
S U B M I S S I O N  T O  T H E  M O D E R N I S I N G  R E F E R R A L  P A T H W A Y S  C O N S U L T A T I O N

Submission to the 
Modernising Referral
Pathways Consultation
SUBMISSION



S U B M I S S I O N  T O  T H E  M O D E R N I S I N G  R E F E R R A L  P A T H W A Y S  C O N S U L T A T I O N

Acknowledgement of country
VMIAC recognises Aboriginal and Torres Strait Islander peoples as the 
First Peoples of this continent and the Islands of the Torres Strait. In 
doing so, we acknowledge our shared history, recognise the right to self-
determination and the importance of connection and access to Country. 

VMIAC works across Victoria and acknowledges the Traditional Custodians 
of the lands and waters on which we are privileged to work and live. We 
acknowledge and respect distinct Aboriginal and Torres Strait Islander 
cultural differences, beliefs, values, and languages. 

We acknowledge that this land was never ceded and pay our respects to 
Elders past and present.

About VMIAC
VMIAC is the peak body run by, and for, Victorian mental health consumers. 
By mental health consumers, VMIAC means people with lived experience 
of mental health challenges, trauma, or emotional distress, who may have 
accessed mental health or related services to support their wellbeing.

Our vision is a world where all consumers stand proud, live a life with their 
choices honoured and their rights upheld, and where these principles are 
embedded in all aspects of society.

VMIAC support extends state-wide across metro, rural and regional 
communities. We provide individual and systemic advocacy to consumers with 
psychosocial disabilities, using a rights-based approach, to ensure their rights 
and freedoms are exercised.

Contact us
Phone:		 (03) 9380 3700
Email:		  reception@vmiac.org.au
Website:	 vmiac.org.au
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Introduction
VMIAC welcomes the opportunity to contribute to the Modernising Referral Pathways Consultation 
and thanks the Specialist Affordability Section of the Department of Health, Disability and Ageing for 
its consideration of this submission.

Mental health consumers face significant and persistent barriers when attempting to access 
specialist care. While this consultation focuses on referral settings and administrative processes, 
it is important to recognise that referral validity is only one component of a much larger access 
problem. For many consumers, the difficulty lies not in obtaining a referral, but in securing timely, 
affordable, and appropriate specialist care once a referral has been made.

Submission to the Modernising 
Referral Pathways Consultation
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Barriers to Accessing 
Specialist Care 
for Mental Health 
Consumers 
People living with mental health difficulties 
frequently experience chronic, episodic, and 
intersecting difficulties that require long-
term, coordinated support. Mental health 
challenges rarely exist in isolation. Consumers 
often simultaneously manage physical 
health conditions, substance use concerns, 
disability, or social stressors such as housing 
insecurity and financial hardship. As a result, 
care pathways are often complex and involve 
multiple providers working across public and 
private systems.

It is common for a consumer to be engaged 
with a GP, psychiatrist, psychologist, and 
additional allied health professionals at the 
same time. Some may also be involved with 
community mental health teams, the NDIS, 
school supports, or paediatric services. 
Care coordination in these circumstances 
is not linear or short-term; it is iterative, 
relational, and ongoing. Treatment plans 
evolve, medications require monitoring, 
second opinions may be necessary, and 
multidisciplinary input is often essential.

Within this reality, short referral validity periods 
are poorly aligned with clinical need. A three-
month specialist-to-specialist referral period 
does not reflect the long wait times that 
commonly exist, nor the slow-moving nature 
of complex care. Consumers can wait many 
months between appointments, particularly 
in psychiatry and paediatrics. When referral 
timeframes expire during these waiting periods, 

individuals are required to obtain repeat GP 
appointments solely for administrative renewal. 
This adds cost, increases demand on already 
stretched primary care services, and creates 
avoidable delays in treatment.

For consumers experiencing financial hardship, 
each additional GP visit can represent a 
significant out-of-pocket expense. For 
those with limited transport options, caring 
responsibilities, executive functioning 
challenges, or fluctuating mental health, 
arranging repeat appointments can be 
disproportionately burdensome. Administrative 
requirements that appear minor in policy 
design can become major barriers in practice. 
In some cases, referral expiry may contribute 
to missed appointments, disrupted medication 
management, or loss of continuity with a 
treating specialist.

Mental health care is also highly relational. 
Therapeutic fit, cultural safety, and trust are 
critical to effective treatment. Consumers 
may need to seek a second opinion or change 
specialists if a therapeutic relationship is not 
safe, appropriate, or effective. Requiring new 
referrals each time a change is needed adds 
both cost and emotional labour, particularly 
for individuals who have already experienced 
stigma or discrimination within the system. 
Referral flexibility can support autonomy and 
trauma-informed care.
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At the same time, it is essential to be clear 
that referral rules are not the primary driver of 
specialist inaccessibility. The dominant barriers 
remain workforce shortages, geographic 
maldistribution of specialists, closed books, 
and high out-of-pocket fees. Many consumers 
hold valid referrals but are unable to find a 
psychiatrist or paediatrician accepting new 
patients. Others secure appointments only to 
face gap fees that are financially unsustainable. 
Referral reform does not create new specialist 
capacity, reduce fees, or address inequities 
between metropolitan and regional areas.

