
Rehabilitation can benefit both the individual with a 
disability and the community at large. The ideal 
setting and model of rehabilitation depends on the 
patient’s condition, psychosocial and environmental 
factors, their personal goals and access to funding 
for required services. Several rehabilitation services 
are available to support primary care physicians in 
managing adult patients with a disability. 

Over 4 million people in Australia identify as having 
some form of disability. Of this group, about 50% are 
of working age; between 15 and 64 years.1 The 
spectrum of disability is broad and is associated with 

reduced quality of life (QOL) and loss of independence, which 
can range from being unable to engage in paid employment, to 
requiring significant levels of assistance on a day-to-day basis.2,3 

Traditionally, people with disabilities were understood to be 
those who were born with congenital and developmental 
disabilities, or who acquired disability through injury later in 
life, such as stroke, spinal cord or brain injury. However, as 
the population ages and medicine and technology advance, the 
prevalence of disability will continue to rise due to an increase 
in chronic health conditions, such as diabetes, cardiovascular 
disease and mental health disorders, and improved survival of 
diseases, such as cancer and autoimmune and neurological 
conditions.4 

For people with a disability, rehabilitation improves health 
outcomes and QOL; reduces disease burden, burden of care, 
healthcare and social service costs; and improves community 
participation, and can contribute to the health and wellbeing of 
the community.3 These goals are in keeping with Australia’s 
Disability Strategy 2021-2031.5 Rehabilitative care can be provided 
in two main settings: in hospital, on acute or subacute wards; 
or in the community, known as ambulatory care. 

This article explores types of ambulatory rehabilitation that 
primary care physicians are able to access for their patients with 
a disability. Additionally, for those unable to access rehabilitation 
services, which may be the case in rural and remote communities, 
this article may serve as a guide to providing rehabilitation in 
the primary care setting. 
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GPs have a crucial role in helping people living with a disability 
feel validated and supported as important and contributing 
members of the community by communicating to, advocating 
for and trying to understand the needs of this population. In so 
doing, they actively redress discrimination and stigma and boost 
the sense of independence of people living with disabilities. 

‘Disability need not be an obstacle to success.’
 Professor Stephen W. Hawking

What is disability?
The International Classification of Functioning, Disability and 
Health (ICF), as outlined by the WHO, defines disability as the 
overarching term describing impairments (loss and changes in 

body function) resulting in activity limitations (difficulty 
completing essential daily activities) and participation restrictions 
(effect on access and interaction within the community).6 
Disability may be physical, intellectual, cognitive or psychological 
in nature, or a combination. It may be temporary, chronic and 
stagnant, fluctuate over time or progressively worsening. 
Additionally, people with a disability are prone to age-related 
changes that will affect the severity of their disability. 

The ICF model highlights the important interplay between 
a person’s health condition and the impact of personal and 
environmental factors, as outlined in Table 1 and the Figure.7 
Rehabilitation provides a holistic approach to assist people who 
have a disability achieve and maintain optimal functioning 
within their individual environment and restore or maximise 
function across physical, psychological, social and vocational 
domains. Several types of conditions causing disability often 
benefit from rehabilitative care, with deconditioning and 
disability secondary to surgery or medical illness the most 
common cause, as listed in Box 1.8

Multidisciplinary rehabilitation
The multidisciplinary rehabilitation team (MRT) may be made 
up of different healthcare professionals, each responsible for a 
different facet of treatment (Box 2).9,10 Members of the MRT 
frequently engage with and request input from a patient’s carers 
(formal and informal), guardian or family members, as well as 
third parties (e.g. case managers or support co-ordinators), in 
finding collateral information and implementing care and 

    KEY POINTS
•	 Illness and injury may cause impairment and disability that 

is temporary or permanent. 
•	Disability due to chronic disease will likely increase as 

medicine and technology improve, the population ages and 
diseases, such as cancer and autoimmune and neurological 
conditions, become increasingly survivable.

•	Rehabilitation can improve health outcomes, optimise 
function and promote independence in people with a 
disability.

