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MSIA Executive Summary  

The MSIA is grateful for the opportunity to contribute to of the draft Revised Telehealth 
Guidelines.  The Medical Software Industry Association (“MSIA”) represents the companies 
which provide the software that powers Australia’s world leading healthcare system. Safety, 
efficiency and innovation are at our core. Our members know what is possible, have first-hand 
experience of the challenges for doctors and consumers. Many have accurate statistics, clinical 
trials case studies relating to the use of technology to improve safety and efficiency for 
doctors and patients.   

The stated aim of the Medical Board of Australia’s proposed changes to the Telehealth Rules is 
to provide guidance to registered health practitioners for technology-based care and public 
protection.1 A reading of the Draft Guidelines: Telehealth consultations with patients, 
Summary & Patient and Consumer Health and Safety Impact (collectively “the Draft 
Guidelines”) indicates significant oversights and unintended consequences in this regard. The 
Draft Guidelines should be suspended pending further consultation and review to avoid 
serious unintended consequences affecting consumers, doctors and the Australian digital 
economy. 

Access & Equity - Empowering Australians to effectively manage their health depends on a 
clear framework for safety, privacy and efficiency for health providers and consumers. Every 
Australian has unique health concerns and digital health literacy. Where face to face 
consultation is not possible or desirable for an individual2, it is vital that appropriate virtual 
care – commonly referred to broadly as “telehealth”3 – is provided. A nuanced approach is 
essential to ensure equity of access and appropriate remuneration through Medicare. 

 Many Australians are unable to see a regular doctor, and often these are the most vulnerable 
Australians. Reducing avenues for medical attention by effectively disallowing asynchronous 
care could reduce safety for these individuals4. In all cases, irrespective of the mode of 
interaction, be it by telephone, video, chat or review of a written dialogue of questions and 
answers, it up to the registered doctor to “balance the benefit or harm in all clinical 
management decisions.”5 This requirement is immutable, irrespective of the actual process 
used in the doctor to patient dialogue. It is the safety cord for all medical interactions.6 

 
1 Revised Telehealth Guidelines P14  
2 Following the pandemic many parties no longer drive regularly, have down-sized cars and rely on online 
services. Busy working mothers enjoy the flexibility of asynchronous consultation for straight forward issues. 
3 Telehealth, telemedicine & virtual care are used interchangeably. For our purposes we are adopting this broad 
interpretation which should be technology agnostic. 
4 The MSIA is not aware of statistics which demonstrate harm, but member companies have statistics in the 6 
figures showing infinitesimal proportion of issues which could usefully be compared with the same number of 
face to face visits. The MSIA could facilitate this research if desired. 
5 https://www.medicalboard.gov.au/Codes-Guidelines-Policies/Code-of-conduct.aspx 
6 It should be acknowledged that whilst the Draft Guidelines refer to “carve outs” in respect of emergencies, 
sometimes the classification of an emergency in itself could dissuade consumers or doctors of availing themselves 
of an asynchronous telehealth consultation where the patient is new. Having clinical oversight in any form is 
better than none. 

https://www.medicalboard.gov.au/News/Current-Consultations.aspx
https://www.medicalboard.gov.au/News/Current-Consultations.aspx
https://www.msia.com.au/
https://msiaeo-my.sharepoint.com/personal/ceo_msia_com_au/Documents/2.%09https:/www.theguardian.com/australia-news/2022/jul/02/vulnerable-australians-filled-with-dread-over-telehealth-cuts
https://msiaeo-my.sharepoint.com/personal/ceo_msia_com_au/Documents/2.%09https:/www.theguardian.com/australia-news/2022/jul/02/vulnerable-australians-filled-with-dread-over-telehealth-cuts
https://www.medicalboard.gov.au/Codes-Guidelines-Policies/Code-of-conduct.aspx


 
 

Clinical oversight - The principle of clinical oversight is key7. Doctors constantly exercise 
professional judgement in patient care. Their ability to do so should not be fettered by 
prescriptive rules for the use of technology. The Medical Board of Australia’s existing generic 
code and technology specific code reiterate the importance of constant review to ensure 
appropriate care in changing circumstances and environments. Regulating against specific 
technologies, in lieu of clear outcome based principles is hazardous in a fast moving 
technological world8. 

