal Far West 

Australian Paediatric Society Royal Flying Doctor Service 

Australian Physiotherapy Association (Rural group) Rural Doctors Association of Australia 

Australian Primary Health Care Nurses Association Rural Health Workforce Australia 

Australian Psychological Society  
(Rural and Remote Psychology Interest Group) 

Rural Pharmacists Australia 

Australian Rural Health Education Network Services for Australian Rural and Remote Allied 
Health 

Carers Australia Society of Hospital Pharmacists of Australia 

Council of Ambulance Authorities Speech Pathology Australia  
(Rural and Remote Member Community) 

 
 


