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Introduction

The Australasian Institute of Digital Health (AIDH) welcomes the opportunity to provide feedback to
the Department of Health, Disability and Ageing consultation on Modernising Referral pathways.

The Australasian Institute of Digital Health (AIDH) represents a diverse and growing community at
the intersection of healthcare and technology, providing objective, non-partisan, and independent
advice on the use of technology and informatics to solve the most pressing challenges facing our
healthcare system, and advance our nation’s transition to a digital health future. Information about
our organisation is available at: https://digitalhealth.org.au/.

We have submitted our response to the online survey and provide further details and comments
below.

We would welcome discussing further with the Department any aspect of our submission.

Consultation questions

General Consultation Questions

On a scale of 1-5, where 1 means you disagree completely and 5 means you strongly agree, how
much do you agree with the below statements?

1 2 3 | 4 5
The current referral process makes it easy for patients to access specialist X*
care.
Common referral validity periods (12 months for GP referrals, 3 months for X
specialist-to-specialist referrals) meet health needs.
Longer or indefinite referral validity periods would improve patient X
experience and reduce unnecessary costs.
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Patients should always receive a copy of their referral. X
Including cost information and links to Medical Costs Finder on referrals X
would help patients make more informed financial decisions.
Patients should be able to switch specialists under the same referral without X
needing a new referral.
The treating non-GP specialist should be required to inform the referring X
doctor of a patient’s treatment progress throughout the duration of the
referral.

*Views were mixed for this statement with a majority of respondents choosing ‘2’ and a minority
choosing ‘4’.

8. For GP to non-GP specialist referrals, which validity period do you think would be most
appropriate (e.g. 12 months, 24 months, indefinite or another period?)

Other.

Many AIDH subject matter experts prefer condition-dependent validity with the length of the
referral determined by clear clinical guidelines, others suggested 12-24 months. Additionally,
several members suggest that for permanent or chronic conditions referrals could be indefinite.

9. For non-GP-specialist to non-GP-specialist referrals, which validity period do you think would be
most appropriate (e.g. 3 months, 12 months, 24 months, indefinite or another period?)

Other.

While a majority of respondents ticked 12months, others indicate, as above that this should be
condition or treatment dependent with one-off surgical events being treated differently than
chronic conditions.

10. What risks or challenges do you foresee with making referrals longer or indefinite by default?

e Care fragmentation and weaker coordination: Indefinite referrals could further silo
information and make it harder for GPs to oversee and coordinate a patient’s overall
journey (especially if care shifts to specialist-to-specialist pathways).

¢ Reduced GP involvement and continuity: Concerns that GPs may be “cut out” of
communication, lose clinical ownership after initial specialist diagnosis/management, and
potentially become deskilled over time.

¢ Incentives and access pressures in specialist clinics: Longer/indefinite referrals may
mean specialists keep seeing existing patients with less capacity to take new patients,
potentially worsening access/wait times.
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¢ Clinical information becoming stale orincomplete: If referrals remain valid for long
periods, referral content may become outdated, and specialists may not receive timely
updates (e.g., medication/treatment changes) unless the GP or system actively notifies
them.

e Changing clinical needs: A patient’s condition or need for a particular specialist can
change; an indefinite referral may reduce occurrence of review point where
appropriateness is reconsidered.

¢ Perceived potential for misuse and cost impacts: Concerns about unnecessary follow-
ups, the perception of GP sidelining, and additional costs arising from overuse of specialist
care.

o Delayed booking and triage issues: If people sit on a long-valid referral, they may book
much later—potentially complicating triage and affecting time to care.

¢ Implementation/policy requirements: Some respondents noted take-up would depend
on peak body support, policy change, and implementation details.

A recurring mitigation idea was to stratify referral duration by condition (e.g., shorter for time-
limited problems like frozen shoulder, longer for enduring conditions like infertility), aiming to
capture the benefits of longer referrals without defaulting everything to indefinite.