There is also a broader structural issue 
of underinvestment in specialist mental 
health care. When Medicare rebates do 
not adequately cover the cost-of-service 
provision, gap fees increase. When training 
places and rural incentives are insufficient, 
workforce shortages persist. When services are 
concentrated in cities, consumers in regional 
and rural communities face compounded 
disadvantage. Referral reform, while helpful, 
cannot compensate for these systemic 
constraints.

Importantly, barriers to accessing specialist 
care are not only logistical or administrative. 
Prejudice and discrimination against people 
living with mental health challenges remain 
significant obstacles within the health system. 
Many consumers report delaying or avoiding 
care due to previous experiences of being 
dismissed or treated differently because 
of their mental health history. Anticipated 
prejudice can discourage individuals from 
seeking help until problems escalate to crisis 
point.

When consumers do seek care, discrimination 
may also occur within clinical encounters. 
Mental health consumers frequently report 

experiences of diagnostic overshadowing, 
where physical symptoms are attributed 
to mental illness and not investigated 
appropriately. Others encounter assumptions 
about credibility, compliance, or capacity, 
which can undermine therapeutic relationships 
and lead to poorer quality care. These 
experiences can erode trust in the health 
system and contribute to disengagement from 
treatment.

For some communities, these barriers 
are compounded by intersecting forms of 
discrimination. People with mental health 
challenges who are also living with disability, 
are culturally and linguistically diverse, First 
Nations peoples, LGBTQIA+ individuals, or 
experiencing poverty may face multiple layers 
of stigma within healthcare settings. These 
intersecting inequities can further reduce 
access to appropriate specialist care.

Administrative simplification should therefore 
be understood as harm reduction within an 
overstretched system. Extending referral 
validity, allowing flexibility to change 
providers, and reducing unnecessary repeat 
appointments can ease some of the burden 
placed on consumers navigating chronic and 
complex conditions. However, these measures 
must sit alongside broader reforms aimed at 
affordability, workforce expansion, culturally 
safe care, anti-discrimination measures, and 
more equitable service distribution. Only 
through addressing both administrative barriers 
and structural inequities can specialist referral 
pathways become genuinely accessible for 
mental health consumers.

S U B M I S S I O N  T O  T H E  M O D E R N I S I N G  R E F E R R A L  P A T H W A Y S  C O N S U L T A T I O N 3.
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Responding to the 
Terms of Reference
(A) GENERAL CONSULTATION QUESTIONS 

1. The current referral process makes it easy for 
patients to access specialist care.

1 – Strongly disagree.

For mental health consumers, the primary 
barriers to accessing specialist care are cost 
and availability, particularly for psychiatrists 
and paediatricians. Referral rules are rarely 
the main barrier. Long waitlists (often 6–12+ 
months), closed books, and significant out-of-
pocket costs prevent timely access regardless 
of referral validity.

2. Common referral validity periods (12 months 
for GP referrals, 3 months for specialist-to-
specialist referrals) meet health needs.

2 – Disagree.

For people living with chronic or complex 
mental health concerns, 12 months is often 
insufficient, and the 3-month specialist-to-
specialist period is clearly misaligned with 
clinical realities. However, validity length is not 
the core access issue.

3. Longer or indefinite referral validity periods 
would improve patient experience and reduce 
unnecessary costs.

4 – Agree.

Longer referrals would reduce unnecessary 
GP appointments, lower administrative burden, 
and reduce costs associated with repeated 
referrals. However, this reform alone will not 
significantly improve access unless cost and 
workforce shortages are addressed.

4. Patients should always receive a copy of 
their referral.

5 – Strongly agree.

Mental health consumers must have full access 
to referral information to exercise choice, seek 
second opinions, and understand their care.

5. Including cost information and links to 
Medical Costs Finder on referrals would 
help patients make more informed financial 
decisions.

3 – Neither agree or disagree.

The Medical Costs Finder website is difficult to 
navigate and requires consumers to know the 
Medicare item number of the service they are 
receiving. Given that many consumers have 
limited health literacy, this information is likely 
inaccessible. 

If accessibility were improved, this increased 
transparency may be helpful. However, 
transparency does not solve affordability. 
Knowing psychiatrists usually charge $600 
does not make the service affordable when 
rebates are inadequate. It also does not change 
that most specialists are not upfront about their 
prices. Requiring providers to publish their own 
costs would be helpful. 

