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About the Australian Physiotherapy Association  

The Australian Physiotherapy Associationôs (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 35,000 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  

Introduction 

The Australian Physiotherapy Association (APA) welcomes the National Disability Insurance 

Agencyôs 2025ï26 Annual Pricing Review (APR) as a critical step toward a pricing system that is 

transparent, evidence-driven and responsive to the needs of participants and providers. 

Representing more than 35,000 physiotherapists nationwide, the APA supports reforms that ensure 

people with disability can access high-quality, safe and sustainable physiotherapy supports. 

As part of the NDIAôs threeȤyear pricing workplan, the APR is intended to keep NDIS pricing aligned 

with contemporary service delivery, workforce realities and participant expectations. Last yearôs 

pricing decision has since been widely recognised as resting on a flawed methodological foundation, 

raising legitimate concerns about its suitability as the basis for the current review. This yearôs review 

therefore represents a necessary corrective moment, one that must restore pricing settings to a level 

that accurately reflects the true cost and professional demands of physiotherapy supports.  

This review also comes at a time when the APA and the NDIA are still working through the pricing 

issues triggered by last yearôs decision and confirmed by the independent Nous review. 
1Physiotherapy remains one of the disciplines where these acknowledged gaps have yet to be 

resolved, with impacts on service viability and workforce retention unfolding in real time. The APR 

offers an essential opportunity to correct these structural issues and ensure therapy pricing reflects 

the regulatory load, the full scope of physiotherapy practice and real-world costs of delivering high-

quality physiotherapy within the NDIS. This policy imperative is made even clearer by the ongoing 

doubts about the methodological integrity of the 2024ï25 APR. 

APA position 

The APA has previously put forward robust recommendations to government highlighting key 

cost drivers, service delivery complexities and market sustainability pressures evident in the 

sector.  

In its 2024-25 APR, the NDIA announced a 5.2% reduction in the national price limit for 

physiotherapy from $193.99 to $183.99 per hour for 2025-26 after six years without indexation since 

2019-20, The APR justified this reduction by benchmarking against broader market rates and a 

revised methodology that drew on MBS and PHI data, other government schemes and regression 

analysis of private website listings. It also harmonised jurisdictional price limits bringing previously 

higher price limits in WA, SA, NT and TAS into line with other states. 

However, the APRôs modelling approach produced results that diverge sharply from real-

market conditions. The new MBS and PHI-based methods generated hourly benchmarks of $151- 

$159, which sits 18-22 per cent below the NDIAôs own price limit ($193.99) during the modelling 

period. By contrast, six other methods reviewed in the same report produced benchmarks between 

$215 and $240, with other published approaches pointing even higher. The APR also claimed 

comparable schemes sit between $140 and $190, despite its own data showing a median near $200 

and a 75th percentile around $215.  

                                                        
1 Nous Group (2025). Review of the 2024-25 APR with respect to physiotherapy. 21 October 2025 
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A key factor for this gap is the APRôs regression-based session-duration estimates, which 

assumed 45-minute sessions rather than the 30-minute norm, pushing hourly rates sharply 

downward. Taken together, these modelling choices produced benchmarks well below prevailing 

market rates and weakened confidence in the process. Please refer to the Nous Report at 

Appendix 1 

Reform pricing now 

The NDIAôs phased threeȤyear pricing workplan asks the sector to build reform on top of a pricing 

architecture already proven to be structurally unsound by providers and independent review and in 

need of urgent correction. Last yearôs decision left physiotherapy operating within a framework that is 

commercially unworkable and professionally misaligned, pressures now visible in diminished service 

viability, workforce instability and reduced participant access. Until these foundational issues are 

corrected, the system cannot deliver sustainable, highȤquality physiotherapy. The APA maintains that 

the pricing methodology requires urgent, front-loaded reform, not a slow correction stretched across 

a phased workplan. 

In progressing this aim, the APA urges the NDIA to draw on the Nous reviewôs recommendations and 

pair immediate stabilisation with a credible longȤterm pricing strategy. In the short term, the system 

needs to move away from a regression model that guesses at prices and instead base decisions on 

clear market signals grounded in cost transparency and market validation. The longerȤterm solution 

is a bottomȤup costing model built on rigorous and recurring cost surveys of physiotherapy providers. 

This approach restores transparency, reflects the true cost of service delivery, aligns NDIS pricing 

with evidenceȤbased methods and creates the platform for sessionȤbased pricing that better reflects 

physiotherapy practice and supports both participant needs and provider stability. This twoȤstage 

pathway delivers immediate correction while building the durable pricing architecture the sector has 

been missing. 

APA inputs to the current review 

2025-26 National Disability Insurance Scheme Annual Pricing Review consultation  

This review leaves key gaps in both approach and prioritisation, including unresolved questions 

about the validity of its methodology. And while the NDIA is consulting on new reform elements such 

as differentiated pricing and the treatment of faceȤtoȤface and nonȤfaceȤtoȤface work, it is notable that 

travel, one of physiotherapyôs major cost pressures, has been omitted from provider consultation 

despite appearing in the participant survey. As noted above, these discussions must sit alongside, 

not replace, the urgent task of fixing the underlying pricing failures. 

The APA provides this advice in good faith. Several elements of the consultation fall outside the 

purview of physiotherapy and are not directly relevant to our workforce or service model. Our 

response therefore focuses on the two survey questions (Q1 and 10) and the corresponding sections 

of the consultation paper on differentiated pricing (Q2-5) and therapy supports (Q6-8), where 

physiotherapy has clear expertise and where NDIA decisions will directly affect service viability, 

participant access and workforce stability.  

In relation to differentiated pricing, the APA cautions against expanding differentiation beyond the 

current areas where it already operates, such as service type and geographic location. Broader 
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differentiation introduces complexity without improving accuracy, increases administrative and 

compliance burdens for providers and the NDIA, and heightens the risk of unintended 

consequences. Any move toward complexity-based or context-based pricing must be grounded in 

validated cost data and reflect the real resource requirements. 

Similarly, the treatment of therapy supports must recognise the distinct service profile of 

physiotherapy within the NDIS. This includes lower billable utilisation, higher non-clinical workload 

and the need for flexible service models to meet participant goals across diverse environments. Any 

pricing reform that fails to account for these realities will undermine both service quality and 

workforce sustainability. 

