	
	


	
	



10
Delivering disability services
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	Key points

	· Consumers experience profound difficulties in finding out what disability services are available and how to access them. Features of the NDIS — specifically, a single point of entry and assessment, increased resourcing and consumer choice — would ameliorate many of these problems. However, there are further steps that should be taken in order to assist consumers by minimising transaction costs. These include:

· a national internet database featuring information about service providers and indicators of service quality

· a strong role for local area coordinators to assist decision-making and to monitor clients’ wellbeing. Their role should be graduated in terms of the needs of the client and concentrated at key transitions, such as when people first enter the disability system or between school and work

· assistance with planning, administration and brokerage by Disability Support Organisations

· a confidential and longitudinal database containing client information, for the purposes of: reducing administrative requirements for both service providers, government and consumers; monitoring the quality of service provision; evaluating the effectiveness of different types of services, rehabilitation, appliances etc; and monitoring the costs and utilisation of support services.

· The use of individualised packages and greater consumer choice will increase competition in the provision of high quality services. Nevertheless, there is a strong argument for a continued role for regulatory oversight in protecting vulnerable consumers from harm and ensuring providers adhere to a basic standard of service. In addition, both consumer decision-making and the market incentives for providers to deliver quality service products can be bolstered by making performance information (such as outcomes of audits or annual reports by community visitors) and other standardised indicators available to the public.

· While consumer payments to providers (or through DSOs) should become the industry norm over time, there may still be a role for some block funding where markets would otherwise not support key services. Specific areas where block funding may be required are: crisis care; rural areas; community capacity building, some individual capacity building; to support disadvantaged groups (such as indigenous Australians) and as a tool to promote innovation, experimentation and research.

· Individual and systemic advocacy should continue to play an important role in the disability sector under the NDIS, and should be sufficiently funded to do so. In order to ensure its independence (from the NDIA) and effective provision, advocacy should be funded by FaHCSIA and from state and territory governments.

· Government-run service providers would be funded by the NDIA on the same basis, and with the same conditions, as not-for-profit and private service providers.

	

	


There is a large and specialised market for providing disability support services and equipment to people with a disability in Australia with more than 2200 disability support agencies (AIHW 2011a). The current market gives prominence to relationships between government agencies and service providers and less to those between people with a disability and providers. Government agencies contract providers directly through ‘block funding’ to deliver services and undertake quality assurance. The person with a disability is often a passive recipient of (rationed) supports from a local block-funded provider, and has little input into the services they get. The providers themselves are given funds well short of the needs of the groups they serve and have little freedom to adopt innovative practices. 

The performance of this market has major effects on the lives of people with disability and on governments’ purse strings. Under a NDIS, the sector will face significant structural changes over the medium run — in particular, increased funding, changes in the design of disability system, the adoption of consumer choice (including self-directed funding) and new governance arrangements.

Change itself is not new to the disability sector — over the last 30 years the disability system and social attitudes to disability have changed considerably (box 10.1), in many instances for the better (Clear 2000, p. 68; Ward 2006, p. 254). Governments have closed most institutions, and expectations of social and economic participation have risen. Through this period of change, the basic themes of social inclusion and citizenship, empowerment and the need for diverse, responsive and personalised support services, have increasingly been emphasised. However, these themes have not been reflected in adequate resourcing and actual service delivery. Clear (2000) observed:

… the discourse of state policy pronouncements does not match up with their personal experiences, and community care has not presented a reliable and secure opportunity for citizenship for many parents or their sons and daughters.(p. 71)

In short, the broad aspiration of creating a disability system centred around people with disability themselves, and equipped to meet their needs through the provision of high quality services, is very much an unfinished project. In addition to increasing the resources available to people with a disability, the proposed NDIS will provide people with a disability much greater power about how their needs are met.
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Changes in the disability system in Australia 

	The disability system in Australia has changed considerably over the last 30 years. Historically, supports for people with a disability were limited (beyond that provided by their families) and tended to be charity based and reliant on large scale institutions. This began to change in the mid 1970s with the movement towards ‘de-institutionalisation’, whereby residents of large scale institutions were gradually relocated into the community (Ashman 1989). In turn this was accompanied by a growing recognition of the social responsibility to build a more inclusive society through offering greater (and more appropriate) support to people with a disability, as exemplified by the International Year of Disabled People in 1981 and the growth in capacity and variety of disability services throughout the 1980s (Clear 2000).

This culminated in the Commonwealth Disability Services Act 1986, which recognised the broad range of services needed to facilitate community (rather than institutional) care and provided a legislative basis for funding disability services. This Act changed the dynamic between government and service providers and set out a framework aimed at linking funding with specific outcomes (such as independence, employment opportunities and integration in the community). The development of Disability Service Standards in 1992, and the increasingly explicit contractual obligations and greater reporting requirements that emerged throughout the 1990s were both geared towards facilitating this in practice.