Workforce – There are currently shortages of GPs (and other health workforce sectors) in 
remote and rural locations as well as for the aged care sector. Whilst this is not in the remit of 
the Medical Board of Australia in this instance, it should be noted that technologies which 
enable greater access to doctors and flexibility for Doctors9, should be encouraged and not 
prohibited if they are indeed safe and appropriate in the circumstances. such as asynchronous 
consultations with patients they had not met.  

Digital by default - Consumers in 2023 expect to access services digitally in all areas of their 
life. This was essential during long periods of COVID-19 lockdowns and quarantines. It cannot 
be wound back. Australians require remote access to services in urban and rural and remote 
areas. Not only because of physical barriers, but also because of a preference to deal with an 
unknown party in some cases.10 Policy and decision makers are advised by international 
experts, like Stanford Professor Christopher Manning to “tread carefully … be slow to regulate 
– you want to see what the real problems are”11  

Technology is a key driver for Australia’s healthcare productivity and efficiency. Regulating for 
safety should be based on empirical evidence. Regulation of technology should be based on an 
overarching data governance framework developed by relevant stakeholders including 
doctors. This approach was recently endorsed by the Australian Commission for Safety and 
Quality in HealthCare (“ACSQHC”), and the Australian Digital Health Agency (“ADHA”)in the 
recent ACSQH/ADHA Summit supported by our Minister for health and Aged Care, the Hon 
Mark Butler MP. 2022/23 Budget described the introduction of permanent telehealth as “the 
most significant structural reform to Medicare since it began.” 

 
7 This has been recognised by the Therapeutic Goods Administration in their regulation of software as a medical 
device which also assists in the safety and assurance of software.  It should be relied on in telehealth and the 
existing Codes enable that. 
8 Disabling Australians from accessing qualified Australian doctors could result in their use of  
unidentified sources on the internet with a potentially a great deal more harm. The swift emergence of ChatGTP 
is demonstrative of the fact that underlying principles and policies are more effective than specific “call-outs” 
which may not anticipate the next iteration and by specifying some technologies but not all, this inadvertently 
condones new and untried technologies which would otherwise be prohibited by an outcomes based approach in 
favour of prescriptive regulation. 
9 For instance, female GPs with families which do not have a clinic but are registered to practice during school 
hours with limited scope for “visual” or audio consultations. 
10 For example, in Aboriginal Medical Services there is a close knit community and parties may not wish to visit 
out of embarrassment over a condition. Additionally, many homeless people do not have a regular GP and can 
access remote care more comfortably via digital means. Finally, some people are simply too busy to deal with the 
booking and wait times and are willing to pay for a consultation which is not MBS but which accommodates their 
schedule. This also saves the Government money. 
11 Professor Manning, global AI expert The Australian Financial Review 07022023 p.20. 

https://www.medicalboard.gov.au/Codes-Guidelines-Policies/Code-of-conduct.aspx
https://www.medicalboard.gov.au/Codes-Guidelines-Policies/Technology-based-consultation-guidelines.aspx
https://www.digitalhealth.gov.au/c3point0
https://www.medicalboard.gov.au/Codes-Guidelines-Policies/Code-of-conduct.aspx


 
 

Telehealth affects Medicare payments. Patient access and efficiency for our economy and for 
a challenged workforces is not something that should be quietly dismissed through Draft 
Guidelines over Australia’s Summer holidays. Our conclusion provides several alternative 
options including support for a hybrid of Option 1 and 2 and rejection of Option 3. In addition 
we suggest a lengthy transition in the event that our suggestions are rejected. 

 

The Contention that Telehealth is not good practice for new patients12 

The MSIA acknowledges the clarity of the English in the Draft Guidelines and the re-statement of the 
principles for telehealth consultations. Some minor suggestions and corrections are suggested in the 
marked up Draft Guidelines in Annexure 3. This response focuses on  the limitations to using telehealth 
for “Prescribing or providing healthcare for a patient with whom you have never consulted, whether 
face-to-face, via video or telephone” which is considered “not good practice and is not supported by 
the Board” (“the forbidden consultations”). If approved, the Draft Guidelines would stop doctors from 
asynchronous consultation because medical indemnity insurers would be compelled to refuse 
insurance cover.  