In the context of travel, which appears only in the participant survey and not in provider consultation, 

we note again that this remains one of physiotherapyôs most significant cost pressures. Travel is 

integral to delivering functional, community-based physiotherapy and cannot be treated as a 

peripheral or optional component of service delivery. We provide further detail on this issue in the 

supplementary section (Q9). 

Finally, we note that the survey is directed solely at individual providers rather than peak bodies. This 

limits the ability of the consultation to capture sectorȤwide pressures, workforce dynamics and 

systemȤlevel impacts that cannot be observed at the level of individual practice experience. 

Conclusion 

If executed well, this Review can begin to reset the foundations of NDIS therapy pricing and ensure 

physiotherapy supports are delivered safely, sustainably and in line with participant needs. The Nous 

review has already confirmed that the existing pricing architecture is structurally unsound, 

methodologically inconsistent and disconnected from the realities of contemporary physiotherapy 

practice. These findings make clear that incremental adjustments are insufficient. The APR must 

adopt pricing that reflects validated costs and regulatory requirements, supported by transparent 

modelling that withstands scrutiny; a framework built on this foundation will restore service viability, 

stabilise the workforce and improve outcomes for participants, while rebuilding confidence in the 

integrity of NDIS pricing.   
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2. Recommendations  

 

Recommendation 1 

 

Introduce a fair, sustainable 

and transparent costing 

model  

 

 

The NDIA should review and correct the physiotherapy pricing decision 

made in the 2024-25 APR. The true cost of physiotherapy services must 

be reflected in the pricing, considering actual session durations and the full 

range of costs associated with service delivery, including travel, 

administration, CPI and compliance. 

 

The NDIA should adopt a bottom-up costing model based on detailed, 

regular cost surveys of providers. This would allow for a more accurate 

and sustainable pricing model that reflects the real costs of service 

delivery. 

Recommendation 2 

 

Ensure costing is based on 

comprehensive and 

representative data sources 

The NDIA should review provider costs related to quality disability supports 

and employ representative data sources to inform pricing decisions.  

 

This should include data from multiple private health insurers, independent 

surveys, and other relevant government schemes, which reflect the true 

cost of physiotherapy services and are better aligned with NDIS service 

delivery. 

Recommendation 3 

 

Address the complexity of 

NDIS service delivery 

The NDIS pricing model must account for the complexities of delivering 

services in a disability context, including the need for multidisciplinary 

coordination, regulatory compliance, and the delivery of services in 

participants' homes and other natural settings.  

Recommendation 4 

 

Fund travel as a standalone 

item. 

 

Conduct an urgent review 

and consultation with sector 

on 24-5 changes to travel 

reimbursement  

 

 

To maintain the delivery of high-quality physiotherapy services across all 

areas, equitably, travel should be fully-funded, and treated as a separate 

line item in NDIS care plans.  

 

The 2024ï25 Annual Pricing Reviewôs abrupt reduction in travel 

reimbursement has created significant barriers to service delivery.  

There is no indication that the NDIA is actively monitoring the impact of 

these changes on access, nor any evidence of meaningful engagement 

with the provider sector to gather feedback.  

 

This lack of consultation and oversight undermines participant choice and 

outcomes has resulted in service curtailment and withdrawal. Failure to 

consult and remediate risks further deterioration of service delivery in the 

communities that need it most. 

Recommendation 5 

 

Review and address Scheme 

workforce sustainability 

The NDIA must consider the long-term sustainability of the physiotherapy 

workforce within the scheme under the current pricing structure.  

 

The profession is facing increasing pressure due to the misalignment of 

NDIS pricing with actual service delivery costs including the time and cost 

of providing supports to participants away from clinic environments and in 

natural environments and this threatens the stability and availability of 

services for participants.  
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3. Consultation questions 

Differentiated Pricing 

Q1. If the NDIA implements differentiated pricing (different price limits for different 

circumstances) what should be the primary basis for differentiation? 

The APA does not support the NDIAôs current direction on pricing differentiation, as the 

foundations required for credible reform are not in place. 

Effective differentiated pricing starts with a credible, evidenceȤbased cost picture for physiotherapy 

and a clear understanding of how participant complexity shapes service delivery. That foundation 

has been absent across successive pricing cycles, leaving the scheme without a reliable baseline for 

therapy costs. Adding further layers of differentiation on top of this gap risks cementing existing 

pricing errors rather than correcting them. The outcome would be greater system complexity and 

heavier administrative load for providers already carrying significant compliance demands. 

The APA notes that the NDIAôs current work on pricing differentiation spans four domains: 

registration and assurance, participant complexity and intensity, provider capability and quality, and 

market alignment and benchmarking. While some differentiation already exists, expanding these 

levers now is not a credible reform step.  

Several mechanisms under consideration, including registrationȤbased distinctions, have been 

examined repeatedly, and the same structural problems remain. These measures have been found 

to not scale well, likely to increase administrative burden and there is little evidence they provide a 

viable basis for future pricing. Revisiting them does not strengthen the framework. 

Tiers based on provider size, registration status or years of experience introduce complexity without 

improving outcomes. They rely on blunt proxies for quality, risk suppressing fees for small and solo 

providers, and create multiple price points for the same therapy, encouraging participants to select 

the cheaper option and distorting genuine choice. This weakens market functioning and diverts 

attention from the real drivers of cost and risk in physiotherapy and allied health. 
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1.1 The APA has outlined our response to the policy consultation domains below and has 

expanded our focus to include the issues highlighted in the provider survey. 

i. Registration and assurance requirements: recognising the compliance and quality 

investments required of registered providers. 

This lever has been examined extensively in earlier consultation processes. The sector has already 

explored whether Ahpra registration, even when supplemented by additional requirements, could 

form a workable basis for pricing differentiation.  

Physiotherapists are required to be registered through the National Registration and Accreditation 

Scheme (NRAS). Maintenance of registration is regulated by an external authority, the Physiotherapy 

Board of Australia (PhysioBA). The PhysioBA works in partnership with Ahpra to implement the 

NRAS under the Health Practitioner Regulation National Law. 

