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ABSTRACT

.
INTRODUCTION:

New Medicare Benefits Schedule (MBS) telehealthitem codes were added in 2020 to allow Australians to gain access to
medical services during COVID-19 lockdown restrictions. Previous studies have been conducted on the utilisation of
specific MBS item codes however none have been conducted on all medical practitioner telehealthitem codes.
OBJECTIVE:

This refrospective epidemiological analysis aims to determine the utilisationrate of newlyinfroduced medical practitioner
telehealth MBS item codes and compare them with the usage of existingin-personitem codes

METHODS:

The utilisation of 319 MBS item codes were extracted from the Medicare Stafistics Database between March 2020 to March
2021. Using count and population statistics a population adjusted rate was generated and a linear regression analysis
undertaken.

RESULTS:

A total of 199,059,309 in-person and telehealth services (Male, n=84,007,935; 42.2%, Female, n=115,051,374; 57.8%) were
utilised during the study period. 147,697,104 were in-person comparedto 51,191,898 telehealthservices.In-person usage
decreased by 27.5% while telehealthincreased by 358.8%. In-person utilisation increased by 32.4% as the year confinued
while the telehealth ufilisation decreased by 40.7%. There was a non-significant increase in total in-person item code
utilisation (p=0.76) and a non-significant decrease (p=0.32) in the total telehealthitem codes used

CONCLUSION:

There was initiallyincreased usage of telehealth especially during lockdownrestrictions. However, whenlockdowns eased,
usage of telehealth decreased while in-personincreased. Regardless, telehealthitem codes continued to be used despite
changes to eligibility criteria and lockdownrestrictions easing. Hence, it appears that patients are acc epting of telehealth
as a healthcare delivery method.
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INTRODUCTION
I
Telehealth has been defined as delivering various aspects
of health information, prevention, monitoring, and medical
care through the use of technology-based virtud
platforms. [1] Telehealth is used to deliver healthcare
remotely to patients with obstacles such as distance or
frailty, obtain a second opinion from a specialist, provide
education, improve efficiency of hospital departments and
friage patient referrals. [2-5] Telehealth has been beneficial
the (COVID-19)

government mandated lockdowns created movement

during coronavirus pandemic as
restrictions creating difficulties to access healthcare in-
person.[6] Telehealth allowedremote delivery of care while
reducing contact reducing virus tfransmission. Additionally,
it was used fo triage patients to determine emergency care
eligibility protecting both vulnerable patients and HCPs.[2,
7] While telehealth has been widely adopted, there has
been some resistance due to perceived difficulties in
diagnostic capabilities, data security as well as high cost
and time investment being required. [5, 8] Clinicians and
patients may also find telehealth difficult fo use due to a
lack of knowledge and education.[?, 10]

Telehealth in Australia is provided through the Medicare
Benefits Schedule (MBS) in the public health sectorand by
private health insurers in the private sector.m” Currently in
Australia, telehealth is mainly delivered through the public
health system.2 First infroduced into the MBS in 2011, the
use of ftelehealth rapidly grew during the COVID-19
pandemic fo facilitate provision of telehealth during
government mandated restrictions.’3 HCPs provide health
care services to patients and charge the corresponding
item code. The cost of this code is paid by the patient
which is fully or partially refunded by the Department of
Human Services. In response fo the pandemic, new
telehealthitem codes were added to the MBS so medicdl
practitioners could bill appropriately. The criteria to allow
medical practitioners to provide telehealth was also
relaxed as previously only patients in vulnerable groups
could access telehealth. [14] This allowed all Australians to
access felehealth. The utilisation of these item codes are
published onto the Medicare Statistics Database (MSD)

which is open-access data. [15] This data is a national
aggregate, hence, itis de-identified. This data can be used
to compare the usage of telehealthitem codes against the
face-to-face codes to determine the adoption of
telehealth.

Itis widely recognised that telehealth usage surged during
the COVID-19 pandemic. However, there has been litte
research conducted in Australia examining the frends over
the course of the pandemic and how this varies by
geography and demographics. Previous studies have
been conducted only analysing trends for the newly
infroduced GP telehealth codes for a period of 3 months
from Mach 2020 to May 2020. [16] Understanding the
variation and trends could help shape future policies
regarding the funding of telehealth post-pandemic.