More consultation and detail are required before a decision should be made. There needs to be a 
review of comparable international regimes, (such countries appear to enable the forbidden 
consultations13),  a comprehensive literature review of clinical safety research, and case studies from 
the Australian experience. In addition, there needs to be consultation with the Australian Digital Health 
Agency (‘ADHA’), Therapeutic Goods Administration (“TGA”)and the Australian Commission for Safety 
and Quality in Health Care (“ACSQHC”). This is because the proposed change in respect of new patients 
has the effect of stopping the development and use of a growing sector of digital software in Australia. 
This may not have been considered could set a precedent which would militate against the 
modernisation of healthcare in other areas and disincentivise innovation and investment in technology 
in Australia.  

Telehealth has evolved over the years to the point where it can almost replicate a face-to-face 
engagement – remote digital stethoscopes, otoscopes and throat scopes provide the tools so the 
doctor can now carry out the visual examinations through telehealth. Telehealth systems are 
increasingly being integrated to clinical systems resulting in a patient’s clinical data being made 
available to a telehealth doctor even if the doctor has never seen the resident in the past. 
 
There is an increasing number of devices and software diagnostic tools that greatly assist the remote 
care environment and a funded telehealth system would leverage these devices and tools. 
In the Residential Aged Care Facilities (RACFS), particularly now that they are increasingly high care 
environments, there is a significant cohort of residents who are far less mobile than the general 
population, more susceptible to Covid and a trip to the doctor can be a difficult experience which 
sometimes requires a nurse. Telehealth, in many cases, avoids these difficult and expensive visits to the 
doctor14. 
 

 
12 P.11 Draft Guidelines 
13 The MSIA has been advised by the NHS that asynchronous telehealth is permissible for new patients. We 
understand that there is no prohibition in Canada, US or NZ. With an extension of time, we can undertake more 
specific research. 
14 Out of hours in particular the residents cannot see a familiar GP and the Draft Guidelines would therefore 
inhibit the sensible use of telehealth. It should not need to be an emergency. It should be as of right. 

https://msiaeo-my.sharepoint.com/personal/ceo_msia_com_au/Documents/1.%09Telehealth%20with%20a%20technician%20in%20the%20home%20reduces%20spend%20by%2022%25%20for%20Scottsdale%20Physician%20Group


 
 

Similarly, instances where frail residents have been sent by ambulance to the emergency to see a 
doctor and get a script a UTI can currently be avoided through asynchronous consultations being made 
available to residents, their carers and nurses. 
 
In more urgent situations it is very difficult for a doctor to carry out a face-to-face visit during their 
working day.  All forms of telehealth allow them to see, speak or have a dialogue with doctors, or 
respond to residents avoiding the need to travel. During unsociable hours, weekends and after hours it 
is very difficult to get doctors to see aged care residents, let alone the resident’s regular GP. This issue 
is ameliorated by the current flexibility with telehealth. 
 
The MSIA members include social enterprises like InfoXchange which help millions of vulnerable 
Australians annually by deployment of technology for justice. It is the case studies and detailed 
knowledge of how asynchronous telehealth for new patients work in these scenarios which requires 
thorough investigation prior to reducing access. The MSIA is willing to facilitate this if the Medical 
Board of Australia would find it useful.  
 
Ability to obtain health advice should not depend on whether you need it immediately, via video, via 
specified technologies15 or in pre-determined ways which may not reflect your context, needs or 
circumstances. Telehealth should not discriminate against people who cannot speak - but can text or 
otherwise interact. The attached case study16 from Spinal Life Australia demonstrates the need for 
flexibility. Telehealth should be possible asynchronously or synchronously depending on what suits 
parties best. It should not be constrained to using your “home” GP which militates against vulnerable 
groups.17  

Traditional bricks and mortar GPs have struggled to adopt the hardware and software solutions which 
provide a superior patient experience comparable to a face- to- face consultation. The purpose of 
telehealth is to facilitate virtual care fit for purpose in our new environment. It should not be 
constrained by traditional models of care. Telehealth should enable clinicians and patients to interact 
in new settings to reflect the COVID-19 World. 

