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About the Australian Physiotherapy Association 

The Australian Physiotherapy Association’s (APA) vision is that all Australians will have access to quality 
physiotherapy, when and where required, to optimise health and wellbeing, and that the community 
recognises the benefit of choosing physiotherapy. The APA is the peak body representing the interests of 
Australian physiotherapists and their patients. It is a national organisation with state and territory branches 
and specialty subgroups.  

The APA represents more than 34,000 members. The APA corporate structure is one of a company limited 
by guarantee. The APA is governed by a Board of Directors elected by representatives of all stakeholder 
groups within the Association.  

We are committed to professional excellence and career success for our members, which translates into 
better patient outcomes and improved health conditions for all Australians. Through our National Groups we 
offer advanced training and collegial support from physiotherapists working in similar areas. 
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1. Executive Summary 

The Australian Physiotherapy Association (APA) is pleased to provide feedback to the Independent 
Hospital and Aged Care Pricing Authority (IHACPA) consultation on the Pricing Framework for the 
Australian Support at Home Aged Care Services 2026-27.  

This submission builds upon our previous feedback to IHACPA’s consultation on the pricing approach for 
the Support at Home service list 2025-26.  

The sustainability of the Support at Home program can only be achieved by supporting the viability of a 
strong market of skilled, high-value service providers to ensure equity of access to person-centred, trauma 
informed and reablement-focused care.   

IHACPA's pricing advice must be robust, evidence-informed, and reflect the true cost of delivering clinical 
care to avoid a reduction in the number of service providers, such as physiotherapists, operating in the 
Support at Home program, with detrimental impacts on the quality of clinical care for vulnerable 
populations. 

The APA believes IHACPA's proposal to establish billable unit pricing for physiotherapy is fundamentally 
flawed and to be avoided if aged care reform is truly to address the recommendations of the Royal 
Commission into Aged Care Quality and Safety. 

We disagree with a framework that allows billing only for face-to-face client time and neglects to recognise 
the broad range of non-face-to-face time required to plan for and deliver care and meet growing regulatory, 
compliance and administrative requirements and costs associated with aged care reforms. Consideration of 
the impact of ensuring compliance and safety on service delivery cost must be examined and factored in. 

At a minimum, we are calling for the introduction of separate billable line items for client attributable time, 
including travel and report writing, to reflect the true cost of care, support provider viability and program 
sustainability. 

It is a non sequitur that a system could be called Support at Home, and the primary mechanisms such as 

travel, multidisciplinary collaboration and reporting that are essential tenements of in-home care are not 

directly considered and funded as a pricing principle. 

The APA is extremely concerned about the data used to inform the Indicative Pricing list and its 

consequences.  The limited survey undertaken to inform the Indicative Pricing was completed before many 

of the Support at Home program guidelines were formalised. Its response rate, as the APA understands it, 

was less than a third of providers. In addition, it is evident that the data did not consider the margins 

charged by providers in a predominantly brokered workforce nor did it reflect important considerations such 

as accurate face-to-face time. We are concerned that this data, and not the IHACPA review, was used to 

inform the Indicative Pricing List. 

Appropriate Support at Home pricing also must reflect the complexity of working with multiple approved 
providers and factor in loadings and supplements to ensure culturally safe, trauma-informed care that 
meets the needs of a diverse range of priority populations. 

It must also factor in provider margins, which further dilute the price, with some adding up to 40% to adapt 
to the reduction in care management fees introduced under the reforms. 

Preliminary independent analysis undertaken by the Nous Group, commissioned by the APA, demonstrates 
the Indicative Pricing falls below the broader minimum pricing benchmarks for physiotherapy.  

The APA has engaged Nous Group to provide further guidance on a minimum sustainable hourly rate and 
associated loading for skill levels, experience, qualifications and location to ensure financial sustainability of 
physiotherapy.  

We will welcome the opportunity to present the findings of this important work upon its completion to 
IHACPA to inform future pricing considerations.  
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2. Recommendations 

Recommendation 1. Introduce additional billable items for non-face-to-face client attributable time 
– such as travel and report writing – to ensure transparency and accountability 
of funding spend; support provider business viability and maintain quality and 
equitable care provision, regardless of location. A flat, capped hourly rate fee 
structure cannot support a viable market for Support at Home healthcare service 
providers and will result in lack of access to care for many clients across 
Australia, as we have already seen occurring in the National Disability Insurance 
Scheme due to underfunding travel. 