Ahpra sets registration standards, accreditation standards, and codes and guidelines to ensure high 

quality care. All physiotherapists, including those providing services in Residential Aged Care 

Facilities (RACFs) and aged community care, to veterans and to those living with disability, are 

required to meet regulations set by Ahpra. 

The APA also has the National Professional Standards Panel (NPSP). The purpose of the NPSP is 

to educate, encourage and assist APA members to uphold standards of professional conduct, meet 

professional and ethical obligations and achieve a high-quality standards of practice.  

Member insights include: 

ñThis (differentiation through registration status) is a SIGNIFICANT issue - it creates an unfair 

environment where registered providers, doing the right thing, do not receive any financial or 

recognised benefit for the thousands of dollars of registration investment.ò 

ñProvider registration adds additional work and incurs additional financial costs for businesses. The 

fact that we are all registered with Ahpra should be enough proof of compliance.ò 

ñWe have been registered from day one of rollout in our region in 2017. Been through two audits. 

Huge expense. But improves our standard of care and safety. NDIS quality and safeguards want this 

but NDIS donôt care or want to pay more for quality and safety. Families not given more money to 

see us.ò 

ii. Participant complexity and intensity: accounting for additional time, skill and workforce 

structures need to support participants with complex needs. 

Clinical complexity is a major driver of cost, time and workforce demand, and any pricing model must 

acknowledge this reality. However, recognising complexity does not mean introducing differentiated 

price tiers.  

While the NDIA notes that differentiation does not necessarily require multiple price limits, introducing 

formal complexity categories inevitably pushes the system toward separate pricing structures. In 

practice, complexity-based differentiation cannot operate without distinct price points, and this shift 

https://australian.physio/sites/default/files/submission-2023-09/FINAL_APA_Submission_NDISReview_QandS_May23.pdf
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risks creating new administrative burdens, inconsistent incentives and further fragmentation of the 

pricing framework. 

For these reasons, we do not support a differentiated pricing model based on participant 

complexity. The risks outweigh the benefits, and the underlying issues, particularly the 

undervaluation of physiotherapy and the failure to recognise the full scope of work are better 

addressed through a single, adequately costed price that reflects the true intensity of care required 

across the spectrum of participants. 

Member insights include: 

 ñThe complexity of participants in the NDIS is often far greater and we are working with them 

holistically and managing all the barriers which are often disregarded in health and aged care.ò 

ñFamilies with children with disability need more education and support as they are often new to the 

world of disability, the NDIS system adds frustration and fear to their journey which then requires us 

as therapists to support them mentally and emotionally as well as physically with their children . We 

have a 24/7 phone service so families can allows speak to an expert paediatric physiotherapist in 

their moment of need at any time of the day.ò 

 

iii. Workforce qualifications:  

Physiotherapy supports delivered under the NDIS require a highly qualified, regulated workforce to 

ensure participant safety, clinical effectiveness and compliance with Scheme safeguards. These 

supports are not interchangeable with lower-qualified roles, nor can they be safely or effectively 

substituted without undermining outcomes. 

Physiotherapists are university-trained health professionals regulated under the National Registration 

and Accreditation Scheme and accountable to the Physiotherapy Board of Australia.  

Evidence from the Nous review confirms that current pricing assumptions underestimate the skill 

intensity required to deliver physiotherapy supports under the Scheme.  

Feedback from APA members and Ability Roundtable data consistently demonstrates that allied 

health assistants and support workers cannot replace physiotherapists.  

Member insights include: 

 ñNDIS needs to understand that paediatric participants have complex needs that allied health 

assistants or supporter workers cannot and are not qualified to be treating in place of 

physiotherapists.ò 

ñTherapy assistants are not able to take over input for many of my clients with complex tone as they 

could cause harm.ò 
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iv. Geographic location: 

The 2024ï25 NDIS Annual Pricing Reviewôs abrupt reduction in travel reimbursement has created 

significant barriers to service delivery. These changes were introduced with insufficient consultation 

and minimal notice, forcing physiotherapy providers to adapt quickly to cuts while grappling with 

rising costs. This rapid shift has placed undue stress on an already strained workforce and 

undermines best practice, which is explicitly endorsed by NDIS guidance. Delivering therapy in 

natural settings, such as participantsô homes or communities, is critical to achieving meaningful 

outcomes, particularly for those who struggle with mobility or are unable to travel due to their 

disability or other barriers including geographic location.  

In the Northern Territory, where access to services is already limited, these cuts have had 

devastating effects. For example, Groote Eylandt, which has the highest known prevalence of 

Machado-Joseph Disease (MJD) per capita globally, relied on fortnightly outreach visits for 

participants. MJD causes progressive loss of mobility, speech, and independence, and without 

regular, on-country physiotherapy, these individuals now face worsening health outcomes. Members 

report the necessary outreach across Groote Eylandt and five Homelands has ceased due to the 

unsustainable economics of travel under the new pricing structure.  

A recent survey of APA members revealed that close to 50 per cent had reduced or ceased travel 

outreach services in the past six months because of the new pricing limits. Without urgent action to 

restore fair travel compensation, these cuts will continue to undermine the accessibility, quality, and 

equity of services under the NDIS.  

There is no evidence that the NDIA is actively monitoring the impact of these changes on access, nor 

any evidence of meaningful engagement with the provider sector to gather feedback.  The current 

NDIS Annual Pricing Review consultation on pricing explicitly excluded feedback from providers on 

travel pricing, despite asking participants to provide input. This lack of consultation and oversight 

risks further deterioration of service delivery in the communities that need it most. Geographic 

location is a cost factor that requires concerted consultation and review. 

Member insights include: 

 ñTravel is no longer financially viable.ò 

ñDue to the complexity of the average neurological patient, either they are difficult to relocate 

(wheelchair taxis, support worker (1 or sometimes 2) required to drive patient, so home visits make 

more economical sense.ò 

 

v. Service quality metrics:  

NDIS-registered physiotherapy providers are subject to significant quality, governance and 

safeguarding obligations. Meeting these requirements requires sustained investment in workforce 

training, supervision, systems, documentation and compliance processes. 
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At the same time, pricing decisions have reduced the funding available to meet these obligations. 

This creates a fundamental misalignment between regulatory expectations and pricing settings. 

