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About Assistive Technology Suppliers Australia (ATSA) 
Assistive Technology Suppliers Australia (ATSA) is Australia’s national peak body 
representing the needs of assistive technology suppliers, distributers, manufacturers 
and technicians. We also work closely with the allied health sector, with allied health 
professionals being eligible for affiliate membership. 

ATSA require our members to adhere to a comprehensive Code of Practice on the 
provision, sales and servicing of assistive technology (AT). 
 
We are a registered not-for-profit organisation with charitable status, ensuring we 
advocate for the rights of people with disability and older persons to access the most 
appropriate assistive technology to provide for their ongoing independence and 
individual needs.  

Our Purpose is to support the assistive technology industry to enhance the lives of 
Australians with disability by: 

• Ensuring the provision of quality equipment 
• Upholding ethical business practices 
• Conducting research 
• Promoting education 
• Cultivating partnerships 
• Advocating for positive change with government and other stakeholders 

 
 We are also a member of the Australian Ethical Health Alliance. 

 

Introduction 
Assistive Technology Suppliers Australia welcomes the opportunity to provide 
evidence to the Committee’s Inquiry into the Support at Home Program. This 
submission focuses on barriers within the Assistive Technology and Home 
Modifications (AT-HM) Scheme that prevent older people from obtaining and 
continuing to use the supports they need to live safely, independently and with 
dignity at home. 

Assistive technology and home modifications are not peripheral additions to aged 
care. They enable older people to move safely, communicate, manage personal care 
and everyday activities, prevent avoidable injury and remain connected to their 
communities.  

The establishment of a dedicated AT-HM Scheme under Support at Home was 
therefore a welcome and critical reform. By funding these supports separately from 
ongoing Support at Home budgets, the Scheme recognises that essential equipment 
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and home modifications cannot wait for funds to accumulate or be diverted from 
everyday care.  

Regrettably, the Scheme is not yet consistently translating assessed need and 
approved funding into timely access. Barriers can arise during: 

• Assessment and classification 
• Allocation 
• Provider engagement 
• Choice and control and access to needs-based solutions 
• Delivery 
• Funding adjustment 
• Payment of participant contributions, and  
• Ongoing maintenance.  

When the pathway fails, costs are shifted rather than avoided. For example: 

• Older people may experience preventable injury, deterioration or loss of 
independence  

• Families and care workers may be required to fill the resulting gaps  
• Clinicians, assessors and providers may be required to spend scarce time 

navigating avoidable administrative processes 
• Government may ultimately incur greater expenditure through additional care, 

hospital admission or increased demand for residential aged care services. 

This submission proposes immediate and longer-term reforms to improve outcomes 
for older people, reduce administrative churn and improve the value generated by 
public investment. It engages the following terms of reference: 

a. The ability for older Australians to access services to live safely and with 
dignity at home 

b. The impact of the co-payment contributions for independent services and 
everyday living services on the financial security and wellbeing of older 
Australians 

c. Trends and impact of pricing mechanisms on consumers 
d. The adequacy of the financial hardship assistance for older Australians facing 

financial difficulty 
e. The impact on the residential aged care system, and hospitals 
f. The impact on older Australians transitioning from the Home Care Packages 

Program 
g. Thin markets including those affected by geographic remoteness and 

population size, and 
h. Any other related matters.i 
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Summary of recommendations 
Recommendation 1:  

The Australian Government should establish a dedicated, separately funded 
payment arrangement for participants who have received an AT-HM allocation but 
do not yet have an ongoing services budget. The arrangement should: 

• Provide a one-off, cost-reflective activation payment covering the fixed work 
required to commence services, including establishing the service agreement, 
care plan, individualised budget and claiming arrangements. 

• Provide a claimable appropriately scaled care-management payment for any 
period during which the participant is receiving AT-HM support without an 
ongoing services budget. 

• Introduce a cost-reflective minimum payment for assistive technology 
administration and home-modification coordination, rather than calculating 
payment solely as a percentage of the item or project cost. 

These payments should be additional to the participant’s AT-HM allocation and must 
not reduce the funding available for equipment, home modifications, prescription or 
necessary wrap-around services. 

Recommendation 2: 

Within 90 days of its response to this inquiry, the Australian Government should 
establish an interim, nationally consistent escalation and case-resolution pathway for 
participants with an AT-HM allocation who cannot secure a willing and appropriately 
registered provider. The pathway should: 

• Be accessible to participants, representatives, assessors and My Aged Care 
without requiring the participant to contact a prescribed number of providers. 

• Assign responsibility for resolving the case to a designated, government-
funded function. 

• Apply published, risk-based resolution timeframes and have access to the 
funding and authority necessary to secure service delivery. 

• Preserve the participant’s AT-HM allocation and suspend applicable take-up 
deadlines while the case is being resolved. 

Recommendation 3: 

The Australian Government should develop and implement a participant-directed, 
multi-provider model for assistive technology and home modifications under Support 
at Home. The model should: 

• Allow participants to retain their ongoing services provider while engaging one 
or more appropriately registered providers to deliver AT-HM services. 
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• Enable participants to obtain products and services from suitable suppliers 
according to their assessed needs and preferences. 

• Establish proportionate, nationally consistent arrangements for supplier 
verification, claiming and payment. 

• Make each participating organisation accountable for the quality, safety and 
delivery of the products or services it provides. 

• Provide separately funded coordination where required because of the 
complexity or interaction of multiple solutions. 

• Maintain appropriate safeguards for participant safety, information sharing and 
expenditure oversight. 

Recommendation 4: 

The Australian Government should strengthen protections for participant choice of 
AT-HM suppliers by: 

• Establishing, pending implementation of Recommendation 3, a reusable 
national supplier-verification process that reduces duplicative provider-by-
provider onboarding. 

• Prohibiting commissions, referral fees and other benefits that improperly 
influence supplier referrals or product recommendations. 

• Requiring providers to disclose relevant financial, ownership and preferred-
supplier relationships before a supplier or product is selected and to pass 
legitimate supplier discounts or rebates on to the participant’s AT-HM funding. 

• Requiring providers to consider requests to use another suitable supplier and 
provide written reasons and appropriate alternatives where a request is 
refused. 

• Establishing clear regulatory guidance, complaints arrangements and 
enforcement consequences where supplier choice is unreasonably restricted. 

Recommendation 5: 

The Australian Government should amend the Support at Home assistive technology 
classifications to provide a low-tier allocation of at least $1,500, a medium-tier 
allocation extending to at least $15,000 and a needs-based high-cost pathway above 
that amount. Because Support at Home allocations must also fund necessary 
prescription and wrap-around services, these amounts should be treated as 
minimums rather than as providing purchasing power equivalent to the 
corresponding NDIS categories. The bands should be reviewed and indexed 
regularly using published data on the cost of equipment and the professional and 
implementation supports required to deliver a complete solution. 
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Recommendation 6: 

The Australian Government should establish a nationally consistent, expedited 
process for adjusting an insufficient AT-HM funding tier where there has been no 
material change in the participant’s needs or circumstances. The process should: 

• Determine the request using existing assessment information, a prescription 
where required, and sufficient evidence of cost. 