AIMS
This retrospective epidemiological analysis
determine the utilisationrate of newly infroduced medical

aims to

practitioner telehealth MBS item codes and compare them
with the usage of existingin-personitem codesin Australia.

METHODS
I
The study is reported according to the STROBE guidelines.
[17]

ETHICS APPROVAL

The data was gathered from the open-access Medicare
Statistics Database. Therefore, no ethics approval was
required.

MBS ITEM CODES
The Australian Department of
telehealth/telephone item codes adjacent to equivalent

Health ouflined new
existing in-person item codes allowing for a direct
comparison. [18] The data originated from services

provided by medical practitioners.

A fotal of 319 MBS item codes were examined. The ifem
codes outlined in the MBS factsheet were split into 4
subgroups and hence our study followed the same system.
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[14] The categories of codes and number of codes under
each category islisted below;
1.  General practitioners (GP)
e In-person: 30
e Telehealth/Telephone: 56
2. Other medical practitioners
e In-person: 33
e Telehealth/Telephone: 62
3. Specialists - Specialists, consultant  physician,
psychiatrist, paediatrician, geriatrician, public health
physician, neurosurgeon and anaesthetist  plus
obstefricians, GPs, midwives, nurses or Aboriginal and
Torres Strait Island health practitioner attendances for
out of hospital atftendances
e In-person: 44
o Telehealth/Telephone: 88
4. Dental

maxillofacial surgery attendances (OMFS)

pracftitioner in the practice of oral and
e In-person:?2
o Telehealth/Telephone: 4

STUDY PERIOD

A study period of March 2020 to March 2021 was chosen.
This study periodwas chosen as alarge number of new MBS
telehealth item codes were introduced in March 2020 in
response to the COVID-19 pandemic. Prior to this date, only
a small number of codes were present in the MBS. A study
period of one year was chosen as that was the available
data when this researchwas conducted.

STUDY POPULATION

The study population was Australian residents who are
eligible for the MBS. Thisincludes Australian or New Zealand
citizens, permanent resident visa holders, or applicants for
a permanent resident visa excluding a parent visa.!?
Accordingto the Australian Bureau of Statistics, af the end
of March 2021 the Australian population, therefore those
eligible for Medicare, was 25,704,340. [20]

STATISTICAL ANALYSIS

Medicare item usage reports were generated from the
MSD. Demographics were separated fo show usage per
state, age in 10-year intervals, and sex. Using count and
population statistics, a population adjusted-rate of item
code utilisation was generated (count per 100,000). These
data were importedinto GraphPad Prism 9.00 for Windows
(GraphPad Software, CA, USA). The count and the rate
were plotted against time and a linear regression analysis

undertaken. After linearregressiona slope per 100,000 was
generated. Additionally, to assess correlation, goodness of
fit (R?), Pearson’sr (Range=-1 to 1) and a two-tailed P value
was generated. Stafistical significance was p<0.05. The
statistical analysis was completed for the Australian
state and the different

population, each individual

subgroups.

RESULTS
|

DEMOGRAPHICS

A total of 199,059,309 in-person and felehealth services
(male, n=84,007,935; 42.2%, female, n=115,051,374; 57 .8%)
were utilised during the study period. 147,697,104 were in-
person compared to 51,191,898 telehealth services.
Victoria had the highest utilisation of telehealth (37.1%)
while New South Wales had the highest utilisation of in-
person services (27.7%). Victoriahad the highest telehealth
utilisationrate (2890 per 100,000) and New South Wales had
the highestin-person utilisationrate (6197 per 100,000).

When analysing demographics of the populafion who
utilised these MBS item codes, there was a discrepancy of
164,635 (0.08%) item codes. We are uncertain where this
discrepancy arose. Regarding age groups, 55-64 had the
highest utilisation of telehealth services (14.3%) whilst age
65-74 had the highest utilisation of in-person services
(16.2%). Females had the highest proportion of total item
code utilisation (57.8%). in-person (56.5%) and telehealth
(61.6%) item code utilisation.