Providers are required to demonstrate compliance with increasingly complex quality standards while 

operating within price limits that do not reflect the cost of delivering safe, high-quality supports. 

Quality cannot be sustained without appropriate pricing. Any use of service quality metrics in future 

pricing decisions must recognise the real costs associated with governance, safeguarding and 

clinical oversight, rather than assuming these requirements can be absorbed without consequence. 

Member insights include: 

 ñNDIS quality and safeguards commission demand proof of meeting criteria at audit. Then NDIS 

slash the funding to meet those criteria. Itôs as if they donôt communicate at all.ò 

 

vi.    Provider size or scale: 

Pricing pressure is incentivising volume-driven service models at the expense of supervision, 

mentoring and clinical quality, particularly for early-career clinicians working with complex 

participants. 

Member feedback indicates that NDIS-only service models are increasingly unviable under current 

pricing. Many practices report cross-subsidising NDIS services with private billing to remain 

operational. Even with this cross-subsidisation, overall revenue and clinician take-home pay have 

declined, placing sustained pressure on business viability. 

A sustainable pricing framework must support the full range of provider models, including sole 

practitioners and small practices, which play a critical role in delivering personalised, community-

based physiotherapy supports under the NDIS. 

Member insights include: 

òThe current pricing is pushing towards volume not quality. My business is becoming unsustainable, 

as I cannot keep up with wages when things are being cut. I could see more clients, but then my 

junior staff will flounder and clients will be seen but not well.ò 

ñIt is not viable to run a practice that only sees NDIS clients. If we were unable to also see private 

clients, who are paying the full value of their appointments, our business would fail. We are 

essentially cross subsidising our NDIS clients with our private billing clients. In spite of this, my 

overall revenue has dropped and my take home pay is lower than it was a year ago.ò 
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Q2: What is the single biggest risk of differentiated pricing the NDIA must address? 

The APA sees the biggest risk is introducing differentiated pricing on top of an already weak 

cost base.  

Reform is necessary, but it must occur in the correct sequence. A credible cost base must be 

established first, with differentiation only considered where it demonstrably improves equity, access 

and long-term sustainability. If the underlying cost base is flawed, differentiation will not resolve 

structural underȤpricing; it will simply move the deficit across new tiers. This risks locking inaccurate 

assumptions into the pricing framework at the very moment the system requires correction.  

The Nous analysis reinforces this concern, confirming that the current cost base is already unreliable, 

built on limited data, flawed modelling assumptions and prices that sit well below the sustainable cost 

of delivery. These weaknesses must be addressed before the NDIA can responsibly introduce any 

form of differentiated pricing. The APA is actively working with the NDIA to correct the last price 

determination and ensure the underlying cost base is rebuilt on credible evidence.  

In addition to the structural risk created by the absence of a credible cost base, the APA also 

recognises that differentiated pricing can trigger significant unintended consequences if introduced 

prematurely. Inadequate price limits could reduce access as providers exit the scheme, and pricing 

that fails to support early-career professionals risks undermining future workforce supply. For therapy 

supports already facing shortages and underutilised plan funds, poorly designed pricing could further 

constrain availability and limit participant choice. Without changes to plan budgets, differentiation 

may also drive a shift toward lower-cost, lower-quality services and encourage businesses to narrow 

the range of supports they offer, distorting the market and weakening outcomes. 

Our concern about any differentiated model is that, without validated cost evidence, it risks distorting 

the market rather than strengthening it. Physiotherapy is particularly exposed as a highȤvolume, 

highȤneed support with limited substitutability and already thin margins. For this reason, establishing 

a credible cost base is therefore the necessary first step before the NDIA pursues tiering, 

benchmarking or valueȤbased reforms. 

Q3: What participant support characteristics require different staffing, supervision or 

delivery approaches for DSW supports? 

The APA contends that a range of participant support characteristics shape workforce 

demand, influencing the time, skill and coordination required to deliver safe, high-quality 

supports. These factors, rather than formal complexity categories, are what drive variation in 

staffing, supervision and delivery approaches. 

In practical terms, certain participant needs change the way support work is organised and delivered. 

Participants with significant mobility limitations, behavioural or cognitive challenges, multiple 

comorbidities or high-risk manual handling needs require a different mix of skills, more structured 

supervision and tighter coordination across the support team. These characteristics increase the 

time, judgement and risk management required, and they shift the cost profile of delivering safe, 

effective supports. 
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A model that assumes uniform participant needs risks misrepresenting the real demands of safe, 

high-quality service delivery. Supporting Australians with disability requires varying levels of clinical 

skill, time, coordination and oversight, factors that cannot be meaningfully captured through simple 

categorisation. In physiotherapy, these pressures are particularly visible: many participants require 

sustained input and careful oversight, and these requirements cannot be compressed or 

standardised without compromising safety, quality or workforce stability. 

Q4: Compared to delivering similar supports in other sectors (for example, aged 

care, health or community services), what aspects of the NDIS environment make 

DSW service delivery more or less complex? 

The APA maintains that the NDIS presents a distinct set of structural complexities that 

materially shape how supports are delivered. 

While service delivery is becoming more demanding across all primary and community healthcare, 

the NDIS introduces additional pressures. Providers must navigate individualised plans, inconsistent 

funding decisions, fragmented pricing rules and an unvalidated cost base for physiotherapy. These 

features generate revenue volatility, shift financial and clinical risk onto providers, and substantially 

elevate the coordination, compliance and oversight required for safe delivery. 

A further point of divergence is the NDIS approach is the NDIS approach to inȤhome, domiciliary 

service delivery, which underpins how many supports must be delivered. A significant proportion of 

participants cannot reliably attend clinicȤbased appointments due to mobility limitations, transport 

barriers or safety concerns, making inȤhome work essential rather than optional. 

Yet travel remains inconsistently funded. Providers absorb unfunded time, manage wide geographic 

caseloads and operate within rules that often fail to reflect the realities of delivering supports in 

peopleôs homes. This pressure is not confined to rural and regional areas. Even in metropolitan 

settings, travel between appointments, congestion, parking constraints and dispersed participant 

locations create substantial, unfunded time that providers must absorb. 

The result is a persistent gap between how support must be delivered and how the NDIS prices that 

delivery, adding operational strain and undermining the stability of services that rely on mobility to 

maintain equitable access. 

