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Purpose of Submission 

Disability Services Australia (DSA) is a strong advocate for the rights of people with disability 

(PwD) to live a life of choice, inclusion and achievement. DSA is also a strong supporter of 

the National Disability Insurance Scheme (NDIS) and its objectives outlined in the National 

Disability Insurance Scheme (NDIS) Costs – Productivity Commission Issues Paper, 

February 2017, of: 

- Improved wellbeing of people with disability, their families and carers 

- Better options for PwD for education, employment, independent living and community 

participation 

- Efficiency gains and cost savings in the disability support system and savings to 

other government services. 

DSA makes this submission with the intent of contributing to the success of the NDIS, and 

the sustainability of the service market place that will be required to provide the quality 

outcomes and long term gains put forward in the original Productivity Commission Inquiry 

into the state of disability care and support services (2011). 

The National Disability Strategy and the NDIS 

The National Disability Strategy 2010 – 2020 was intended to achieve the following 

outcomes: 

1. PwD live in accessible and well-designed communities with opportunity for full 

inclusion in social, economic, sporting and cultural life 

2. PwD have their rights promoted, upheld and protected 

3. PwD, their families and carers have economic security, enabling them to plan for the 

future and exercise choice and control over their lives 

4. PwD, their families and carers have access to a range of supports to assist them to 

live independently and actively engage in their communities 

5. PwD achieve their full potential through their participation in an inclusive high quality 

education system that is responsive to their needs. PwD have opportunities to 

continue learning throughout their lives. 

6. PwD attain highest possible health and wellbeing outcomes throughout their lives. 

Whilst some progress has been made in the implementation of this strategy, there are 

certain areas where insufficient progress is placing cost pressure on and threatens the future 

viability of the NDIS. DSA would like to specifically highlight areas of concern relating to 

Strategies 1 to 4. 
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Strategy 1 

Strategy 1 included the practical requirements of: 

- Improved accessibility of the built and natural environment through planning 

and regulatory systems, maximising the participation and inclusion of every 

member of the community. 

- Improved provision of accessible and well-designed housing with choice for 

PwD  about where they live 

- A public, private and community transport system that is accessible for the 

whole community 

- Communication and information systems to be accessible, reliable and 

responsive to the needs of PwD, their families and carers. 

Accessible Community Facilities 

Very little headway has been made in this area, especially in established suburbs where little 

new development is taking place. Where a building is not being renovated or modified, there 

is no requirement for it to be retro-fitted to meet current standards for accessibility. 

Many of our customers access our centre based services as a form of community 

participation, as the lack of accessible amenities within the community prohibits them 

spending extended periods of time outside these centres. For example, our very high 

support needs customers may need assistance of a hoist for toileting, and adult rated 

change tables if required. The example provided relates to specialised amenities, but even 

at more basic levels of accessibility, options are limited. 

In addition, access standards have been developed based on physical requirements, and do 

not take in to consideration accessibility for people who have behavioural disabilities such as 

autism (over 28% of people accessing the NDIS). Again, many of our customers access our 

centres based services with specially designed sensory areas suitable for people with 

autism, as they struggle in many community based settings. 

The NDIS efficient pricing model does not allow for funding of assets such as these purpose 

built centres, and the vision of the National Disability Strategy has not been realised in 

relation to accessible communities. 

Under the current pricing regime, many service providers will be required to close centre 

based services, with the result being that PwD will be required to receive support in their 

homes and experience a reduction in community access. 

This does not align with the intent of the National Disability Strategy, and could increase the 

cost of the scheme over the longer term. Carers will not receive adequate respite, and there 

could be an escalation of support requirements with a reduction in community access and 

the support that can be provided in a specialist facility for PwD. 

There will be market failure in the area of service provision for people with complex 

behaviours and high levels of physical disability, with the closure of specialist centre based 

services. 
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Accommodation 

The Specialist Disability Accommodation (SDA) initiative within the NDIS Pricing and 

Payments framework will create an incentive for the development of new accessible housing 

stock. However, it will take some time before the new housing stock comes on line, and 

there is still a lack of clarity around the mechanisms relating to these payments. 