COUNT

Total

Between March 2020 to April 2020, a sharp decline in the
in-personusage is observedwith a correspondingincrecse
in the telehealth usage (Figure 1). In-person usage
decreased by 27.5% while telehealth increased by 358.8%.
In-person utilisation increased by 32.4% as the year
continued while the telehealth utilisation decreased by
40.7%. All states except Victoria followed a similar frend
(Figure 2). Victoriahad decreasedin-person usage (30.8%)
from March 2020 to August 2020 with a corresponding
increase in telehealth (540.2%) during the same period. In-
person usage then increased by 30.5% from August 2020 to
March 2021 with a decrease of 43.1% in telehealth
utilisation (Figure 2).
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FIGURE 1: GRAPH OF TOTAL ITEM USAGE VERSUS TIME FOR IN-PERSON AND TELEHEALTH
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FIGURE 2: GRAPH OF TOTAL COUNT OF IN-PERSON AND TELEHEALTH ITEM CODES BY STATE
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POPULATION ADJUSTED RATE

From the linear regression analysis on the population
adjusted rate, there was a non-significant increase in total
(p=0.76)
significant decrease (p=0.32) in the total telehealth item

in-person item code Utilisation and a non-
codes used (Table 1). All states and territories had non-
statistically significant increased in-person utilisation. New
South Wales (NSW), Victoria (VIC), Queensland (QLD),
South Australia (SA), Western Australia (WA), Australian
Capital Territory (ACT) and Northern Territory (NT) had non-
significant decreased telehealth utilisation while Tasmania
had a statistically significant decrease (p=0.03) (Table 1).

GP

Telehealth GP service utilisationhad a 351.5%increase from
March 2020 to April 2020 with a corresponding 24.4% in-
person decrease (Figure 3). From April 2020 to March 2021
there was a22.9%in-personincrease and a 38.8% decrease
in telehealth tilisation. Linear regression analysis
demonstrated that in-personservices had a non-significant
decrease (p=0.90) in GP in-person service usage (Table 1).
NSW, VIC, SA and NT had non-significant decreased
utilisationwhile QLD, WA, TAS and ACT had non-significant
increases. Australia wide there was a non-significant
decreaose in telehealth utilisation (p=0.35). NSW, VIC, QLD,
SA, WA, ACT and NT had non-significant decreases as well.
Tasmania had a statistically significant decrease in

telehealth GP utilisation (p=0.03) (Table 1).

OMFS

In-person OMFS services were utilised 60.2%less from March
2020 to April 2020 after which usage increased by 195.4%
(Figure 3). Telehealth item codes for OMFS were only
infroduced in May 2021. There was a 443.1% increase in
usage from May 2020 to September 2020 followed by a
40.4% decrease from September 2020 to March 2021.
Linear regression analysis shows that Australia wide there
was a non-significant increase in in-person utilisation
(0=0.422) (Table 1). NSW, VIC, QLD, SA, WA had non-
significant increases in in-person utilisation. TAS and ACT
had minimal in-person usage and hence the slope was 0
(Table 1). Therefore, no significant difference in usage was
observed. Australia wide, there was a non-significant
increase intelehealthservice utilisation (p=0.51).NSW, QLD,
SA, ACT had non-significant decreased telehealth

utilisation. VIC, WA and NT had non-significant increased
telehealth usage while TAS had a statistically significant
increase (Table 1).

Other health practitioners

In-person item codes for other health practitioners had
29.3% decreased utilisation from March 2020 to April 2020
after which there was a 13.7% increase (Figure 3).
Telehealthitem codes had 455.4%increased utilisation from
March 2020 to April 2020 after which usage declined 39.2%.
In VIC specifically, utilisation increased by 635.2% from
March 2020 until August 2020 ofter which there was a
decrease of 39.2%. Linear regression analysis of the
population adjusted rate demonstrates that in Australia
there was a non-significant decrease in in-person ifem
code utilisation (p=0.12) (Table 1). NSW, VIC, QLD, WA and
ACT also had non-significant decreases in in-person other
health practitioner item code utilisation. SA had a
stafistically significant decrease in other health practitioner
in-person services (p = 0.02) while TAS (p = 0.00) and NT (p
= 0.00) had statistically significant increased usage. There
was a non-significant decrease in the utilisation rates of
other health practitioner telehealth services in Australia (p
=0.503)and in all states (Table 1).