• Be confined to the additional funding required and not reopen the participant’s 
eligibility, ongoing Support at Home classification or unrelated supports. 

• Apply published decision-making timeframes and avoid unnecessary 
duplication of existing evidence. 

• Provide written reasons and review or escalation options where an adjustment 
is not approved in full. 

• Monitor and publicly report performance against the published timeframes. 

Recommendation 7: 

The Australian Government should establish standing eligibility for every person 
approved for ongoing Support at Home services to access the prevailing low-cost 
assistive technology tier, initially set at no less than $1,500 in aggregate in each 12-
month period. The arrangement should: 

• Be available from the date of approval, including while the participant is 
waiting for their ongoing services budget. 

• Allow funding to be accessed without a further Support Plan Review, 
reassessment or priority-allocation process once an eligible need is 
documented by an appropriately registered provider. 

• Fund only eligible items required to meet a documented need and draw 
against the entitlement only when an item or item bundle is obtained. 

• Retain proportionate evidence, professional-advice and safety requirements 
according to the participant’s circumstances and the risk or complexity of the 
proposed solution. 

Recommendation 8: 

The Australian Government should amend the Aged Care Rules 2025 and any other 
necessary legislative, funding and program settings to provide ongoing funding for 
the maintenance and operation of approved assistive technology. The framework 
should: 

• Provide an indexed, renewable allocation for scheduled servicing, routine 
repairs, replacement parts and batteries, and essential monitoring, software or 
subscription costs. 

• Apply while the equipment remains in use and the assessed need continues, 
subject to relevant warranty, lease and supplier obligations. 
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• Renew without requiring a Support Plan Review or reassessment solely 
because the previous funding period has expired. 

• Provide an expedited process for additional funding for major or unexpected 
repairs. 

• Require reassessment only where needs have materially changed, the 
equipment may no longer be suitable or replacement requires further clinical 
consideration. 

Recommendation 9:  

The Australian Government should set participant contributions at zero for eligible 
assistive technology, home modifications, maintenance, repairs, replacement parts 
and associated services required to meet an assessed need, consistent with 
Recommendation 125 of the Royal Commission into Aged Care Quality and Safety. 

Recommendation 10: 

The Australian Government should establish an end-to-end public performance and 
outcomes framework for the AT-HM Scheme. The framework should: 

• Publish a baseline covering the Scheme’s first year of operation, followed by 
quarterly public reporting. 

• Track the pathway from identification of need through to delivery, installation 
and safe use. 

• Include measurable indicators and targets for access, timeliness, funding 
adequacy and utilisation, provider availability, affordability and participant 
outcomes. 

• Publish appropriately disaggregated results and explain material performance 
failures and corrective action. 

• Support annual independent reporting to Parliament on equitable access and 
outcomes, consistent with Recommendation 73 of the Royal Commission into 
Aged Care Quality and Safety. 

 

How we informed this submission 
ATSA has monitored the AT-HM Scheme since it commenced on 1 November 2025 
through member consultation, ongoing reports and case studies. Since 
commencement, members have reported revenue declines ranging from 10 to 50 
per cent. 

These figures are more than a measure of commercial loss. Older people’s need for 
assistive technology did not diminish when the Scheme commenced. Taken together 
with reports of delayed and unsuccessful access, these declines are a strong 
warning that need is not consistently being translated into delivered support.  
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Sustained losses also threaten supplier viability. Small and medium-sized 
businesses are particularly exposed, including those serving regional and rural 
communities and people with specialised needs. If these businesses withdraw, 
market capacity, competition and participant choice will diminish across aged care 
and the broader care and support economy. 

Supplier evidence captures only the final stage of the pathway. Suppliers are not 
involved in every process between assessment and delivery and cannot always 
identify where or why a request has stalled. Publicly available scheme data has also 
been insufficient to show where delays and unmet need are concentrated. 

To develop an end-to-end evidence base, ATSA convened a national AT-HM 
roundtable in Sydney on 7 July 2026. More than 30 representatives participated, 
including: 

• Consumer and aged care peak bodies 
• Aged care assessors 
• Registered aged care providers 
• Allied health clinicians and professional bodies 
• Assistive technology suppliers 
• Dept of Health, Disability and Ageing AT-HM team members (observers) 

The roundtable examined the pathway from assessment and funding allocation 
through to prescription, quoting, procurement, delivery and ongoing support. It 
identified where responsibilities become fragmented, how problems at one stage 
create delays downstream, and which barriers can be addressed administratively or 
require broader policy reform. Participants developed practical solutions grounded in 
the experience of those who assess, coordinate, supply and rely upon AT-HM. 

The roundtable is an important source of evidence for this submission. However, the 
analysis and recommendations are ATSA’s own. This submission has been 
prepared and authorised by ATSA and does not represent a joint submission or the 
formal endorsement of individual roundtable participants or their organisations. 

 

Why reform is needed 
Assistive technology gives practical effect to rights and statutory 
objectives 
According to the World Health Organization:  

“Access to assistive technology is a fundamental human right, a legal 
obligation for all countries within the Convention on the Rights of Persons with 
Disabilities and a prerequisite for the full and equitable achievement of the 
Sustainable Development Goals.”ii  
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The United Nations Convention on the Rights of Persons with Disabilities (CRPD) 
applies to all people with disability – irrespective of the age at which disability is 
acquired. It requires States Parties to promote the availability and use of affordable 
assistive technology, recognising its role in facilitating: 

• Independent living 
• Personal mobility 
• Habilitation and rehabilitation, and  
• Social protection.iii 

These international obligations are expressly recognised in the objects of the Aged 
Care Act 2024. Section 5(a) provides that, in conjunction with other laws, the Act is 
intended to give effect to Australia’s obligations under the International Covenant on 
Economic, Social and Cultural Rights and the Convention on the Rights of Persons 
with Disabilities.iv 

The Statement of Principles reinforces the importance of assistive technology in 
achieving the outcomes contemplated by the Act. It provides that: 

• Safety, health, wellbeing and quality of life must be the primary consideration 
in the delivery of funded aged care services. 

• The aged care system should support individuals to remain at home, 
participate in their community and maintain relationships, where they choose 
to do so. 

• Individuals should be supported to maintain or improve their physical, mental, 
cognitive and communication capabilities, to the extent possible and where 
they choose to do so.v 

These provisions establish the standard against which the Assistive Technology and 
Home Modifications Scheme should be designed, funded and administered. It 
cannot give practical effect to independence, autonomy or equitable access if an 
older person cannot obtain the technology necessary to move, communicate, 
manage daily activities or remain living safely at home. 

 

The aged care system must meet the needs of older people with 
disability 
An individual must be under the age of 65 at the time of making an access request to 
meet the age eligibility requirements for the National Disability Insurance Scheme 
(NDIS).vi This leaves older people who are unable to enter the NDIS to rely on 
Australia’s aged care system to access the assistive technology they need. 