In 1991, Australian governments entered into the Commonwealth and State Disability Agreement. This agreement demarcated responsibility for the provision of disability services by different levels of government. Its intent (if not its actual achievement) was to address the overlap, duplication, gaps and lack of coordination that had previously been a feature of the sector. 

Three subsequent agreements have been entered into:

· 1998 CSDA – aimed at more flexible service delivery models, improved accountability and performance reporting and increased use of technology

· 2003 CSTDA – aimed at strengthening support for families and carers and improving cross government linkages and access to generic services

· 2009 National Disability Agreement – aimed at improving early intervention, lifelong planning and person centred approaches. This agreement identified ten priority areas required to underpin the policy direction and achieve these reforms. (AIHW 2011a).

In 2008, the Australian Government ratified the United Nations Convention on the Rights of Persons with Disabilities. The convention entails certain obligations on parties ratifying it, such as adopting legislation and administrative measures to promote the human rights of persons with disabilities, eliminating discrimination in workplaces and society; providing information to people with disabilities, undertaking disability-relevant research and development and appropriate consultation with people with disabilities in developing and implementing legislation and policies and in decision-making processes that concern them.

	

	


This chapter briefly describes the disability service sector (section 10.1) and examines how the provision of support services and equipment can become more responsive, efficient and more adept at meeting the needs of people with a disability.

Given the magnitude of the proposed changes, it will be important for the NDIA to provide adequate support to both people with disability, and to specialist providers, as they adjust to the new system. A central aspect of this is understanding how historical problems in the disability sector may persist under the proposed system, and how best to address them. Prominent amongst these is the complexity of the disability system and the difficulties experienced navigating the disability system — for both consumers and service providers. Section 10.2 discusses how this can be reduced under the proposed NDIS.

Ensuring that support services are of adequate quality is another ongoing challenge for the sector. Under the proposed scheme, consumers would play a much greater role in this than they currently do. In addition, a system of regulatory oversight would be required to deliver high quality services. This should take account of the need to protect vulnerable consumers, and the costs and efficacy of regulation and monitoring. These issues are considered in section 10.3.

Finally, there are specific areas where traditional approaches, such as block funding or government provision of services, may deliver better outcomes for consumers than market-based solutions. This is examined in section 10.4, with a particular focus on the difficulty of providing services in rural areas.

10.

 SEQ Heading2 1
Disability support services

People with disabilities and their families rely on a range of goods and services in order to fulfil their care needs and to maintain the quality of their lives. Comprehensive data on the government-funded specialist disability services is gathered as part of the Commonwealth State and Territory Agreement, and published annually in the Disability Support Services report (AIHW 2011a). This data collection categorises disability support services into five main groups: accommodation support, community support, community access, respite and employment services (box 10.2 describes these groups in more detail). 
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Types of disability services

	Accommodation support: Services that provide accommodation to people with a disability, and services that provide the support needed to enable a person with a disability to remain in his or her existing accommodation or to move to more suitable or appropriate accommodation. This includes attendant care and in-home accommodation support, as well as group homes and other residential facilities.

Community support: Services that provide the support needed for a person with a disability to live in a non-institutional setting. This includes therapy, early childhood intervention, behaviour specialists, counselling and case management.

Community access: Services designed to provide opportunities for people with a disability to gain and use their abilities to enjoy their full potential for social independence. This includes learning and life skills development, recreation and holiday programs and other community access programs.

Respite: Services providing a short-term and time-limited break for families and other voluntary caregivers of people with a disability, to assist in supporting and maintaining the primary care-giving relationship, while providing a positive experience for the person with a disability. This includes own-home respite, centre-based respite and host family/peer support respite.

Employment: There are three types of employment services which provide employment assistance to people with a disability. Open employment provides assistance in obtaining and/or retaining paid employment in the open labour market. Supported employment provides employment opportunities and assistance to people with a disability to work in specialised and supported work environments. Targeted support provides people with a disability structured training and support to work towards social and community participation, or opportunities to develop skills, or retrain, for paid employment.

Advocacy, information and alternative forms of communication. Services that represent the interest of individuals or groups, campaign for systemic change, and provide accessible information to people with a disability, their carers and families, as well as related professionals.

Other support. Includes research and evaluation, training and development and peak bodies.

	Source: AIHW (2011a).

	

	


While this comprises the majority of the sector, it does not account for services privately purchased by people with a disability. In addition, it does not provide information on aids and appliances or home and car modification. These physical goods play a vital role in the wellbeing of people with a disability, but are a relatively small part of the sector. For example, attendant care alone (itself a sub-category of accommodation support) can comprise up to 80 per cent of the individual funding package offered in the NSW LTCSS. Similarly, around $1.56 billion was spent on disability services in NSW in 2008-09, dwarfing the $54 million budgeted for aids and appliances, prosthetic limbs and the home respiratory program in that state for 2010-11 (sub. 536, p. 24).