Medicare support and medical indemnity insurance for telehealth consultations should be available to 
clinical providers that accommodate quality telehealth experiences provided they have Ahpra 
registered practitioners and commit to supporting the agreed standards. The proposed Draft 
Guidelines prevent this.   

Clinical Evidence for Asynchronous Healthcare 
The timing of the review has not made an extensive literature review possible, however one of our 
member companies, Medmate has done some preliminary research which is attached as Appendix 2.  
 
It should be noted that the research papers, including international experts and health facilities as well 
as Australian based papers, positively support asynchronous telehealth in the support of all patients, 
known or not previously seen by the treating doctor. Relying on evidence for change is critical so that 
Australian healthcare is not impacted negatively through lack of full visibility of the pros and cons of all 
the advances which the digital age brings to safely modernising healthcare. 

 
 

 
15 Bluetooth and other technologies will need to be included – the rules must not be prescriptive, or innovation, 
productivity and Australians will suffer 
16 Appendix 1 
17 EG Indigenous, homeless, domestic violence situations, workplace issues, suicidal situations, or those with a 
preference or otherwise determined need to  collect information at a later time where not urgent 

https://www.infoxchange.org/au/about-us
https://medmate.com.au/


 
 

Mitigating the risks to safety considered by the Medical Board of Australia 

The Strengthening Medicare Taskforce Report December 2022 recommended:  

“Make it easier for all Australians to access, manage, understand and share their own health 
information and find the right care to keep them healthy for longer through strengthened digital 
health literacy and navigation”18. 
 

The ability for consumers to be in a position to take more control of their health is strengthened 
through technology. Transparency and flexibility are expected and the Department of Health has 
assisted GPs with defraying the cost of technology through the ePiP payments. To ensure that there is 
greater transparency in the telehealth area, there are tools which can be deployed to make the entire 
process of asynchronous care more subject to oversight by the appropriate body. The outcomes can be 
routinely measured, and any concerns made immediately apparent. It could become a part of the ePIP 
prerequisites to have telehealth performed only via systems with approved privacy, security, and 
reporting settings. The technical capability here could allay the concerns of the Medical Board of 
Australia and also capture any outlier claiming behaviour.  
 
Technology moves fast and it is at least arguable that the proverbial horse has bolted here. And if it is 
reigned in, another system or technological innovation will arise. It is essential ensure that the 
confidence of users is not diminished by random and little-known or misunderstood changes. 19 It is 
feasible that some parties may find the distinctions between a valid and invalid telehealth consultation 
too confusing to risk/. Especially if there are carve-outs for instances which could be deemed an 
emergency. 
 
Instead of dismissing the forbidden consultations, promote the education around the need to calibrate 
telehealth like any other patient care to suit the ever-changing context. The Draft Guidelines call out 
prescribing, but Referrals, care planning and co-ordination could all be impeded by the proposed 
change to telehealth. Australian companies and Doctors should be able to work in a level playing field 
with international healthcare. Consumers will avail themselves of online services and safety is stronger 
if the companies and the clinical practice are sensibly regulated consistent with international practice 
and community expectations and lifestyles. Peak health bodies, consumer peak bodies, and the 
industry peak body, the MSIA, can codesign over-arching principles for consideration of the Medical 
Board of Australia to assist it to future-proof it’s Draft Guidelines to avoid missed opportunities and 
unintended consequences. 
 
Conclusion 

1. The existing Codes20 provide clear and strong guidance for doctors. These Codes emphasise the 
importance of ongoing review as to the appropriateness of telehealth for patient access. 
 

2. If clarification of the English is required for the existing Codes, the work has been well done in 
the Draft Guidelines which could be adopted minus the prohibition on telehealth services for 
new patients. This is a low-cost effective option with only positive impact for the doctor’s and 
community. A review after more consultation and research could be undertaken in the future if 
seen necessary on the facts and statistics.  
 