Specialists

Specidlist in-person item code Ufilisation in  Australia
decreased by 41.9% from March 2020 to April 2020 (Figure
3). Usage thenincreased by 95.4% from April 2020 fo March
2021. Telehealth specialistitem code utilisation increased
by 392.8% from March 2020 to April 2020 followed by a
52.9% decrease from April 2020 to March 2021. Usage of
specialist telehealthitem codesin VIC differed from the rest
of Australia. In VIC usage increased from March 2020 to
April 2020 by 351.3% followed by a 19.2% decrease from
April 2020 to June 2020. Usage then increased by 41.6%
between June 2020 and August 2020 followed by a 46.5%
decrease from August 2020 fo March 2021 (Figure 3). Linear
regression analysis of the population adjusted rate
demonstrates that there was a non-significant increase in
utilisation of in-person servicesin Australia (p = 0.09) and in
individual states (Table 1). Telehealth utilisationhad a non-
significant decrease in Australia (p = 0.16) and inindividuadl
states (Table 1).
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TABLE 1: LINEAR REGRESSION ANALYSIS OF POPULATION -ADJUSTED RATE OF MBS ITEM CODE UTILISATION

NSW - vic QLb ' sA WA TAS  ACT NT Total
In-person Slope 0.80 0.69 1.54 0.40 2.06 4.36 2.18 -0.75 1.12
(Total) R2/r 0.00/0.06 | 0.00/0.04 | 0.02/0.13 | 0.00/0.04 | 0.04/0.20 | 0.14/0.37 0.06/0.24 0.01/-0.09 0.01/0.09
P value 0.84 0.90 0.67 0.90 0.52 0.22 0.43 0.76 0.76
Not Sig Not Sig Not Sig Not Sig Not Sig Not Sig Not Sig Not Sig Not Sig
Telehealth Slope -3.88 -0.81 -4.66 -5.15 -5.20 -10.56 -5.40 -0.60 -3.61
(Total) R%/r 0.11/ 0.00/ 0.18/ 0.16/ 0.22/ 0.35/ 0.28/ 0.02/ 0.09/
-0.34 -0.04 -0.42 -0.40 -0.47 -0.59 -0.53 -0.14 -0.30
P value 0.26 0.89 0.15 0.18 0.11 0.03 0.06 0.64 0.32
Not Sig Not Sig Not Sig Not Sig Not Sig Sig Not Sig Not Sig Not Sig
In-person Slope -0.92 -0.74 0.21 -1.21 0.77 2.88 1.25 -1.76 -0.37
(GP) R2/r 0.01/-0.10 | 0.00/-0.05 | 0.00/0.02 | 0.02/-0.15 | 0.01/0.10 | 0.11/0.34 0.03/0.18 0.06/-0.24 0.00/-0.04
P value 0.75 0.87 0.94 0.62 0.75 0.26 0.55 0.43 0.90
Not Sig Not Sig Not Sig Not Sig Not Sig Not Sig Not Sig Not Sig Not Sig
Telehealth Slope -2.92 -0.39 -4.00 -4.05 -4.41 -9.63 -4.63 -0.59 -2.87
(GP) R%/r 0.09/-0.31 | 0.00/-0.03 | 0.17/-0.41 | 0.14/-0.38 | 0.22/-0.46 | 0.36/-0.60 | 0.29/-0.54 0.02/-0.15 0.08/-0.28