A significant challenge for the sector is the cumulative effect of policy fatigue and reform drift, with 

repeated adjustments, lagging implementation and shifting intentions across successive reform 

cycles have created an operating environment that is unpredictable and operationally fragile. This 

instability is distinct from, and often more volatile than, other service systems. 

Q5: Compared to therapy in health/aged care settings, rate how much additional 

time/effort each aspect requires under the NDIS? 

The APAôs position is that the NDIS imposes materially greater nonȤclinical workload 

demands on physiotherapy providers than other funding environments. 

NDIS providers operate under a fundamentally different set of conditions than those in health or 

agedȤcare settings, with implications for both service delivery and financial sustainability. The NDIA 
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itself has acknowledged that provider operating costs often exceed price limits, as noted in the 2022ï

23 Annual Pricing Review. 

These pressures arise from structural features of the scheme that introduce additional layers of 

complexity into routine clinical practice. Delivering therapy under the NDIS typically requires a more 

intensive, timeȤconsuming approach. For example:  

o NDIS therapy support often involves extended travel and circulation time that is non-billable.  

o NDIS participants require additional preparation, documentation, and coordination across 

multidisciplinary teams 

o NDIS has governance and compliance obligations, such as adherence to safeguarding 

protocols and audit requirements. 

This complexity reduces the proportion of time available for funded therapeutic engagement and 

drives significantly lower productivity. Data from the Ability Roundtable shows consistently low 

billable productivity among NDIS physiotherapy providers, levels well below those expected in other 

funding environments such as Medicare or private health insurance.  

Any pricing model that does not account for these structural differences will fail to reflect the true cost 

of delivering physiotherapy under the NDIS and will continue to place downward pressure on service 

viability and participant access. 

 

  

https://www.ndis.gov.au/providers/pricing-arrangements/making-pricing-decisions/pricing-review-archive#pricing-review-documents-2022-23
https://www.ndis.gov.au/providers/pricing-arrangements/making-pricing-decisions/pricing-review-archive#pricing-review-documents-2022-23
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Member results from APA 2026 NDIS provider survey  

 

Compared to therapy in health or aged care settings, rate how much additional time and effort 

does assessment and goal setting require under the NDIS? 

 

 
 

 

Member insights include: 

 ñ(Additional time and effort includes) administration before assessment to ensure funding is 

available, service agreements signed, (ensuring) support coordinator, plan manager etc are all in 

agreement.ò 

ñIncreased time associated with assessment and goal-setting due to often more complex or high-

level goals in clients with neurological injuries under the NDIS.ò 

ñThese arenôt short term issues people are dealing with. Much more layers to goal setting, especially 

when involving families and complex social histories.ò 

ñAs clients under the NDIS have more complex needs, extensive collaboration, liaison, assessment 

and goal setting is imperative to deliver high quality care.ò 

ñAlmost double the amount of timeò 
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Compared to therapy in health or aged care settings, rate how much additional time and effort 

does direct therapy provision require under the NDIS? 

 

Member insights include: 

ñNDIS patients often, not always, have increased administrative burden. The cost of this has to be 

absorbed by the business. Clinically NDIS participants attend more regularly which can lead to 

inefficiency due to cancellations, reduced availability in the diary.ò 

ñMuch more non face-to-face input. Especially regionally, where multidisciplinary teams are spread 

apart and no one works cohesively. Coordinating with specialists far away is time consuming. NDIS 

has caused a disjointed therapy system.ò 

ñThe complex NDIS clients I see often need more frequent visits and the visits often take longer 

because most of my clients have severe communication difficulties and I have to gather info from 

support workers and/or the time taken to gather the info needed is longer. óEffortô is an odd 

expression as my effort is 100% for all clients, but time taken to carry out a session is longer, not 

only due to communication but often there are other complicating factors such as mental health and 

physical disability requiring additional time to achieve session outcomes e.g. hoist process.ò 

ñNDIS participants by definition have severe and permanent disability. They have complex therapy 

needs and require a whole body approach to therapy. This takes longer than treating someone with 

a single injury or someone with normal age related changes.ò 

ñSignificantly increased liaison time between key stakeholders. Lots of work is done without billing to 

preserve funding.ò 
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Compared to therapy in health or aged care settings, rate how much additional time and effort 

does family or carer consultation require under the NDIS? 

 

Member insights include: 

ñAdditional time needed to support families understanding the do and dont's, or can do/can't do, 

within the NDIS system. Particularly so when it comes to assistive technology and the time required 

for this - research, trials, prescriptions and applications. Liaising with families and the health setting 

when therapy gaps and equipment gaps exist - which sector/funder will provide?ò 

ñOften clients have limited cognition or intellectual impairments, sometimes with no family 

involvement which makes communication and organisation challenging.ò 

ñI usually have to follow up most home visits with emails to family, support coordinators and 

supported independent living team leaders to ensure advice understood etc.ò 

ñFamily are dealing with bigger burdens. More complex care needs. Carer burnout. NDIS complexity 

and a lack of clarity and stability from the NDIS.ò 

ñMore than double the amount. I cannot keep on top of my emails each day.ò 

"Many of our NDIS clients are minors or adults who are unable to manage their own health and 

therapy needs. There may be multiple family members and carers involved in supporting them who 

need to be involved in goal setting, appointment planning and implementation of home-based 

strategies.ò 

ñSignificant discussion relating to insufficient plan funding, family stress - takes time away from 

clinical therapyò 
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Compared to therapy in health or aged care settings, rate how much additional time and effort 

does documentation require under the NDIS? 

 

 

Member insights include: 

ñAs the clients are complex it is way more. A client with multiple sclerosis (MS) is much more 

documentation than a sprained ankle, and I can't charge as much for the MS client under NDIS. 

