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In response to concerns about possible mental health 
consequences of the pandemic and to improve patient 
access during periodic lockdowns, the federal govern-

ment introduced additional Medicare Benefits Schedule 
(MBS) telehealth-items for private psychiatrists in March 
2020.1 This resulted in an expansion of telehealth in the 
subsequent 12 months. Private psychiatric practice is 
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Despite higher rates of mental illness than the 
general population,1 people with an intellec-
tual disability (ID) experience multiple barri-

ers to accessing appropriately equipped mental health 
services.2 Generic mental health services are often ill-
prepared for the complex presentations and multiple 
comorbidities frequently associated with ID, and lack 
knowledge of how to make necessary adaptations to 
practice.3 Recent recommendations have called for the 
implementation of specialist ID mental health (IDMH) 
services to support mainstream services.4–6 However, 
there is a lack of evidence regarding the optimal design 
of mental health services to meet the needs of people 
with ID.7

To address this, our team undertook a scoping study of 
the need for an adult tertiary IDMH service in New South 
Wales (NSW). We have previously described findings 
from a survey of family members and support persons of 
people with ID.8 Here we report on another phase of the 

scoping study, which utilised an online Delphi consulta-
tion with IDMH experts to identify and reach consensus 
on the priorities and resource requirements of a state-
wide tertiary IDMH service.

Methods
Participant recruitment

IDMH experts were identified through the research 
team’s clinical networks, peak bodies in ID health and 
advocacy, and the snowballing technique. Eligible par-
ticipants were required to be currently practising in 
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mainly office-based, providing 50%−60% of special-
ist psychiatric care.2 Consequently, telehealth was 
rapidly adopted, especially by April 2021 when more 
MBS telehealth-items were available and free of billing 
restrictions.3

However, the COVID-19 pandemic continues to evolve, 
with a wave of the Delta variant in both Australia and 
overseas from mid-2021, and thus the possibility of a 
long-term need for telepsychiatry.4 In addition, telepsy-
chiatry allows greater flexibility and may be patients’ 
preferred option under certain circumstances. Therefore, 
we analysed the ongoing use of telehealth and face-to-
face consultations by psychiatrists during the first year 
of COVID-19 public health measures in Australia in 
comparison to the 12-month period between April 2018 
and April 2019.

Methods

MBS-Item Service data were extracted from the Services 
Australia Medicare Item Reports (http://medicarestatis-
tics.humanservices.gov.au/statistics/mbs_item.jsp) for 
psychiatrist practice office-based face-to-face consulta-
tions, COVID-19 video- and telephone-telehealth con-
sultations for April 2020–April 2021 (2020–21 
hereinafter) in Microsoft Excel format, and transferred 
to a purpose-built Excel database and analysed (totals, 
proportions, percentages). We extracted, as a baseline 
comparator, face-to-face consultation data from April 
2018 to April 2019 (2018–19 hereinafter; Table 1). We 
excluded existing rural video-telepsychiatry items as 
they were not comparable to the current COVID-19 
items.

Results
Overall findings

For 2020–21, the total combined use of telehealth and 
face-to-face consultations increased by 13% compared 
to the equivalent period in 2018–19 (see Table 1 and 
Figure 1).

This increase included a substantial reduction in face-to-
face consultations, which were only 65% of those 2018–
19. When used, face-to-face consultations were most 
frequently used for new patient assessments (Items: 289, 
291, 293, 296), or for longer consultations for existing 
patients of up to 30 min (Items: 304, 306, 308).

Video and telephone telehealth constituted 40% of the 
combined total of telehealth and face-to-face consulta-
tion for 2020–21 (Figure-1). Telephone-telehealth was 
predominantly used for shorter consultations (⩽15–30 
min) with correspondingly greater video-telehealth 
usage in longer consultations (⩾30–75 min; Figure 2). 
Telephone consultations remained prominent, espe-
cially for shorter consultations, obviating travel time for 
appointments.

COVID-19 psychiatrist MBS telehealth item 
usage

New patient assessment by telehealth. The telehealth 
alternatives of MBS items for new patients were used less 
frequently than the face-to face equivalents in the previ-
ous year at 18%−37% of the combined total of (tele-
health and face-to-face) consultations for 2018–19 
depending on the item (Table 1, Figures 1 and 2).