In the short to medium term, a lack of affordable housing in metropolitan areas will increase 

the cost of care. People will be forced in to crisis accommodation  aged care facilities, will be 

required to live long distances from informal support networks, will be required to live in 

group situations with people they would not chose to live with, or live with aging carers who 

are struggling to cope with caring responsibilities. 

As no viable strategy was put in place prior to the roll out of the NDIS to ensure available 

housing stock to meet the increased demand for supported independent living, it will be 

difficult for savings or efficiencies to be realised in the short to medium term under the NDIS 

model of funding, and little capacity for real innovation in this area. 

Transport 

As a service provider based in NSW, with our customer base predominantly in Western 

Sydney, we can categorically say that very little progress has been made in the area of 

accessible transport. Whilst some existing infrastructure has been upgraded, this has not 

been consistent across the transport network, and the network itself provides poor coverage 

across the metropolitan areas.  

Most of our customers are not able to use the existing public transport system to access 

services and the community, and have insufficient funding in their NDIS plans to access 

private accessible transport on a regular basis. 

As a service provider, we are having to reduce our fleet of accessible vehicles due to the 

efficient pricing model not including an allowance for vehicles or infrastructure to support 

service delivery. The transport allowance provided to individual PwD does not cover the 

costs required to be recovered by a service provider for the use of accessible vehicles. 

We are aware of many service providers down grading their accessible vehicle fleet. 

The lack of accessible public transport will increase cost pressures on the NDIA. To avoid 

market failure pressure will be placed on the NDIA to fund accessible transport to avoid 

reduction in current service availability and access.  

We are not aware of any government driven innovation to move toward a collaborative 

approach combining disruptive transport models (such as Uber) and the national or state 

wide pools of accessible vehicles. This type of strategy would need to be developed and 

coordinated at government level as opposed to the market presenting solutions, as there is 

no economic incentive to deliver innovation in the area of accessible transport. 

Communication Systems 

Communication systems are inadequate, and information in relation to both community 

based and specialist disability support is fragmented and often not in accessible formats.  

Information in relation to the NDIS is not well understood, and often conflicting depending 

upon the source. Service sectors such as Health, Education, Criminal Justice and Ageing 

are not sufficiently briefed on the NDIS access processes, and with the devolution of state 
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funded services, the expectation that the market will move to fill in the referral pathways is 

unrealistic in such a complex and changing environment 

Local Area Coordinators (LACs) are required to provide information and referral services as 

part of the contracted relationship with the NDIA. However, targets for plan approvals are 

preventing this additional work and at full scheme, with over 400,000 participants requiring 

an annual plan review, it is unlikely that this information and referral work will be done well 

unless the LAC network is significantly increased. 

In addition LACs are not currently across the interfaces between different service systems. 

We have seen a specific example of a NSW Health Service Brain Injury Unit refer a patient 

to an LAC for an NDIS plan, when in fact they acquired the injury through a motor vehicle 

accident and should have been referred to iCare (Lifetime Care and Support). Neither the 

health system worker nor LAC were aware that this person had been referred to the 

incorrect funding source and the person was provided with an NDIS plan and funding. 

The original ILC framework was intended to provide additional services in the area of 

information provision, linkages and referrals. However, a significant reduction in the funding 

for this activity also questions the effectiveness of this initiative. 

DSA are unaware of initiatives to address the points raised above, so are not sure if these 

are “roll out” issues or if they will be long term issues without some adjustment to scheme 

design. 

Strategy 2 included: 

- More effective response from the criminal justice system to PwD who have 

complex needs and heightened vulnerabilities. 

DSA is a major provider of the Community Justice Programme (CJP) service, a service that 

has been funded by Ageing, Disability and Home Care (ADHC) since 2006. This service 

focuses on juveniles and adults with intellectual/cognitive disability who are exiting custodial 

settings. As part of this program DSA provides a team of forensic case work and clinical 

specialists who undertake comprehensive risks and needs assessments, post release 

planning, behavioural intervention and service co-ordination. This service extends to the 

provision of supported accommodation, in restrictive facilities for the most complex of 

customers, to drop in support to those considered least complex (although this setting can 

be more challenging in terms of the prevention of re-offending or self harm). 