In 2008-09, almost $5.4 billion was spent on CSTDA services, which was delivered by 2200 agencies through around 11 500 service outlets. Of these, around 51 per cent were not-for-profit, 20 per cent were for-profit and 29 per cent were government run (figure 10.1). Accommodation support —  mainly in-home support (50 per cent of users of this category) and group home facilities (34 per cent) — is a central feature of CSTDA-funded services, with around 46 per cent of all government expenditure spent in this area (figure 10.2). There were more accommodation support outlets than any other type (figure 10.3), and providers tended to be smaller, servicing fewer clients (8.5 on average) but spending considerably more per client ($63 000) (figure 10.4). Conversely community support and employment services providers tended to be larger, servicing greater numbers of lower cost clients.
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Number of funded service outlets, 2008-09
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Data source: AIHW (2011a, table 2.2).
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Expenditure share, 2008-09 a, b
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a The category ‘Other’ includes advocacy and information services, administration and other services.

b Individual items exclude expenditure on administration and capital grants. However, administration and capital grants are included in the total expenditure figure.

Data source: AIHW (2011a, table 2.8).
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Number of service outlets by type, 2008-09
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Data source: AIHW (2011a, table 2.2).
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Average number of users per service outlet, 2008-09
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Data source: AIHW (2011a, tables 2.4 and 2.8).
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Navigating the disability system

People often see the costs of a service in terms of the dollar prices they pay. However, there are many other costs people experience in using the disability system: trying to find out what is available, assessing the quality of alternative providers, filling in forms, completing assessments, and waiting. These ‘transaction’ costs (box 10.3) represent yet another burden on people with disability. In particular, rationing within the disability system compels people to:

· enter long queues in order to receive support

· waste time and energy applying for support that is ultimately denied (or only partially granted) for reasons other than relative need

· be forced to periodically re-establish or find new supports when funding is withdrawn or ‘runs out’.

While the hardship that people face when trying to access disability goods and services is largely driven by the high degree of rationing in the system, it is not the only source of such ‘transaction’ costs. A common theme amongst participants in this inquiry is the extraordinary difficulties they have encountered merely in finding disability services (hence the ‘maze’), and the ongoing time, energy and expertise required to fulfil the administrative requirements even after entitlement to services has been established. While transaction costs cannot be eliminated, minimising such costs can lead to significant efficiency gains (better allocation of resources and less leakage through administrative costs) and can be of considerable benefit to consumers.
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What are transaction costs?

	In all markets, consumers and producers face search, information and other ‘transaction’ costs when dealing with each other. These include the costs faced by producers and consumers in finding each other, communicating what they need and can offer, and understanding and meeting the laws, regulations and contractual obligations that govern their exchanges. Transaction costs can relate to monetary costs of the transaction (the cost of petrol to drive to a shop or the cost of a lawyer to draw up a contract between two parties) or to time and energy put into finding the right producer or customer. In the broader economy, such costs are pervasive, often unavoidable, and not usually grounds for government involvement. (In private markets where transaction costs are high, firms can invest heavily into advertising, can integrate vertically to avoid the difficulties they face in procuring inputs into production, and intermediary firms often emerge to match products with consumers, such as real estate agents, eBay etc.) 

In the case of the disability sector, these transactions costs largely reflect the central role of government in the disability system. Most of these costs are not measured and fall on some of the most vulnerable people in Australia.

In practical terms, where transaction costs are excessive (and administrative burden is disproportionate to the risks to taxpayer funds) people with disabilities receive less assistance than they otherwise would have and experience greater difficulty in accessing it.

	

	


Finding out what is out there (and how ‘good’ it is)

People with disability and their families need to be able to assess whether services exist in their local area, and their quality and suitability. This is a costly process — in terms of time, energy and money — and the costs are highest when a person first enters the disability system, when they also typically are struggling to adjust to a newly acquired or diagnosed disability. This experience is often repeated at key transitional points in people’s lives, such as when they leave the education system or retire. At worst, this type of transaction cost limits peoples’ choices in much the same way as shortages — most conspicuously through the unmet need that arises through ‘hidden’ programs that people would access if they knew of their existence. For example, Carers Australia said: 

A familiar phrase when carers are talking amongst themselves is “why didn’t someone tell me about that? Or “why wasn’t I told?” Many carers are unaware of the services and support available. There is a strong need for carers to be well informed about any support or services to be funded under the scheme and the operation of the scheme itself. (sub. 406, p. 17)

Similarly, the difficulty of observing quality (prior to delivery) may make people reluctant to try new approaches, given that the application process is time consuming, uncertain in itself and could potentially affect eligibility for existing arrangements (Kate Evans and Frank Beard, sub. 278, p. 3).