Recommendation 2. Collect granular cost and service data from peaks, a true representation of 
service provider businesses of all sizes, community-controlled organisations, 
multicultural services, and physiotherapy providers working with vulnerable 
populations and those with special needs.  

Recommendation 3. Apply pricing adjustments and loadings that reflect the additional costs of 
delivering safe, effective, and culturally appropriate care to priority populations. 

Recommendation 4. Integrate qualitative feedback and lived experience insights into pricing 
frameworks to ensure they reflect the real-world complexity of providing care to 
diverse populations. 

Recommendation 5. Strengthen the Quality Care and Services principle to include trauma 
informed care and reablement-focused care to align with the recommendations 
of the Royal Commission into Aged Care Quality and Safety. 

Recommendation 6. Develop a standalone Viability principle not just for pricing integrity, but to 
ensure the Support at Home program succeeds in practice – across all 
communities and care needs. 

Recommendation 7. Develop a standalone Reablement principle to reflect the findings of the 
Royal Commission into Aged Care Quality and Safety that reablement should be 
a core principle of aged care. 

Recommendation 8. Expand and define the Efficiency principle to specify that efficiency must not 
come at the expense of clinical care quality or provider viability, and include 
compliance, delivering evidence and needs-based care, clinical governance and 
training. 

Recommendation 8. Recognise the distinct operating environment of Commonwealth Home 
Support Programme (CHSP) providers and clients to ensure their diverse 
needs and business viability are supported as they transition to the Support at 
Home program and ongoing.  
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3. Responses to survey questions 

1. Do the pricing principles provide adequate guidance for IHACPA’s development 

of pricing advice? 

Response: No 

If not, what changes do you recommend? 

The APA welcomes IHACPA’s responsiveness to feedback previously provided and, consequently, the 
refinement of a number of principles, including the: 

 Quality Care and Services principle - to reference evidence-based care and services, the 
foundation upon which the funding of service provision, particularly clinical care, should be based 
upon following clinical needs assessment, and the 

 Pricing Equity principle - to incorporate a reference to thin markets. 

We believe the Quality Care and Services principle should be strengthened with further refinement to 
include suggested wording in italics below: 

Pricing should support the delivery of evidence-based care and services that are person-centred, culturally 
appropriate, trauma informed and reablement-focused and meet the Aged Care Quality Standards.  

While the introduction of the Sustainability principle is an acknowledgement of the sector’s concerns about 
the potential impact of pricing on service delivery, it does not specifically address the urgent issue of 
service provider viability.  

The introduction of Support at Home Indicative Pricing – based on flawed methodology and limited data – is 
having an immediate and detrimental impact on service delivery as package and service providers 
scramble to adjust to the inadequate indicative hourly rates. The introduction of capped, “all-inclusive” 
hourly rates if they proceed without specific allowance for a range of other client-attributable costs will have 
significant impact on the provider market and care.  

Reablement principle 

The Royal Commission into Aged Care Quality and Safety found that: "Reablement and rehabilitation need 
to be a central focus of aged care. We recommend that care at home should include the allied health care 
that an older person needs to restore their physical and mental health to the highest level possible - and to 
maintain it at that level for as long as possible – to maximise their independence and autonomy."1 

The Royal Commission found many older people did not have access to reablement care and recognised 
"the crucial role of allied health in maintaining mobility and functionality and providing restorative care"...  

If the intentions of the Support at Home program are to be met, reablement should be directly considered 
as a funding principle, and should be supported at sustainable, viable and market rates.  

This should support the provision of best practice, high quality, safe, goal-driven and outcome-focused 
services. This will promote long-term independence, reduce the incidence of preventable falls and related 
injuries, hospitalisations and early entry to residential aged care services.  