•	A multidisciplinary rehabilitation team, often led and 
co-ordinated by a clinician, has an important role in the 
success of any rehabilitative treatment plan.

•	Rehabilitative care can occur in the hospital (inpatient, 
in-reach or outreach setting) or in the community 
(ambulatory care as outpatient, in hospital or home-based 
rehabilitation), and should be tailored according to the 
patient’s specific condition and personal and 
environmental factors.

•	Several different ambulatory rehabilitation services to help 
support patients with a disability are available for GPs to 
access or refer to in the community.
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therapy plans. Engagement of these stake-
holders is often vital in the success of any 
treatment plan. Over time, the make-up 
of the MRT may change, based on the 
patient’s condition, capacity, needs and 
personal goals.

The role of the clinician 
Multidisciplinary rehabilitation is usu-
ally led and co-ordinated by a clinician. 
This may be the primary care physician, 
rehabilitation physician or geriatrician 
in patients of older age with multiple 
comorbidities. Patients with chronic and 
complex conditions benefit from engaging 
a rehabilitation physician who specialises 
in diagnosing, assessing and managing 
individuals with a complex disability.9 

The clinician’s approach to a rehabili-
tative assessment is outlined in Table 1. 
This assessment provides context to the 
individual’s disability and outlines where 
treatment should be prioritised to achieve 
meaningful goals for the patient.3 The 
clinician’s knowledge of the condition, 
combined with the assessment findings, 
guides the approach best suited to the 
patient to optimise their function and 
QOL. The five main approaches are:
• prevention of the loss of function
• slowing the rate of loss of function
• improvement or restoration of

function
• compensation for loss of function
• maintenance of current function.11

The clinician can then refer and engage

Ambulatory rehabilitation  continued 

TABLE 1. FACTORS TO CONSIDER IN THE REHABILITATIVE ASSESSMENT  
OF A PERSON WITH DISABILITY

Factors Considerations

The person’s 
condition

•	 Changes in body function or structure caused by the condition
•	 Natural history, i.e. is the condition temporary and resolving 

over time, intermittent and relapsing, permanent or progressive?
•	 Associated complications requiring early intervention for 

prevention
•	 Prognosis
•	 Pharmacological and nonpharmacological treatments

The person •	 Premorbid vs current functional capacity*, i.e. activity limitations
•	 Premorbid roles, i.e. participation restrictions such as work or 

study, driving, volunteer work, recreational and leisure activities
•	 Meaningful rehabilitation goals, i.e. what is most important to 

the person with a disability?

Psychosocial factors •	 Pre-existing or potential mental health concerns
•	 Pre-existing or potential drug and alcohol concerns
•	 Adjustment and coping strategies
•	 Social and family supports 

Environmental factors •	 Accommodation, i.e. is it safely set up? Is it appropriate?
•	 Formal carer supports required

Person’s goals •	 What is important to them? These may be impairment-based, 
functional, social, or vocational goals

•	 Are these goals realistic and achievable? What are the person’s 
expectations?

Other •	 Funding and resources available

* Functional capacity refers to performing skills (such as standing, sitting and walking), as well as perform activities of 
daily living (such as eating and drinking, grooming, showering, dressing and toileting).

1. TOP 10 COMMON CONDITIONS 
NEEDING REHABILITATION8 

•	 Deconditioning

•	 Orthopaedic joint replacement

•	 Fractures 

•	 Stroke

•	 Other orthopaedic conditions

•	 Neurological conditions

•	 Cardiopulmonary conditions

•	 Pain

•	 Brain injury – traumatic or acquired

•	 Amputation

Health condition 
(disorder or disease)

ParticipationBody function and structures

Environmental factors Personal factors

Activities

Figure. The International Classification of Functioning, Disability and Health (ICF) provides a 
framework for assessing and evaluating health and disability in a holistic manner. It considers the 
effect of an individual’s health condition on their anatomy and physiology and their ability to perform 
daily activities and participate in the wider community. The ICF also highlights the impact that the 
environmental and psychosocial context can have on the individual experiencing disability.7