The specific barriers that are experienced by older people who require assistive 
technology were well documented in the report from the ‘Review of Assistive 
Technology Programs in Australia’, which states:  
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“Stakeholders frequently cited inequities between the aged care, health and 
disability sectors as a major challenge within the AT landscape, with age seen 
as a major cause of inequity. For example, a consumer aged 65 years or 
older is ineligible for NDIS support if they were not an NDIS recipient before 
the age of 65. This consumer is less likely to have their AT needs met than a 
consumer with the same condition who is aged 64 and is eligible for NDIS 
funding for the rest of their lives. This was seen as creating a two-tiered 
system, with older people who must rely on the aged care system for AT often 
missing out.”vii 

The recommendations arising out of the Royal Commission into Aged Care quality 
and safety sought to address this inequity, with Recommendation 72 from the final 
report stating: 

“…every person receiving aged care who is living with disability, regardless of 
when acquired, should receive through the aged care program daily living 
supports and outcomes (including assistive technologies, aids and equipment) 
equivalent to those that would be available under the National Disability 
Insurance Scheme to a person under the age of 65 years with the same or 
substantially similar conditions.” 

The Royal Commission also recommended: 

• Annual reporting to Parliament on the number of people aged 65 years or 
older with disability receiving aged care and their ability to access daily living 
supports and outcomes equivalent to those available under the NDIS 
(Recommendation 73). 

• People assessed as needing social supports, assistive technologies and 
home modifications, or care at home, not be required to contribute to the 
costs of those supports (Recommendation 125).viii 

Together, these recommendations envisaged a properly funded, equitable and 
accountable system. The creation of the AT-HM Scheme represents a positive step 
in the right direction, but its success must be judged by whether older people actually 
receive outcomes equivalent to those available in other systems. 

 

Early investment in AT produces downstream value 
Timely and effective access to assistive technology delivers a clear “invest now – 
save later” dividend. When the right equipment is provided at the right time, it can: 

• increase independence and autonomy in daily life 
• support personal care, safety and everyday functioning 
• reduce the risk of falls, pain, injury and other preventable complications 
• prevent or slow functional decline 
• reduce reliance on family members, carers and other supports 
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• support participation, social inclusion and productivity 
• improve wellbeing, confidence, quality of life and sense of security 
• help people remain living independently at home for longer.ix 

 
The benefits are not just limited to the individual. Timely access to assistive 
technology can also create value across families, services and government systems 
by: 

• Reducing physical and emotional strain on family members and other unpaid 
carers 

• Reducing demand on health and care services by preventing avoidable 
complications and delaying the need for more intensive supports 

• Supporting safer and more sustainable care arrangements in the home and in 
service settings 

• Improving the efficiency of public spending by shifting investment toward 
prevention and away from crisis response 

• Strengthening social and economic participation by helping people stay 
connected to family and community.x 

The practical logic is straightforward: 

• An appropriate wheelchair can reduce the risk of pressure injuries and 
contractures while supporting mobility and participation 

• A communication device can enable a person to express pain, consent, 
refusal or an urgent need for help 

• A pressure-relieving cushion or mattress can prevent injuries that otherwise 
require intensive wound care or hospital treatment 

• A shower chair, grab rail or transfer aid can prevent a fall and reduce the 
assistance required for daily activities. 

The broader case for early investment is strongly supported by Australian economic 
modelling. Australian Healthcare Associates estimated positive returns ranging from 
$5.15 to $33.83 for every dollar invested across nine proposed assistive technology 
program options for older Australians.xi Drawing on this evidence, the Australian 
Assistive Technology Equity Studies adopted a deliberately conservative estimate of 
a two-fold return, equating to $2 in savings for every $1 invested through reduced 
expenditure on paid care, support services and medical services.xii Neither modelling 
exercise fully captured the longer-term savings associated with delaying increased 
care needs or entry to residential aged care. Although the estimates differ because 
of their scope and assumptions, the findings from these studies are consistent in 
their recognition of access to assistive technology as an early investment that can 
reduce substantially higher downstream costs for government. 
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This prevention-based approach was also reinforced by outgoing Inspector-General 
of Aged Care Natalie Siegel-Brown in her July 2026 National Press Club address. 
Ms Siegel-Brown referred to Denmark’s coordinated investment in home care, 
assistive technology, home modifications, rehabilitation and re-ablement. She cited 
this as an example of front-end system design that has reduced hospital use and 
slowed demand for residential aged care – reenforcing the case for treating assistive 
technology as part of an integrated prevention strategy, rather than an isolated 
purchasing program.xiii 
 
Greater alignment with other support systems would improve 
equity, efficiency and market sustainability 
The AT-HM Scheme draws on the same suppliers, technicians and allied health 
professionals that support people through the NDIS, veterans’ care, health services 
and state-based aids and equipment programs. These systems share a workforce 
and supply chain, but use materially different: 

• Cost classifications 
• Item categories 
• Evidence and prescription requirements 
• Provider arrangements 
• Approval and claiming processes 
• Participant contributions, and  
• Approaches to maintenance, repair and replacement.  

Some differences are necessary because the programs have different purposes and 
populations. Unnecessary inconsistency should not, however, be accepted as the 
default. A person’s functional need does not fundamentally change because they 
seek support at or after the age of 65. Aged care need not replicate the NDIS, but it 
should draw on established approaches and explain any material difference that 
creates additional cost, delay or inequity. 

Alignment is also a market-stewardship issue. Current arrangements require: 

• Government agencies to separately design and administer overlapping 
eligibility rules, evidence standards and funding pathways for substantially 
similar supports, creating avoidable administrative costs and obscuring cross-
system gaps and cost-shifting. 

• Clinicians to repeatedly translate and re-document the same functional need 
using different terminology and evidence standards, consuming already 
limited allied health capacity and diverting time from assessment, prescription, 
trials, training and follow-up. 

• Small suppliers operating across several programs to face higher 
administrative burden, less certainty to invest in stock, trials, technicians and 
regional networks, and may not be picked up by providers as associated 
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providers under the current heavily burdensome administrative and risk 
model.  

The Australian Government’s care and support economy work recognises that care 
systems are interdependent and that policy developed in isolation can create 
consequences elsewhere. Although the Care and Support Economy Reform Unit 
closed in June 2026, the Department of the Prime Minister and Cabinet has stated 
that it will continue to identify cross-sector risks and opportunities through 
collaboration and interdepartmental coordination. Assistive technology is a practical 
test of that commitment. 

 

Reform area 1: Ensure provider arrangements support 
access, choice and continuity 
Under the current single-provider model, an AT-HM allocation can become a 
delivered support only if a provider is appropriately registered and willing to assume 
the associated care-management, coordination and claiming responsibilities. The 
following reforms address four connected barriers arising from this arrangement: 

• Underfunded activation 
• The absence of a fallback when no provider is available 
• The single-provider rule, and  
• Restrictions on supplier choice. 

 

1.1. Payment settings discourage providers from accepting AT-
HM-only participants 

Support at Home allows AT-HM funding to be allocated before a participant receives 
their ongoing services budget. This is intended to support early intervention and 
enable essential equipment or modifications to be accessed without waiting for 
ongoing funding. However, an allocation does not itself provide access. The 
participant cannot use the funding until they find a registered provider willing to 
coordinate and claim for the required services. 