•• In terms of specific items, we found the following: 
Telehealth new patient assessments for autism 
spectrum disorders (289-equivalents) were 22% of 
the pre-COVID-19 face-to-face consultations 
2018–19, with video-telehealth used in 88% of 
these consultations.

•• Telehealth new patient assessment and 12-month 
treatment plans (291-equivalents) were 26% of 
2018–19 face-to-face consultations, with video-
telehealth used in 50% of telehealth consulta-
tions.

•• Telehealth follow-up assessment of previously 
new patient seen for a 12-month treatment plan 
(293-equivalents – patients previously seen using 
a 291-equivalent) were 37% of 2018–19 face-to-
face consultations, with video-telehealth used in 
25% of these consultations.

•• Telehealth new patient assessment items without 
the requirement for a 12-month treatment plan 
(296-equivalents) were 18% of 2018–19 face-to-
face consultations, with video-telehealth used in 
77% of these consultations.

The combined total of (telehealth and face-to-face) new 
patient assessments for 2020–21 roughly equalled 2018–
19 face-to-face consultations, from the lowest of 73% for 
assessments for autism (289) to 94%−107% for new 
assessments and reviews (291,293,296).

Standard office-based consultations for ongoing 
care. Much of the overall increase in telehealth consul-
tations comprised of item 300-equivalents, that is, con-
sultations <15 min, representing an 147% increase 
above the 2018–19 face-to-face consultations. For 
300-equivalent-telehealth-consultations, >86% were via 
telephone (Table 1, Figures 1 and 2).

•• In terms of specific items, we found the following: 
Telehealth contacts for 15–30 min (302-equiva-
lents) were ⩾67% of the face-to-face consultations 
for 2018–19. Of these consultations, 78% were by 
telephone.

•• Telehealth for 30–45 min (304-equivalents) was 
47% of the face-to-face consultations for 2018–19, 
with video used in 33% of consultations.
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•• Telehealth for 45–75 min (306-equivalents) was 
44% of the face-to-face consultations for 2018–19, 
and use of video was 59% of all telehealth.

•• Telehealth for 75 min plus (308-equivalents) was 
28% of the face-to-face consultations for 2018–19, 
with video used in 51% of telehealth consulta-
tions.

•• Telehealth-consultations with – a person other than 
the patient to provide ongoing care – 
(348,350,352-equivalents) were used for only 
between 15% and 30% of the face-to-face equiva-
lents 2018–19.

Fifteen-to-thirty-minute telehealth consultations 
(300-302-equivalents) represented most of the telehealth 
usage. Less telehealth was used for longer consultations.

The combined total of (telehealth and face-to-face) 
standard office-based consultations for 2020–21 
equalled/exceeded 2018–19 consultations, from the low-
est of 87% for >75 min (308) to range from 103% to 
211% for items 300-306.

Group psychotherapy psychiatrist telehealth items.  
Group psychotherapy telehealth consultations were 
rarely used, possibly because face-to-face consultations 

were preferred for this type of intervention (Table 1, Fig-
ures 1 and 2). The combined total of (telehealth and 
face-to-face) group psychotherapy for 2020–21 was 
46%−74% of the 2018–19 face-to-face psychotherapy 
consultations indicating a decline in overall MBS-rebated 
group psychotherapy.

Discussion

Telehealth services have formed an important part of 
psychiatric care in the first year of the COVID-19 pan-
demic. This resulted in a 13% increase in the overall com-
bined level of service (telehealth and face-to-face 
combined) compared to face-to-face-only office-based 
consultations in 2018–19. The new telepsychiatry ser-
vices more than made up for the shortfall of face-to-face 
consultation that was only 65% of the 2018–19 level. As 
patients largely pay for their private psychiatrist COVID-
19-MBS-consultations, use is likely to be driven, at least 
partially, by either convenience or demand. The use of 
shorter telephone telehealth represented an efficient way 
for patients to consult psychiatrists during the pandemic.