Reproduced under a Creative Commons Attribution-NonCommercial-ShareAlike 3.0 IGO (CC BY-NC-SA 3.0 IGO). 
Copyright World Health Organization 2001.
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the necessary MRT members. A thorough 
understanding of the social and environ-
mental factors that may enhance or 
obstruct the patient’s progress is impor-
tant, and may influence patient partici-
pation and outcome. The clinician should 
also understand the resources and fund-
ing structures available to the patient, 
which can affect aspects of rehabilitative 
care, such as public funding (State or 
Commonwealth), compensation schemes, 
private health insurance, the National 
Disability Insurance Scheme (NDIS), 
aged care schemes and self-funding. 

Lastly, understanding the different 
models of rehabilitative care available to the 
patient may offer options for rehabilitative 

care delivery. In some instances, primary 
care physicians may choose to co-ordinate 
rehabilitation in the community using 
options available on the Medicare Benefit 
Scheme, including a chronic disease man-
agement or team care arrangement plan, 
mental health treatment plan, and multi-
disciplinary case conferences. Key steps to 
setting up a rehabilitation program in the 
community are outlined in Box 3. 

Models of rehabilitative care 
In the hospital
The two broad settings for rehabilitative 
care are: in the hospital or in the commu-
nity (Box 4).12 Within the hospital, two 
service models predominate. The tradi-
tional setting involves the person with a 
disability being an ‘inpatient’ on a rehabil-
itation ward under the care of a rehabilita-
tion physician.12 Alternatively, ‘in-reach’ 
rehabilitation can be offered. This is when 
the patient remains under the care of an 
acute physician or surgeon, with MRT ser-
vices implemented in parallel to ongoing 
acute treatment plans.12 The in-reach model 

is useful for patients who are keen to 
participate in a rehabilitation program but 
transfer to a rehabilitation ward is delayed 
because of ongoing medical or surgical 
treatments. A third ‘outreach’ service also 
exists and is useful when no existing 
rehabilitation service or rehabilitation 
physician are available within a hospital. 
These hospitals may have a consultation 
service with an external rehabilitation 
physician working collaboratively. 

Who is suitable for inpatient 
rehabilitation?
Inpatient rehabilitation is more intensive, 
usually offering daily therapy. This inten-
sity is more suited to those experiencing 
recent deterioration of function because 
of acute illness or injury, which often is 
the cause of initial hospitalisation, with 
the overall aim of supporting the patient 
to return home or back into the commu-
nity safely. 

An alternative pathway to refer patients 
from the community into an inpatient 
rehabilitation program also exists and is 
suitable for those who are deemed to be 
temporarily unsafe to remain in their 
dwelling because of functional decline 

2. MEMBERS OF A MULTIDISCIPLINARY
REHABILITATION TEAM9,10 

Include, but are not limited to:

•	 Clinical psychologist

•	 Dietitian

•	 Nurse

•	 Occupational therapist

•	 Physiotherapist

•	 Recreational therapist

•	 Social worker

•	 Speech pathologist

•	 Vocational therapist

•	 Other allied healthcare professionals:

	– behaviour support practitioner

	– diversional therapist

	– music therapist

	– orthotist 

	– pharmacist

	– podiatrist

	– prosthetist

•	 Other professionals:

	– Aboriginal and Torres Strait Islander 
healthcare workers

	– allied healthcare assistant

	– carers (formal and informal)

	– case managers and support 
co-ordinators

	– family members

	– guardian

	– interpreter

4. SUMMARY OF MODELS OF
REHABILITATION12

In the hospital
•	 In-reach: rehabilitation services 

supplementing or operating in parallel 
to acute care services

•	 Inpatient: patient is admitted to a 
rehabilitation ward in hospital

•	 Outreach: consultative and 
collaborative rehabilitation service 
provided to an external hospital

In the community (ambulatory)
•	 Outpatient: discipline-specific therapy

provided in a clinic setting

•	 Day hospital: multidisciplinary
rehabilitation program providing two or 
more therapies, requiring the patient to 
attend hospital for the day

•	 Home-based: discipline-specific or
multidisciplinary rehabilitation provided 
in the home environment