 
18 P11 Strengthening Medicare taskforce Report 2022, 
https://www.health.gov.au/resources/publications/strengthening-medicare-taskforce-report?language=en 
19 Changes to eligibility and complex criteria lead to confusion, frustration by patients, clinics, and providers. 
20 https://www.medicalboard.gov.au/Codes-Guidelines-Policies/Code-of-conduct.aspx 
https://www.medicalboard.gov.au/Codes-Guidelines-Policies/Technology-based-consultation-guidelines.aspx 

https://www.health.gov.au/resources/publications/strengthening-medicare-taskforce-report?language=en
https://www.medicalboard.gov.au/Codes-Guidelines-Policies/Code-of-conduct.aspx
https://www.medicalboard.gov.au/Codes-Guidelines-Policies/Technology-based-consultation-guidelines.aspx


 
 

3. In the event that items one and two above are not accepted, the review should be suspended 
or extended whilst a Parliamentary Inquiry is held in respect of consumers rights to equitable 
healthcare through technology.   

This would allow for a longer period of consultation outside the peak Christmas and Summer 
holiday period21 If there are safety issues in the meantime22 or issues requiring clarification it is 
probable that the Medical Board of Australia together with the ACSQHC could address these 
pending an independent review of the regulatory impact including: 

a. A. the effect upon Australian consumers including safety, access, equity, and cost23, 
 

b. The impact on the technology sector including innovation and productivity; 
 

c. Consideration of whether regulation by the Medical Board of Australia which has the impact of 
preventing certain technologies may inadvertently prevent other modernisation of the 
healthcare system, for example, electronic prescribing by pharmacists or commonly used 
clinical decision making tools; 
 

d. An international literature review of comparable countries and their regulatory systems for 
telehealth and asynchronous care;  
 

e. The consistency or otherwise of the approach taken by the Medical Board of Australia with the 
Therapeutic Goods Administration towards Software as a Medical Device which is relevant to 
clinical safety; 
 

f. The completion of the Clinical Data Governance Framework by ACSQHC, ADHA and many 
other relevant Stakeholders; 
 

g. The impact on team care and co-ordinated care which is strongly supported by the 
Strengthening Medicare Taskforce Report. The proposed Draft Guidelines would prevent 
consultations with patients unknown previously to some or all of the care team; 
 

h. Reference generally to The Strengthening Medicare Taskforce Report released in December 
2022 after the Draft Guidelines. 
 

i. Reference to the ANAO Report Expansion of Telehealth Services published 19 January 2023. 
The alignment of MBS telehealth items with contemporary clinical practice is subject to 
ongoing refinement and evaluation through a post-implementation review. “The Minister for 
Health and Aged Care The Hon Mark Butler MP, has formally requested the MBS Review 
Advisory Committee to undertake this work, with a report back to the Government in late 
2023.”24. Any changes to the Draft Guidelines should respectfully be suspended pending that 
report. 

 
21 The consultation period between 16 December 2022- 17 February 2023 is largely within peak holiday period for 
many Australians and stakeholders. 
22 There have not been reports to our knowledge of patient harm through telehealth 
23 We note that the Australian patients Association does not appear to have been consulted. 
24 nao.gov.au/work/performance-audit/expansion-telehealth-services 
 

https://www.anao.gov.au/work/performance-audit/expansion-telehealth-services


 
 

In the event that all of these options are dismissed, a bare minimum of a twelve (12) month long 
transition period is necessary to facilitate the education of consumers, doctors and health services 
currently using asynchronous telehealth services with new patients.  

We look forward to further engagement and would be happy to answer any queries. 

Yours Sincerely 

Emma Hossack  

CEO  

Medical Software Industry Association 

 

 

 

 

  



 
 

Appendix 1 Case Study : Spinal Life Australia 

Spinal Life Australia 

Spinal Life Australia is a leading disability service provider supporting people with spinal cord 
injury and other spinal damage across Queensland and Western Australia. We have a clear 
view about the benefits of telehealth in supporting its 2000 plus members/clients. 