Under the single-provider model, a registered provider accepting an AT-HM-only 
participant must undertake a range of fixed activities, including: 

• Establishing a service agreement and completing the commencement 
requirements 

• Developing a care plan and individualised budget 
• Confirming that the proposed solution addresses the participant’s assessed 

need 
• Arranging prescriptions and wrap-around services where required 
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• Sourcing quotes and coordinating suppliers, tradespeople and allied health 
professionals 

• Arranging ordering, delivery, installation and setup, and 
• Retaining evidence of delivery and submitting compliant claims. 

Current funding arrangements do not adequately recognise these fixed costs. 
Administration associated with assistive technology must be paid from the 
participant’s AT-HM allocation and is capped at 10 per cent of the cost of the item or 
item bundle, or $500, whichever is lower. Coordination costs for home modifications 
are capped at 15 per cent of the modification cost, or $1,500, whichever is lower.xiv 
These percentage-based caps are particularly inadequate for low-cost supports 
because the work and responsibility involved do not always decrease in proportion to 
the price of the item or modification. 

Care management creates a further funding gap. Departmental guidance states that 
care management is a core service for all Support at Home participants and that it 
cannot be paid from AT-HM funding. Care-management funding is ordinarily 
generated by pooling 10 per cent of participants’ ongoing quarterly budgets.xv Where 
a participant has received an AT-HM allocation but their ongoing budget has not yet 
been allocated, the published guidance does not identify a participant-specific source 
of care-management funding. In practice, the provider may therefore need to use 
pooled funding generated by other participants or absorb the cost. This is likely to 
have a disproportionate effect on smaller providers and providers with limited pooled 
funds. 

ATSA members and other stakeholders report that some providers are declining AT-
HM-only referrals because the available payments do not cover the workload and 
responsibility involved. The result is that an older person can have an assessed 
need and allocated funding but still be unable to obtain the support they need. 

 

Recommendation 1:  

The Australian Government should establish a dedicated, separately funded 
payment arrangement for participants who have received an AT-HM allocation but 
do not yet have an ongoing services budget. The arrangement should: 

• Provide a one-off, cost-reflective activation payment covering the fixed work 
required to commence services, including establishing the service agreement, 
care plan, individualised budget and claiming arrangements. 

• Provide a claimable appropriately scaled care-management payment for any 
period during which the participant is receiving AT-HM support without an 
ongoing services budget. 

• Introduce a cost-reflective minimum payment for assistive technology 
administration and home-modification coordination, rather than calculating 
payment solely as a percentage of the item or project cost. 
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These payments should be additional to the participant’s AT-HM allocation and must 
not reduce the funding available for equipment, home modifications, prescription or 
necessary wrap-around services. 

 

1.2. A case-resolution pathway is needed when participants 
cannot secure a provider 

Correcting the payment settings identified above should make it more financially 
viable for providers to accept AT-HM-only participants. It will not, however, 
guarantee that a willing and appropriately registered provider has capacity in every 
location or for every type of support. A separate safeguard is therefore needed for 
participants who remain unable to activate their allocation. 

As of 27 July 2026, just over half of all providers were registered under Category 2 to 
provide assistive technology or home modifications.xvi Registration data does not, 
however, show how many providers: 

• Hold the combination of registrations needed to accept and manage Support 
at Home participants 

• Are actively delivering AT-HM services 
• Will accept participants who have an AT-HM allocation but no ongoing 

services budget 
• Have capacity in a particular region, or 
• Can arrange the specific equipment, clinical support or home modification 

required. 

Category 2 registration is therefore not, in of itself, evidence that an effective 
provider market exists. 

Under current arrangements, a participant has 56 calendar days from the date their 
funding is allocated to enter into a service agreement. They can request a 28-day 
extension from My Aged Care, giving them 84 calendar days in total. If they do not 
enter into an agreement within that period, their funding is withdrawn. Participants 
can ask their assessor for a provider referral, use the Find a provider tool or call My 
Aged Care for guidance.xvii  

These measures help a participant search for a provider, but they do not ensure that 
a provider will accept the referral. ATSA has not identified a published case-
resolution process that assigns responsibility for resolving a case when provider-
search measures fail. Consequently, the older person, their family or advocate 
remains responsible for contacting multiple providers. This particularly 
disadvantages people living in regional, rural and remote communities, people 
without informal support, and people who require specialist equipment or services. 

An escalation and case-resolution pathway must operate as a safety net when 
ordinary provider-search arrangements fail. It would complement the payment 
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reforms proposed in the previous subsection of this submission and the broader 
delivery-model reforms proposed in subsection 1.3. Its purpose would be to ensure 
that responsibility for resolving the case does not continue to rest with the 
participant. 

Recommendation 2: 

Within 90 days of its response to this inquiry, the Australian Government should 
establish an interim, nationally consistent escalation and case-resolution pathway for 
participants with an AT-HM allocation who cannot secure a willing and appropriately 
registered provider. The pathway should: 

• Be accessible to participants, representatives, assessors and My Aged Care 
without requiring the participant to contact a prescribed number of providers. 

• Assign responsibility for resolving the case to a designated, government-
funded function. 

• Apply published, risk-based resolution timeframes and have access to the 
funding and authority necessary to secure service delivery. 

• Preserve the participant’s AT-HM allocation and suspend applicable take-up 
deadlines while the case is being resolved. 

 

1.3. The single-provider model can force participants to choose 
between continuity and access 

While the single-provider model can simplify coordination and accountability, it 
creates a significant barrier where a participant’s existing Support at Home provider 
is unable or unwilling to deliver AT-HM services. 

This problem is particularly acute for people who transitioned from the Home Care 
Packages Program with established provider relationships. To deliver and claim for 
AT-HM services, their provider must be registered in Category 2. Obtaining this 
registration may require changes to governance, risk-management, workforce and 
operational arrangements and may not occur within the period in which the 
participant needs the equipment or modification. 

Subcontracting does not resolve this barrier. A registered provider may engage an 
associated provider to deliver AT-HM services on its behalf. However, the registered 
provider remains responsible for ensuring that the services comply with applicable 
legislative and quality requirements and must hold Category 2 registration (even 
where it subcontracts some or all of their delivery).xviii 

Where an existing provider does not obtain Category 2 registration, the participant 
may face an unreasonable and potentially harmful choice: transfer their entire 
Support at Home relationship to another provider to access the required equipment 
or modification, or remain with their existing provider and risk going without it. 
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Changing providers can mean losing established relationships with care workers, 
negotiating a new service agreement, explaining complex needs again and 
rebuilding trust with an unfamiliar organisation. This disruption may be particularly 
difficult for people experiencing frailty, cognitive impairment, disability or significant 
health conditions. 

A participant should therefore be able to retain their ongoing services provider while 
separately engaging an appropriately registered provider to deliver AT-HM services. 
This would preserve continuity of care while enabling the participant to access the 
equipment and modifications they have been assessed as needing. 