Viability principle 

The APA considers sustainability as a vital goal in ensuring the success of the Support at Home Program. 
This cannot be achieved without a dedicated focus on service provider business viability. Business viability 
is a specific and complex concern with business owners facing significant wage increases, along with 
administrative, compliance, regulatory, training and supervision obligations in an environment of rising 
regulatory costs to meet them.  
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In order for providers to fulfil their obligations ensuring the safe provision of supports to 
the recipient of care they are required to access engage with allied health professionals through planning 
consultation, formal reporting and recommendations to fulfil their statutory obligations and compliance. The 
focus of a single unit price in the current pricing structure is an inherent weakness that fails to specify, 
support, and identify these essential safety and compliance obligations that all providers is a major 
weakness of the current pricing principles. 

Equally the pricing principles fail to address, understand, and support the provision of care where it is 
required. Best practice requires the integration and collaboration of multidisciplinary clinical care in the 
home. To ensure that all clinical care can be provided safely and effectively, allied health professionals, 
such as physiotherapists, must be directly funded to provide care in the home. The current pricing 
principles fail to specifically address this.   

A dedicated pricing principle focused on service provider viability is essential for ensuring the long-term 
sustainability, equity and effectiveness of the Support at Home program. A dedicated standalone viability 
principle signals a commitment to maintaining a diverse, stable, and high-quality provider market –
particularly in under-served and high-need areas. A dedicated provider viability principle will: 

 Ensure continuity and stability of care: without viable providers, service gaps emerge – especially in thin 

markets (e.g. rural, remote, or culturally specific communities). Provider withdrawal or collapse leads to 
disruption in care, distress for clients, and administrative burden on the system. 

 Take into account rising costs of clinical care, such as the pending Fair Work Commission decision on 
the Health Professionals and Support Services Award, that may increase physiotherapy wages by as 
much as 30%. 

 Recognise the real costs of quality service delivery: providers must cover not only direct service time, 
but also: 
o Workforce recruitment, training, and retention; 
o Clinical governance; 
o Back-office operations and compliance; and 
o Transport, technology, and infrastructure. 

 Support market diversity and consumer choice: pricing that enables viability across small, large, 
specialist, and community-based organisations enables a rich and responsive aged care ecosystem. 
Without a viability focus, many providers will be forced out of the market.  

 Encourage innovation and workforce development: viable pricing enables providers to: 
o Invest in staff development, retention, and wellbeing; 
o Adopt innovative models of care, such as reablement and person-centred approaches;  
o Maintain quality and safety standards, rather than cutting corners to meet low unit prices; and 
o Employ and retain quality, experienced staff, rather than leaning towards a workforce dominated by 

new graduates or overseas trained physiotherapists on limited registration visas. 

 Strengthen alignment with aged care reform goals: The Royal Commission into Aged Care Quality and 
Safety highlighted the need for sustainable provider funding to achieve improved quality and access. 
Including provider viability as a core pricing principle aligns IHACPA’s work with broader system reforms 
and the goal of a high-functioning Support at Home market. 

 Distinguish between efficiency and sustainability: efficiency is important-but pricing should not drive 
unsustainable cost-cutting or service rationing. A viability principle balances efficiency with quality, 
ensuring services can be delivered at a high standard without compromising service provider viability. 

 

Efficiency principle 

Rigid application of efficiency-driven pricing without appropriate safeguards in the context of aged care may 
introduce significant risks, including: 

 Incentivisation of cost-cutting at the expense of comprehensive biopsychosocial care resulting in lower 
care quality, reduced client satisfaction, and higher long-term system costs (e.g., avoidable hospital 
admissions or early residential care entry); 

 Reduction of time spent on essential, non-billable tasks such as care planning, coordination, or 
responding to complex needs; 

 Providers serving complex or marginalised populations, such as First Nations, CALD; people with 
cognitive, psychosocial, or behavioural conditions; and those in rural and remote communities, may be 
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disadvantaged. Efficiency measures often assume “standard” delivery conditions, 
which do not reflect the additional time, workforce, and resources required to support these populations; 

 Market concentration and loss of diversity as efficiency principles may favour large, centralised 
providers with economies of scale, threatening the viability of small, local or community-based 
organisations and specialist providers with higher overheads (e.g. dementia, or palliatives services). 
This risks market consolidation, reduced consumer choice, and lower responsiveness to community 
needs; 

 Disincentivising innovation and workforce investment: if pricing is driven by what is cheapest rather than 
what is effective or sustainable, providers may limit investment in training, development, and career 
pathways; limit recruitment of experienced staff and avoid trialing new or reablement-focused models 
that may offer long-term value;  

 Misalignment with aged care reform goals: the Royal Commission emphasised quality, dignity, and 
human rights as the foundations of aged care, and particularly noted the critical importance of a 
reablement approach and the critical role of physiotherapy, for older people. A pricing framework 
focused on efficiency places reform principles at risk; and  

 Administrative and compliance burden: increased reporting and auditing requirements must be 
acknowledged and accounted for in pricing or risk disproportionately impacting smaller providers. 