3. HOW TO SET UP A REHABILITATION
PROGRAM IN THE COMMUNITY

•	 Assess the patient’s condition that 
requires rehabilitation

•	 Determine the rehabilitation needs
(e.g. mobility, selfcare, improved mood)

•	 Determine which allied healthcare and 
nursing professionals best address 
these needs and what local resources 
are available to obtain their services

•	 Activate funding processes, such as a 
mental health management plan or GP
management plan, to allow access to 
allied healthcare services

•	 Organise a case conference with allied 
healthcare staff and, if possible, the 
patient to plan goals and the intensity 
of treatment

•	 Follow up with the patient and organise 
a follow-up case conference to ensure 
that you are meeting goals

•	 Organise a final community case 
conference to ensure that you have 
met the goals you agreed on to
complete the episode of rehabilitation

Ambulatory rehabilitation  continued 
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associated with their disability. In these 
instances, GPs can directly refer the patient 
to the local public rehabilitation service 
within a district or, if the patient has appro-
priate private health cover, a private reha-
bilitation hospital. Patients most suited for 
inpatient rehabilitation are outlined in 
Table 2.

In the community
Rehabilitation in the community is called 
ambulatory rehabilitation. Primary care 
physicians may directly access or refer 
patients to ambulatory services. The three 
predominant ways of delivering ambulatory 
rehabilitation are through conventional 
outpatient or clinic services, day hospital, 
or home-based rehabilitation. Examples of 
patients suited for ambulatory rehabilita-
tion are given in Table 3.

Outpatient rehabilitation
Outpatient rehabilitation involves the 
patient attending planned individual clinic 
appointments with the clinician or thera-
pist.12 The frequency of therapy sessions 
depends on the patient’s clinical needs. This 
model of delivery is the lowest intensity of 
rehabilitation as patients are seen infre-
quently. It is also often affected by funding 
models. 

Primary care physicians may opt to 
co-ordinate and manage rehabilitative care 
using the Medicare-supported Chronic 
Disease Management, or Team Care 
Arrangement plan provided the person 
with a disability requires at least two health-
care services.13 They may also access mental 
health support via the Mental Health 
Treatment plan and consider co-ordinating 
a multidisciplinary case conference with 
the MRT (summarised above). Other 
options for rehabilitation include referring 
the patient to district hospital outpatient 
rehabilitation services to access state- or 
federally-funded therapy. Patients who are 
NDIS participants may access funding for 
individual therapies via their NDIS plan, 
and those under compensation schemes 
require approval to be sought through their 
insurer. If applicable, patients may also 

access separate therapies through their 
private health insurance. Alternatively, 
individuals may decide to self-fund therapy 
sessions. Outpatient rehabilitation is most 
suited to those with a chronic disability 
who are experiencing new decline but 
remain safe to reside in the community. 

Day hospital rehabilitation
Day hospital rehabilitation is a service 
model in which patients continue to reside 
at home, but attend a rehabilitation hospital, 
where they are day-admitted to undergo 
multiple therapy sessions as an inpatient 
under the care of a rehabilitation physician.12 

This structure is useful for those requiring 
two or more different discipline of thera-
pies, who have the capacity to participate 
in more than one therapy in a single day 
and may attend up to twice a week. Due to 
its funding structure, this service model is 
predominantly available in the private 
health sector, at private rehabilitation 
hospitals. Day hospital rehabilitation is 
most suited to those requiring a short but 
intensive burst of therapy.