Finding out how to get it

Whilst people’s experiences vary, it is apparent that many struggle with the ongoing administrative burden of applying for and maintaining disability care and support services (box 10.4). People with disabilities and their families must often simultaneously become managers and advocates, dealing concurrently with multiple disability service providers, government agencies and health professionals. Typically eligibility (and assessment) must be individually established with each body, and often people must periodically reapply even if their situation has not changed, resulting in them retelling their story over and over again.

Those who are educated, articulate, confident, creative and have managerial skills and strong support networks are better placed to cope with the demands of the disability system. Conversely, those who are most isolated, vulnerable and in need, experience the greatest difficulty in finding assistance and, as a result, are less likely to have their needs met. At an extreme, participants have reported that some families ‘drop out of service provision because they find it too hard to continue self-referring for services’ (Royal Children’s Hospital, sub. 405, p. 6).

Even those best placed to deal with the administrative burden still face all the other anxieties and emotional distress of their own or a relative’s disability. For example, one participant spoke of the trauma of having to periodically detail all of things their child will never be able to do (Susan Freeme, trans. p. 533).
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The administrative burden is high for many people with disabilities and their families and carers

	There has been expressed need in consultations to reduce the need to repeatedly prove eligibility for different forms of support… …The overarching family-centred assessment process suggested in this submission may assist in this challenge, providing a single assessment to access multiple services. (Carers Australia, sub. 406, p. 17)

Paperwork is the bane of both service providers and families. We have been told we need to update our application for funding even though there is no prospect of a success. This process takes quite some time, requires that we paint ourselves as incapable, requires service provider time with no provision for recompense. The application will need to be vetted and entered into a database, thus using bureaucratic time with no direct service provision. (Bill and Alison Semple, sub. 43, p. 1)

… each of the seven organizations I deal with all require much the same paper 
work and administrators looking after this paper work (personal response)

We deal with over 30 agencies related to Sammy’s disability …The transaction costs for us and the agencies are very significant. Many families are deterred from accessing services for this reason. The efficiency losses are large, real and constant. (Greg Mahony, sub. 356, p. 4)

As an agency supporting consumers, we grapple with complications of complex service delivery system — even with our 25 years experience in the industry it is still difficult for us to understand the intricacies and changes that occur. How can we expect clients to understand? (Housing Resources and Support Service Inc, sub. 207, p. 9)

	

	


Why are the system navigation costs so high?

The complexity of the disability sector is driven by a combination of structural and historical factors. In large part, it arises from the logistical problem of matching a highly diverse array of services (see box 10.2) with a large group of people with highly diverse needs. That is, the varied and complex combinations of services that people with a disability need do not lend themselves easily to a simple supply model. This has been compounded by the conditions under which the disability sector has emerged, including binding resource constraints and the constant changes to the sector. Lindsay (1996) argues that much of the sector has grown through specific advocacy actions resulting in ‘ad hoc programs’ that ‘respond to specific needs and demands without any consistent policy framework or philosophy’. 

Navigating the disability system is also made more difficult due its fragmented nature. As pointed out by Lindsay (1996), this fragmentation is partly a design feature of CSDTA and partly a consequence of the natural division in portfolio responsibility within government.

Fragmentation is not inherently bad, especially for service provision. Indeed, it can drive specialisation, variety and experimentation, as in markets for many mainstream goods and services. However, fragmentation of departments that fund and determine access to disability services increases the general complexity of the system and can blur the boundaries of responsibility and accountability, resulting in both duplication and holes in service provision. It also increases the number of ‘entry points’ and ‘check points’ that people must discover and traverse in order to access services. 

Advocacy groups, support groups and other networks have been an important response to this. Among other things, they provide information and advice to people with disabilities, help people engage with the system and contest unfair decisions and highlight gaps or other problems to service providers and government agencies.

How can the transaction costs incurred by individuals be lowered?

The central design features of the NDIS proposed in this report should significantly reduce transaction costs for people accessing the scheme in three key areas:

· increased funding will reduce the search costs caused by rationing

· the consumer choice model (both self-directed funding and choice of package) will make it easier for people to trade off one type of support against another in order to secure the bundle of goods and services most appropriate for them

· the assessment process will provide a single entry point for many of the support services and equipment that people with a disability need and a clear path for determining eligibility and entitlement (chapter 7).

However, it is important to note that the NDIS cannot be a complete ‘one-stop-shop’ that facilitates the full range of government services that people with a disability are eligible for (for example, income support through Centrelink, the provision of public housing, education etc). While there are no perfect remedies for this, there are several ways of ways of reducing other transaction costs by making information flow more effectively.

