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Executive Summary 
The Rehabilitation Medicine Society of Australia and New Zealand (RMSANZ) welcomes the opportunity to 
respond to the Department of Health, Disability and Ageing’s public consultation on new framework 
planning rules for the National Disability Insurance Scheme (NDIS).  

RMSANZ is the peak professional body for rehabilitation physicians across Australia and New Zealand. 
Rehabilitation physicians are medical specialists who lead goal-directed multidisciplinary teams focused 
on maximising independence, function and participation for people living with disability and complex 
health conditions and supporting people to reach their highest potential for reintegration into community 
and economic life. Rehabilitation physicians serve many current and future NDIS participants, including 
people with spinal cord injury, acquired brain injury, stroke, progressive neurological conditions, and 
complex multi-system disability. 

RMSANZ supports the overarching objectives of the New Framework Planning reforms. The current NDIS 
planning process has attracted frequently raised concerns from participants, carers, clinicians and 
providers, including inconsistent funding decisions, reliance on costly reports, limited transparency in 
budget determination, and a largely static approach that does not readily accommodate changing needs. 
Reform is warranted and welcome. 

However, RMSANZ holds significant concerns about specific elements of the proposed reforms and their 
potential impact on participants with complex rehabilitation needs.  

NDIA data indicates that the rehabilitation medicine cohort (acquired brain injury, spinal cord injury, stroke, 
multiple sclerosis, cerebral palsy, and other neurological conditions) comprises 94,277 active 
participants (12.4% of the Scheme) but accounts for an estimated $14.9 billion in annual payments 
(approximately 30% of total Scheme expenditure).i The weighted average annual payment for this cohort 
is $157,762, around 2.4 times the Scheme-wide average of $66,700. This concentration means that any 
systematic error in assessment design or budget calibration for complex neurological and physical 
disability cohorts would have disproportionately large impacts on participant outcomes and Scheme 
expenditure. RMSANZ's recommendations are directed at strengthening both participant outcomes and 
Scheme integrity and sustainability. 

This submission addresses seven key areas. 

First, the proposed support needs assessment process may not adequately capture the clinical complexity 
of rehabilitation medicine populations. RMSANZ has not identified publicly available evidence on validation 
and calibration of the I-CAN v6 for cohorts where self-report reliability may be limited and risk is high 
(including some participants with acquired brain injury, spinal cord injury, and progressive neurological 
conditions), where impaired insight, medical complexity and fluctuating function present particular 
assessment challenges. 

Second, the reduced routine integration of treating team evidence into plan development may result in less 
clinically informed plans for participants with complex needs. Much of the clinical evidence required for 
sound planning already exists within the health system - rehabilitation discharge summaries, specialist 
opinions and prognostic assessments prepared for families and treating teams can be made available to 
the NDIA without generating new documentation or additional cost. Rehabilitation physicians are also 
independent of funded care providers, which means their clinical input is not influenced by the financial 
interests of the support team - a distinction that strengthens the integrity of clinical evidence used in 



 3 

planning. The issue is not whether external reports are used, but whether the framework ensures complex 
and high-risk cases can be informed by appropriate clinical evidence. 

Third, a formulaic budget method, while promoting consistency, carries a risk of miscalibration in both 
directions for participants whose needs are atypical, high-cost, or require specialist supports. Budget 
methodology errors may result in under-funding that compromises safety and outcomes, or over-funding 
that does not deliver proportionate benefit – both of which undermine Scheme sustainability. The budget 
method rules have not yet been published, limiting the ability of stakeholders to assess this risk. RMSANZ 
would welcome the opportunity to contribute to the development of clinical guidance for rehabilitation 
professionals on how the budget methodology operates and how clinical evidence can most eWectively 
inform funding decisions. 

Fourth, an assessment approach that does not explicitly consider functional trajectory and rehabilitation 
potential risks producing plans that focus on maintaining current levels of function rather than supporting 
improvement where clinically feasible. Some current planning approaches may inadvertently entrench 
reliance on disability supports rather than promoting independence through targeted, time-limited 
rehabilitation. Rehabilitation medicine practice is directed at building capacity and reducing longer-term 
reliance on paid supports - the assessment and budget methodology should support this objective, not 
work against it. 

Fifth, the budget methodology should ensure that flexible funding for therapy supports can accommodate 
intensive, time-limited rehabilitation programs where clinically indicated, particularly for participants in the 
post-acute phase following spinal cord injury, brain injury or stroke. Evidence-based rehabilitation in this 
phase commonly involves coordinated, multidisciplinary therapy delivered at high intensity over weeks to 
months. If the budget method does not capture this intensity and duration, participants may not be able to 
access clinically appropriate programs in the community, with consequences for both functional outcomes 
and longer-term support costs. 

Sixth,  the plan variation provisions, while a positive development, may be too narrow to accommodate the 
predictable functional trajectories that characterise many rehabilitation medicine populations. The Rules 
should expand plan variation triggers to include significant functional improvement following rehabilitation, 
predictable disease progression, ageing-related functional decline for participants with lifelong disability, 
and major life transitions - enabling proactive, planned adjustment rather than crisis-driven reassessment. 

Seventh, the new framework does not address the hospital-NDIS interface, where RMSANZ members 
report that planning misalignment may contribute to delayed discharge, plans that are not well aligned to 
functional trajectory, and reduced continuity between hospital-based rehabilitation and community 
supports. Where participants are supported to transition to home with appropriate community-based 
supports, this is likely to produce better outcomes and lower costs than prolonged hospital stays or 
premature entry into higher-cost supported accommodation.  

RMSANZ’s submission sets out these concerns in detail and oWers constructive recommendations 
designed to strengthen the new framework’s capacity to deliver its stated objectives for participants with 
complex rehabilitation needs – while supporting the Scheme’s long-term integrity and financial 
sustainability. RMSANZ would welcome the opportunity to discuss the practical implementation of these 
recommendations with the Department and the NDIA. 
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About RMSANZ and Rehabilitation Medicine 
The Rehabilitation Medicine Society of Australia and New Zealand (RMSANZ) is the peak professional 
body for rehabilitation physicians - medical specialists whose practice focuses on maximising function, 
independence and participation for people living with disability and complex health conditions. 
Rehabilitation physicians complete extensive postgraduate training and work across inpatient, 
outpatient and community settings, including hospitals, subacute rehabilitation units, disability services 
and participants’ homes. 

Rehabilitation physicians provide clinical leadership to multidisciplinary teams by coordinating 
comprehensive, goal-orientated care for patients with complex needs to optimise function, 
independence and quality of life. These teams include physiotherapists, occupational therapists, speech 
pathologists, neuropsychologists, rehabilitation nurses and social workers. They care for people with a 
broad range of conditions represented within the NDIS participant population, including spinal cord 
injury, traumatic and acquired brain injury, stroke, multiple sclerosis, motor neurone disease, 
Parkinson’s disease, cerebral palsy, amputation, and people ageing with lifelong disability. 