11. What do you foresee slowing or stopping the take up of a future Australia wide digital referral
process?

AIDH subject matter expert identified a wide range of barriers to an Australia-wide digital referral
process. These shouldn’t be read as reasons not to proceed; they form a practical roadmap of the
challenges that need to be tackled early and deliberately. Many of these issues are not unique to
referrals; they are the core challenges of building a digitally enabled health system: digital
inclusion, interoperability, and workforce capability.

1. Interoperability and portability:
- disconnected GP/specialist/hospital management and communication systems;
- poor APls/integration;
- Need for a central, portable repository so referrals follow patients across providers and
across Australia.

Mitigation: Set and enforce national interoperability standards (common data fields + APIs),
require conformance, and deliver a nationally portable referral record (or equivalent) with
consistent status/visibility.

2. Variable digital maturity across specialist practices and implementation friction:
- some specialists still rely on paper/semi-digital and systems are not consistently in
place making national, end-to-end adoption difficult;
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- concern that digital referrals won’t fit smoothly into existing workflows without reliable
integration (slow interfaces, too many steps).

Mitigation: Phase rollout with targeted uplift and onboarding support, insist on
usability/performance requirements, and prioritise “in-workflow” referral creation/receiptin
existing clinical systems.

3. Workforce, workload and operational capacity:
- increased triage burden for receiving services;
- variable levels of digital capability amongst health practitioners;
- admin burden if referral duration/expiry visibility isn’t clear and easy to manage.

Mitigation: Design for workload reduction: structured triage-ready data, referral tracking/status
updates, expiry visibility/alerts, and fund training/support during transition.

4. Trust, incentives, and governance:
- lackof trust in the system and/or processes;
- noincentive or mandate to drive uptake;
- perceived lack of federal infrastructure/support to underpin a portable national
solution;
- corporate/vendor interests potentially impeding consistent standards and adoption.

Mitigation: Establish clear national governance and assurance (privacy, security, auditability),
align incentives/procurement to interoperability, and set a staged national direction to drive
consistent adoption.

5. Patientdigitalinclusion:
- not all patients digitally included hence hindering their ability to access and retain a
copy of the referral.

Mitigation: Provide inclusive access pathways (assisted and offline options, printable/portable
summaries, accessible design) so benefits don’t depend on digital literacy or technology access.
Fund and partner with community programs that build digital health literacy. Establish clear policy
for patient access to their referral while protecting privacy and safety.

Overall, This points to four priority levers: interoperability, workflow-integrated tools, clear
governance and incentives, and strong digital inclusion for patients.

12. Are there any other issues related to referrals that have not been captured in this consultation
paper?

Additionalissues respondents felt were missing:

e Continuity of care and communication gaps
Multiple comments stressed that referral processes must reliably maintain two-way
clinical communication between the GP and the non-GP specialist (e.g., medication
changes, treatment plans) to ensure continuity of care.
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¢ Referral authenticity and patient choice (including “doctor shopping” vs legitimate
second opinions)
A need to better manage referral authenticity and inappropriate provider-hopping, while still
enabling genuine second opinions and patient choice.

o Administrative inefficiency of repeat re-referrals for chronic care
Requirements for routine re-referrals for unchanged chronic conditions were described as
wasted time for both referrers and recipients, with concern that “check-in” intentions may
not be realised in practice, at a great cost to the public funder.

e Standardisation and patient-facing information
Suggestions included a standardised referral format and consistent patient information
(how referrals work, start date rules, “you can see any specialist in the discipline”, etc.),
potentially delivered automatically (e.g., via SMS) so patients actually receive and
understand it.

e Practical edge cases in specialist practices
A specific gap raised was when a specialist is on leave: patients may be forced to obtain a
new referral to see a covering specialist in the same practice despite continuity of records
and care.

e System redesign opportunities beyond digitising current workflows
One respondent argued the consultation paper underplays the opportunity to redesign
referral pathways, not just digitise them—e.g., looking at overseas example that enable
direct triage to specialist care for certain high-risk presentations, and exploring patient self-
referral with platform-based triage for appropriate conditions.