Providing information portals to consumers
One way to do this is through the systematic compilation of information about service providers, into a single searchable database. While most state and territory government offer some form of this, their quality and usefulness is varied. There is merit in substantially enhancing these facilities in the short term, and for the NDIA to provide a nation wide facility following implementation of the NDIS. Ideally, a service provider database should:

· be easy to find and use, particularly in terms of searches for type and location of service. It should also include both advocacy and relevant mainstream services in its search results

· be comprehensive, up to date and link to an accurate description of the services offered

· indicate excess capacity or anticipated waiting lists for particular suppliers

· reveal prices

· be compliant with best practice in accessibility

· link to standardised measures of performance and quality (developing such measures is not straightforward and is likely to be an ongoing task. This is discussed in section 10.3)

· provide contact information on advocacy groups and DSOs that can help them get the services they need (discussed further below)

· provide information about community groups and facilities as well as other mainstream businesses that are designed to cater for people with a disability.

The Care Quality Commission and the Shop4support website in the UK provides a useful example of how an online resource can offer the kind of functionality described above. The latter also offers a number of other useful features, like the ability to directly purchase services (similar to E-Bay), and create and manage service plans. As noted by the Community Affairs References Committee (Senate 2011), many people with a disability have difficulty accessing the internet. As internet usage becomes more ubiquitous, and hardware and software technology continues to develop to make it more accessible for people with a disability, the issue should gradually decline. Nevertheless, it will be important for the NDIS to ensure that effective non-web based information service exist in order provide information about the service system (such as call centres and face to face services).

While this would improve the transmission of information about service providers, most people entering the disability system will need personal advice and information at some point in their life. This may be about what services exist, how to put an assessment plan into practice given the local resources, what other programs they may be eligible for (through other government agencies) and what administrative steps are needed to accomplish this. For this reason, a well-resourced and appropriately designed coordination support service will play a key role in lowering the burden on people seeking disability services (box 10.5). To some extent, this already occurs through case managers, though the access and effectiveness of this is uneven. Depending on the jurisdiction, type of disability and how it was acquired, people may be allocated: no case manager despite the need for one (sub 255, attachment 1, p. 24); several case managers when only one is desired (sub. 251, p. 4), or one case manager but with inadequate access (sub. 11, p. 7).
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Calls for supported decision making

	Each family needs a case manager who can guide people through the maze of options available. We are in shock when we are first confronted with disability. We are not thinking clearly. We need clear appropriate guidance to all possible services we may require. (Sandy Findlay, sub. 193, p. 1) 

It is the usual experience of children with disability and families that negotiating the service system is fairly random. If they are fortunate, families may access effective case management or come into contact with someone who has a thorough knowledge of the service system. It is commonplace however that families just stumble upon services … how do you a provide a road map to the jungle? (Children with Disability Australia, sub. 532, p. 9)

We believe that there would be little value providing financial support to people to access care without also providing support coordination. (Care Connect, sub. 407, p. 5)

The RCH supports a scheme design that includes. … A community based case manager to help locate, access and coordinate services. Families generally have no experience in navigating the service system and are in urgent need of support and linkage to appropriate services. (Royal Children’s Hospital, sub. 405, p. 2)

The scheme should also recognise that the introduction of choice and control requires an investment in information, resources and advocacy to ensure people with a disability, their families and carers are provided with the tools they need to make informed choices. The scheme should recognise that some individuals will require greater support to plan and exercise choice than others … The scheme should provide a range of choices to individuals – from complete self management to a brokerage system in which individuals would be responsible for planning but not direct purchasing. (National Carers Alliance, sub. 413, p. 7)

… supported decision making should be an integral part of the process of identifying support needs and responses to those support needs … The level of decision making support required will be different for each person with a disability. Providing funding for supports on an individualised basis will enable and support greater choice for people with a disability but in some cases, the person will require support to make informed choices. All people with a disability need portability of funding to enable them to exercise choice about and to change support providers and individual disability support workers. (Scope, sub. 432, p. 19)

	

	


The proposed NDIS offers the opportunity to implement a better resourced and better focused version of case management. Currently, case managers often dedicate significant amounts of time and energy to determining the eligibility of their clients to different programs and securing funding. As this would be completed in the assessment phase of the proposed NDIS, their role would appropriately be redirected to: providing their clients with the information needed to make informed decisions; assist in planning; see those decisions eventuate in the delivery of a disability goods and services; muster any community supports; and to monitor their effect on the client over time. In that sense, the model of a ‘local area coordinator’, as used in Western Australia, may be the best form of case management. Additional key aspects of local care coordination under the proposed scheme include:

· accountability for the welfare of the client. While many people may be involved in bringing a support plan into fruition (for example a panel may be involved in arriving at and approving a support package), there should be one clearly defined person with ultimate responsibility to ensure that clients are receiving the supports they are eligible for, that support services are of an adequate quality, and to monitor their wellbeing over time