RMSANZ members contribute to the NDIS through functional assessments; recommendations for 
supports, equipment and assistive technology; prognostic advice informing plan duration and intensity; 
coordination of therapy programs; and clinical oversight of complex care arrangements. This submission 
draws on the collective clinical experience of RMSANZ members who work at the interface between 
rehabilitation medicine and NDIS planning and implementation. 

RMSANZ has also developed a reform paper, Rehabilitation Medicine and the NDIS: Function-First 
Solutions for Better Outcomes, which outlines practical options to strengthen the integration of 
rehabilitation medicine into NDIS planning, review and governance. Where relevant, that work informs 
and complements this consultation response. 
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1. Elements of the Proposed Reforms that RMSANZ Supports 
RMSANZ acknowledges that the New Framework Planning reforms respond to genuine concerns raised 
about the current NDIS planning process, including perceived inconsistency, limited transparency and 
avoidable administrative burden. Several elements of the proposed reforms align with principles long 
supported in rehabilitation medicine. RMSANZ considers it important to note these areas of alignment 
before outlining key risks and recommended safeguards. 

1.1 Flexible funding 
RMSANZ supports the move towards flexible funding as the primary budget structure. The current category-
based model is often poorly suited to rehabilitation trajectories, where support needs evolve - sometimes 
significantly - over the life of a plan. For example, a participant recovering from stroke may require intensive 
physiotherapy and occupational therapy in the early months, then shift towards vocational rehabilitation, 
community participation supports and maintenance therapy. Under the current system, rigid category 
boundaries can make these adjustments diWicult, even where the change reflects sound clinical practice 
and aligns with participant goals. Flexible funding is therefore a practical step towards a more responsive, 
person-centred approach. 

1.2 Transparency in budget calculation 
RMSANZ supports the principle of a transparent, rules-based budget method. Under the current system, 
“reasonable and necessary” decisions are frequently experienced as opaque and inconsistent. RMSANZ 
members report that detailed clinical recommendations, supported by evidence and prognostic reasoning, 
are sometimes reflected in budgets without a clear explanation of how the final amount was determined. A 
transparent methodology that enables participants, treating teams and advocates to understand how a 
budget has been calculated would be a significant improvement, provided the methodology is clinically 
sound and includes appropriate safeguards for complex and atypical circumstances. RMSANZ would 
welcome the opportunity to contribute to the development of clinical guidance for rehabilitation 
professionals on how the budget methodology operates, how clinical evidence can most eWectively inform 
funding decisions, and how treating teams can assist participants to navigate the planning process. 

1.3 Reducing unnecessary documentation burden 
RMSANZ agrees that the current planning process can impose an excessive documentation burden on 
participants. Requirements for repeated or costly reports can create delays, impose out-of-pocket costs, 
and divert resources away from direct support and therapeutic intervention. For many rehabilitation 
medicine participants, substantial clinical documentation already exists within the health system - 
including rehabilitation discharge summaries, specialist opinions regarding prognosis and functional 
trajectory, and reports prepared for families and treating teams during the course of care. This evidence can 
be made available to the NDIA to inform planning without requiring new reports or imposing additional cost 
on participants. The opportunity is to streamline access to existing clinical evidence, not to generate new 
documentation. 
 
RMSANZ supports eWorts to reduce unnecessary report burden. The issue is not whether clinical evidence 
is used, but whether the framework ensures complex and high-risk cases can be informed by 
appropriate clinical input. Reducing administrative documentation is desirable; reducing access to 
clinical evidence for complex cases may introduce material risks for participant safety and outcomes. 
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1. Plan variation provisions 
RMSANZ welcomes the inclusion of plan variation provisions that allow the NDIA to adjust a plan without a 
full reassessment. This responds to a longstanding concern that even predictable or minor changes 
circumstances can currently require a disproportionately burdensome review process. RMSANZ notes, 
however, that the scope of the proposed variation triggers may need to be expanded to reflect common 
functional trajectories and predictable changes over time. This is addressed further in Section 3 of this 
submission.  

1.5 Structured four-step planning pathway 
RMSANZ supports the introduction of a clearer, structured participant pathway - preparation, assessment, 
plan building and plan implementation. A defined pathway has the potential to improve consistency and 
participant understanding, subject to appropriate design of the clinical content of each step and clear 
mechanisms for incorporating treating team evidence where relevant. 

 

2. The Support Needs Assessment: Concerns and 
Recommendations 

RMSANZ supports the objectives of the New Framework Planning reforms to improve consistency and 
transparency in needs assessment. The Support Needs Assessment is the centrepiece of the new 
framework and is intended to replace the current planning conversation as the primary information source 
informing budget calculation. RMSANZ’s comments in this section focus on design features that will 
determine outcomes for participants with complex disability and changing functional needs. 

2.1 Adequacy of the I-CAN v6 for rehabilitation populations 
The discussion paper indicates that the Support Needs Assessment tool will be based on the Instrument 
for the Classification and Assessment of Support Needs (I-CAN v6), developed by the University of 
Melbourne in partnership with the Centre for Disability Studies. RMSANZ recognises the value of a 
standardised assessment instrument in promoting consistency. However, RMSANZ has not identified 
publicly available evidence on validation and calibration of I-CAN v6 for cohorts where self-report reliability 
may be limited and the consequences of misclassification may be greater, including some people with 
acquired brain injury, spinal cord injury, stroke, and progressive neurological conditions. If such evidence 
exists, it should be published to support stakeholder confidence; if it does not, targeted validation and 
calibration work should be undertaken prior to full rollout for these cohorts. 

NDIA data also indicates these cohorts are concentrated toward the higher-complexity end of the 
participant spectrum. The proportion of participants recorded as having a low reported level of function is 
materially above the Scheme-wide average of 21% across several rehabilitation cohorts: acquired brain 
injury (52%), other neurological conditions (50%), cerebral palsy (45%), spinal cord injury (35%), multiple 
sclerosis (28%) and stroke (27%).i This reinforces the need for published validation and calibration 
evidence, and for cohort-specific safeguards and escalation pathways, to ensure the tool performs reliably 
for participants with high support intensity.  