Documentation is more, and the rate I can charge is significantly lower.ò 

ñAdministration and compliance is insane. The report requirements are also very lengthy and eat into 

budgets and therapistsô time. If a tribunal support request is made, this can blow everything out of the 

water and therapists often end up doing work in their own time to squeeze it in.ò 

ñMuch more and because of cut in plans this reduces therapy time. School forms, preschool forms, 

feedback to all involved forms. Clinical notes are much more detailed in the NDIS setting. Reports 

are far more onerous in the NDIS compared to any other funding stream.ò 

ñThe assistive technology forms are ridiculous. That lack of consistent template for plan review 

reports it is crazy. They need to follow suit with organisations such as TAC which have report 

templates that are consistent, and mandatory rather than optional.ò 

ñNDIS reporting is cumbersome and more time consuming than other reports. We have to spend time 

translating clinical information into language that is understood by lay people who have no tertiary 

education in health or disability.ò 
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Compared to therapy in health or aged care settings, rate how much additional time and effort 

does multidisciplinary coordination require under the NDIS? 

 

Member insights include: 

ñBecause it is in the community it needs to be intentional and having to work hard to bring people 

together. You don't have regular meetings like you would in health and aged care settings.ò 

ñCoordinating with plan managers and support coordinators takes the most time. Typically they have 

no disability background and need additional education to understand the multidisciplinary care team 

(MDT) meetings.ò 

ñUsually needing to deal with multiple factors - health setting, education setting, family and 

sometimes formal carers/departmental carers. If the client has a Support Co-ordinator, then co-

ordination required by the clinician or therapy Key Worker is lessened, but we know that many NDIS 

participants do not have Support Co-ordinators. This can be age-related (really hard to get Support 

Co-ordination for children <3yrs of age), or simply a decision by the planner/delegate.ò 

ñThere is often unbilled time used in communication with the MDT due to limited funding, however, 

this should be billed as it takes excess time and is often completed outside of clinician's working 

hours to ensure the client is not missing out.ò 

Very difficult to communicate with other members of the MDT, particularly when their funds have 

been exhausted. More frequently, it doesnôt happen or I donôt charge for the time trying to get hold of 

occupational or speech therapy.ò 
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Compared to therapy in health or aged care settings, rate how much additional time and effort 

does compliance reporting require under the NDIS? 

 

Member insights include: 

ñRegistration is hugely expensive in dollars and time, with no direct benefit. Detailed reports often 

take longer than the time billed in the instance of complex clients.ò 

ñAs a registered provider it takes a lot of admin burden on compliance monitoring - including 

maintaining knowledge of an ever changing system, staff HR compliance, clinical compliance, safety 

compliance. This all needs to be well documented and maintained. Reports require much more detail 

and time to research references to justify requests. Service agreements require constant updating. 

Policies requiring constant updating.ò 

ñMore time as there is less transparency around expectations, less direct ability to liaise with the 

NDIS regarding their expectations vs. the TAC where you directly deal with them about what they 

want and need.ò 

ñOur admin team spend considerably longer on compliance reporting for NDIS than for any other 

funding source.ò 

ñThe reporting requirements of NDIS are much higher than any other government service. The length 

and detail expected which still results in cuts is massive.ò 
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Compared to therapy in health or aged care settings, rate how much additional time and effort 

does travel requirements require under the NDIS? 

 

 Member insights include: 

ñSince travel funding has been reduced by 50 per cent, travel is taking less time than previously (i.e. 

sessions are needing to be more centre-based) but the families are having to fill/fund the gap if they 

still want travel as part of their therapy provision.ò 

ñOften clients are unable to physically travel into the clinic for sessions due to mobility impairments, 

limitations of cost of travel and impacts on fatigue, which can negate the effectiveness of sessions.ò 

ñNDIS participants should be receiving a large portion of their supports in their natural environments. 

Travel pricing has impacted this dramatically. It is much better now for businesses to stay in their 

clinics. This is not best practice and is letting down participants.ò 

ñNDIS provision says 30 hours of therapy but then you have to take out travel and this can often 

equate to a loss of 25 percent of therapy hours. Especially for complex clients that only certain 

therapists should see.ò 

ñIn health service is provided in the clinic with rare exceptions. In our remote region I can spend four 

hours travelling in the day; this is now greatly reduced due to only being paid half, which results in 

clients having to travel more.ò 

ñMany of my NDIS clients require therapy in the home. My clients have complex and rare disabilities 

and require therapists with additional training in their specific disability needs. There is often no 

physiotherapist with the appropriate skill set close to their homes. Since the change in funding model 

to cut travel funding, I can no longer afford to travel to client homes to deliver therapy. Clients have to 

instead travel to the clinic. This can be exhausting for them and they are unable to benefit from the 

therapy as much as they would if it was delivered in their home. They usually also require a support 

worker to help get them ready to leave the house and transport them to the clinic. The support 

worker has to stay for the duration of the session. This can use 2-3 hours of support time which is 

more expensive than it would have been if I had been paid appropriate to travel to their home.ò 
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Compared to therapy in health or aged care settings, rate how much additional time and effort 

does workforce supervision require under the NDIS? 

 

Member insights include: 

ñWay way way more. I am a titled neurological physiotherapist. I spend time and energy supervising 

therapists, especially new ones. It takes me away from direct client care as I have to support the 

therapists as the conditions are so complex.ò 

ñThe compliance and risk, especially for assistive technology, documentation etc. requires rigorous 

supervision for those new to NDIS and ongoing for more junior staff.ò 

ñThe majority of client cases raised for discussion at supervision sessions are NDIS clients due to the 

complexity of their impairments, issues and needs. This is an increased learning curve from health 

and aged care settings and requires additional training and supervision.ò 

ñYoung clinicians require support for complex cases - NDIS participants are often complex. This 

supervision is not compensated for.ò 

ñMore supervision is required initially to ensure adequate service provision due to home visits where 

the clinician is alone (not in a clinic with other professionals they can rely on for impromptu 

assistance).ò 

ñMore complex care needs. More complex reporting. More MDT. More complex mental health issues. 

More complex carer and family communication.ò 

ñIncredibly complex caseload - requires constant senior oversight in almost every case.ò 

 ñThe skills required to treat people with severe and permanent disability are not part of routine 

undergraduate training. New therapists require additional supervision and training to be competent in 

this area.ò 

ñThere are so many inconsistencies within the NDIS system that people require more supervision to 

work within it.ò 
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Compared to therapy in health or aged care settings, rate how much additional time and effort 

does variability in participant needs require under the NDIS? 