· clearly demarcated work responsibilities. In particular, local area coordinators should be able to lay a clear pathway for clients to acquire the support they need. This includes through the NDIS itself, as well as advising clients on supports available through other government agencies (for example State and Territory education departments), who to contact and how to go about securing them. However, some administrative requirements would still be undertaken by the clients themselves, or they would contract these to DSOs out of their individual budget (DSOs), or seek to buy packages of support from service providers

· tailored support according to the needs of the client. The level of involvement by a local area coordinator should take account of the preferences of the person with disability, his or her capabilities, the complexity of services needed, and the risks (both to the person, any carers and to public monies). It will often need to evolve over time, reflecting changes in people’s life circumstances and capabilities. Assistance will often need to be most intensive when people first enter the disability system, and at key transition points in their lives. 

· some degree of specialisation, in particular, knowledge about disability services and community resources within a particular geographical area. Beyond this, there are benefits in specialisation, in terms of the life cycle (such as early childhood, transitions out of school and the family home, and retirement); the nature of the disability (intellectual disability, physical disability and mental health); particular community groups with distinctive needs (such as Indigenous people with disability or people from a non-English speaking background). Such specialisation will only be feasible where the potential population of clients is large enough

· a capacity to interface between clients, allied health professionals and service providers to ensure effective communication. Local area coordinators are well placed to assist in the first instance when disputes and misunderstandings arise between clients and service providers
· the application of knowledge of local government and non-government providers, community resources and family resources to provide flexible and creative ways of meeting clients needs

· providing accountability checks where self-directed funding is involved and where people employ family members and other people not attached to a service provider.

DSOs, acting as a compliment to local area coordinators, are also likely to reduce the strain from assembling and package of supports and improve outcomes for people with a disability who need additional assistance. These intermediaries can assist people by:

· providing brokerage services that contact service providers and construct a package of support on behalf of (and in consultation with) the person with a disability

· providing long-term, whole-of-life personal planning for those who need more wide ranging, intensive or iterative assistance with planning in order to achieve more personal aspects of well-being such as their relationships, aspirations and achievements, employment, financial security as well as succession planning. (Indeed, the Community Affairs References Committee (Senate 2011) highlights in detail the importance and complexity of succession planning for when parents of people with a disability are no longer able assist with care or decision making.)

· providing ad-hoc support and capacity building (such as NDIS information sessions or life-skill workshops)

· undertaking administrative tasks associated with self-directed funding, such as record keeping and tax and worker’s compensation matters.

Finally some people may feel daunted by the system generally, not confident to express what they want directly or complain to service providers (when there is an issues with service provision) or local area coordinators (for example when the assessment process has turned out to be inadequate to meet their support needs). For such people, it will be important for individual advocacy services to continue to play a role in conjunction with the NDIS (this is further discussed in section 10. 4).

Recommendation 10.1

The NDIA should support consumer decision-making by providing:

· a centralised internet database of service providers that indicates the ranges of products and services, price, availability and links to measures of performance and quality

· well resourced and effective provision of advice and information to clients, as well as monitoring of their wellbeing, through local area coordinators. These services should be graduated in terms of the needs of the client and concentrated at key points, such as when entering the disability system or important transition periods

· funding for disability support organisations, on an individual basis according to assessed need, to provide additional assistance with brokerage, planning and administration.

Easing the burden of providing and sharing necessary information

While assessment will reduce the need for multiple applications to determine eligibility, service providers still need to be provided with details about their clients in order to meet their needs effectively. Similarly, people will still be required to communicate their needs, what they have received and the outcome it has had on them, as well as reveal any changes in their circumstances to multiple different parties. In addition, there will still be instances when paperwork will be required to match people with appropriate goods or services, for example when replacing a major appliance or seeking supported accommodation.

One way to reduce the costs associated with these activities is through allowing for the electronic submission of all forms and applications (although traditional avenues should also still be available). This is already a feature of some schemes
 and is a low cost way of reducing the impost associated with paperwork, as well as potentially increasing the speed that paperwork is processed.

However, decreasing the current level of administrative duplication requires a greater capacity to share information between different parties, rather than having to provide it to each individually. The idea that the NDIA should create a shared electronic record that service providers (and potentially other government departments) could access — instead of people having to continually fill out forms containing similar information — was widely supported both prior to, and in response to the draft report (for example, sub. 267, p. 4; sub. 181, p. 1; and sub. 9, p. 2; sub. DR968, p. 2; sub. DR932, p. 16; sub. DR800, p. 21). This would substantially reduce the paperwork involved in securing services offered under the NDIS (such as attendant care, respite, transportation etc). Over time, there is also the potential scope to develop linkages with other government agencies (such as Centrelink) whereby required information relating to someone’s disability could also be accessed (with the individual’s permission).