This service is being transitioned to the NDIS, and is being funded a the higher intensity rate 

of $45.17 per hour, a $2.38 premium on the standard 1:1 NDIS rate for self-care and 

community participation of $42.79. 

We have had significant success in the reduction of re-offending and self harm amongst the 

customers we support in this cohort. However, we are concerned that the way this service is 

being transition to the NDIS and the price for services will cause a decline in service level 

and a loss of ground against gains previously made in this area of the National Disability 

Strategy. 

The NDIS pricing for this cohort is insufficient to cover the level of staff, training, supervision 

and support required to safely deliver services and outcomes to this group. In addition, there 

is no funding for assets. Many of this cohort will not be eligible for an SDA payment, and are 

not in a position to make any contribution to rent over and above a portion of their DSP and 

commonwealth rental assistance. Long waiting lists for Community Housing is making it 

virtually impossible to expand drop in support services to these customers, or set up new 
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shared accommodation models. Many of this cohort would not be deemed fit to hold a lease 

and service providers do not have sufficient funding to hold a lease on behalf the customers, 

when their DSP and rental assistance cannot meet a commercial rental. 

DSA will need to put a hold on future growth in this service area, as we are unsure that there 

will be sufficient funding to cover the staffing resources required to deliver CJP services, and 

are unable to source appropriate accommodation for additional customers without additional 

funding for assets. 

Strategy 3 included: 

- Improved access to housing options that are affordable and provide security of 

tenure. 

The lack of access to affordable housing has been discussed previously. Further barriers 

exist in both the commercial rental market and even the affordable housing market, where 

landlords do not wish to have tenants with disability due to the potential for property damage 

and impact on neighbours. 

Whilst this is discriminatory, in reality, it is a regular response we experience when we 

support our customers to secure housing. 

Strategy 4 included: 

- The disability support system to be responsive to the particular needs and 

circumstances of people with complex and high needs for support. 

As an organisation, DSA has traditionally supported customers with complex and high needs 

for support. However, the NDIS pricing and payments framework creates a disincentive for 

service providers to support customers with complex and high support needs. 

The efficient pricing model, requiring 95% billable time, a supervision ratio of 1:15, and total 

organisational overhead of 9% does not allow for training of staff, and provides no allowance 

for facilities or accessible vehicles during service provision hours. 

Centre based pricing assumes customers will be in groups with support levels of either 2 or 

3 customers to 1 support worker. However, the reality is that customers that need to access 

a centre based rather than community based service setting usually have a 1:1 support ratio 

and at times require 2 support workers to assist with personal care. 

Often facilities will need to be modified with sensory spaces, specialist amenities and allow 

for zoning to manage behavioural differences of customers. 

DSA is reviewing centre based services, and is likely to significantly reduce the number of 

centres to mitigate the financial losses likely to be incurred through the delivery of this type 

of support to complex and high support needs customers. 

Trauma based behavioural complexity has been discussed as a part of the CJP feedback – 

Strategy 2. 

In summary, it is likely that the current NDIS approach to pricing for people with complex and 

high support needs will result in a reduction in service options for this group. This reduction 

in choice will effectively discriminate against this most vulnerable group. 
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Responses to Specific Productivity Commission – Issues Paper Questions 

Plan Utilisation and Participant Numbers 

 PWD and their carer’s are not understanding their role as a “consumer” 

 Portal claiming issues are under stating plan utilisation rates 

 Fragmented approach to planning, support coordination and community 

linkages is problematic for NDIS participants and the sector as a whole 

The historical evolution of the disability service sector meant that there were capped “places” 

within pre-defined service models for PwD. People were deemed “lucky” to be able to 

access services, and had no real rights as a consumer when receiving these services. From 

the perspective of the PwD and their carer’s, there were no financial transactions involved in 

accessing a service, and services were perceived as a type of welfare. 

With the roll out of the NDIS, PwD and their carer’s are required to behave as consumers 

and make “purchasing” decisions. This is a significant paradigm shift. 