 

Member insights include: 

ñEvery condition has a wide spectrum, whether itôs cerebral palsy, Down syndrome or ASD, and 

paediatric conditions include the rare genetic disorder that no one even knows about.ò 

ñClients with disability most often have more than one system involved so this naturally means a 

client presents with many impaired areas requiring complex intervention, ability to clinical prioritise 

needs is required. Often in health, you're dealing with one area/system at a time and go to different 

'clinics' each attended to by teams, to deal with that specific issue.ò 

ñNeeds vary immensely between participants but also over time with each participant. Often there is 

not the flexibility in funds to increase supports when needed leaving participants vulnerable at their 

greatest time of need.ò 

ñSome very complex clients in the NDIS with significant behaviours but in less ideal or supported 

setting than aged care.ò 

ñMany neurological patients with varying brain disorders and conditions causes much more 

fluctuation in patient needs.ò 

ñWorking in the paediatric area there is a vast range of clients, compared to health where each 

condition has its own specialist team.ò 
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Therapy Supports 

Q6: How is your therapy workforce primarily employed? 

The APA advises that physiotherapy services for NDIS participants are most commonly 

delivered through a mixed workforce model, with employment remaining the predominant 

arrangement across the sector. 

As a peak body, we do not employ clinicians directly, but member feedback indicates that most 

providers rely on a core employed workforce, supplemented by contracted practitioners where 

flexibility is required. This reflects the realities of NDIS service delivery, including variable participant 

demand, significant nonȤbillable workload and the lower productivity compared with other funding 

environments. 

The broader allied health sector operates across a wide spectrum of employment models, from sole 

traders and small businesses through to large provider organisations. Each model carries distinct 

opportunities and challenges, and a substantial proportion of therapy providers remain sole traders 

or small practices. Any future NDIS pricing settings must therefore support the viability of all models, 

not just larger organisations or traditional employment structures. 

Insights from the Ability Roundtable reinforce the pressures shaping workforce decisions. 

Benchmarking shows sustained pressure on productivity and operating margins, with many 

organisations finding it difficult to maintain fully employed workforce models under high nonȤbillable 

time and constrained price limits. This aligns with member feedback that a blended workforce is often 

essential to maintain service viability. Contracted practitioners provide flexibility to absorb fluctuating 

caseloads and administrative demands, while employed clinicians support continuity of care and 

organisational capability.  

To ensure the full diversity of workforce models can operate sustainably, the NDIA will need to 

undertake further work, beyond the Quality Supports Pilot, to understand the specific pressures 

facing smaller providers and sole traders. 

Q7: What is the typical duration of a NDIS therapy session delivered by your 

organisation or practice? 

The APA notes that NDIS physiotherapy sessions do not follow a uniform duration, clinical 

considerations are the primary determinant of how long a session must be.  

The complexity of participant needs, the safeguarding requirements of disability supports and the 

broader service realities of the NDIS mean that physiotherapy sessions typically require a minimum 

of an hour of direct therapeutic engagement. This pattern is consistently reflected across providers 

and helps explain why session durations in the NDIS differ from those seen in non-disability funding 

environments. 

Member insights include: 

ñIt varies so much depending on the client. I also have to base it on clientôs funding not on their 

actual needs.ò 



  
 
 

 

 

 

 

28  

  

ñTypically 60minutes - can be 90+ minutes for equipment trials / joint MDT sessions.ò 

In practice, the total time required extends well beyond the direct contact period. Preparation, 

documentation, communication with families and support coordinators, and follow-up tasks are 

integral components of safe and effective disability care and cannot be compressed without 

compromising quality. 

It is important that NDIS pricing avoids repeating past methodological errors by importing 

assumptions from unrelated funding environments. A key issue in the current approach is the 

assumption of a 45-minute session when converting PHI and MBS fees into hourly rates, despite 

evidence that real-world PHI and MBS sessions are typically closer to 30 minutes. This inflates the 

assumed duration and leads to an underestimation of the true hourly rate required for physiotherapy 

under the NDIS. 

Q8: What percentage of this session time is direct therapy, documentation, 

coordination or other? 

The APA advises that NDIS physiotherapy involves a significantly higher proportion of 

nonȤclinical work than other funding environments, and that this distribution of time must be 

recognised in pricing decisions. 

MemberȤreported patterns indicate that the proportion of time spent on direct therapy compared with 

documentation, coordination and other tasks is markedly different under the NDIS. While the exact 

distribution varies by participant and service context, providers consistently describe the following 

approximate breakdown:  

o Direct therapy: around 60 per cent 

 
o Documentation, reporting and clinical recordȤkeeping: around 15ï20 per cent 

o Coordination with families, support coordinators, schools, providers and multidisciplinary 

teams: around 15ï20 per cent 

o Other nonȤbillable requirements (travel, scheduling, compliance, audit preparation): 

around 10ï20 per cent 
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These memberȤreported patterns are consistent with findings from the Ability Roundtable,  which has 

repeatedly identified lower billable utilisation and higher nonȤbillable workload among NDIS 

physiotherapy providers compared with other funding environments. Roundtable data shows that the 

operational demands of the scheme, including extensive coordination, documentation, compliance 

activity and travel, materially reduce the proportion of time that can be spent in direct, billable 

therapy. 

This structural imbalance contributes to the persistent gap between actual operating costs and 

current NDIS price limits. It highlights the need for a pricing methodology that reflects the real service 

delivery profile of physiotherapy under the scheme and the significant proportion of time required for 

nonȤclinical work 

Member insights include: 

ñThat is so variable as there is no "typical" NDIS participants we see. Some who come in to the clinic 

will be almost all direct therapy. There are others, where I will spend more time on indirect with travel, 

coordination, reporting, manual handling plans, chasing up with other MDT, especially those who 

don't have the support they needò 

ñFor other healthcare patients approximately 85-90%.ò 

ñBut I donôt charge for all of the non-face- to-faceéI should be stricter.ò 

ñI have ceased travel to a clientôs home due to the inadequate funding for this service.ò 

Q9. Since the change to travel claiming was introduced on 1 July 2025, has it been 

hard to find a therapist who will travel to you? 

Q9.1: If you had your choice, what would you prefer? 

Q9.2 Why do your therapists travel to you? 

The APA notes that these questions were directed to participants rather than providers, and it 

was a missed opportunity for the NDIA not to test these issues with the physiotherapy 

workforce. Our response reflects the experience and feedback of APA physiotherapy 

members. 