 

2. Are there specific service types, locations and population groups that IHACPA 

should focus on in future cost collections? 

IHACPA's future cost collection activities should focus on high-impact service types, underrepresented 
geographic areas, and vulnerable population groups to ensure the new Support at Home funding model is 
responsive to actual service delivery costs, equitable for diverse communities and sustainable for providers 
across Australia. 

Priority service types 

Cost data should be collected for service types that are frequently used, have high-cost variability, and 
involve complex delivery, including allied health services such as physiotherapy, occupational therapy, and 
podiatry, which support reablement and functional independence. These include: 

Priority locations 

Geographical context significantly influences the cost and feasibility of service delivery. Future cost 
collections should ensure robust representation from: 

 Remote and very remote areas due to high transport costs, workforce shortages, and thin markets; 

 Rural and regional communities where aged care services are often limited, and staff retention is a 
challenge; 

 Urban areas with high service demand, especially those with concentrated populations of older 
people from low-income or culturally diverse backgrounds; 

 Areas with limited provider competition where market failure risks are higher, and costs may not 
align with standard pricing assumptions. 

Priority population groups 

To promote equitable access and appropriate pricing, IHACPA should prioritise cost data collection that 
includes: 

 Older people with multiple chronic conditions or complex care needs often require interdisciplinary 
care coordination. 

 Older people with dementia or cognitive impairment: who require specialised staff training, higher 
levels of supervision, and longer service time. 
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 Older people living with complex mental health conditions as emphasised in 
the strengthened Aged Care Quality Standards, which recognise the often-increased care planning, 
coordination, support and provider training required to support this cohort. 

 People living alone or without informal supports, who may need more formal care or after-hours 
assistance.  

 Aboriginal and Torres Strait Islander older people with culturally safe, community-controlled service 
models and additional support costs. 

 Culturally and linguistically diverse (CALD) populations, including costs associated with language 
services, culturally tailored care, and workforce training. 

 LGBTIQA+ older adults to ensure safe and affirming care, inclusive service delivery and addressing 
historic and ongoing discrimination. 

IHACPA should consider a weighted pricing adjustment or rural loading that reflects remoteness 
(aligned with Modified Monash Model classifications); service type; provider size and workforce 
composition; real-world travel and staff costs verified through targeted rural cost collections. In addition, 
case studies and engagement with rural and Aboriginal community-controlled organisations can help 
validate assumptions and refine pricing models to ensure services are viable and culturally appropriate. 

 

3. How can IHACPA better support providers to participate in its cost collections to 

continue to improve their representativeness? 

To ensure that cost collections under the Support at Home Program are accurate, representative, and 
equitable, IHACPA must address barriers to provider participation. Many small, regional, and specialist 
providers – those critical to a diverse and inclusive aged care sector – face resource and capability 

challenges that limit their ability to participate fully in cost collection exercises. The following 
recommendations aim to enhance provider engagement and data quality. 

 Reduce administrative and technical burden by simplifying data collection tools: ensure tools are 
user-friendly and tailored to provider size and IT capacity; 

 Ensure surveys/tools allow for accurate and diverse information to ensure clarity in responses, 
such as denoting face-to-face time, travel (inclusive vs exclusive), additional fees for 
travel/reporting;  

 Minimise duplication: align IHACPA data requests with existing reporting frameworks where 
applicable; 

 Provide pre-filled templates and use of previously submitted data to reduce manual input; 

 Stage data collection allowing phased or modular submissions for smaller or resource-constrained 
providers; 

 Offer practical support and training: offer webinars, videos, and guides on how to interpret data 
fields, complete templates, and understand key cost drivers; 