6. Patients should be able to switch specialists 
under the same referral without needing a new 
referral.

5 – Strongly Agree.

Mental health care is highly relational. If 
a therapeutic relationship is not safe or 
effective, consumers must be able to change 
providers without incurring additional cost and 
administrative burden.

4.
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7. The treating non-GP specialist should be 
required to inform the referring doctor of a 
patient’s treatment progress throughout the 
duration of the referral.

4 – Agree.

Communication is essential, particularly for 
medication management and risk issues. 
However, this must not create excessive 
compliance burdens that reduce already limited 
specialist capacity.

8. For GP to non-GP specialist referrals, which 
validity period do you think would be most 
appropriate

Indefinite or minimum 24 months.

Mental health challenges are often long-term. 
Requiring annual renewal for unchanged 
concerns adds cost without improving care.

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?)

12–24 months minimum, ideally indefinite. 

Particularly relevant where psychiatrists refer 
to paediatricians (or vice versa), or where 
multidisciplinary care is required.

OPEN RESPONSE QUESTIONS:

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

Risks include potential reduced GP oversight 
if communication safeguards are weak, and 
increased risk of administrative confusion 
during transition period.

However, these risks are manageable and 
outweighed by consumer benefit.

Importantly, extending referral length does 
not meaningfully increase Medicare access, 
if specialist supply remains constrained and 
excessively expensive. The bottleneck is cost 
and workforce availability, not referral renewal 
frequency.

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

1. Fragmented IT systems.
2. Under-resourced primary care.
3. Digital literacy barriers for some 
consumers.
4. Lack of interoperability between public 
and private systems.
5. Concerns about privacy, especially for 
mental health records.

Digital reform must prioritise trauma-informed 
privacy safeguards.

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

The consultation paper focuses heavily on 
administrative efficiency but insufficiently 
addresses:

1. Psychiatrist and paediatrician workforce 
shortages.
2. Excessive out of pocket costs for 
consumers. 
3. Unequal geographic of specialists.
4. Closed books and refusal to accept new 
complex patients.

For mental health consumers, the real access 
barrier is not referral validity, it is structural 
underinvestment in specialist care.
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13. Are there any alternative policy options 
that you would recommend that have not been 
discussed in this consultation paper?

1. Increase Medicare rebates for psychiatric 
and paediatric services to reduce gap fees.
2. Incentivise psychiatrists and paediatricians 
to bulk bill consumers experiencing financial 
hardship.
3. Workforce expansion strategies (training 
places, rural incentives).
4. Cap out-of-pocket costs for essential 
psychiatric care.

Referral reform is helpful but insufficient 
without affordability reform.

(B) CONSULTATION QUESTIONS FOR PEAK BODIES 

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

2 – Disagree.

Many consumers have limited health literacy, 
however, improving consumer education will 
not fix specialist scarcity.

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

3 – Neutral.

Quality varies. In mental health, detailed 
psychosocial context is often missing.

3. 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.

2 – Disagree.

Particularly inappropriate for chronic mental 
health difficulties.

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

4 – Agree.

Reduces unnecessary GP visits and 
administrative churn.

5. Rules around billing initial versus subsequent 
attendance items are clear.

2 – Disagree.

Consumers frequently experience confusion, 
especially when charged initial attendance fees 
after referral renewal.

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

4 – Agree.

Simplification would reduce misuse and 
consumer confusion.

OPEN RESPONSE QUESTIONS:

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

1. Mandatory provision of referral copies.
2. Plain-language explanation attached to 
referrals.
3. Consumer-facing fact sheets in GP clinics.
4. Digital access through My Health Record 
(with opt-out flexibility).

However, improving understanding must not 
distract from affordability reform.
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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?

No, clinical necessity should be determined by 
consumer need, not arbitrary time thresholds. 
If a person experiencing chronic mental health 
concerns returns after 10 months, this is often 
continuation of care, not a new clinical episode.

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?

Benefits:

1. Reduces financial burden.
2. Supports trauma-informed care.
3. Encourages therapeutic fit.
4. Improves consumer autonomy.

Risks:

1. Minimal, provided billing rules are clarified.
For mental health consumers, the ability to 
change providers without new referral costs is 
essential, especially where safety, stigma, or 
cultural responsiveness are concerns.

Conclusion
Modernising referral arrangements can reduce 
friction within the system and improve the 
experience of consumers managing chronic 
and complex mental health concerns. Longer 
referral validity periods are sensible and 
proportionate to clinical realities. However, 
meaningful access to specialist care requires 
structural reform beyond administrative 
change. Referral reform should proceed, but 
it must be accompanied by investment in 
workforce capacity and affordability measures 
to ensure that specialist care is not only 
easier to navigate, but genuinely available and 
accessible.
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