With intellectual disability and autism being the primary diagnosis for approximately 66% of 

NDIS participants, where participants do not have an engaged and well informed carer, they 

themselves and their carer’s are struggling to understand their role as a consumer, engage 

service providers, and negotiate and understand the transactional arrangements. 

Many service providers are delivering services to NDIS customers, but due to issues with the 

NDIS portal, errors in plans, the large number of plan review requests, and problems with 

claiming against a significant number of plan line items, plan utilisation rates will be 

appearing lower than they actually are. To this point, at the time of writing DSA had over 

$1,000,000 of outstanding revenue relating to rejected portal claims. DSA are struggling to 

find a reliable contact to engage with on a regular basis within the NDIA to resolve these 

issues. 

The original Productivity Commission Inquiry Report – Disability Care and Support 2011, 

Overview and Recommendations, identifies Disability Support Organisations (DSOs) as 

essential to the design of the NDIS – refer Appendix I. The role of the DSO was to: 

- Provide personal planning services and individual guidance 

- Link people to the community 

- Assemble “packages” of supports from specialist and mainstream providers 

- Undertake administrative tasks for people using self-directed funding 

- Provide data to the NDIA 

- Innovate in coordinating services 

The DSO concept was not included in the roll out of the NDIS in its original form, but in its 

place are LACs, Plan Managers, and the ILC framework. In addition, a significant amount of 

Support Coordination funding is being included in individual plans to support participants to 

select and engage with service providers, and in many instances, the Support Coordination 

is being delivered by service providers who are not independent of service provision. This is 

more fragmented than the original intent of the DSO model, and there is a lack of clarity and 

understanding around the concept of Plan Management. 

DSA recommends that the concept of the DSO be revisited, as the fragmented approach to 

the delivery of the functions outline above will be adding cost to the NDIS, and reducing 

overall effectiveness. 
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DSA suggests that higher than anticipated scheme entrants would be due to an under-

estimation of unmet need – a result of poor data quality. Participants are not exiting the 

scheme at the expected rate as there is an unrealistic expectation around “treatment” of 

disability and the time taken to increase a person’s capacity, and consequently the cost of 

care. In addition, as a carry over from the historical model for disability service provision, 

carers would be concerned that they may lose the entitlement to support if they stop 

accessing services. People need confidence that they can easily re-access funding as it is 

required on a timely basis. 

Interface between NDIS and Other Service Sectors 

 Interface between NDIS and other mainstream service sectors is not working 

 LACs have insufficient training, and appear only to be trained in NDIS 

requirements/operational processes 

 NSW Health is struggling to discharge patients with a disability or acquired 

disability, where support services are not already in  place 

DSA’s experience is that the interface between mainstream services and those funded by 

the NDIS is not well understood by both mainstream and disability organisations, and even 

NDIS partners such as LACs. 

We noted a previous example of the health system referring a patient to the NDIS as 

opposed to iCare, even though the injury was sustained through a motor vehicle accident.  

Many of the mainstream service sectors, such as health and public education are 

experiencing cost pressures of their own. Support teachers in schools receive little training, 

are often under resourced, and often there are more children requiring additional support 

than can be catered for. For example, DSA is aware of a primary school in Blackheath, 

NSW, that has funding for one support teacher, and there are close to 70 children within the 

school that have some level of disability, developmental delay or learning disorder. This 

creates an incentive for both the mainstream service sectors and the families/PwD to tap in 

to NDIS funding to access services that in theory should be available within the mainstream 

service sectors but are inadequately resourced. 

DSA is also aware that many of the Local Health Districts (LHDs) within NSW are struggling 

to discharge patients who either have or have acquired a disability, and do not have suitable 

care arrangements in place. There are limited numbers of organisations with the capacity to 

deliver specialist support coordination, and due to the shortage of allied health professionals 

and the increased demand for allied health services with the roll out of the NDIS, few allied 

health professionals are focusing on this area of service delivery. 

LACs will generally not have the skills to provide appropriate navigation and support services 

for someone with an acquired disability or existing disability with complex health needs, and 

standard support coordination may be insufficient in many instances. 

Due to shortages of affordable and accessible housing, no centralised vacancy management 

system, and fragmented information on mainstream and disability services within various 

LGA’s, it becomes very difficult to discharge someone from hospital within reasonable time 

frames and the default position is to move people to vacancies within aged care facilities 

irrespective  of their age. 