The delivery model must also recognise the diversity and specialisation of the 
assistive technology and home-modification markets. A participant may require 
mobility equipment, pressure-care products and communication or sensory 
technology from different suppliers. Home modifications may similarly require 
different qualified professionals or tradespeople. No single supplier can reasonably 
be expected to provide the full range of possible solutions. 

Requiring one supplier to engage other suppliers, administer every transaction and 
assume responsibility for products or services it does not provide would recreate the 
single-provider bottleneck within the AT-HM market. It would also create a 
disproportionate burden for small and medium-sized businesses that can provide 
specialised solutions but do not have the capacity to act as the overall coordinator 
and payment intermediary. This risks reducing specialist participation and participant 
choice, particularly in regional, rural, remote and other thin markets. 

A fit-for-purpose model should allow participants to obtain AT-HM products and 
services from multiple suitable suppliers. Each participating organisation should be 
accountable for the quality, safety, documentation and delivery of the products or 
services it provides. Where the complexity or interaction of multiple solutions 
requires clinical, technical or project coordination, that coordination should be 
separately funded and undertaken by an appropriately qualified person. 

Recommendation 3: 

The Australian Government should develop and implement a participant-directed, 
multi-provider model for assistive technology and home modifications under Support 
at Home. The model should: 

• Allow participants to retain their ongoing services provider while engaging one 
or more appropriately registered providers to deliver AT-HM services. 

• Enable participants to obtain products and services from suitable suppliers 
according to their assessed needs and preferences. 

• Establish proportionate, nationally consistent arrangements for supplier 
verification, claiming and payment. 

• Make each participating organisation accountable for the quality, safety and 
delivery of the products or services it provides. 
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• Provide separately funded coordination where required because of the 
complexity or interaction of multiple solutions. 

• Maintain appropriate safeguards for participant safety, information sharing and 
expenditure oversight. 

 

1.4. Commercial and administrative incentives can restrict 
supplier choice 

Older people should be able to obtain assistive technology from a supplier capable 
of providing the solution best suited to their assessed needs. Restricting participants 
to a provider’s preferred suppliers (otherwise currently known as associated 
providers) may prevent them from accessing the most appropriate product, 
comparing suitable options or obtaining local servicing and repairs. This is 
inconsistent with the right of older people to exercise choice about how, when and by 
whom their funded aged care services are delivered. 

ATSA has received repeated reports of participants being directed to suppliers with 
whom their provider has an established relationship. Members report that requests to 
use an alternative suitable supplier are not always accommodated. Two distinct 
factors appear to contribute to this practice: administrative burden and commercial 
incentives. 

Before engaging a new supplier, a registered provider may need to undertake due 
diligence, establish contractual and oversight arrangements and add the supplier to 
its payment and operating systems. This reflects the registered provider’s 
responsibility for the quality, safety and compliance of services delivered on its 
behalf. 

However, ATSA members report that suppliers must be onboarded separately by 
individual providers and that existing systems do not support efficient bulk 
onboarding. Each time a participant requests a supplier that has not already been 
onboarded, the provider may need to repeat this work and assume responsibility for 
the new arrangement. This creates an incentive to maintain a limited supplier panel 
and may discourage providers from accommodating requests to use suppliers 
outside that panel. 

Administrative convenience should not determine which supplier or product a 
participant can access. Duplicative onboarding also creates a disproportionate 
barrier for small and medium-sized suppliers, including specialist businesses serving 
regional, rural, remote and other thin markets. A reusable national supplier-
verification process would reduce this burden while maintaining appropriate quality, 
safety and regulatory safeguards. 

Commercial incentives present a separate concern. ATSA has received reports of 
providers seeking commissions, rebates, referral payments or other benefits 
connected with preferred-supplier arrangements. This becomes problematic where a 



21 
 

financial interest influences a supplier referral or product recommendation, is not 
disclosed to the participant, or prevents the participant from using another suitable 
supplier. 

Clinical advice and product recommendations must be based on the participant’s 
assessed needs, preferences and circumstances. A provider should not receive an 
undisclosed financial benefit for directing a participant to a particular supplier or 
product. Any legitimate discount or rebate should benefit the participant and their AT-
HM funding rather than operate as an incentive to restrict choice. 

Where a provider considers that a participant’s preferred supplier cannot be used, 
the decision should be based on a documented safety, suitability, eligibility or 
regulatory concern. The participant should be given written reasons and supported to 
identify suitable alternatives. 

Clearer national requirements are needed to distinguish legitimate supplier-
management arrangements from practices that unreasonably restrict participant 
choice or allow commercial interests to influence decisions. 

Recommendation 4: 

The Australian Government should strengthen protections for participant choice of 
AT-HM suppliers by: 

• Establishing, pending implementation of Recommendation 3, a reusable 
national supplier-verification process that reduces duplicative provider-by-
provider onboarding. 

• Prohibiting commissions, referral fees and other benefits that improperly 
influence supplier referrals or product recommendations. 

• Requiring providers to disclose relevant financial, ownership and preferred-
supplier relationships before a supplier or product is selected and to pass 
legitimate supplier discounts or rebates on to the participant’s AT-HM funding. 

• Requiring providers to consider requests to use another suitable supplier and 
provide written reasons and appropriate alternatives where a request is 
refused. 

• Establishing clear regulatory guidance, complaints arrangements and 
enforcement consequences where supplier choice is unreasonably restricted. 

 

Reform area 2: Fund complete, safe and sustainable AT-
HM solutions 
Support at Home funding should cover the full lifecycle of an AT-HM solution, 
including: 

• Obtaining the right equipment or modification 
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• Funding the professional and implementation supports required for a safe 
outcome 

• Correcting an insufficient allocation, and  
• Keeping essential equipment operational.  

The reforms outlined in the following subsections of this submission are 
complementary. Together, they address the adequacy, accessibility and continuity of 
AT-HM funding. 

 

2.1. Modernise the assistive technology funding bands 
As of 1 July 2026, the indexed assistive technology allocations are: 

• $513 for the low tier 
• $2,052 for the medium tier, and  
• $15,390 for the high tier.xix 

Additional assistive technology funding may be available above $15,390 where 
supporting evidence is provided. 

The indexation is welcome, but it does not correct the underlying misalignment 
between the funding bands and contemporary assistive technology costs. The low 
tier remains too small to cover many products ordinarily regarded as low-cost, while 
the medium tier covers only a narrow range before an item must be funded through 
the highest classification. 
 
The NDIS provides a useful benchmark because participants in both systems obtain 
equipment from the same national assistive technology market. It classifies assistive 
technology as: 

• Low-cost when it costs less than $1,500 per item 
• Mid-cost when it costs between $1,500 and $15,000 per item, and 
• High cost when it costs more than $15,000 per item.xx 

The difference is substantial. An item costing $10,000 is classified as mid-cost under 
the NDIS but falls within the Support at Home high tier. While the two programs do 
not need to operate identically, comparable products supplied through the same 
market should not be classified so differently without a clear policy justification. 

The comparison is not, however, like for like. The NDIS cost categories are 
expressed by reference to the cost of each item, and separate funding is included in 
a participant’s plan for advice from an assistive technology advisor. Under Support at 
Home, the tier is a total allocation from which the equipment or item bundle, 
prescription and necessary wrap-around services must generally be funded. 