In addition to the substantial benefits associated with reducing the administrative burden placed on people with a disability and their families, a shared electronic record and central database would also have a number of other broad long-term benefits, including:

· greater continuity of care. For example, when there are staff changes (such as a new attendant carer) or movement from one service provider to another, an electronic record (with appropriate privacy safeguards) is an effective way of communicating essential information about support needs 

· portability of entitlements. Barriers to geographical mobility for people with a disability would be greatly reduced if there was an electronic record of each client’s assessed need and financial entitlement applicable throughout Australia

· improved communication and collaboration between allied health professionals and service providers, and better coordination of care

· ease of billing. With appropriate IT infrastructure linking service providers to the NDIA, the electronic record could also house information about purchases made by people with a disability and expedite payment to service providers (for example something like HICAPS). It would also be useful to ensure that the services provided by specialist disability agencies and the prices they charged, were appropriate

· aggregate scheme monitoring and facilitating greater understanding of the costs of meeting the needs of people with disability. The ability to interrogate a central database (but still in a way that strictly protects privacy) could provide rich comparative analysis about the costs of different types of disability and the payoff to certain types of interventions (such as early childhood, or home modification rather than attendant care) in terms of future liabilities. It would also greatly improve the ability to anticipate and plan for changes in the overall cost of maintaining a NDIS (chapter 12)

· the ability to evaluate the effectiveness of therapies, treatments and aids and appliances based on systematic statistical data.
Expenditure by people managing their own entitlement under self-directed funding would not be recorded in detail on the record at the point of sale (because that would defeat the purpose of self-directed funding and be practically unfeasible). However, their expenditure would still be monitored through acquittal requirements (Such requirements would probably be more comprehensive as people first took up self-directed funding and would decline as they demonstrated proficiency in managing their funds).

The benefits of a shared electronic record, and the system required to deliver them, bear a close resemblance to the Personally Controlled Electronic Health Record (PCEHR) in the Australian Government’s E-health strategy. The Australian Government committed $466 million to developing PCEHRs in 2010-11, has released a Draft Concept of Operations describing how PCEHRs will work (NEHTA 2011) and begun trials across Australia. As many of the challenges involved in this task are relevant (to varying extents) to establishing a electronic disability record (see box 10.6), the experience garnered will be invaluable to the NDIS. 
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Challenges involved in implementing PCEHRs

	Many of the challenges involved in implementing PCEHRs will also affect (to varying extents) attempts to establish a electronic disability record. These include:

· the difficulty involved in finding solutions to some problems. Foremost amongst these are privacy and security issues, how to standardise the data that is input into the system and how to uniquely identify providers and people within the system

· the difficulty involved in coming to an agreement. There has been substantial growth in the use of IT and E-health technologies across Australia. However the technologies employed have not been coordinated between state health departments or within states (between GPs, specialists and hospitals), resulting in discrete, incompatible information systems.
 Transitioning from this situation to a unified system requires an agreement as to what the platform should look like — either picking a winner from existing platforms or designing a new one. As the transition from existing systems will be difficult, costly and potentially risky to patients, reaching such an agreement is not straightforward

· high set-up costs. In addition to the direct costs, such as hardware, software and training, there are also costs in finding solutions to problems and reaching an agreement about how to transition to a coordinated system. These costs involve consultation, research and pilots.

	

	


This raises the question as to what level of linkage or interaction there should be between the two records. Clearly, it is essential that the electronic disability record should be designed such that it can easily incorporate information from the PCEHR relevant to care and support (and where consent has also been given by the person with a disability). However, there are a number of differences that suggest it is appropriate for the NDIA to independently develop and house an electronic record

· There are important functional differences. 

· In particular, the electronic record will assist core functions of the NDIA, such as: facilitating the financial sustainability of the scheme; building evidence about the effectiveness and cost effectiveness of different services and interventions (chapter 13); helping local area coordinators to monitor the welfare of their clients; and ensuring that appropriate and high quality services are being delivered (section 10.3).

· The database would be much smaller and more manageable, as its population would include only those eligible for tier three of the NDIS (as opposed to all Australians) and the disability industry is much smaller than the health sector. Also, the types of information recorded in the electronic disability record would tend to be simpler than the type of technical data required for clinical diagnosis and treatment. This would include things like: simple personal details; assessed need; services required, received and the prices paid; client outcomes and other additional notes.

· As technological legacy issues are likely to be less of a barrier, there is useful opportunity to develop a universal framework for the electronic record that is appropriate for the disability sector and can evolve according to changing needs.  One option would be to develop a simple and secure web service accessible from any computer or mobile device (similar to current internet banking practices). The NDIS will be accompanied by an expansion of service provision, which allows new entrants to be given receive consistent advice about technological requirements and processes associated with the record. This is complemented by the relatively low use of E-health type technology in the disability sector, reducing the extent of disruptions caused by changes to IT systems or existing practises.