Formed in 1960, Spinal Life has built up a Spinal Allied Health Service comprising 
Physiotherapists, Occupational Therapists and Registered Nurses (RNs) specialising in spinal 
damage. Our greatest challenge inhibiting service provision is travel distance to regional and 
remote areas in vast States. Telehealth could remedy that effectively. 

Here is how Spinal Life sees the benefits of telehealth:  

- Expands access of care and reaches more clients  
- Improves engagement with remote monitoring  
- Less likely to have client failing to attend appointments 
- Improves clinical workflow and increases practice capacity  
- Provides consistent services to regional, rural and remote communities  
- Negates the need to charge for travel for therapist’s time  
- We can create a library of educational resources which clients can access at their 

convenience  
- Provide peer group discussions and shared lived experience 
- Be able to link in with clients throughout the State for services which are only in certain 

areas (nursing only in Brisbane but can reach far wider with telehealth)  
- Record and capture information in video or voice format for later reference  
- Client can easily upload video of them performing an activity or task for clinician to 

review 
- Group based online learning or classes, including exercise. Clients from multiple 

locations can join in on the same session. And an Option for break-away groups or 
subgroups within a session 

- Video watching of person’s mobility device transfers or exercises in live stream for 
analysis and recommendations.  
 

The services we could offer: 

The physiotherapist and exercise physiologist would offer:  

- Initial assessments  
- Reviews and follow ups  
- Functional assessments, e.g. reviewing mobility device transfers  
- Pain management  
- Exercise programs and technique reviews  
- Training of Personal Support Worker’s in manual handling  

 

 

 



 
 

The Occupational Therapist would offer:  

- Initial assessments  
 
The potential services and education the Nursing service could offer: 

Ageing and spinal cord injury- adapting to ageing with a spinal cord injury  
Autonomic Dysreflexia – causes and management  
Bladder management - tailored to each individual, catheter trials  
Bowel Management – tailored to each individual  
Preparing Consumables list – not limited to the following:  
• Tracheostomy  
• Bladder  
• Bowel  
Continence assessment  
Diabetes education and management  
Education – Personal Support Workers to ensure that the goals of the client are met through 
the implementation of the RN suggestions  
Client education in good practices, healthy living, and wellbeing    
Medication reviews  
NDIS – planning & review  
Nutrition / Diet  
Obtaining services:  
• allied health services  
• peer support services  
• Back2Work 
Pain management  
Spasticity management  
Services available in the client’s area  
Sex and fertility  
Skin Care – eczema, dermatitis  
Weight Management  
Wound Care and assessment 

In short, Spinal Life can see how telehealth would make of world of difference to the care and 
support of people with traumatic spinal cord injury and other spinal damage – and the 
benefits of the immediacy of that service delivery to the client, and not least, the cost savings 
to government. We believe in the social and economic performance of telehealth. 

  



 
 

Case study 

A 56-year-old male living on a Cloncurry farm station in north west Queensland was suffering 
recurrent Urinary Tract Infections (UTI’s) secondary to his bladder management plan. Our 
nursing service using telehealth was able to complete a client consultation in which they were 
able to recognise that this client was reusing catheters regularly and not using sterile 
techniques for changes. The nurse was able to assist the client in ordering consumables to 
enable him to use new catheters each time he required a catheter change and sterile products 
to improve bladder management. This decreased the regularity of his UTI’s and improved his 
overall health. Apparently simple, but an enormous improvement in quality of life and 
efficiency. 