P value 0.31 0.94 0.16 0.20 0.11 0.03 0.06 0.63 0.35
Not Sig Not Sig Not Sig Not Sig Not Sig Sig Not Sig Not Sig Not Sig
In-person Slope 0.004 0.003 0.003 0.005 0.004 0.005 0.000 0.000 0.003
(OMEFS)
R2/r 0.07/ 0.12/ 0.15/ 0.09/ 0.07/ 0.030/ 1.000/ 1.000/ 0.060/
0.26 0.34 0.39 0.31 0.26 0.17 NA NA 0.24
P value 0.39 0.25 0.19 0.310 0.39 0.57 - - 0.42
Not Sig Not Sig Not Sig Not Sig Not Sig Not Sig - - Not Sig
Telehealth Slope -0.00005 0.0008 -0.0002 -0.0007 0.0005 0.002 -0.00004 0.000075 0.0002
(OMFS) R/ r 0.06/ 0.09/ 0.02/ 0.25/ 0.16/ 0.68/ 0.004/ 0.04/ 0.05/
-0.25 0.31 -0.13 -0.50 0.40 0.82 -0.06 0.20 0.23
P value 0.46 0.36 0.69 0.12 0.23 0.002 0.86 0.56 0.51
Not Sig Not Sig Not Sig Not Sig Not Sig Sig Not Sig Not Sig Not Sig
In-person Slope -0.15 -0.26 -0.04 -0.21 -0.13 0.23 -0.18 0.58 -0.14
(Other Health
Practitioner) R2/r 0.19/ 0.19/ 0.01/ 0.39/ 0.22/ 0.59/ 0.26/ 0.75/ 0.20/
-0.44 -0.43 0.1 -0.62 -0.47 0.77 -0.51 0.87 -0.45
P value 0.13 0.14 0.72 0.02 0.10 0.00 0.08 0.00 0.12
Not Sig Not Sig Not Sig Sig Not Sig Sig Not Sig Sig Not Sig
Telehealth Slope -0.08 -0.003 -0.09 -0.14 -0.14 -0.08 -0.08 0.02 -0.07
(Other Health | R?/r 0.07/ 0.00/ 0.13/ 0.12/ 0.27/ 0.13/ 0.12/ 0.16/ 0.04/
Practitioner) -0.27 -0.01 -0.36 -0.34 -0.52 -0.36 -0.34 0.40 -0.20
P value 0.38 0.99 0.23 0.25 0.07 0.23 0.25 0.18 0.50
Not Sig Not Sig Not Sig Not Sig Not Sig Not Sig Not Sig Not Sig Not Sig
In-person Slope 1.86 1.68 1.36 1.81 1.42 1.25 1.1 0.42 1.63
(Specidalist)
R%/r 0.20/ 0.22/ 0.21/ 0.25/ 0.24/ 0.15/ 0.18/ 0.19/ 0.24/
0.45 0.47 0.46 0.50 0.49 0.39 0.42 0.43 0.49
P value 0.13 0.10 0.12 0.08 0.09 0.19 0.15 0.14 0.09
Not Sig Not Sig Not Sig Not Sig Not Sig Not Sig Not Sig Not Sig Not Sig
Telehealth Slope -0.88 -0.43 -0.56 -0.96 -0.64 -0.86 -0.69 -0.03 -0.67
(Specidalist) R%/r 0.24/ 0.03/ 0.24/ 0.25/ 0.23/ 0.30/ 0.28/ 0.02/ 0.17/
-0.49 -0.16 -0.49 -0.50 -0.48 -0.55 -0.53 -0.14 -0.41
P value 0.09 0.59 0.09 0.08 0.10 0.05 0.06 0.65 0.16
Not Sig Not Sig Not Sig Noft Sig Noft Sig Noft Sig Noft Sig Not Sig Not Sig
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FIGURE 3: GRAPH OF TOTAL COUNT OF IN-PERSON AND TELEHEALTH ITEM CODES BY CATEGORY
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DISCUSSION