These cohorts present specific challenges for any standardised assessment tool, for example: 

• Acquired brain injury (ABI): Many people with ABI experience impaired insight and reduced self-
awareness as a consequence of injury. As a result, self-reported support needs may underestimate 
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actual requirements. Executive dysfunction, behavioural disturbance and cognitive fatigue are 
clinically significant drivers of support needs that may not be readily apparent in a structured 
assessment. In RMSANZ members’ experience, accurate assessment often requires collateral 
history from family members and carers, neuropsychological assessment where appropriate, and 
longitudinal clinical observation. A single-session assessment may not reliably capture these 
dimensions for some participants. 

• Spinal cord injury (SCI): People with SCI often have highly specific and medically complex support 
needs that vary depending on injury level and completeness. Pressure care, neurogenic bladder 
and bowel management, specialist seating and positioning, respiratory support, and attendant 
care are clinically determined requirements where under-provision can result in serious 
complications. It is important that the assessment tool and associated processes can capture the 
required level of clinical and functional detail for this cohort. 

• Progressive neurological conditions: People with multiple sclerosis, motor neurone disease, 
Huntington’s disease and Parkinson’s disease can experience dynamic functional trajectories. A 
point-in-time assessment captures current support needs but may not reflect the rate or direction 
of change. For example, a person with motor neurone disease may present with modest support 
needs at assessment but have a clinically predictable trajectory of rapid decline over subsequent 
months. Planning that does not incorporate prognostic information may produce plans that are 
misaligned with the participant’s likely trajectory. 

• Complex multi-system disability: People with polytrauma or intersecting physical, cognitive and 
psychological impairments require assessment that captures not only individual domains of 
support need, but interaction eWects between impairments. For example, co-occurring cognitive 
impairment may materially aWect a person’s ability to self-manage mobility supports, increasing 
supervision and assistance requirements. The extent to which I-CAN v6 captures these interaction 
eWects is not clear from the discussion paper. 

 

Recommendation 1 

The Rules and/or binding operational guidance should provide for a staged rollout of the I-CAN v6 
assessment tool, with cohort-specific safeguards for populations where self-report reliability is limited, 
including targeted clinical assessment pathways for participants with ABI, SCI, stroke, and progressive 
neurological conditions. Evaluation findings – including reliability, inter-rater consistency, and outcomes 
– should be published before the tool is scaled to these cohorts. RMSANZ would welcome the 
opportunity to contribute clinical expertise to this evaluation process. 

 

2.2 The role of treating specialists in the assessment process 
Under the new framework, the Support Needs Assessment will be conducted by an NDIA Assessor. The 
discussion paper states that assessors will be trained, but does not specify minimum qualifications, 
competencies, or escalation pathways for complex presentations. For cohorts with complex rehabilitation 
needs, the clinical expertise required to accurately assess support needs can be substantial. Treating 
teams with rehabilitation expertise consider not only what supports a person currently requires, but why 
they require them, whether function is likely to improve, stabilise or deteriorate, and what interventions 
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could modify the person’s support trajectory. Rehabilitation physicians are also independent of funded 
community care providers, which means their clinical input is not influenced by the financial interests of 
the support team. This independence strengthens the integrity and objectivity of clinical evidence used in 
planning and distinguishes treating specialist input from provider-generated assessments. 

The discussion paper describes targeted assessment processes that will use information from treating 
health professionals for assistive technology, home modifications, and disability-related health supports. 
RMSANZ welcomes this provision, but notes that treating team evidence is relevant beyond specific stated 
supports. It is also central to holistic assessment of support needs, functional trajectory and rehabilitation 
potential. Restricting clinical input to discrete line items risks missing information that materially aWects a 
participant’s overall support profile and risks. 

RMSANZ is also concerned that the new framework does not clearly describe how existing clinical evidence 
will be incorporated into the core Support Needs Assessment. While the discussion paper notes that the 
NDIA Assessor will check information with the participant and their supports, it does not set out a 
structured process for drawing on rehabilitation discharge summaries, functional assessments, or 
specialist opinions. This gap is particularly material for participants transitioning from hospital-based 
rehabilitation, where the treating rehabilitation team holds longitudinal information directly relevant to 
support needs, risks and likely trajectory. 

Recommendation 2 

The Rules should include a structured mechanism for NDIA Assessors to invite, receive and consider 
treating team evidence—including rehabilitation medicine where relevant—as part of the core Support 
Needs Assessment, not limited to targeted assessment pathways for specific stated supports. At a 
minimum, the Rules should require the NDIA Assessor to request and consider available rehabilitation 
discharge summaries, functional assessments and treating team reports where these exist. 

 

Recommendation 3 

NDIA operational guidance should specify minimum competency standards and training requirements 
for NDIA Assessors conducting assessments for participants with complex rehabilitation needs, 
including access to specialist advice and clear escalation pathways. The Rules should require defined 
triggers for targeted clinical input, including complex assistive technology and seating, home 
modifications, significant cognitive or behavioural risk, rapid functional change, and discharge-critical 
supports. Where an assessor does not have demonstrated competency in assessing a relevant cohort 
(for example ABI or SCI), the assessment process should incorporate input from appropriately qualified 
clinicians, including the treating rehabilitation team where available. 

 

2.3 The shift from functional impairment to support needs 
The discussion paper states that the new framework will focus on disability support needs rather than 
diagnosis or functional impairment. RMSANZ understands the rationale: a diagnosis-driven approach can 
produce inequitable outcomes where people with the same diagnosis have diWerent support needs, or 
where participants without a clear diagnostic label are disadvantaged. 

However, RMSANZ considers that a binary framing - support needs versus functional impairment - does not 
reflect how support needs are determined in practice. The International Classification of Functioning, 
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Disability and Health (ICF), developed by the World Health Organization and adopted widely in 
rehabilitation medicine, integrates body functions and structures, activity limitations, participation 
restrictions, environmental factors and personal factors. Under the ICF, functional impairment is not 
opposed to support needs; it is one of several determinants of support needs. Understanding functional 
impairment, alongside environmental context, goals, and available supports, is essential to accurately 
assessing what supports a participant requires. 

More critically, an assessment approach that does not consider functional trajectory risks producing plans 
that focus on maintaining current levels of function rather than supporting improvement where clinically 
feasible. For example, a person with a recent stroke may present with high support needs at the time of 
assessment. However, rehabilitation assessment may indicate that with intensive, time-limited 
intervention, the person is likely to regain independence in key activities, reducing longer-term reliance on 
paid supports and improving quality of life. A planning model that accounts for function, prevention and 
timely transitions is also aligned with Scheme sustainability by reducing avoidable deterioration and 
escalation of supports. 

Recommendation 4 

The Rules should require the Support Needs Assessment process to incorporate consideration of 
rehabilitation potential and functional trajectory, not only current support needs. NDIA operational 
guidance should include a structured field in the assessment report for treating teams to provide 
prognostic information and recommendations for time-limited rehabilitation interventions that may 
modify the participant’s support trajectory. The budget method should be able to accommodate time-
limited investment in rehabilitation where this represents value for money and supports improved 
functional outcomes. 