Depending on the equipment and the participant’s circumstances, wrap-around 
services may include: 



23 
 

• Clinical assessment and trials 
• Delivery, fitting, configuration and setup 
• Training in safe use, and  
• Clinical follow-up.  

These are not optional additions. They may be necessary to select the correct 
equipment, ensure that it is fitted and used safely and confirm that it is achieving its 
intended outcome. 

A $1,500 Support at Home allocation would therefore not provide the same 
equipment purchasing power as the NDIS low-cost category. The NDIS bands 
should be treated as a minimum benchmark rather than as evidence that equivalent 
thresholds would fully fund the same solution under Support at Home. 

Cost and risk must also remain distinct. A low-cost item is not necessarily low-risk for 
a particular participant. An inexpensive mobility or bathing aid may still require 
professional advice, correct sizing, adjustment or training. Evidence and safeguards 
should therefore reflect the participant’s circumstances and the complexity and risk 
of the complete solution, rather than being determined by price alone. 

Aligning the bands more closely with the NDIS would better reflect the assistive 
technology market and reduce the number of items placed in the highest tier solely 
because the medium tier ends at an artificially low threshold. Where the final 
prescription and quotation show that the allocation cannot fund the complete 
solution, the expedited tier adjustment process proposed in Recommendation 6 
should apply. 

Recommendation 5: 

The Australian Government should amend the Support at Home assistive technology 
classifications to provide a low-tier allocation of at least $1,500, a medium-tier 
allocation extending to at least $15,000 and a needs-based high-cost pathway above 
that amount. Because Support at Home allocations must also fund necessary 
prescription and wrap-around services, these amounts should be treated as 
minimums rather than as providing purchasing power equivalent to the 
corresponding NDIS categories. The bands should be reviewed and indexed 
regularly using published data on the cost of equipment and the professional and 
implementation supports required to deliver a complete solution.  

 

2.2. Correct insufficient funding tiers quickly and transparently 
Even with more realistic funding bands, the exact cost of an AT-HM solution will not 
always be known at the time of assessment. The specific equipment or home 
modification, necessary clinical supports and final cost may only be confirmed later 
through prescription, trials and quotation. Only then may it become clear that the 
assigned funding tier cannot cover the complete solution. 
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Under current arrangements, a participant or provider can request a Support Plan 
Review when evidence shows that the assigned AT-HM tier is insufficient.xxi ATSA’s 
consultation indicates that these requests are taking too long, leaving participants 
without necessary support and creating avoidable work for clinicians, providers, 
suppliers and assessors. The request may also lead to a broader review or 
reassessment even where the participant’s underlying needs and circumstances 
remain unchanged. 

This process is disproportionate. Where the only issue is the amount required to 
implement an existing assessed need, the request should be treated as a limited 
funding adjustment. It should not reopen the participant’s eligibility, ongoing Support 
at Home classification or unrelated supports. A broader review or reassessment 
should be required only where there has been a material change in needs or 
circumstances, the proposed solution no longer corresponds with the assessed 
need, or further clinical assessment is genuinely required. 

The scheme already provides a workable model. Where prescribed assistive 
technology costs more than the high-tier threshold, providers can submit the relevant 
item details, prescription and quote through the My Aged Care Service and Support 
Portal. The Department can then make a funding decision from documentary 
evidence without requiring a full reassessment.xxii  

This documentary approach should be extended to all tier-only adjustments. A 
provider should be able to submit the existing assessment information, a prescription 
where required, and a quote or other sufficient cost evidence through the same 
portal. The decision should be confined to whether the evidence supports the 
additional funding requested. 

The process must also include clear service standards. Without defined timeframes, 
a streamlined pathway may still leave participants waiting indefinitely. Performance 
should be monitored and publicly reported so that persistent delays or inconsistent 
decision-making can be identified and corrected. 

An expedited adjustment process would correct individual funding mismatches 
without confusing them with genuine changes in need.  

Recommendation 6: 

The Australian Government should establish a nationally consistent, expedited 
process for adjusting an insufficient AT-HM funding tier where there has been no 
material change in the participant’s needs or circumstances. The process should: 

• Determine the request using existing assessment information, a prescription 
where required, and sufficient evidence of cost. 

• Be confined to the additional funding required and not reopen the participant’s 
eligibility, ongoing Support at Home classification or unrelated supports. 

• Apply published decision-making timeframes and avoid unnecessary 
duplication of existing evidence. 



25 
 

• Provide written reasons and review or escalation options where an adjustment 
is not approved in full. 

• Monitor and publicly report performance against the published timeframes. 
 

2.3. Provide standing access to low-cost assistive technology 
Low-cost assistive technology can meet emerging needs before they result in injury, 
functional decline or greater reliance on care. However, approval for ongoing 
Support at Home services does not give a participant standing access to low-cost 
AT-HM funding. When a need arises, the participant may require a Support Plan 
Review or reassessment and must then wait for funding to be approved and 
allocated before the item can be obtained. 

This process is disproportionate for many straightforward, low-cost needs. It 
consumes assessment and administrative capacity that should be directed towards 
complex or changing needs and can delay relatively inexpensive supports with 
significant preventive value. 

Every person approved for ongoing Support at Home services should instead have 
standing eligibility to access the prevailing low-cost assistive technology tier. 
Standing eligibility would establish the participant’s entitlement without automatically 
allocating or spending the full amount. 

When an eligible need arises, a provider registered to deliver AT-HM services would: 

• Document the participant’s need. 
• Confirm that the proposed item is eligible under the AT-HM list. 
• Ensure that it is safe, appropriate and fit for purpose. 
• Obtain the participant’s agreement. And 
• Activate the required funding through My Aged Care. 

The funding should then become available without a Support Plan Review, 
reassessment or further wait through the AT-HM priority allocation process. Only the 
amount required for the documented item or item bundle would be drawn. 

Standing eligibility must not mean that every low-cost item is treated as low-risk. 
Professional advice or prescription should remain available and be required where 
warranted by the participant’s circumstances or the complexity and risk of the 
proposed equipment.  

Recommendation 7: 

The Australian Government should establish standing eligibility for every person 
approved for ongoing Support at Home services to access the prevailing low-cost 
assistive technology tier, initially set at no less than $1,500 in aggregate in each 12-
month period. The arrangement should: 
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• Be available from the date of approval, including while the participant is 
waiting for their ongoing services budget. 

• Allow funding to be accessed without a further Support Plan Review, 
reassessment or priority-allocation process once an eligible need is 
documented by an appropriately registered provider. 

• Fund only eligible items required to meet a documented need and draw 
against the entitlement only when an item or item bundle is obtained. 

• Retain proportionate evidence, professional-advice and safety requirements 
according to the participant’s circumstances and the risk or complexity of the 
proposed solution. 

 

2.4. Establish ongoing funding for maintenance, repair and 
recurrent costs 

Access to assistive technology is only the first step. Essential equipment must 
remain safe, functional and fit for purpose throughout its useful life. Depending on 
the item, this may require scheduled servicing, repairs, replacement parts and 
batteries, software updates, monitoring services or other recurrent costs. 