I
This was the first study that analysed the usage of all
medical practitioner telehealth MBS item codes in
Australia. In general, there was increased telehealth item
code tilisation from March 2020 to April 2020 with
decreased in-personitem code utilisation during the same
period. Telehealth item code usage then decreased while
in-person increased from April 2020 to March 2021. During
the study period, there was a non-significantincrease inin-
person utfilisation and a non-significant decrease in

telehealth utilisation.

The decreased usage of in-person services during March
2020 to April 2020 correlates to the period when movement
(21]
Although people could still travel to obtain goods and

restrictions were first imposed across Australia.

services for health or medical purposes, there likely would
have been hesitancy to travel due to the risk of contracting
COVID-19.22 Hence, patients may have used telehealth to
safely access healthcare to minimise this risk. This could
explain why there was increased usage of telehealth item
codes during this period. Thisincreased usage of telehealth

Jul-20  Aug-20 Sep-20 Oct-20 Nov-20 Dec-20

Jan-21 Feb-21 Mar-21

Date

Other - F Specialist- F

during the pandemic was observed throughout Australia
with one ftertiary hospital having a 2255% increase in
telehealth utilisation within 6 weeks. Worldwide, telehealth
usage alsoincreased.? Once lockdowns began to ease it
seems that patients were more likely to visit their healthcare
practitioner in-person as in-person usage increased from
April 2020 to March 2021 and telehealth usage decreased
during the same period. In Victoriaspecifically, telehealth
had increased utilisation from March 2020 to August 2020
while in-person utilisation decreased during the same
period. This was likely due to the increased period and
frequency inwhich Victoriafacedrestrictions compared fo
the other states. [21] Tasmania was the only state that had
a statistically significant decrease in telehealth usage and
this may be due to the relativelylow numbers of COVID-19
that Tasmania experienced.?# Previous studies analysing
telehealth item code usage in Austfralia have noted that
there was a statistically significant increased usage of
telehealth mental health services with video conferencing
accountfing for the majority of the services rendered.
still
approximately one third of the telehealth appointments
delivered.[25]

However, telephone consults represented
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The increased telehealth usage could also be attributed to
patient preference. Previous studies have found that
patients do prefer telehealthwith one study showing a 94-
100% satisfactionrate. [26, 27] Additionally, the Australian
Health Consumer Sentiment Survey reported that the
Australian population had a high satisfaction rate for
telehealth indicating that patients were accepting of
telehealth as a healthcare delivery method. Over half of
the survey participants perceivedthe quality of telehealth
to be similar to face-to-face and an additional 17.1%
believed telehealth was actually better.28 The preference
for telehealth could be due to increased accessibility
especiallyforthose livingin rural or remote communities os
well as telehealth reducing the risk of fransmission of
COVID-19 during the pandemic. [29, 30] However, the
literature does note that telehealth may be perceived to
be impersonal as the clinicianis not physically present and
complaints have been made that clinicians spend more
time looking at screens than their patients. [31, 32] Further
studies will be required to further analyse this within the
Australian population.

However, it was interesting fo note that during the study
period, the usage of face-to-face item codes did not see
a large increases or decreases relative to telehealth item
codes, though there was slight fluctuance. This could have
been due to the fact that even though movement was
restricted, patients would still be able to access health care
in-personif they required.® Additionally, patients were only
eligible for felehealth through their regular medical
practitioner whom they had visited face-to-face within the
previous 12 months.# This would mean that if pafients
wished to access telehealth services, they would require a
face-to-face visit first which could explain the contfinued
usage of face-to-faceitem codes during the study period.
In April 2020, telehealth services no longer required bulk
billing for patients who were not concession card holders,
children or vulnerable patients fo COVID-19. Additional
changes were made in October 2020 as these criteriawere
completely removed and telehealth no longer required
bulk billing for any patients.'4 This could affect the
perceptions of patients as they may perceive a telehealth
appointment to be ofless value comparedto face-to-face
appointments. This could possibly attribute to the
continued usage of face-to-face item codes during the
pandemic as well.

There are several limitations in this study. The data from MSD
is aggregate data. This means that we are unable to

distinguish between services provided by doctors in public
or private hospitals or between services that qualify for
coverunder the Department of Veterans' affairs or through
Work Cover of the Transport Accident commission.
Regardless, this study also provided the most to date
description on the utilization of telehealth across different
areas of healthcare. Additionally, the experience levels of
the providers are not listed and the location of the patients
is not disclosedto protect their privacy. This makes it difficult
to analyse the pattern of usage based on these traits. While
this data was previously available through a 10% random
sample, issues arose with the privacy and hence it was
removed followingrecommendations from a Senate Select
Committee .3* The data provided on the MSD does not
differentiate between different types of providers withinthe
categories. For example, the specialist category does not
distinguish between consultant physicians, psychiafrists,
paediatricians, or geriatricians, hence comparisons
between specific specialists within the category were not
possible.Thisis a gap that may be exploredinfuture studies.
The OMFS MBS item code used in this study was a separate
category of OMFS to allow OMFS who only had a single
dental qualification fo access the MBS item codes. Since
November 2004, no further clinicians were approvedto use
codes in this category and were instead instructed to use
codes in other categories.®> Hence the OMFS used in this
study was only a selective group of OMFS who were
approved to use these codes prior to November 1 2004,
and not a true representation of current OMFS. However,
the utilisation of the OMFS clinicians would be included in
other codes and hence OMFS usage patterns were
captured. Therefore, the effect of this limitation is not
significant.