13. Are there any alternative policy options that you would recommend that have not been
discussed in this consultation paper?

Respondents suggested several alternative policy options beyond those set out in the consultation
paper, focused on tailoring rules to clinical need, strengthening coordination, and using system-
level levers to improve referral performance. There is also an opportunity to review referral
pathways more holistically, not just digitising them as said above.

e Create tailored referral settings for mental health care: introduce dedicated policy
positions recognising that mental health spans episodic, time-limited care through to
longer-term, chronic management and as a consequence referral validity and safeguards
should vary accordingly.

e Support prevention and wellbeing referrals: enable referral pathways that proactively
manage chronic co-morbidities to reduce progression and prevent additional co-
morbidities (i.e., referrals not only for acute/specialist intervention but also preventative
management).
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Enable better multidisciplinary care across specialties: establish clearer, supported
pathways for non-GP specialist to non-GP specialist communication for patients with
multiple co-morbidities, to improve coordination and continuity across a multidisciplinary
team.

Address MBS item-number inconsistencies: clarify and harmonise rules where some
items appear to allow ongoing billing/longer validity while others (including geriatrician
items) reportedly require re-referral creating avoidable administrative churn and added
costs (to patients and Medicare).

Idea to explore: consider a stronger “system intermediary” model for triage and
redirection. Explore redesigning referral flows so an intermediary mechanism (potentially
leveraging existing platforms such as Healthdirect) can streamline triage and route patients
to appropriate specialist care, rather than replicating the status quo.

Build “trigger points” for mandatory GP-specialist communication: embed referral-
based prompts requiring structured updates between non-GP specialists and GPs at key
moments (e.g., changes in treatment/medication, major milestones), to protect continuity
of care.

Introduce enforceable urgency and performance mechanisms: propose a tiered
urgency classification with standardised definitions and enforceable wait-time

benchmarks (potentially linked to funding consequences), plus commissioning tied to
pathway performance (e.g., did not attend rates, time to first appointment, “lost to follow

up” between steps).

Consultation Questions for Representatives of Peak Bodies and

Research Institutes

On a scale of 1-5, where 1 means you disagree completely and 5 means you strongly agree, how

much do you agree with the below statements?

Consumers understand current referral arrangements, including who
can issue them, how they can be used, and what their rights as
patients are.

Referrals currently contain enough information for non-GP specialists
to provide appropriate care.

The current referral default/maximum validity periods (12 months for
GP referrals, 3 months for non-GP specialist-to-non-GP specialist
referrals) reflect the clinical needs of patients.

Extending referral validity periods would better support patients with
chronic and complex conditions.

Rules around billing initial versus subsequent attendance items are
clear.
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Removing or modifying the rule allowing the billing of initial attendance X
items when a patient hasn’t seen their non-GP specialist for more than
9 months would improve billing compliance.

7. What measures do you think would improve patient understanding of referral arrangements?

e Use of plain language and inclusion of standardised referral advice within the
referral letter to include that explains referral validity, who the referralis to, specialist
billing, and when a new referral may be required (in a similar way to information on back
of pathology referrals for centre locations).

e Areferral comprehension check performed by the GP to check patient
understanding; if further patient education/support is needed, direct to centralised
support (see point below).

e Provision of a centralised referral support line (phone and online chat) available to
support patient questions relating to referrals, or to allow for translation services. A
health literacy education program with information on referrals would be beneficial.

e Uploadto My Health Record and set up of a centralised referrals system that acts
as a referrals repository so patients can easily access and find their expiry dates,
referral arrangements and possibly countdown to expiry. The system would include
alerts for status tracking so the patient knows when the referral is received, triaged and
expected wait times.

e Provision of a publicly available real-time wait time registry by specialty, by region,
by individual provider.

8. Is the rule allowing the billing of initial attendance items when a patient hasn’t seen their non-GP
specialist for more than 9 months (and the referring GP considers a review is required) clinically
necessary?