 Improve transparency and feedback: share individualised benchmarking reports: show providers 
how their cost structures compare to similar services (de-identified); 

 Incentivise participation financially in recognition of the time impost, particularly on small to medium 
business owners; 

 Ensure inclusive representation: engage with peaks, service providers, culturally safe and 
community-led organisations: particularly Aboriginal Community Controlled Organisations 
(ACCOs), CALD providers, LGBTIQ+ inclusive services, and dementia specialists; and 

 Co-design engagement strategies: work collaboratively with peak bodies and local leaders to 
address barriers unique to specific provider types and communities. 
 

4. What factors should IHACPA take into account when considering pricing 

adjustments for services provided in rural and remote areas? 

Services delivered in rural and remote areas often involve substantially higher costs and operational 
complexity compared to metropolitan regions. Pricing adjustments must reflect the real and persistent 
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challenges of delivering aged care in these contexts to ensure service viability, equity 
of access, and workforce sustainability. 

 Workforce availability and costs: attracting and retaining qualified staff often requires additional 
financial incentives, relocation assistance, and retention bonuses. 

 Limited allied health workforce pool with increasing reliance on fly-in-fly-out (FIFO) models or costly 
agency staff. 

 Training and supervision costs increase to upskill staff due to isolation and lack of local training 
institutions. 

 Travel and transport, including considerable travel time, increasing labour costs per visit and 
limiting the number of clients seen per day. 

 Fuel, vehicle maintenance, and accommodation, with remote travel incurring higher logistical and 
maintenance costs. 

 Client transport needs: in rural areas, clients often rely on providers for access to medical and 
community services, increasing provider transport costs. 

 Thin markets with lack of provider choice: Often, one provider covers a large geographic area, 
reducing economies of scale. 

 Increased administrative burden: Providers may need to deliver multiple service types or manage 
complex local logistics, increasing overheads. 

 Infrastructure and technology limitations: poor internet and phone coverage hinders digital record 
keeping, care planning, and telehealth, increasing the need for in-person services. 

 Limited access to health infrastructure: coordination with other health and community services may 
be more time-consuming and fragmented. 

 Cultural and community considerations: need for culturally safe and community-specific care.  

 Localised models of care: smaller communities may require bespoke or integrated service delivery 
approaches not captured in metropolitan pricing assumptions. 

 Economies of scale and service volume: higher per-unit cost as low client volumes spread fixed 
and compliance costs over fewer services. 

 Administrative and compliance requirements: these remain constant regardless of scale, placing 
greater burden on small rural providers. 

 Pending Fair Work Commission decision on the Health Professionals and Support Services Award, 
which may increase physiotherapy wages by as much as 30%. 

 

5. What factors should IHACPA take into account when considering pricing 

adjustments for services provided for people from Aboriginal and Torres Strait 

Islander communities, people from culturally and linguistically diverse backgrounds 

and other people with special needs? 

To ensure aged care services are inclusive, equitable, and responsive to Australia's diverse population, 
IHACPA must account for the unique costs and delivery considerations associated with supporting priority 
populations requiring tailored models of care that incur additional workforce, time, cultural safety, and 
coordination costs not captured in standard pricing structures. IHACPA must ensure pricing mechanism 
directly fund safeguarding, cultural safety training, specific models of care and include complexity loadings 

Aboriginal and Torres Strait Islander communities 

Factors for consideration include: 

 Culturally safe service delivery 

 Higher travel, recruitment, and coordination costs in rural and very remote communities, where 
Aboriginal populations are overrepresented; 

 Investment in indigenous workforce development, cultural safety training, and community liaison 
roles; and 

 Time-intensive relationship development. 
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Culturally and linguistically diverse (CALD) backgrounds 

Factors for consideration include:  

 Translation, interpretation, or use of local languages in culturally appropriate ways; 

 Cultural responsiveness and aligning with cultural preferences and family involvement; 

 Longer service delivery time; 

 Non-billable time, such as organising and coordinating with interpreters. In practice we experience 
‘dead time’ waiting for interpreter to arrive at the client’s location or be available to commence 
services in line with clinicians;  

 Cultural understanding and trust-building often require extended visits and follow-ups, especially in 
home-based care;  

 Health literacy and system navigation; and 

 Education about aged care options and rights. 
 