Home-based rehabilitation
The term ‘home-based’ rehabilitation is 
as it sounds – when rehabilitation therapies 

TABLE 2. EXAMPLES OF SUITABLE PATIENTS FOR INPATIENT REHABILITATION

Disease Presentation

Parkinson’s disease •	 Increased falls and freezing
•	 Decline in mobility and ability to self-care and no support
•	 Poor appetite and hydration

New moderate-severe stroke •	 Hemiparesis and spasticity
•	 Dysarthria and dysphagia
•	 Cognitive impairment
•	 Incontinence

Joint replacement •	 Severe postoperative pain
•	 Constipation
•	 Opioid side effects
•	 Unable to walk safely
•	 Inadequate supports at home

TABLE 3. EXAMPLES OF SUITABLE PATIENTS FOR AMBULATORY REHABILITATION

Rehabilitation type Disease Presentation Considerations

Outpatient 
rehabilitation

Cerebral palsy 
experiencing 
ageing and 
arthritis

•	 Musculoskeletal pain
•	 Walking has changed 

and is now at risk 
of falls

•	 May have NDIS 
package

Consider 
physiotherapy and 
occupational therapy

Day hospital 
rehabilitation

Recent flare up  
of multiple 
sclerosis

•	 New leg weakness
•	 Walking has changed
•	 Fatigue and 

neuropathic pain issues
•	 Hand function 

declining

Query cognitive 
changes

Home-based 
rehabilitation

•	 Post-cancer
treatment

•	 Pre-existing 
early dementia

•	 Poor memory and 
fatigue

•	 Mild generalised
weakness

•	 Poor appetite

Consider My Aged 
Care or cancer 
services for dietitian, 
physiotherapy and 
occupational therapy

Ambulatory rehabilitation  continued 
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are delivered within the patient’s home.12 
This structure is particularly useful when 
patients are unable to safely leave their 
home to travel to hospital or clinics, or 
in instances where task-specific therapy 
can be more effectively performed by 
patients in their home environment. 
Home-based rehabilitation should also 
be considered for patients with cognitive 
or memory impairments, where 

task-repetition in a familiar environment 
can help with establishing routine.14 The 
intensity or frequency of home-based 
rehabilitation therapies will depend on 
the funding source of the service.

People over the age of 65 years may 
access individual home-based therapies 
through the Commonwealth-funded 
My Aged Care (MAC) services, after 
undergoing a community aged care 

assessment. MAC offers short-term 
restorative care, which includes care 
services, nursing, transport and most 
common therapies.15 MAC also offers 
transition care for people initially leaving 
hospital who need short-term services 
and therapy support for up to 12 weeks; 
however, this service requires assessment 
and approval while the patient is still in 
hospital.16 

NDIS participants and compensable 
patients may also access home-based 
therapies through their private health 
insurance provider or NDIS plans; 
however, the allocated budget and any 
additional therapist travel costs should 
be considered. Home-based rehabilitation 
through these sources is usually not 
frequent or intensive and may range from 
weekly to monthly sessions. 

Currently, home-based rehabilitation 
services are limited within the public 
healthcare system.17 Traditionally, these 
multidisciplinary services have been 
available only to those with traumatic 
brain injuries, or spinal cord injuries. 
However, there has been a steady trend 
over the years towards public hospitals 
establishing more home-based services, 
such as the Hospital in the Home (HITH) 
service – which provides medical, nursing 
and some allied health intervention aimed 
at supporting earlier hospital discharge. 
Variations of HITH are available for 
patients recovering from temporary acute 
illnesses or chronic palliative illness. 
Programs are also available in different 
health districts for specific conditions 
of concern.

The Rehabilitation in the Home 
(RITH) program is another version of 
HITH, as a multidisciplinary home-based 
rehabilitation model that provides 
co-ordinated medical, nursing and more 
substantial allied health support to those 
with predominantly changed function as 
a result of illness or injury, who are ready 
to return home but would benefit from 
ongoing co-ordinated therapy.17 Patients 
may be referred to their local home-based 
services from the hospital, or in the 

5. WHAT IS THE BEST SETTING FOR REHABILITATION FOR THESE PATIENTS?

Case 1 
Ms D is 81 years old and lives at home with her husband in a retirement village. She falls in 
her home due to frailty, lack of exercise and early dementia. She requires assistance from 
her husband to complete domestic tasks and occasionally with self-care.

What type of rehabilitaton is she best suited to?
Ms D is most suitable for in-home rehabilitation as her cognitive impairment may make it 
difficult for her to adapt to the hospital setting and may increase her confusion. Therapy in 
her usual surrounding may also assist with retention of information and exercise. This may 
be co-ordinated by her GP with a GP Management Plan or Team Care Arrangement. She 
would benefit from physiotherapy, occupational therapy and a dietitian review. She may 
also require support services. 