As the telehealth item codes were only introducedin 2020,
only 12 months of data was available when this study was
conducted meaning a long-term analysis was unable to be
undertaken. Nevertheless, this longifudinal study is
comprehensive due to the short timeframe in which the
codes were infroduced. This study examined telehealth
deliveredthrough the MBS in the public system. Telehealth
is also provided by HCPs through private healthcare, the
rebates forwhich are provided by private health insurers,!
however we were unable to get access to this data.
Therefore, only telehealth provided in the public health
system were analysed for this study. Since most telehealth
in Australia is provided through the public health sector
through Medicare, [12] we do not expect this limitation wil

have a significant effect on our results.
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Future studies should focus on gathering MBS data for a
longer period to identify long term utilisation patterns and

Literature Review. Telemed J E Health 2019;25:1134-
1143.

increase generalisability. Furthermore, if private health 5. Estai M, Kruger E, Tennant M. Perceptions of Australian
insurance data regarding telehealth can be obtained, it dental practitioners about using telemedicine in denfal
would enable a more wholistic analysis for greater practice.Br Dent J 2016;220:25-29.
generalisation. 6. Hunt G. Australians embrace telehealth to save lives
during COVID-19.Department of Health, 2020.
CONCLUSION 7. 7. Smith AC, Thomas E, Snoswell CL, Haydon H,
R Mehrotra A, Clemensen J, Caffery LJ. Telehealth for
Telehealthwas more freely accessible during the COVID-19 global - emergencies: Implications for  coronavirs
pandemic in response to lockdown restrictions. Prior to 13 dissase 2019 [COVID-19). J Telemed Telecae
March 2020 telehealthwas only accessible to those livingin 2020;26:309-313.
remote and regional areas and for those living in regions 8. Fisk M, Livingstone A, Pit SW. Telehealth in the Context
affected by natural disasters. There was increased of COVID-19: Changing Perspectivesin Australia, the
utilisation of telehealth during the pandemic with a large United Kingdom, and the United States. J Med Internet
increase between March 2020 and April 2020 followed be Res 2020:22:19264.
a declineinusage from April 2020 to March2021.However, 9. Green T. Harfley N. Gillespie N. Service Providers
despite changes to telehealth eligibility criteria, telehediin Experiences of Service Separafion: The Case of
item codes continued to be used even when lockdowns Telehealth. J ServRes 2016:19:477-494.
were eased. This indicates that patients are accepting of 10. Ekeland AG, Bowes A, Floftorp S. Effectiveness of
telehealthas a healthcare deliverymethod. Telehealthhas felemedicine:asystematicreview ofreviews. Inf J Med
become an integral part of our healthcare system allowing Inform 2010:79:736-771.
for greater access to medical services. The Australian 11. Private Healthcare Australia. Ausfralian Health Funds
government has provided additional funding for ongoing Announce Tele-Physiotherapy Consultations. Online,
MBS telehealthservices and hence telehealth will continue 2020.
to play a large role in the future. Further studies should be 12. Taylor A, Caffery L), Gesesew HA, King A, Bassal AR,
conducted to analyse utilisation patterns of telehealth in FordK, Kealey J. Maeder A, McGuirk M, Parkes D, Ward
the MBS so that funding can be effectively allocated to PR. How Australian Health Care Services Adapted to
maximise the benefit. This study has analysed utilisation Telehealth During the COVID-19 Pandemic: ASurvey of
patterns for one year however longer-term studies are Telehealth  Professionals. Front  Public  Health
required to analyse the longer-term frends of telehealth 2021:9:648009.
usage in Australia. 13. The Royal Australian College of General Practitioners.
Telehealth Factsheet. East Melbourne, VIC: RACGP,
2014.
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List of Abbreviations

ACT - Australian Capital Territory
COVID-19 - Coronavirus Disease 2019
GP - General Practitioner

HCP - Health Care Professionals

NSW — New South Wales

OMFS - Oral and Maxillofacial Surgeon
QLD - Queensland

MBS — Medicare Benefits Schedule
MSD - Medicare Statistics Database
NT - NorthernTerritory

QLD - Queensland

SA - South Australia

TAS — Tasmania

VIC - Victoria

WA — Western Australia
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