John Mayo                                                                                                                                                             
Chief Advisor – Government                                                                                                                                   
Spinal Life Australia                                                                                                               
jmayo@spinal.com.au 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Medmate Australia 

44 Lakeview Drv 

Scoresby VIC 3197 

23 January 2023 

EVIDENCE FOR ASYNCHRONOUS HEALTHCARE 

The evidence for the benefits of asynchronous healthcare is strong and growing. A systematic review 

evaluating the efficacy of asynchronous telehealth as compared to conventional clinical visits 

undertaken by Nguyen et al concluded that asynchronous care ‘may provide clinical outcomes that 

are comparable to those provided by in-person care and reduce health care costs’1. Meta-analysis 

of randomized controlled trials shows that mobile phone text messaging ‘increased adherence to 

taking medications... the ease of use, instantaneous relay of information and boundless reach’3 

making the modality a vital tool for public health.  ‘The rapid expansion of mobile health programs 

through text messaging provides an opportunity to improve health knowledge, behaviours, and 

clinical outcomes, particularly among hard-to-reach populations…text messaging and messaging 

apps play a key role in strengthening healthcare systems. Besides enhancing the accessibility of 

health care services, text messaging and messaging apps can open up access to health care services 

for patients4,5’. Zhou et al (University of Queensland) reported that text-based telehealth 

interventions including email, text messaging, webpage and online chat room, are viable ways to 

enhance or deliver multiple levels of treatment for eating disorders. They help reduce eating 

disorder related symptoms, comorbid depression and anxiety , improve body satisfaction and 

contact between clients and therapists2”. 

A scaled example is Stoke on Trent Clinical Commissioning Group’s telehealth system6, Florence, 

used by NHS Hospitals, general practice, mental health and community teams. Florence interacts 

with friendly and familiar SMS text messaging directly to patients, with patient reported readings or 

symptoms available to clinicians. Florence’s technology is linked to a wide range of illnesses and 

living services, including asthma, diabetes, hypertension, smoking cessation and weight 

management. Patient responses are linked to the clinician’s system so they can review, monitor, 

intervene or escalate as required. 

The key to shift from the current reality to a ‘modern, digitally enabled and data driven primary care 
system7’ is enabling clinical teams to use technology in a streamlined and integrated way to deliver 
a comprehensive, personalized and continuous care experience. Regulatory barriers to 
multidisciplinary team care approaches must be removed from practitioners to unshackle workforce 
utilisation at local and regional levels – more key recommendation of the Strengthening Medicare 
Taskforce. Empowering technology-enabled care teams will relieve clinical and operational burden 
on traditional medical services – GPs and Emergency Departments can assist more people and 
transform the care experience for millions of Australians. 

Dr Ganesh Naidoo, BSc(biomed), MBBS, FRACGP 
Medical Director 
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5. How will consultation about this proposal engage with Aboriginal and Torres Strait 
Islander Peoples? 

The Board is committed to the National Scheme’s Aboriginal and Torres Strait Islander Cultural 
Health and Safety Strategy 2020-2025 which focuses on achieving patient safety for Aboriginal and 
Torres Islander Peoples as the norm, and the inextricably linked elements of clinical and cultural 
safety.  

As part of the preliminary consultation process, the Aboriginal and Torres Strait Islander Health Board 
of Australia and the Aboriginal and Torres Strait Islander Health Strategy Group were consulted and 
feedback has been incorporated. During the public consultation, the Board will meaningfully engage 
with Aboriginal and Torres Strait Islander Peoples, including continuing to engage with Aboriginal and 
Torres Strait Islander organisations and stakeholders.  

6. What might be the unintended impacts for Aboriginal and Torres Strait Islander Peoples? 
How will these be addressed?  

The Board has considered what might be any unintended impacts of revising the existing guidelines. 
The proposed guidelines that support safe practice are expected to benefit Aboriginal and Torres 
Strait Islander Peoples and individual patients who use telehealth consultations.  

Continuing to engage with relevant organisations and Aboriginal and Torres Strait Islander Peoples 
will help us to identify any potential impacts. We will consider and take actions to address any 
potential negative impacts for Aboriginal and Torres Strait Islander Peoples that may be raised during 
consultation. 

7. How will the impact of this proposal be actively monitored and evaluated? 

Part of the Board’s work in keeping the public safe is ensuring that all the Board’s standards, codes 
and guidelines are regularly reviewed. 

Revising the existing Guidelines for technology-based consultations and an Information sheet - Inter-
jurisdictional technology-based patient consultations that were published is timely and will ensure the 
guidance is updated and relevant. 
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