Case 2
Mrs F is 50 years old and had a stroke three weeks ago, leaving her with a right weak arm 
and a mild language disorder. She is unable to perform her usual self-care tasks or cook. 
Her partner reports that she avoids socialising and has word-finding difficulties. There is no 
follow up until she sees her neurologist in six months.  

What type of rehabilitation would be best suited to her?
Outpatient rehabilitation or a day program may best suit Ms F if her partner is able to 
transport her to and from therapy sessions. She would benefit from speech pathology and 
occupational therapy. She may also require clinical psychology if there is evidence of 
depression or adjustment difficulties following her stroke.  

Case 3 
Mr S is 63 years old and has an alcohol misuse problem. He has fallen repeatedly,  
injuring his knee and ankle, which are both swollen and painful, making walking difficult. 
He continues to drink at home and his wife is concerned as she has recently had surgery 
and is unable to physically assist him with showering and dressing. He sees you to request 
analgesia.  

What type of rehabilitation might he benefit from?
Mr S may benefit form inpatient rehabilitation as he will require support from drug and alcohol 
services to support alcohol cessation if he is ready. He would benefit from physiotherapy and 
occupational therapy to reduce his risk of falls and further injury.  

Case 4
Mr Q is 64 years old and has had a total knee replacement. He usually enjoys cycling 
socially, riding weekly with his friends. After his surgery last week, he went home with an 
exercise plan. He attends his GP because he has run out of analgesia and is unable to 
sleep. He also finds enoxaparin injections difficult to self-administer.  

What type of rehabilitation would he best be suited for?
Mr Q may benefit from in-home rehabilitation and may require a GP management plan, 
hydrotherapy access in the community, if available, and community nursing for enoxaparin 
administration. Alternatively, Mr Q could be referred for a day rehabilitation program as an 
outpatient to access physiotherapy and hydrotherapy in either the private sector or the public 
sector, if available.  

Ambulatory rehabilitation  continued 
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community by primary care physicians 
and specialists. However, these services 
currently remain very limited in most 
health districts. Optimal setting for 
rehabilitation for patients with differing 
needs are outlined in a series of short case 
studies in Box 5.

The future of rehabilitative care
Most research on home-based rehabilita-
tion has only focused on the delivery of 
single discipline therapy for musculoskel-
etal disability, such as temporary disability 
due to a joint replacement. Only two stud-
ies compared ambulatory rehabilitation 
with inpatient rehabilitation for joint 
replacement, and the measured outcomes 
and costs did not show one to be superior 
to another.18,19 Several studies comparing 
in-home multidisciplinary rehabilitation 
programs with inpatient rehabilitation 
for mild to moderate stroke showed 

comparable outcomes but with varying 
mortality. No detailed costs-effectiveness 
studies have been completed.20-24

Multidisciplinary home-based reha-
bilitation is of great interest to patients 
with financial concerns about the cost of 
receiving healthcare, but its detailed study 
is still lacking at present. Future research 
should focus on multisite studies com
paring multidisciplinary home-based 
rehabilitation with inpatient rehabilitation 
for clinical outcomes, cost effectiveness 
and cost benefit. 

With the experiences of the COVID-19 
pandemic, healthcare services have also 
continued to develop their capacity to 
deliver virtual and hybrid models of care. 
This has also been the case in rehabilita-
tion. Further research and service design 
will continue to support development of 
virtual and hybrid ambulatory rehabili-
tation services.25

Conclusion
Rehabilitation should be considered as part 
of care for people experiencing acute, 
chronic or permanent disability as a result 
of illness or injury, to optimise health out-
comes, independence and function, reduce 
burden of care and improve QOL. Ambu-
latory rehabilitation services are available 
in several forms, with varying structures, 
for the primary care physician to access or 
to refer patients for multidisciplinary reha-
bilitative care in the community. �   MT
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