 

3. Budget Method, Plan Structure and Plan Variation 

3.1 The budget method rules 
The discussion paper states that the budget method rules will set out the steps the NDIA will apply when 
working out total funding amounts, including how informal supports are reflected and how adjustments are 
calculated. The paper notes that these rules will be “technical” and indicates that further information will 
be published to support the consultation process. 

RMSANZ notes that the budget method is the mechanism that translates an assessed support needs 
profile into a dollar figure. It is therefore a central determinant of whether the new framework delivers 
adequate and appropriate funding for participants. Miscalibration of the budget method carries risks in 
both directions: under-funding may compromise participant safety and outcomes, while over-funding that 
does not deliver proportionate benefit undermines Scheme sustainability and diverts resources frm 
participants whose needs are inadequately met. Both risks are amplified for rehabilitation medicine 
cohorts given their disproportionate share of Scheme expenditure. The absence of the budget method rules 
from the current consultation is a material limitation, as it prevents stakeholders - including clinical experts 
- from assessing whether the methodology is likely to produce adequate funding for participants with 
complex needs and atypical circumstances. 

Based on the information available, RMSANZ raises the following concerns. 
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• Risk of under-allocation at the extremes of complexity 
If the budget method is calibrated around average or typical support needs, participants at the 
complex end of the spectrum - who are disproportionately represented among rehabilitation 
medicine cohorts - may be at risk of budgets that do not reflect their assessed needs. Standardised 
funding methodologies typically require explicit calibration and outlier safeguards to perform well 
for high-complexity participants. 
 
NDIA data indicates substantial within-cohort variation in support intensity. Among participants in 
Supported Independent Living (SIL), average annual payments range from $482,200 (acquired brain 
injury) to $635,500 (spinal cord injury) - approximately three to six times the average for non-SIL 
participants within the same disability type. SIL participants account for approximately 4–24% of 
participants within each cohort but 20–52% of total payments. This underscores the need for the 
budget method rules to distinguish between materially diWerent support intensity profiles within 
cohorts, including through explicit outlier/high-complexity adjustment mechanisms. 

• Treatment of informal supports 
The discussion paper indicates the budget method will reflect “informal supports available to a 
participant.” RMSANZ is concerned about how this will be operationalised. Many rehabilitation 
medicine patients have family members providing significant unpaid support, often at considerable 
personal cost, including reduced workforce participation, carer fatigue and impacts on their own 
health. If the availability of informal supports systematically reduces funded supports, this risks 
entrenching carer burden and creating inequity between participants with and without family 
support. Informal supports are also frequently variable over time and may not be sustainable. 

• Accommodation of high-cost specialist supports 
Some participants require supports that are individually expensive, such as complex wheelchair 
and seating systems, specialist pressure care, or significant home modifications. It is not yet clear 
how the budget method will accommodate such high-cost requirements - whether through built-in 
loadings, separate treatment of specific supports, or an explicit outlier mechanism. 

• Supporting community-based living 
The significant cost diWerential between SIL and non-SIL participants within these cohorts also 
raises the question of whether the budget methodology and planning process adequately support 
participants to remain in their homes with appropriate community-based supports where this is 
feasible and safe. Where participants can be supported to live at home rather than entering higher-
cost supported accommodation, outcomes are generally better and costs are materially lower. The 
budget methodology should be designed to identify and fund the community-based supports, 
home modifications and assistive technology that enable participants to remain at home, rather 
than defaulting to more intensive - and more expensive - residential support models. 
 

Recommendation 5 

The Department should publish the budget method rules in full and provide a further consultation period 
prior to implementation. The Rules should include explicit provision for outlier/high-complexity 
adjustment mechanisms for participants whose needs fall outside the tool’s typical range. RMSANZ 
requests the opportunity to provide detailed clinical feedback on the budget method once it is available. 
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Recommendation 6 

The budget method rules should treat informal supports in a way that does not inadvertently reduce 
funded supports where family involvement is present. The Rules should recognise that informal supports 
are often variable and not a substitute for funded disability supports, and that carer sustainability and 
wellbeing are relevant to participant outcomes. 
 

 

3.2 Flexible funding categories and rehabilitation therapy 
The discussion paper lists examples of flexible funding categories, including “general allied health 
supports” and “physical and allied health related supports.” Many rehabilitation medicine participants rely 
on coordinated, multidisciplinary therapy programs - physiotherapy, occupational therapy, speech 
pathology and neuropsychology - often prescribed and coordinated by a rehabilitation physician in 
conjunction with the treating team. 

RMSANZ supports the inclusion of therapy supports within flexible funding. However, whether flexible 
funding is eWective in practice will depend on the adequacy of the funding quantum determined through 
the budget method. For participants in the early post-acute phase following spinal cord injury, brain injury 
or stroke, evidence-based rehabilitation commonly involves intensive therapy delivered frequently over 
weeks to months. If the budget method does not capture this intensity and coordination requirement, 
participants may not be able to access clinically appropriate programs in the community following 
discharge. 

The financial materiality of therapy funding for rehabilitation medicine cohorts is significant. NDIA data 
indicates a weighted average annual payment of $157,762 for these cohorts - around 2.4 times the 
Scheme-wide average - highlighting the importance of accurate budget calibration for participants with 
complex and changing functional needs.i If the budget method does not adequately fund post-acute and 
community-based rehabilitation therapy where clinically indicated, there is a risk of poorer functional 
outcomes and a shift toward greater reliance on ongoing support intensity over time. This reinforces the 
need for the budget method rules and flexible funding settings to accommodate intensive, time-limited 
rehabilitation supports where they represent value for money (Recommendation 7). 

Data from the Australasian Rehabilitation Outcomes Centreii (AROC) illustrates the intensity of inpatient 
rehabilitation typically required for cohorts relevant to the NDIS. AROC reports an all-impairment average 
length of stay of 18.0 days (calendar year 2024 discharge episodes). By contrast, average length of stay is 
materially higher for key cohorts: stroke (29.4 days), brain dysfunction (26.0–47.6 days, depending on 
setting), neurological conditions (22.3 days), and spinal cord dysfunction (38.7–101.7 days). These figures 
indicate substantially higher rehabilitation intensity and duration for cohorts frequently represented in NDIS 
populations. 