Most AT-HM funding is provided for a fixed 12-month period. While an allocation 
remains active, it may be used for eligible maintenance and repair costs. Once the 
funding period ends, however, the account closes. A person who subsequently 
requires funding for a repair or other ongoing cost will generally need a Support Plan 
Review, supported by a quote, even where the equipment and the underlying need 
have already been approved.xxiii Costs relating to the maintenance or repair of 
essential equipment cannot currently be paid from the participant’s ongoing quarterly 
budget - even where money remains available.xxiv 

The expiry of an allocation does not mean the person’s need has ended. Requiring 
another review simply because time has passed creates an artificial funding cliff and 
delays action that is necessary to preserve the Government’s original investment. 

The consequences can be significant. A wheelchair that cannot be repaired may 
remove a person’s mobility. A failed hoist may make transfers unsafe for the 
participant and workers. Faulty pressure-care equipment can contribute to 
preventable injury, while the expiry of monitoring or software services may 
substantially reduce the functionality of an otherwise usable device. These failures 
can increase reliance on paid support, equipment hire, emergency care or hospital 
services and, in some cases, jeopardise the person’s ability to remain at home. 

The earliest standard 12-month AT-HM allocations will begin to expire from 
November 2026. There is therefore a limited opportunity to establish a continuing 
funding mechanism before participants begin encountering this cliff. 

The NDIS provides a useful policy precedent. Where mid- or high-cost assistive 
technology has been approved, reasonable maintenance and repair funding is 
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generally included in the participant’s plan without requiring a new assistive 
technology assessment. Different funding mechanisms apply to minor and major 
repairs, and further funding can be requested where the available amount is 
insufficient.xxv  

Support at Home does not need to replicate the NDIS model, but it should adopt the 
same underlying principle: approval of essential assistive technology must be 
accompanied by a practical means of keeping it operational.  

Support at Home already appears to have much of the administrative architecture 
required. The Aged Care Act 2024 provides for ongoing and short-term classification 
types for the assistive technology service group. It also establishes a notional 
assistive technology account for an individual entering either classification type.

xxvii

xxvi 
The ongoing assistive technology classification is currently used for assistance-dog 
maintenance, with the participant’s notional account credited with the indexed tier 
amount of $2,052 on each anniversary of its establishment.  

This demonstrates that recurrent AT funding can be renewed without requiring a new 
assessment each year. Subject to legislative advice, this mechanism could be 
extended to other forms of assistive technology requiring continuing maintenance or 
operating costs.  

 

Case study: A personal alarm remained in place but its monitoring became 
unfunded 

An older person was assessed as requiring a monitored personal alarm. The 
equipment and the first 12 months of monitoring were funded during a 
restorative care episode. 

When that period ended, the person’s need for the alarm had not changed, but 
continuation of the monitoring service required a further review rather than 
occurring automatically. The physical device remained in the home, but without 
active monitoring it could no longer provide the same level of protection. The 
person and their family faced the choice of paying privately, discontinuing the 
service or navigating another approval process. 

This illustrates why recurrent services that are essential to the operation of an 
approved device must be treated as part of the assistive technology solution, 
rather than as a new need each year. 

A proportionate model should distinguish predictable lifecycle costs from major or 
unexpected expenditure. Scheduled servicing, routine repairs, batteries, replacement 
parts and essential monitoring or software costs should be funded through a 
renewable ongoing allocation. Major non-urgent repairs that exceed the available 
allocation should be considered through a streamlined documentary process aligned 
with the tier-correction pathway proposed above. A full reassessment should be 
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required only where the person’s needs have materially changed, the existing 
equipment may no longer be suitable or replacement requires a new prescription. 

Recommendation 8: 

The Australian Government should amend the Aged Care Rules 2025 and any other 
necessary legislative, funding and program settings to provide ongoing funding for 
the maintenance and operation of approved assistive technology. The framework 
should: 

• Provide an indexed, renewable allocation for scheduled servicing, routine 
repairs, replacement parts and batteries, and essential monitoring, software or 
subscription costs. 

• Apply while the equipment remains in use and the assessed need continues, 
subject to relevant warranty, lease and supplier obligations. 

• Renew without requiring a Support Plan Review or reassessment solely 
because the previous funding period has expired. 

• Provide an expedited process for additional funding for major or unexpected 
repairs. 

• Require reassessment only where needs have materially changed, the 
equipment may no longer be suitable or replacement requires further clinical 
consideration. 
 

Reform area 3: Set participant contributions for AT-HM at 
zero 
Participant contributions create a financial barrier between an older person and 
assistive technology or home modifications they have been assessed as needing. 
They can: 

• Affect whether a participant proceeds with a recommended solution 
• Delay access, and 
• Cause affordability to displace safety, suitability and effectiveness. 
 

3.1. Current contribution arrangements 
Under the standard contribution arrangements, AT-HM items attract the 
independence-service rate. This means: 

• A full pensioner pays 5 per cent of the agreed price 
• A part pensioner or Commonwealth Seniors Health Card holder pays between 

5 and 50 per cent according to income and assets, and 
• A self-funded retiree who does not hold a Commonwealth Seniors Health 

Card pays 50 per cent.xxviii 
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Prescription and wrap-around clinical services attract a zero per cent contribution, 
although they remain funded from the AT-HM allocation. 

 

3.2. Contributions can prevent access to the right solution 
ATSA members and other stakeholders report that participant contributions are 
affecting whether older people proceed with recommended AT-HM solutions and 
which products they select. This risks shifting the central question from: 

"What solution will safely and effectively meet this assessed need?" 

to: 

"What is the cheapest option this person can afford?" 

Assistive technology is not an interchangeable consumer purchase. Products differ 
in their fit, configuration, durability, compatibility with the person and their home, and 
capacity to accommodate changing needs. The least expensive product may not be 
safe, effective or suitable for the participant’s circumstances. 

When affordability displaces suitability, a participant may delay or decline support, 
select a product that does not adequately meet their needs or obtain equipment that 
is abandoned or must be replaced prematurely. 

Although the standard contribution rate is means-tested, the amount a participant 
must pay also increases with the price of the product or modification. People with 
complex or higher support needs often require more expensive solutions, including 
powered mobility equipment, pressure-care products, customised seating, hoists or 
communication technology. They can therefore face the greatest financial barrier 
because of the nature and complexity of their disability-related needs. This is vastly 
inequitable and inconsistent with a needs-based system. 

Setting contributions at zero would be consistent with the rights-based objectives of 
the Aged Care Act 2024 and Recommendation 125 of the Royal Commission into 
Aged Care Quality and Safety, which stated that people assessed as needing 
assistive technology and home modifications should not be required to contribute to 
their cost. 

 

3.3. Financial barriers can create broader costs 
The revenue generated through participant contributions should not be treated as a 
straightforward saving to government. It must be considered against the costs of 
administering and collecting contributions and the consequences of participants 
delaying or going without appropriate AT-HM. 
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Providers must explain contribution obligations, issue invoices, collect payments and 
manage recoveries, adjustments and refunds. Financial-hardship applications also 
create further administrative work for participants, providers and Services Australia. 