The overall usage of telepsychiatry is consistent with the 
international pattern in developed countries, where there 
was a rapid and significant uptake following similar admin-
istrative changes in Australia.5 Ongoing telepsychiatry 
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Figure 1. April 2020–April 2021 and April 2018–April 2019 individual psychiatrist MBS-Item usage by modality and year.
Note. MBS-equivalent item numbers on y-axis; percentage of total consultations on x-axis; VideoTele20-21: Video-telehealth count 
April 2020–April 2021; TeleTele20-21: Tele-telehealth count April 2020–April 2021; F2F20-21: Face-to-Face consultations April 
2020–April 2021: (count); F2F 18-19: Face-to-Face consultations April 2018–April 2019 (count).
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usage through 2020–2021 is possibly both due to health 
provider6 and patient satisfaction.7 For instance, patient 
surveys indicate that up to 64% either agreed or strongly 
agreed they would consider telepsychiatry post COVID-
19,7 while 64% of mental healthcare providers wished to 
use telepsychiatry for at least 25% of their patient case 
load.6 There are also indications that telepsychiatry consul-
tations are more likely to be attended (odds ratio of 6.68) 
compared to an in-person visit during COVID-19, and a 
telepsychiatry consultation had 3.00 times the odds of 
being attended than a pre-COVID-19 in-person visit, in 
data from New York City Health and Hospitals (11 hospi-
tal-based and four free-standing clinics).8

Telephone-telehealth was generally used for shorter con-
sultations (⩽15–30 min). Other work suggests that 
patients 45 years and older may prefer telephone to video 
consultations.9 From a patient perspective, telepsychiatry 
has been rated as good or excellent by 82.2% using video, 
and 81.5% using telephone.7 Up to 66% of mental health-
care providers rated telephone telepsychiatry as excellent 
or good, while 73% of providers rated similarly for video-
telepsychiatry.6 Provision of in-depth care during new 
patient assessment, as well as for ongoing patients, and 
longer consultations (⩾30–75 min) involved substantial 
video-telehealth, perhaps reflecting increasing experience 
and confidence with telehealth technology.

From the patient perspective, the advantages of telepsy-
chiatry have been identified as a lack of need to commute 

(46.1%) as well as flexible scheduling/rescheduling 
(45.5%), while disadvantages were missing the clinic/hos-
pital (30.7%) and less connection to their doctor/thera-
pist (20.6%), with only 8.9% expressing concern about 
confidentiality/privacy.7 The advantages of telepsychiatry 
identified from a mental healthcare provider perspective 
included timely starts (69%) and flexible scheduling/
rescheduling (77%), while challenges were problems with 
conferencing devices (52%), lack of rapport (46%), tech-
nical problems (39%) and a low level of confidentiality/
privacy concerns (16%).6

Notably, there was overall decline in group psychother-
apy provided by all modalities in 2020–21 relative to 
2018–19. Similarly, there was a relative decline in inter-
view of a person other than a patient. This indicates that 
the pandemic was not conducive to such therapy or the 
involvement of relatives and carers.

Limitations

Our results on the uptake of telehealth may have slightly 
underestimated the true demand given there was a 
phased introduction of COVID-19-telehealth-items 
with restrictions to bulk-billing until 20 April 2020. In 
addition, given that the increases in overall consulta-
tions were driven by telehealth, we do not know 
whether this was due to greater need, increased demand 
or easier access. Finally, the use of telepsychiatry may be 

Figure 2. April 2020–April 2021 video vs telephone telehealth.
Note. MBS-equivalent item numbers on y-axis; percentage of total consultations on x-axis; Video Telehealth 20-21: Video telehealth 
consultations April 2020–April 2021; Tele Telehealth 20-21: Telephone telehealth consultations April 2020–April 2021.
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limited by technical issues or not be appropriate for all 
patients.10

Conclusions

Future studies are needed into the relative proportions of 
newly referred and existing patients on the face-to face 
and telehealth groups, as well as their demographic 
details. These data should be supplemented by local 
information on service outcomes, satisfaction with ser-
vices, and patient/psychiatrist consultation preferences. 
Further study is required on the usefulness of short tele-
phone conversations.

Ongoing use of COVID-19-telehealth-items, by patients 
and psychiatrists indicates their complementary utility to 
face-to-face care, now and post-COVID-19. Telepsychiatry 
has been seen and heard as a healthcare modality, espe-
cially in preparation for similar future pandemics.4
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