LGBTIQA+ older people 

Require inclusive service models, trauma-informed care, and workforce training to address historical 
discrimination and safety concerns.  

People living with dementia, psychosocial conditions, or cognitive impairment  

These participants need more time-intensive support, specialist staff training, behavioural management 
skills, and coordinated care plans. This can often include providing education around dignity of risk, safety 
and restrictive practices. Older people living with dementia also often need increased support and liaison 
with family members and coordinators/care partners to ensure safety, train families or carers to assist with 
enablement or reablement activities and manual handling, providing advice about gait aids, assessing non-
verbal signs of pain, and collaborating with other health professionals as part of a multidisciplinary care 
team. 

People with limited informal support  

Those without carers or family may require more frequent service visits, case management, or emergency 
response arrangements. 

Other factors 

 Workforce capability and training: providers make additional investment in cultural competence, 
communication, and person-centred care models. 

 Time and intensity adjustments: standard unit costs may not reflect the extended time required for 
effective care delivery in these populations. 

 Organisational capacity: Small, community-led or specialist providers may face higher fixed costs 
and less ability to absorb cost pressures. 

 Systemic barriers: Underserved populations may need more outreach, intake support, and 
coordination with health, housing, and legal services. 
 

6. What provider or participant-related factors should IHACPA take into account 

when considering data requirements and the pricing approach for the transition of 

the Commonwealth Home Support Programme (CHSP) to the Support at Home 

program? 

As the Commonwealth Home Support Programme (CHSP) transitions to the new Support at Home 
program, IHACPA must ensure that data requirements and pricing mechanisms reflect the unique 
characteristics of both providers and participants under CHSP. Failure to do so risks underpricing services, 
destabilising the provider market, and reducing access for older Australians. 
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Service model differences must be taken into account. Many CHSP providers currently 
operate under block funding, with flexible service delivery based on community need, rather than strict unit 
pricing. Moving to a transactional pricing model requires significant operational and financial changes.  

Many CHSP services are delivered by small, community-based or faith-based organisations with limited 
administrative capacity. These providers may struggle with increased data reporting or commercial-style 
pricing frameworks.  

Some CHSP providers lack the IT systems or workforce to meet complex data reporting and unit cost 
tracking requirements, and their digital readiness must be factored into the transition. 

Smaller providers are more vulnerable to compliance fatigue and may need phased implementation, 
simplified tools, or additional support.  

CHSP providers often operate on tight margins, with inconsistent access to skilled staff, making workforce 
investment a pricing concern.  

CHSP supports many culturally and linguistically diverse, Aboriginal and Torres Strait Islander, and rural 
older Australians who face additional barriers to care. Pricing must consider outreach, transport, 
interpretation, trauma informed and culturally safe service costs. 

To support a smooth transition to Support at Home, IHACPA should: 

 Adapt data requirements to the capacity of CHSP providers 

 Provide simplified, scalable tools and staged reporting timelines 

 Account for the cost of transition 

 Include pricing allowances for provider system upgrades, workforce training, and service model 
redesign 

 Ensure participant protections 

 Preserve choice and continuity, especially for vulnerable groups 

 Engage and co-design 

 Work with CHSP providers, peak bodies, and consumers – especially in rural, CALD, and 
Indigenous communities – to co-design realistic and inclusive pricing and data strategies. 

 

7. What future priorities should IHACPA consider when developing pricing advice 

for the Support at Home service list? 

It is essential to take a forward-looking, inclusive, and evidence-informed approach. Pricing must 
support the delivery of person-centred, trauma-informed and reablement-focused care, and 
accessibility for older Australians-regardless of their location, cultural or socioeconomic background, or 
care needs. The Support at Home pricing and services list must: 

 Reflect the true cost of service delivery by allowing for cost variation by geography and 
workforce availability. Ensure pricing models reflect rural, remote, and urban cost differentials, 
including travel time, recruitment challenges, and higher operational expenses; 