AROC data also indicates that intensive rehabilitation produces measurable functional gains. Functional 
Independence Measure (FIM) change - a validated measure of improvement in functional independence 
from admission to discharge - exceeds the all-impairment average of 20.8 points for key cohorts, including 
stroke (24.7), brain dysfunction in specialist units (30.0), spinal cord dysfunction in specialist units (25.4), 
and brain dysfunction in non-specialist units (23.7).ii 

At the same time, these cohorts have lower discharge-to-community rates than the all-impairment average 
of 87.4% (stroke 80.5%; brain dysfunction 77.6–79.0%; spinal cord dysfunction 74.9–77.8%).ii Participants 
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transitioning from hospital-based rehabilitation to NDIS-funded supports therefore often have residual 
support needs, and their ongoing functional trajectory may depend on timely access to appropriately 
intensive, coordinated community-based therapy. Where therapy intensity is not maintained or 
consolidated, functional gains achieved during inpatient rehabilitation may not be sustained. 

Recommendation 7 

The Rules should ensure flexible funding for therapy supports can accommodate intensive, time-limited 
rehabilitation programs where clinically indicated, particularly for participants in the post-acute phase. 
NDIA operational guidance should distinguish between intensive, time-limited rehabilitation and ongoing 
maintenance therapy, including examples of each and the circumstances in which higher-intensity 
therapy is expected. The budget method rules should be able to accommodate time-limited 
rehabilitation investment where this represents value for money and supports improved functional 
outcomes. 

 

3.3 Plan variation provisions 
The discussion paper describes plan variation rules that allow the NDIA to vary a plan without a new needs 
assessment in specified circumstances (including emergency or crisis funding, assistive technology 
repairs, employment changes and aged care changes). RMSANZ supports the inclusion of plan variation 
provisions but considers the proposed triggers may be too narrow for cohorts with rehabilitation-related 
trajectories. 

Many participants experience predictable functional trajectories that would be better managed through 
planned variations rather than crisis responses or full replacement needs assessments. These include 
significant functional recovery during the post-acute rehabilitation phase; predictable disease progression 
(for example motor neurone disease or muscular dystrophy); ageing-related functional decline for 
participants with lifelong disability; and major life transitions such as leaving school, entering employment, 
or loss of a primary carer. 

If these scenarios are not captured within variation triggers, participants may remain on plans that are 
misaligned with their circumstances, or be directed to more burdensome reassessment pathways for 
foreseeable change. 

Recommendation 8 

The Rules should expand plan variation triggers to include: (a) significant functional improvement 
following a period of rehabilitation (supported by treating team evidence); (b) predictable disease 
progression identified by a treating specialist; (c) ageing-related functional decline for participants with 
lifelong disability; and (d) major life transitions. 

 

4. The Hospital–NDIS Interface: A Critical Gap 
The discussion paper does not address how the New Framework Planning process will operate at the 
interface between hospital-based rehabilitation and community-based NDIS supports. This is a material 
gap. The hospital–NDIS interface is where many rehabilitation medicine patients first enter, or re-enter, the 
NDIS planning process and where time-critical decisions can have significant implications for discharge, 
safety and continuity of supports. 
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RMSANZ members report that, under the current system, NDIS planning often occurs at or soon after 
hospital admission or early in the rehabilitation admission, when functional status is still evolving. This can 
result in plans that are not well aligned to rehabilitation trajectories or the participant’s likely functional 
status at discharge. Members also report instances where delays in plan adjustments, or delays in access 
to equipment and home modifications, contribute to delayed discharge and reduced continuity between 
hospital-based rehabilitation and community supports. 

A clinical vignette (see case study: Michael, Section 6) illustrates this pattern. Michael experienced a stroke 
and was admitted to inpatient rehabilitation with anticipated high support needs. After eight weeks of 
rehabilitation, he regained mobility and independence in personal care. However, his NDIS plan could not 
be reviewed prior to discharge. He remained in hospital for an extended period awaiting plan approval, and 
when the plan was finalised, it funded a level of support that was not well aligned to his improved 
independence and reduced functional needs at discharge.  

The Support Needs Assessment process appears designed primarily for participants in stable community 
settings. It is not clear how the process will operate for participants undergoing rapid functional change 
during hospital-based rehabilitation, where functional status at the time of assessment may diWer 
materially from functional status at the time the plan commences. If assessment occurs at a point of high 
need during rehabilitation, the resulting budget may not reflect needs at discharge. If assessment is 
deferred until after discharge, participants may face a gap in appropriate supports during a critical 
transition period. 
 

Recommendation 9 

The Rules should include specific provisions for participants transitioning from hospital-based 
rehabilitation to community-based supports. The Rules should require: 

a) the Support Needs Assessment to consider a discharge functional assessment and relevant 
clinical information provided by the treating rehabilitation team; 

b) an expedited plan variation and/or reassessment pathway where functional status changes 
materially between assessment and plan commencement; and 

c) a structured mechanism for the treating rehabilitation team to provide prognostic and functional 
information to the NDIA Assessor as part of the core assessment process. 

 
RMSANZ has separately proposed a “plan review at discharge” model and a hospital liaison mechanism 
that could be implemented within the new framework architecture. RMSANZ would welcome the 
opportunity to discuss these proposals with the Department and the NDIA. 
 

5. Notice of Impairments 
The proposed rules for the Notice of Impairments - a written document specifying the impairment 
categories for which a participant met access to the Scheme - raise important considerations for 
rehabilitation medicine populations. 

Many NDIS participants seen by rehabilitation physicians have multiple impairments resulting from a single 
event (for example, traumatic brain injury causing cognitive, physical, behavioural and communication 
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impairments) or from co-occurring conditions (for example, spinal cord injury with concurrent traumatic 
brain injury, or cerebral palsy with secondary musculoskeletal conditions). How impairments are 
categorised in the Notice of Impairments may have downstream implications for the Support Needs 
Assessment and budget calculation, particularly where impairment profiles are complex. 

RMSANZ also notes that some impairments relevant to rehabilitation medicine populations - particularly 
cognitive and behavioural impairments following acquired brain injury - may be under-recognised in initial 
access decisions. The retrospective issuing of Notices of Impairments to participants who entered the 
Scheme before 1 January 2025 creates an opportunity to ensure impairment categorisations are accurate 
and comprehensive but also carries a risk that incomplete categorisations may be formalised if variation 
processes are not clear and accessible. 

Recommendation 10 

NDIA operational guidance should ensure the Notice of Impairments variation process is clear and 
accessible for participants and clinicians. The Rules should allow participants to provide supporting 
clinical evidence (including treating team reports and independent reports) where impairment categories 
may be incomplete or inaccurate, and should ensure that participants with multiple impairments can 
have all relevant impairment categories recognised, noting this may aWect Support Needs Assessment 
outcomes and budget calculation. 