The NDIAôs July 2025 pricing decision to cap travel reimbursement raises serious concerns about 

service viability and policy coherence. This cost-containment measure directly conflicts with the NDIS 

Practice Standards Supplementary Module for Early Childhood Supports, which mandates access to 

supports in natural environments that foster inclusive participation in family and community life.  

Reducing travel funding disincentivises outreach to homes, schools, and community settings 

undermining developmental best practice and the principles of value-based care. The result is a 

growing misalignment between pricing architecture and the standards that define quality, equity, and 

participant outcomes in the NDIS. 

The system continues to fund essential enablers of service delivery, including travel, from core 

therapy budgets. This approach erodes the time available for therapeutic intervention and weakens 

inclusive access. Physiotherapists delivering NDIS supports report that the reduced reimbursement 

is already influencing decisions about where therapy can be delivered, particularly for children and 
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participants with complex needs. By disincentivising service delivery in natural environments, the 

pricing model is shifting practice away from the settings where supports are most effective. 

The decision is also not economically sound. Travel accounts for approximately 1% of therapy 

expenditure ($26.1m) and around 0.1% of total scheme costs for July to December 2024 (~$21.8b 

11). Despite its small share of expenditure, travel is fundamental to delivering therapy in natural 

environments, as required by the NDIS Practice Standards. There is a clear disconnect between 

regulatory expectations and pricing settings: providers are mandated to deliver supports in natural 

environments, and the clinical evidence strongly supports this as best practice for achieving 

functional outcomes. Reducing funding for such a small but essential component of service delivery 

creates disproportionate impacts on access, quality and participant outcomes. 

In Treasury terms, the measure is poorly targeted, low yield and high impact. It delivers negligible 

savings while creating significant behavioural and equity consequences for participants who rely on 

outreachȤbased physiotherapy. 

Q10. Is there anything else you'd like to tell us about NDIS pricing? 

The NDIS was never designed to be cost-neutral. It was built to generate returns, both human 

and economic. That matters.  

The scheme now supports more than 270,000 workers across over 20 professions, and modelling 

from the False Economy report estimates its economic contribution at over $52 billion in 2020ï21, 

with a multiplier effect of 2.25. These are not marginal figures. They reflect the scale and reach of the 

NDIS as a driver of employment, business activity, and regional stability. 

Yet the idea that providers are exploiting the Scheme continues to circulate, including within 

government. Isolated cases of misuse should be addressed, but this narrative obscures the broader 

economic role the NDIS plays. It stabilises domestic expenditure, sustains small businesses, and 

supports jobs in communities that rely on them. Treating it purely as a cost centre misses the point. It 

is economic infrastructure and it is functioning as intended.2 3 

Physiotherapists, as frontline providers, see disconnect between policy intent and participant 

experience.  

Policy responses have focused on projected expenditure growth and participant volumes, while 

ignoring actual cost drivers. The result is a reform agenda shaped by optics rather than evidence. 

Misguided assumptions about oversubscription have produced blunt cost-containment measures that 

restrict access instead of addressing inefficiencies in pricing architecture, planning design and 

service delivery.  

                                                        
2 Australian Government Productivity Commission. (2011). Disability care and support: Inquiry report 
(Report No. 54). Productivity Commission. https://www.pc.gov.au/inquiries-and-research/disability-
support/report/ 
3 False Economy: The economic benefits of the NDIS and the consequences of government cost-
cutting - Per Capita. (2021). Per Capita. https://percapita.org.au/our_work/false-economy-the-
economic-benefits-of-the-ndis-and-the-consequences-of-government-cost-cutting/  
 

https://www.pc.gov.au/inquiries-and-research/disability-support/report/
https://www.pc.gov.au/inquiries-and-research/disability-support/report/
https://percapita.org.au/our_work/false-economy-the-economic-benefits-of-the-ndis-and-the-consequences-of-government-cost-cutting/
https://percapita.org.au/our_work/false-economy-the-economic-benefits-of-the-ndis-and-the-consequences-of-government-cost-cutting/
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Underutilisation of allocated funds remains a persistent issue, but it is not evidence of excess. It 

signals a deeper structural failure. Participants are routinely funded for supports they cannot access, 

activate or coordinate. Workforce shortages, rigid pricing rules and poor plan design all contribute to 

this gap. When large portions of funding go unspent, it reflects a system that allocates without 

enabling. Using underspend to justify cost-cutting only reinforces the disconnect and risks locking in 

the very inefficiencies reform is meant to resolve. 

To restore coherence, the pricing framework must be structurally reframed. Travel should be funded 

as a standalone item. Plans must reflect the true breakdown of provider recommendations. And 

reform must be grounded in actual expenditure data, not projections or assumptions about 

oversubscription. The longer planning relies on forecasts over reality, the further the Scheme drifts 

from delivering meaningful, person-centred support. 

Government has a clear responsibility to ensure that people with disability have access to 

services that are well governed, safe, and delivered to best-practice standards. 

High-quality support is not a feature. It is a rights-based obligation at the core of the NDIS. That 

obligation carries practical consequences for how services are funded, priced, and delivered. 

Downward pressure on pricing, when applied without regard for service complexity or quality, runs 

directly counter to that responsibility. Pricing decisions that prioritise cost containment over clinical 

integrity risk undermining safety, workforce capability, and long-term sustainability.  

Current funding provisions are increasingly misaligned with the schemeôs regulatory 

obligations.  

The APR has faced criticism for lacking transparency and being shaped by internal agency priorities 

rather than independent oversight. While the IPC has produced strategic advice aimed at guiding 

reform, many of its key recommendations have not been adopted. Nor have those from other 

independent bodies, such as the Independent Health and Aged Care Pricing Authority (IHACPA), 

whose pricing data strategy remains unpublished and unacted upon. Instead, recent decisions reflect 

a shift toward tighter agency control, raising concerns about the integrity and independence of the 

pricing process. 
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Appendix:  Review of the 2024-5 APR with respect to 

physiotherapy

  

https://australian.physio/sites/default/files/APA-Report-Review-NDIA-202425-Annual-Pricing.pdf
https://australian.physio/sites/default/files/APA-Report-Review-NDIA-202425-Annual-Pricing.pdf
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