 Investigate and reflect the impact of provider surcharges on service provider fees. Package 
providers are charging up to 40% margins on service provider fees in order to remain viable 
following the reduction in care management fees. In a largely brokered market, a model 
unlikely to change given a longstanding failure of package providers to deliver sufficient high 
quality allied health services to meet the needs of their clients, this factor must be seriously 
considered; 

 Recognise and denounce the flawed methodology in developing the initial Indicative Support at 
Home Pricing List. Many providers are feeling pressured to adjust pricing within the limits of this 
guide, creating financial sustainability issues as a result; 

 Support specialist and complex care with pricing that accommodates services for people with 
dementia, cognitive impairment, psychosocial needs, and chronic co-morbidities; 



 

14 

 

 Account for the impact of the Support at Home Program on those who are 
unable to contribute to the cost of personal care and are at greater risk of health concerns such 
as pressure injury and/or infections, which may lead to hospitalisation. Those who cannot 
contribute to the cost of home modifications under the already vastly inadequate parameters of 
the Assistive Technology and Home Modifications Scheme risk not being able to receive 
services due to safety for the client and providers, increased preventable falls, hospitalisation 
and early admission to residential care;   

 Recognise indirect care costs including time for care planning, report writing, coordination, 
documentation, staff training, and travel - especially in community and home settings; 

 Promote equity and inclusion by refining loading or tiered mechanism adjustments for priority 
populations; 

 Support a diverse and viable provider market with pricing structures that enable the continued 
operation of small to medium, local and not-for-profit providers, especially in thin markets; 

 Support workforce development by embedding pricing that enables investment in staff training, 
career progression, and retention - especially for allied health professions such as 
physiotherapy. With an increasing ageing population and people ageing in place, care in the 
home is becoming more complex and retention of physiotherapists with expertise and 
experience to deliver this care and mentor those new to the sector is critical; 

 Incentivise allied health, including physiotherapy, by ensuring pricing reflects the importance of 
early intervention and reablement approaches to delay or reduce the need for residential care; 

 Invest in ongoing cost data collection and refinement: create a pricing system that evolves with 
real-world service delivery data and sector feedback; 

 Support system readiness and transition; 

 Recognise the impact of shifting from block to activity-based funding for CHSP providers, and 
ensure transitional pricing arrangements that allow for financial stability and capability building; 

 Ensure initial pricing review and adjustment, including indexation to CPI, as the Support at 
Home program matures and sector feedback is integrated; 

 Consider the impact of the pending Fair Work Commission decision which could increase on 
physiotherapy wages by as high as 30%; and 

 Recognise the rapidly changing landscape of the Support at Home guidelines which have real 
world impact on costs and service delivery models. 

The APA has serious concerns about the flawed methodology used to develop the initial Indicative 
Pricing List and real-world consequences which became clear as we approached 1 July 2025. 

It is clear that Providers did not understand the full picture when presenting data for this survey. For 
example, it has come to light that when reporting the hourly rate, providers were not familiar with 
the differentiation between travel, clinical documentation, and clinical services. For example, a 30-
minute face-to-face service, which required 20 minutes travel and 10 minutes clinical 
administration, would have been reported as one hour. With the current guidelines, that same rate 
would only be applicable for a 30-minute service, resulting in half of the rate that was reported. 

We also note that many providers abstained from responding to this survey due to concerns about 
its use, which now appear to have been justifiable concerns. 

The data was requested before many of the guidelines were finalised, further compromising quality 
and accuracy. Unfortunately, the survey data was utilised without considering the more 
comprehensive IHACPA review, which is gravely concerning. 

We are also concerned to hear from many providers who submitted pricing well above the data set, 
which appear to have been listed as outliers. These conversations have occurred in significant 
enough volumes to warrant further investigation as to the validity of the data reported. 

The real-world consequences of this indicative pricing list are that providers feel pressured to post 
pricing within the range, which is simply unviable when considering factors such as: 

 Non face-to-face time, including: 
o Travel time; 
o Clinical documentation; 
o Report writing; 
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o Communication with relatives, carers and case managers; and 
o Interpreter coordination. 

 Provider margins on service provider fees in a predominantly brokered market (ie service; 
providers dominate the dominant workforce to ensure access) 

 Complex governance and compliance requirements; and 

 Pending Fair Work Commission decision, which could increase physiotherapy wages by as 
high as 30%. 
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