DSA recommends the development of a “gateway” service model that can potentially sit 

between service sectors such as Health, Criminal Justice and Out of Home Care, and 

effectively “triage” people to the appropriate funding source, assist them with an access 
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request, support them with their first plan, and provide timely specialist and standard support 

coordination. This would be similar to the DSO concept, but could potentially refer to the 

future NIIS (state funded equivalents in the interim), the NDIS, Consumer Directed Aged 

Care (CDC) funding and other appropriate agencies, and provide a level of planning and 

support coordination for all these agencies/schemes. 

This “gateway” approach would simplify the participant journey, reduce duplication of 

process, mitigate the risk of cost shifting or a person accessing incorrect funding, reduce 

costs associated with extended hospital stays (or custodial settings) or sustaining people in 

residential aged care, and improve outcomes through better quality planning and service 

sector knowledge within the gateway service. 

DSA would be interested in setting up an independent entity to trial a “gateway” concept in 

partnership with DSS and DOH. 

ILC and LAC Programs 

 ILC Program is underfunded 

 LACs will need to be adequately resourced to review 2,000 plans per day post 

full roll out, plus meet requirements for linkage and navigation support for 

people to access mainstream and specialist services 

 Will be difficult to recruit, train and retain quality LACs in a competitive market 

place at the required rate 

In a letter to Christian Porter in December 2016, the exiting Chairman of the NDIA Bruce 

Bonyhady stated that the ILC program was a cornerstone of the NDIS, and that $132 million 

was insufficient to adequately fund this program. 

If the ILC is underfunded, those that fall in to “Tier II” will receive insufficient support or 

direction to access mainstream and community supports. This could encourage PwD and 

their carers to overstate support requirements to access NDIS funding and move themselves 

in to “Tier III”. 

Bruce Bonyhady also raised the following points: 

- During the final year of NDIS roll out – 2018-19, the NDIA/LACs will approve 850 

plans per day and review 1,100 plans per day 

- During the first year of full NDIS operation – 2019-20, the NDIA/LACs will be 

reviewing 2,000 plans per day. 

The concept of the LAC role could make sense if it were sufficiently funded and resourced to 

deliver the 2,000 plans per day, have the appropriate skills and knowledge of their local 

communities to provide quality linkage and navigation support, and have sufficient 

knowledge of other mainstream and support service sectors to ensure people are accessing 

appropriate supports. 

However, DSA’s observation to date is that there is a high level of turnover within the LAC 

organisations in the greater Sydney region, resulting in inexperienced and often poorly 

trained LACs. We understand that the LAC organisations are struggling to recruit in a 

competitive disability market, and are recruiting from outside the sector. It can be positive to 

recruit from outside the sector, but DSA would suggest that insufficient training and support 

is being delivered to get these LACs up to speed in the knowledge required to navigate a 

complex and changing sector, and to deal with and understand the requirements of people 

with often complex behaviours. 
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We do not believe this to be a roll out issue, but that it will be an ongoing issue due to the 

number of plan reviews that will be required post full roll out, and the increasing level of 

competition for skilled workers. 

Workforce 

 Supply and demand factors differ between metropolitan and regional areas, with 

recruitment  being most difficult in regional areas 

 Difficult to recruit skilled workers for complex PwD 

 Allied Health workers are difficult to recruit 

 The modern award, the Fair Work Act and NDIS pricing will make recruitment of 

60,000 – 70,000 disability support workers difficult 

 Disruptive labour hire platforms are suited to high functioning PwD, or those 

with engaged and skilled carers. This cohort represents a minority of NDIS 

participants. 

The supply and demand for labour is directly related to the underlying economic conditions at 

any given time, and these can very between City and Regional locations. The key economic 

factors that affect labour across our geographic landscape are industry growth rates, inflation 

rates, localised unemployment rates, wages growth and localised worker participation rates. 

Additionally, localised competition from like industries plays a key role in the availability of 

labour. 