 

6. Illustrative Case Studies 
The following case studies, drawn from the clinical experience of RMSANZ members, illustrate how the 
proposed reforms may aWect participants with rehabilitation needs. These vignettes are composites and do 
not represent individual patients. They are included to demonstrate the practical implications of the issues 
raised in this submission. 

Michael, 58 – Stroke and the hospital–NDIS interface 

Michael experienced a stroke and was admitted to an acute hospital before transferring to inpatient 
rehabilitation. On admission, his anticipated support needs were high and NDIS planning commenced on 
that basis. Over an eight-week rehabilitation episode, Michael regained mobility and independence in 
personal care. His treating rehabilitation physician assessed that he could manage safely at home with 
limited supports. However, his NDIS plan could not be reviewed prior to discharge, resulting in an extended 
period of hospitalisation while plan arrangements were finalised. When finalised, the plan funded a level of 
support that was not well aligned to Michael’s functional needs at discharge. 

Relevance to the new framework: This vignette highlights the need for a clear hospital–NDIS pathway 
when functional status is changing rapidly. Under the proposed Support Needs Assessment model, if 
assessment occurs early in the rehabilitation admission it may reflect a level of need that does not persist 
at discharge; if deferred until after discharge, the participant may face a gap in appropriate supports during 
transition. The framework requires mechanisms to incorporate discharge functional assessment 
information and enable expedited plan adjustment where function changes materially (Recommendation 
9). 

Aisha, 27 – Acquired brain injury and impaired insight 
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Aisha sustained a traumatic brain injury. She lives independently but requires coordinated supports related 
to cognition, fatigue and executive function. Over time, her plan became complex and resource-intensive, 
with multiple assessments and providers but limited goal clarity or clinical coordination. Despite repeated 
reassessments, functional progress plateaued and a substantial share of eWort was directed towards 
assessment and administration rather than structured, goal-directed intervention. Aisha’s treating team 
considered that she retained potential for further functional improvement with appropriately coordinated 
rehabilitation input. 

Relevance to the new framework: For some participants with acquired brain injury, impaired insight and 
executive dysfunction mean self-report may underestimate support needs and risk. A standardised 
assessment approach that relies heavily on participant report may not produce an accurate picture of day-
to-day support requirements without collateral information and clinical evidence. This vignette supports 
the need for cohort-specific safeguards and targeted clinical input for ABI, and structured mechanisms for 
incorporating treating team evidence into the core assessment process (Recommendations 1–3). 

Daniel, 45 – Acquired brain injury and missed vocational rehabilitation 

Daniel sustained an acquired brain injury. He previously worked in a professional role and was motivated to 
return to employment. His NDIS plan funded daily supports but did not include structured vocational 
rehabilitation or coordinated return-to-work planning. Without specialist rehabilitation input to assess work 
capacity and coordinate services, Daniel disengaged from the workforce over time and transitioned 
towards longer-term reliance on supports, notwithstanding treating team views that a return to part-time 
work may have been achievable with appropriate rehabilitation intervention. 

Relevance to the new framework: The new framework includes flexible funding categories that 
encompass employment supports. However, vocational potential and the time-limited interventions 
required to enable return to work may not be identified unless the assessment process explicitly considers 
functional trajectory and rehabilitation potential. This vignette highlights the importance of incorporating 
treating team evidence and rehabilitation potential into assessment and planning (Recommendations 2 
and 4). 

George, 72 – Ageing with lifelong disability 

George has cerebral palsy and lives alone in a regional town. As he aged, his mobility declined and he 
began experiencing more frequent falls. His plan responded primarily through increased personal care 
hours rather than targeted intervention to address declining function and falls risk. In the context of limited 
local rehabilitation services and no structured trigger for proactive clinical review, George experienced 
further functional decline and required increasing levels of daily support over time. 

Relevance to the new framework: This vignette illustrates the risk that a support needs assessment 
focuses on current support requirements without identifying opportunities for preventative or rehabilitative 
intervention that may maintain function and reduce escalation of supports. It also highlights the 
importance of plan variation triggers that reflect ageing-related functional decline and foreseeable change, 
and that enable proactive review rather than crisis-driven adjustment (Recommendations 4 and 8). 

 

7. Responses to Consultation Questions 
The discussion paper asks respondents to consider four overarching questions. RMSANZ responds to each 
below, drawing on the analysis in Sections 2 - 5 and the recommendations summarised in Section 8. 
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7.1 What further information would be helpful for participants? 
Participants with complex rehabilitation needs - and the clinicians and supports who assist them - would 
benefit from the following additional information: 

• How the Support Needs Assessment will capture clinical complexity and change over time, 
including how the I-CAN v6 will perform for cohorts where self-report reliability may be limited, 
medical complexity is high, or function is changing rapidly (Recommendations 1 - 4). 

• The budget method rules (in full), including how assessed needs translate into funding, how 
informal supports are treated, and how outlier/high-complexity circumstances will be addressed 
(Recommendations 5 - 6). 

• How treating teams can contribute to assessment and planning, including what evidence will be 
requested, how it will be considered, and how escalation will occur for complex presentations 
(Recommendations 2 - 3). 

• How the framework will operate for participants transitioning from hospital-based 
rehabilitation, including when assessment occurs relative to discharge and how rapid functional 
change will be accommodated (Recommendation 9). 

• How the Notice of Impairments interacts with assessment and budgeting, particularly for 
participants with multiple impairments or where impairment categorisation may be incomplete or 
inaccurate (Recommendation 10). 

7.2 What might not work? 
RMSANZ identifies the following elements that may not work as intended for participants with complex 
rehabilitation needs, unless safeguards are built into the Rules and implementation guidance: 

• A single standardised assessment tool applied uniformly, without cohort-specific safeguards or 
targeted clinical pathways, may not adequately capture ABI (impaired insight/executive 
dysfunction), SCI (high medical complexity), progressive neurological conditions (predictable 
trajectories), or multi-system disability (interaction eWects) (Recommendations 1 - 3). 

• An assessment process that does not integrate treating team evidence in a structured way 
risks lower accuracy for complex presentations. This is a question of assessment quality and plan 
adequacy, not professional role delineation (Recommendations 2 - 3). 

• A budget method without explicit outlier/high-complexity mechanisms may under-allocate for 
participants with atypical, high-cost requirements such as complex assistive technology and 
seating, major home modifications, or specialist attendant care (Recommendation 5). 

• Narrow plan variation triggers may not accommodate predictable post-acute recovery, 
predictable disease progression, ageing-related functional decline, or major life transitions—
potentially resulting in misaligned plans or reliance on more burdensome reassessment pathways 
for foreseeable change (Recommendation 8). 