AIDH subject matter expert posit that the 9-month rule can be clinically necessary in some
circumstances, but the current blanket threshold is not seen as clinically well-calibrated (and may
be more administratively than clinically derived).

Overall, the responses lean toward keeping a mechanism for longer-gap reassessments when
clinically indicated (for example symptom recurrence, deterioration, new findings, medication
changes, or broader social/lifestyle factors that affect health and require a longer review
consultation), but recommend reconsidering the one-size-fits-all 9-month trigger, instead aligning
it to clinical guidelines or trigger by a change in condition/circumstances.

As health information sharing improves, there is a hope that those needs with decrease overtime —
acknowledging we are not there yet.

Further comments were made on the inadequacy of rebates that do not adequately compensate
for time and cost of complex re-assessments.
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9. What risks and/or benefits do you anticipate if rules change to allow patients to seek a second
opinion from a new specialist under the same referral?

AIDH subject matter expert anticipated clear patient and system benefits, but emphasised the
need for guardrails to manage cost and “doctor-shopping” risks; they support the right to a second
opinion provided the policy is “led” with clear guardrails, especially to manage MBS cost impacts
and reduce incentives for overservicing/doctor-shopping.

Benefits raised

o Reduced GP administrative load: Fewer repeat appointments and less paperwork just to
re-issue referrals, freeing GP time for clinical care.

o Practical access benefits: Enables care to continue with a covering specialist if the
primary specialist is on leave, without forcing a return GP visit purely for a new referral.

e Greater patient choice and continuity: Patients could move to a specialist who is a better
fit (rapport, cultural safety, experience, communication quality), or switch if personal
circumstances change (e.g., affordability, travel, access).

¢ Patient empowerment and diagnostic confidence, and practitioner quality and
accountability: Some respondents felt easier second opinions would increase patient
agency and could incentivise better specialist thoroughness and communication.

Risks raised

e Cost growth / sustainability concerns: The main risk identified was increased system and
patient costs, particularly if the change effectively enables multiple “initial” consultations
under one referral and drives higher volumes of higher-rebate services.

o Doctor-shopping and overservicing: Risk that a minority of patients may seek out more
“compliant” specialists or pursue additional consults without clear clinical value,
increasing demand-driven service use.

¢ Confusion and implementation complexity: Some respondents anticipated confusion for
patients and clinicians if the rule change isn’t simple and clearly communicated.

Additional comment

AIDH recommends the extension of Sharing by Default requirements to medical referrals (i.e.
mandating the upload of referrals to the patient's My Health Record) in the next iteration of the
program.
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Equity statement

Digital health technologies have the potential to address health access inequities, making
healthcare more accessible, efficient, and person-centred. For example, telehealth can connect
people in rural and remote areas with specialist care that would otherwise be difficult to access.
For digital health to fully deliver on its promises, governments must recognise the multifaceted
digital divide as a critical social determinant of the delivery of healthcare services. Digital health
policies must be designed with access and equity at their core, ensuring that no-one is stranded
due to technological, socioeconomic, cultural or geographic barriers.

About AIDH

The Australasian Institute of Digital Health (AIDH) represents a diverse and growing
community of professionals at the intersection of healthcare and technology.

The Institute has more than 250 distinguished Fellows who are experts or pioneers in
digital health, and has a growing membership of professionals comprising doctors, health
informaticians, nurses, midwives, allied health, other clinicians, administrators, and
health technology business leaders.

The Institute provides objective, hon-partisan, and independent advice on the use of
technology and health informatics to improve consumer outcomes and solve the most
pressing challenges facing our healthcare system.

The Institute’s unique composition and reach brings together an extraordinary network of
Australia’s leading digital health experts across the private, public and community sectors
to advance our nation’s transition to a digital health future.

We acknowledge the contributions of our Subject Mater Experts surveyed to develop this
submission. We thank them for their expert insights.
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