DSA currently has over 70 vacant Support Worker positions across NSW. Our vacancy rate 

at any given time over the last 2 years has varied between 30 and 90 positions. DSA has a 

headcount of 400+ Support Workers. 

DSA regularly tracks a number of key factors in regards to acquisition of labour. The most 

critical of these factors that we track is the ‘time to fill’ (a vacancy) rate. Our average time to 

fill in city areas is currently 15 working days. However in Regional areas it averages at around 

50+ days with an extreme case of 60+ in Southern NSW i.e. South Coast, Goulburn and 

Queanbeyan. 

Additionally, there are also variances in hiring for ‘disability type’ with a noticeable degree of 

difficulty in obtaining Support Workers for our Criminal Justice Program – our most complex 

customer cohort. 

Professional staff, in particular Psychologists and Speech Pathologists are generally difficult 

to attract (especially in Regional areas) in a very competitive marketplace. This has driven the 

need to implement creative sourcing strategies such as the hiring of interns for a short term 

solution. We have also seen significant wages growth in the allied health professions due to 

labour shortages. 

There is no doubt that as Baby Boomers retire from full time work there will be an overall 

impact on a range of employment sectors. Whilst there may be some potential for retirees to 

take on casual disability support or mentoring roles, the aging population will also create an 

increase in demand for aged care workers, in direct competition with the recruitment for 

workers in to disability roles.  
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Ageing carers will also mean a reduction in the ability to deliver informal supports, and will 

increase the requirement for paid supports. 

The modern award, NDIS pricing and the requirement for an NDIS workforce of 60,000 – 

70,000 are all in direct conflict. The modern award is restrictive and coupled with the 

requirements of the Fair Work Act, do not allow organisations with award employees to meet 

the requirements for choice, control and flexibility, a promise made by the NDIS to PwD. 

NDIS pricing is unsustainable for most organisations, even paying the basic award wage. 

There is no capacity for organisations to pay above the award to attract employees to work for 

the organisation as disability support workers, and then deliver financially sustainable 

services. 

A number of labour hire models based on web platforms have been developed to create a 

“disruptive” and low cost labour hire market place for disability and aged care. These platforms 

definitely have a place in the NDIS and aged care market, but can only cater for those PwD 

who have a high level of capacity to organise, train and direct their own staff, or who have a 

highly engaged and capable carer. People with high support needs, challenging behaviours 

and a low level of informal support are not in a position to utilise this type of labour. 

Historically DSA has transitioned casual workers to permanent part time or full time workers 
as a retention strategy. However, the requirement for flexibility from our customers under the 
NDIS model, and the ease with which customers can change providers or alter their service 
arrangements is creating a disincentive for organisations to increase the permanent 
workforce. The risks associated with paying workers for “non-billable” hours or having to pay 
redundancies are high in this new environment. 

Developments in technology may increase efficiencies in care provisions in some areas. 
However, where the cohort of PwD has a behavioural disability, face to face supports are 
essential. This accounts for the majority of people accessing the NDIS. 

NDIS Pricing, Provider Readiness and Potential for Market Failure 

 NDIS pricing is unsustainable for service providers 

 The premium for complexity is insufficient, and there is a strong risk of market 

failure in the area of service delivery for complex customers – this includes 

those with challenging behaviours, and those that require centre based 

services 

 Lack of NDIA consultation with service providers has impeded the ability of 

service providers to be ready with business systems and processes for the 

NDIS transition 

 Current NDIS pricing will prevent new players entering the market place, other 

than for allied health services. 

 

DSA believes that current NDIS pricing is unsustainable for service providers. The base 1:1 

rate of $42.79 is built up from a SCHADs award grade 2 year 3 support worker, who has 

95% of their time as billable to a customer, has a supervision ratio of 1:15 (FTE) and moving 

to 1:18 as organisations make “efficiency gains”, and allows 9% for all organisational 

overhead. 
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The principles under pinning the NDIA are built on participant choice and control, and 

participants are advised that they should be able to direct when, where, how, for how long 

and with who their services should be delivered. 

To be responsive to these requirements, organisations will need a truly flexible work force 

with a high ratio of casuals to permanent staff. However, growing competition for workers is 

seeing workers choose organisations that are prepared to offer permanent roles 

(understandably, workers want a level of security, may be looking to obtain finance etc.). 