• A support needs focus that does not explicitly consider rehabilitation potential and trajectory 
risks biasing plans toward maintenance supports and away from time-limited interventions that 
may improve function and reduce longer-term reliance on paid supports (Recommendations 4 and 
7). 
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7.3 What can we do to make it easier for people to understand? 
RMSANZ oWers the following suggestions to improve participant understanding and confidence: 

• Publish worked examples showing how assessment outputs translate into budgets for diWerent 
types and levels of complexity, including cohorts where function changes over time and high-cost 
supports are required (Recommendations 1, 5 and 7). 

• Provide clear guidance on the role of treating teams - what evidence will be sought, how it will be 
used, and how escalation occurs for complex cases - to reduce uncertainty for participants who 
rely on clinical coordination (Recommendations 2–3). 

• Publish the budget method rules alongside the assessment rules, so participants and 
stakeholders can understand the end-to-end pathway rather than assessing components in 
isolation (Recommendation 5). 

• Develop specific guidance for hospital transitions and complex rehabilitation pathways, 
including assessment timing relative to discharge and rapid plan adjustment processes 
(Recommendation 9). 

• Provide clear guidance on the Notice of Impairments variation process, including how clinical 
evidence can be provided to support accurate impairment categorisation (Recommendation 10). 

7.4 What would be useful in helping you to understand the changes? 
For RMSANZ and its members, the following would be most useful to support informed feedback and 
implementation readiness: 

• Access to the I-CAN v6 tool and its technical specifications, including any available validation, 
calibration and quality assurance information for high-risk cohorts (Recommendation 1). 

• Publication of the budget method rules in full, including worked examples for high-complexity 
scenarios and explicit treatment of outliers and informal supports (Recommendations 5 - 6). 

• Clarity on assessor competency standards, training, and escalation pathways, including how 
specialist input will be accessed for complex presentations (Recommendation 3). 

• Clarity on the transition pathway for participants in hospital-based rehabilitation, including 
how discharge functional assessment information will be incorporated and how rapid functional 
change will be addressed (Recommendation 9). 

• Ongoing engagement with clinical expertise in rehabilitation medicine, alongside disability 
community co-design structures, to support robust implementation for complex cohorts 
(Recommendations 1 - 4 and 9). 



 18 

8. Summary of Recommendations 

Recommendation 1: The Rules should support a staged rollout of the I-CAN v6 with cohort-specific 
safeguards for cohorts where self-report reliability may be limited and risk is high. NDIA operational 
guidance should set out targeted clinical assessment pathways for these cohorts and publish evaluation 
findings (including reliability, inter-rater consistency and outcomes) prior to scaling. 

Recommendation 2: The Rules should require NDIA Assessors to invite, receive and consider treating 
team evidence (including from rehabilitation medicine where relevant) as part of the core support needs 
assessment, not only through targeted assessment pathways for stated supports. 

Recommendation 3: NDIA operational guidance should specify minimum competency standards and 
training requirements for NDIA Assessors conducting assessments for participants with complex 
rehabilitation needs. The Rules should require clear escalation triggers for targeted clinical input, 
including complex AT/seating, home modifications, significant cognitive/behavioural risk, rapid 
functional change, and discharge-critical supports. 

Recommendation 4: The Rules should require the support needs assessment to incorporate 
rehabilitation potential and functional trajectory, including a structured field for treating teams to provide 
prognostic information and recommendations for time-limited rehabilitation interventions. 

Recommendation 5: The Department should publish the budget method rules in full and provide a 
further consultation period. The Rules should include explicit provision for outlier/high-complexity 
adjustment mechanisms for participants whose needs fall outside the tool’s typical range. 

Recommendation 6: The budget method rules should treat informal supports in a way that does not 
inadvertently reduce funded supports where family involvement is present, recognising informal 
supports are often not sustainable and are not a substitute for funded disability supports. 

Recommendation 7: The Rules should ensure flexible funding for therapy supports can accommodate 
intensive, time-limited rehabilitation programs where clinically indicated (particularly post-acute). NDIA 
guidance should distinguish intensive rehabilitation from maintenance therapy, and the budget method 
rules should accommodate time-limited rehabilitation investment where it represents value for money. 

Recommendation 8: The Rules should expand plan variation triggers to include significant functional 
recovery following rehabilitation (supported by treating team evidence), predictable disease progression, 
ageing-related functional decline, and major life transitions. 

Recommendation 9: The Rules should include specific provisions for participants transitioning from 
hospital-based rehabilitation, including use of discharge functional assessments, expedited plan 
variation pathways, and structured input from treating rehabilitation teams. 

Recommendation 10: NDIA operational guidance should ensure the Notice of Impairments variation 
process is clear and accessible for participants and clinicians. The Rules should allow treating team 
evidence to support comprehensive impairment categorisation where clinically appropriate. 
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9. Conclusion 
RMSANZ supports the objectives of the New Framework Planning reforms and recognises that significant 
change is needed to address frequently raised concerns about the current planning process. The move 
toward flexible funding, increased transparency, reduced administrative burden, and a clearer planning 
pathway are positive developments that have the potential to improve participant experience and 
consistency of decision-making. 

However, the proposed reforms carry specific risks for participants with complex and changing 
rehabilitation needs, including people with spinal cord injury, acquired brain injury, stroke and progressive 
neurological conditions. These cohorts commonly present with high functional complexity and support 
intensity, and outcomes are sensitive to assessment quality, the adequacy of funding, timely access to 
assistive technology and home modifications, and the extent to which clinical evidence informs planning 
decisions. RMSANZ’s recommendations are directed at strengthening both participant outcomes and the 
Scheme’s long term integrity and financial sustainability. A planning model that supports function, builds 
capacity and enables timely transitions is aligned with Scheme sustainability by reducing avoidable 
deterioration, escalation of supports and long-term reliance on high-cost funded care.  

All six rehabilitation medicine cohorts grew in participant numbers in the year to 31 December 2025, and 
with average plan costs of 1.6–2.7 times the Scheme average, each additional participant adds 
disproportionately to total expenditure. The financial and human stakes of getting the budget methodology 
and assessment design right for this cohort are growing year on year. 

The concerns and recommendations set out in this submission are intended to strengthen the new 
framework’s capacity to deliver its stated objectives for these participants. They are not arguments against 
reform; they are recommendations to ensure reform is clinically informed, appropriately safeguarded, and 
able to accommodate the full range of participant complexity and functional trajectories. 

RMSANZ would welcome the opportunity to discuss practical implementation with the Department and the 
NDIA, including how hospital transition pathways and treating team evidence can be incorporated in a way 
that supports both participant outcomes and Scheme integrity. 