More significantly, delayed or unsuccessful access to appropriate AT-HM may 
increase the risk of falls, injuries, pressure damage, functional decline and carer 
strain. It may also increase reliance on paid care and contribute to avoidable hospital 
use, delayed discharge or premature entry to residential aged care. 

Any assessment of the contribution policy should therefore consider its net whole-of-
government and social effect, including: 

• The contribution revenue collected. 
• The cost of administering and collecting contributions. 
• The effect of contributions on participant decisions. 
• The additional health and care expenditure that may arise when appropriate 

AT-HM is delayed or not obtained. 
• The preventive benefits lost when financial barriers impede access. 

 

3.4. Hardship assistance does not remove the barrier 
Financial hardship assistance is a necessary safeguard, but it is not an adequate 
answer to the barriers created by participant contributions. It provides relief only after 
a participant has demonstrated financial hardship; it does not ensure that every older 
person can obtain the AT-HM solution they have been assessed as needing in a 
timely manner. 

To receive assistance, a participant must: 

• Know that assistance is available 
• Understand the requirements 
• Complete an application, and  
• Provide sufficient financial information.  

This places an additional administrative gateway between an older person and 
essential support. The burden is greatest for people experiencing frailty, disability, 
cognitive impairment, limited literacy, limited English or a lack of informal support. 

The hardship test also cannot capture every circumstance in which a contribution 
prevents or discourages access. A participant may not satisfy the prescribed criteria 
but may still be unable or unwilling to meet a substantial, unexpected cost. 
Contributions may therefore influence decisions before a hardship application is ever 
made, causing a participant to delay support, choose a less suitable solution or 
withdraw from the purchase altogether. 

The Inspector-General of Aged Care has reported that hardship provisions can be 
difficult to navigate and warned that fear of out-of-pocket costs and administrative 



31 
 

complexity may cause older people experiencing financial hardship to forgo essential 
care.xxix This risk is particularly concerning for AT-HM because delay can expose a 
participant to falls, injury, functional decline or loss of independence. 

 

Case study: Hardship approval did not provide certainty at the point of 
purchase 

An older person had successfully applied for financial hardship assistance and 
their required participant contribution had been capped at a set fortnightly 
amount. They subsequently needed to obtain assistive technology through 
Support at Home. 

The provider was uncertain whether contributions associated with AT-HM 
purchases were covered by the hardship cap and would not proceed with the 
purchase. Specialist advice indicated that eligible supports should count towards 
the cap, but uncertainty about how the arrangement operated remained. The 
older person became concerned that proceeding with the purchase could expose 
them to unexpected costs. 

Although hardship assistance had been formally approved, it did not provide the 
certainty needed to access the assessed support. Instead, the older person 
remained responsible for navigating conflicting interpretations before essential 
equipment could be obtained. This case demonstrates that hardship provisions 
cannot operate as an effective safeguard when their application is unclear to 
participants and providers. 

Recommendation 9:  

The Australian Government should set participant contributions at zero for eligible 
assistive technology, home modifications, maintenance, repairs, replacement parts 
and associated services required to meet an assessed need, consistent with 
Recommendation 125 of the Royal Commission into Aged Care Quality and Safety. 

 

Reform area 4: Establish transparent data collection, 
monitoring and reporting processes 
Continuous data collection and analysis are essential to identifying implementation 
problems, testing whether policy settings are working and ensuring the Scheme 
remains fit for purpose. Current public reporting does not provide this evidence. 

As a result of this information gap, ATSA was forced to lodge a Freedom of 
Information request (FOI) seeking basic aggregate data about the Scheme’s 
implementation and performance. The Department has sought three extensions to 
process this request. By the time the information is provided, much of its value for 
identifying and addressing early implementation problems will have been diminished. 
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Even if meaningful data is released in response to ATSA’s FOI request, it will only 
provide a snapshot in time. It will not allow ATSA, Parliament or the Government to 
determine whether access is improving or whether particular problems are becoming 
more entrenched. 

The Freedom of Information process should not be the primary means of 
understanding whether a major public program is working. This information should 
be collected and published routinely so emerging problems can be identified and 
addressed before they cause lasting harm to participants or the market. 
Recommendation 73 of the Royal Commission into Aged Care Quality and Safety 
also provides an important accountability benchmark. It called for annual reporting to 
Parliament on the number of people aged 65 years or older with disability receiving 
aged care and their ability to access daily living supports and outcomes, including 
assistive technology, equivalent to those available through the NDIS.  

This requires more than reporting approvals, allocations or provider 
commencements. Equity must be demonstrated through evidence about access, 
timeliness, affordability, appropriateness and outcomes.  

Reporting should follow the full AT-HM pathway, from identifying a need through to 
delivery, installation and use. At a minimum, it should report: 

• Demand and backlog: the number and value of requests, approvals and 
allocations, including requests still awaiting a decision. 

• Timeliness: average and median times from assessment or request to 
approval, and from approval to first use of funding. 

• Funding adequacy: how often participants seek a higher tier because their 
allocation is insufficient, and how often the tier is increased. 

• Use of funding: the proportion of approved allocations that are activated or 
used. 

• Delivery: the proportion of approved supports that progress to quotation, 
ordering, delivery, installation or completion. 

• Barriers and outcomes: where requests stall or do not progress, why this 
occurs and whether people ultimately receive a suitable and affordable 
solution. 

Results should be reported separately for assistive technology and home 
modifications and broken down by: 

• Funding tier and urgency. 
• Participant pathway, including people who transitioned from the Home Care 

Packages Program. 
• State or territory. 
• Metropolitan, regional or remote location. 
• Key participant groups, subject to appropriate privacy protections. 
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Recommendation 10: 

The Australian Government should establish an end-to-end public performance and 
outcomes framework for the AT-HM Scheme. The framework should: 

• Publish a baseline covering the Scheme’s first year of operation, followed by 
quarterly public reporting. 

• Track the pathway from identification of need through to delivery, installation 
and safe use. 

• Include measurable indicators and targets for access, timeliness, funding 
adequacy and utilisation, provider availability, affordability and participant 
outcomes. 

• Publish appropriately disaggregated results and explain material performance 
failures and corrective action. 

• Support annual independent reporting to Parliament on equitable access and 
outcomes, consistent with Recommendation 73 of the Royal Commission into 
Aged Care Quality and Safety. 

Concluding comments 
ATSA thanks the Committee for the opportunity to contribute to its inquiry into the 
Support at Home Program. 

The establishment of a dedicated funding pathway for assistive technology and 
home modifications is an important and welcome reform. However, the value of this 
investment depends on whether older people can access the right support when they 
need it.  

The priority must now be to address the design and implementation barriers 
identified in this submission so that the scheme achieves its intended purpose: 
helping older people live safely, independently and with dignity at home. 

Following our AT-HM Round Table on 7 July 2026, we are now working with 
stakeholders to develop a roadmap for change that will inform our continuing 
engagement with government. ATSA stands ready to work collaboratively with 
government to design practical solutions to the barriers that have been identified 
throughout this submission. 
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