With a permanent workforce and a customer base seeking flexibility, it is virtually impossible 

to achieve a workforce utilisation of close to 95%. In addition, a utilisation rate of 95% allows 

no time for training, staff development and supervision. 

With complex customers, a supervision ratio of 1:15 is generally too high, staff require more 

training and support, and staff generally need to be on a higher grade than grade 2 year 3. 

The price of $45.17, a $2.38 premium on standard support, is insufficient to cover the cost of 

supporting complex PwD. 

As previously mentioned, DSA believes this pricing will create a disincentive for 

organisations to provide support to complex PwD, and there will be market failure in this 

area. DSA believes there is a strong possibility that this will drive increasing cost to the NDIA 

as crisis services are put in place or the NDIA has to become “provider” to complex 

customers, effectively reverting back to the previous state funded model. 

DSA has provided feedback on pricing to the NDIA on a number of occasions and has 

included these submissions for Productivity Commission review at Appendix II. These 

include detailed cost analysis of our centre based service for complex customers, and clearly 

demonstrate that the current NDIS centre based prices will not sustain centre based 

services. This analysis demonstrates the requirement for DSA to close most of its centre 

based services due to financial unsustainability. 

Once again DSA believes there will be market failure in the area of centre based services, 

disadvantaging PwD who generally have few other options due to the extent of their 

disabilities. 

Provider readiness to transition to the NDIS has been mixed. However, DSA has been pro-

actively preparing for the transition for some time but has still struggled with the transactional 

and business process issues associated with the transition. NDIA portal issues, lack of 

responsiveness of the NDIA to respond to queries, ongoing issues with the portal booking 

process, poor LAC understanding of the process and plan errors are just some of the issues 

that have resulted in DSA, at the time of writing this document, having over $1million of 

rejected NDIA claims they are trying to resolve. 

The NDIA failed to consult with the disability service sector prior to the cut over to the new 

ICT platform, and failed to provide any information to providers as to how this platform would 

operate and the booking processes so that providers could train their own staff and prepare 

business processes prior to the cut over. This would have been completely unacceptable 

within any commercial sector, and the disregard for the impact on the disability services 

sector has been astounding. 

It is likely that the way this process has been managed, and the ongoing issues (often 

played down by the NDIA)  coupled with unsustainable pricing are likely to cause further 

market failure within the existing disability services sector, especially where service 

providers have insufficient working capital to see them through this period. 
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Current NDIS pricing is creating a disincentive for new players to enter the market, with the 

exclusion of allied health services. There has been some movement in the labour hire space 

where staff can be hired by those with disability that have the capacity to supervise and 

direct their own staff at low cost. However, for the more complex customers, and the 

significant NDIS cohort with intellectual disability or autism as their primary diagnosis, there 

have been no new players entering the market place. 

Quality and Safeguards Framework 

 It is unclear how unregistered providers will know of, and be compliant with, 

the quality and safeguards “Code of Conduct” 

 As most NDIS customers will be able to purchase from unregistered providers, 

there is a disincentive for service providers to meet compliance and third party 

verification costs, and register as providers with the NDIA. 

The release of the quality and safeguards framework highlights the requirement for 

registered providers to comply with the framework, and for unregistered providers to comply 

with a “Code of Conduct”. 

DSA understands that the NDIA’s goal post full roll out is to have the majority of plans either 

self-managed or plan managed, with a smaller percentage of plans being managed by the 

NDIA. This would mean that a majority of participants would be able to purchase services 

from unregistered providers. 

DSA questions where a person is self managing and is able to access any provider as long 

as the support is deemed reasonable and necessary, how will the provider know they need 

to comply with the “Code of Conduct” when they may not be regular participants in the 

disability market place? Will the PwD need to ensure the provider is compliant? What skills 

will they need to make this assessment? 

DSA also questions what the future incentive will be for service providers to register with the 

NDIA, where there will be an increased cost to comply with the quality and safeguards 

framework and have third party verification? When the majority of participants in the NDIS 

will be able to access services from unregistered providers, why would a service provider 

register with the NDIA? 
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