  



 20 

Appendix A: NDIS Rehabilitation Medicine Cohort - 
Quantitative Evidence Summary 
Source: NDIA Participant Dashboard Data Cubes & NDIS Quarterly Report Q2 2025-26 (Appendix Table D.24), 
data to 31 December 2025 

1. Cohort Scale and Expenditure 
At 31 December 2025, the six disability types most directly within the scope of rehabilitation medicine 
practice — acquired brain injury, spinal cord injury, stroke, multiple sclerosis, cerebral palsy and other 
neurological conditions — account for 94,277 active NDIS participants (12.4% of the 761,442 total). This 
cohort generates an estimated $14.9 billion in annual payments, approximately 30% of total Scheme 
expenditure. The weighted average annual payment across the cohort is $157,762, approximately 2.4 
times the Scheme-wide average of $66,700. 

All six cohorts grew in participant numbers in the year to 31 December 2025: multiple sclerosis (8.5%), 
stroke (8.3%), other neurological (7.9%), acquired brain injury (5.2%), spinal cord injury (4.9%) and cerebral 
palsy (3.6%). While these rates are below the Scheme-wide average of 9.9%, the cohort’s average plan 
costs of 1.6–2.7 times the Scheme average mean each additional participant adds disproportionately to 
total expenditure. The financial and participant outcome implications of assessment and budget 
methodology design for this cohort are material and growing. 

2. Concentration at the High-Complexity End 
Rehabilitation medicine cohorts are concentrated at the complex end of the NDIS participant spectrum. 
The proportion of participants rated as having a low reported level of function is markedly above the 
Scheme-wide average of 21%: 

Disability Type Participants % of 
Scheme 

Low reported 
level of 
function 

Avg Payment 
Ratio to 
Scheme 
average 

Acquired brain injury 20,106 2.6% 52% $175,400 2.6x 
Other neurological 25,829 3.4% 50% $166,000 2.5x 
Cerebral palsy 18,719 2.5% 45% $172,200 2.6x 
Spinal cord injury 6,484 0.9% 35% $178,100 2.7x 
Multiple sclerosis 12,286 1.6% 28% $105,700 1.6x 
Stroke 10,853 1.4% 27% $167,300 2.5x 
Combined 
rehabilitation cohort 94,277 12.4% 43%* $157,762 2.4x 

Scheme-wide average 761,442 100% 21% $66,700 1.0x 
* The “Combined rehabilitation cohort” row is a derived aggregate across the disability types listed above (it is not an NDIA 
disability type). Participant totals are the sum of the listed cohorts. The combined “low reported level of function” is a 
participant-weighted average across the listed cohorts. The combined average payment is calculated from NDIA published 
payment and participant totals for the aggregated cohorts. Minor diFerences may occur due to rounding and NDIA calculation 
methods. 
 
A standardised assessment instrument calibrated for the general NDIS population may face particular 
challenges at the point in the complexity distribution where these cohorts are most concentrated. The 
budget methodology should be designed to perform well across this range. 

https://dataresearch.ndis.gov.au/reports-and-analyses/participant-dashboards
https://www.google.com/url?sa=t&source=web&rct=j&opi=89978449&url=https://www.ndis.gov.au/media/8282/download%3Fattachment&ved=2ahUKEwiUk53Ku_GSAxVk2jgGHUTsITcQFnoECBsQAQ&usg=AOvVaw2XmjQyXT_Na190lNbEz831
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3. Within-Cohort Cost Variation 
Among participants in Supported Independent Living (SIL), average annual payments range from $482,200 
(acquired brain injury) to $635,500 (spinal cord injury) - three to six times the average for non-SIL 
participants within the same disability type. SIL participants typically account for approximately 4–24% of 
participants aged 18 and over within each cohort, but 20–52% of total payments for that age group. This 
highlights the importance of the budget methodology accurately distinguishing between participants with 
fundamentally diWerent support intensity requirements, including through explicit outlier or high-
complexity mechanisms. 

Disability Type % in SIL (18+) % of Payments 
(18+) 

SIL Avg 
Payment Non-SIL Avg 

Spinal cord injury 5.2% 19.5% $635,500 $153,300 
Multiple sclerosis 3.8% 20.6% $543,600 $90,800 
Other neurological 12.4% 36.6% $520,300 $134,300 
Stroke 11.6% 36.1% $518,800 $122,900 
Cerebral palsy 23.8% 51.6% $500,400 $151,900 
Acquired brain injury 17.2% 46.6% $482,200 $117,600 

4. Employment Outcomes 
Employment rates at latest plan reassessment for working-age participants (15–64) vary across the 
rehabilitation medicine cohort, but four of six disability types fall below the Scheme-wide average of 23%: 
stroke (8.4%), acquired brain injury (11.6%), other neurological conditions (16.3%) and cerebral palsy 
(21.0%). Multiple sclerosis (29.1%) and spinal cord injury (32.4%) exceed the Scheme average but remain 
well below community norms for working-age adults. 

These figures indicate a participation gap and support consideration of how the new framework identifies 
and funds vocational rehabilitation where it could make a material diWerence to workforce participation 
and longer-term support costs. The new framework should ensure that capacity-building and vocational 
rehabilitation supports are explicitly recognised and protected within the budget methodology. 

5. Implications for the New Framework Planning Rules 
The data summarised above indicate that: 

• Rehabilitation medicine cohorts represent a material share of Scheme participants and a 
disproportionate share of Scheme expenditure. Design choices in the assessment and budget 
methodology will have amplified financial and outcome consequences for this cohort. 

• These participants are concentrated at the high-complexity end of the participant spectrum, where 
standardised tools and formulaic budget methods face the greatest calibration challenges. 

• Within-cohort variation is substantial. A single budget formula without explicit outlier or high-
complexity mechanisms may not adequately distinguish between participants with materially 
diWerent support intensity profiles. 

• Low employment rates in several cohorts point to an opportunity for the new framework to better 
support vocational rehabilitation and capacity-building as cost-eWective investments. 
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i NDIA Participant Dashboard Data Cubes and NDIS Quarterly Report Q2 2025–26 (Appendix Table D.24), data to 31 
December 2025.  
 
ii Australasian Rehabilitation Outcomes Centre (AROC), The AROC Annual Report: State of Nations – The State of 
Rehabilitation in Australia in 2024 (calendar year 2024 discharge episodes). All-impairment averages from p. 9; stroke from p. 
26 (n=9,946); brain dysfunction (specialist) from p. 36 (n=732); brain dysfunction (non-specialist) from p. 37 (n=2,155); 
neurological conditions from p. 43 (n=3,621); spinal cord dysfunction (specialist) from p. 53 (n=417); spinal cord dysfunction 
(non-specialist) from p. 54 (n=650). All figures are national averages for inpatient rehabilitation (pathway 3). 