As with, PCEHR, the electronic disability record will require careful and clearly articulated privacy protocols, which should be developed in consultation with the Australian Privacy Commissioner. One important facet of this would be differing levels of access. For example, service providers would only have access to a specified range of information, with active consent from the client. Similarly, accesses to the record by different services providers could potentially be ‘layered’ according to needs or preference of the client. In some cases, a person might not want a provider to have access to the record at all, and in that case, the person would have to provide the required information to service providers in the traditional way. Similarly, protocols will also need to be established for entering data onto the record (privacy issues are discussed further in chapter 12).

Recommendation 10.2

The Australian Government should, with privacy safeguards, fund and develop a national system for a shared electronic record of the relevant details of NDIA participants, including assessed need, service entitlements, use and cost of specialist disability services, outcomes and other key data items. 

Supply side transaction costs

In an ordinary market, consumers and producers directly communicate what they want, what they can offer and how satisfied they are with each other. However, in the disability market this exchange is largely filtered through government agencies. These agencies tell consumers what they can have and producers what they should offer, and are then tasked with monitoring the output, consumption and satisfaction of both parties. This requires prescription and subsequent monitoring of prices, quantity and quality, through the intensive use of contracts, regulation, standards, self-reporting and audits. As a result, producers face administration costs associated with:

· reaching an agreement about price and quantity and then securing funding (such as forming contracts and applying for grants)

· demonstrating compliance with regulations, standards, quality assurance frameworks and financial reporting.

Several participants have expressed concern at the cost of overheads, administration fees and management fees associated with the current system (Suzanne Sutton, sub. 19, p. 2; Physical Disability Australia, sub. 543, p. 11, National Federation of Parents, Families and Carer, sub. DR656, p. 2). However it is not clear whether this is indicative of regulatory burden, poor administrative practices, inefficiencies arising from contractual arrangements like block funding (see section 10.4), cross subsidisation when individual funding entitlements are pooled by service providers
, or simply an inherent feature arising from the complexity of service delivery in the sector.

A survey of NSW non-government community service organisations (including disability service providers) suggested several concerns with funding arrangements including: short funding cycles, multiple and incompatible reporting requirements for government funding programs and funding body reporting requirements constantly changing (Hilferty et al 2010).

Similarly, several service providers have pointed to inefficiencies arising from inconsistencies in tendering processes, contractual and reporting requirements and acquittals process:

Each tender is specific and different from every other tender — with different criteria and demands. … every government department, including ADHC has a different funding agreement or contract with different accountability requirements. This creates issues in terms of multiple reporting. … the acquittals process is complex and inconsistent among programs. (Anglicare, sub. 270, p. 20)

the requirement to report to local, State/Territory and federal government in respect of different programmes and their associated funding schemes is time consuming, administratively burdensome and arguably of limited value. (ACT Community Sector Collaborative Group, sub. DR894, p. 10)

As the proposed NDIS would reduce the role of government in deciding what would be purchased and how much, the nature of these costs would change, though it is not clear by how much. In some instances, they would probably fall. For example, providers could often avoid the onerous reporting conditions and acquittal procedures associated with grant applications and contracts with multiple funding bodies. Instead, providers would bill the client themselves, or the NDIS, on a per service use basis (as is the common practice under Medicare arrangements). Moreover the Australian Government is currently considering the adoption of standard business reporting for the not-for-profit sector to reduce regulatory burden. This should make reporting of any required financial information to the NDIA easier and less costly.

However, some participants have suggested that consumer choice models (such as self-directed funding) may impose additional costs on providers, and generate additional cash flow management issues (NDS, 2009). That would depend on how the NDIS implemented self-directed funding and on adaptations by existing service providers as the supply model moved away from its current centrally coordinated form. Notably, the costs involved in managing customer accounts are both unexceptional and entirely manageable in other sectors of the economy. As many service providers are unfamiliar with this business model, the costs incurred transitioning to the new model are likely to be significant, though the gradual implementation of the proposed scheme should prevent these costs from being overly disruptive.

Compliance with current regulations and requirements about the quality of services can also represent a large cost to service providers, particularly to smaller ones. On the other hand, such quality assurance measures serve an important role in mitigating the risk of harm to consumers. The following section explores this issue in more detail.
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Safeguarding quality

There are strong grounds for government to play a role in promoting safe and high quality disability support services, due to the vulnerability of some people with a disability. This vulnerability increases the risk of harm (under current arrangements and under the proposed NDIS), and arises in a number of ways:

· important decisions are often made in times of intense stress and it can be difficult to get good information

· there can be a power imbalance between providers and people with a disability, due to their reliance on uninterrupted provision of care and support

· people with an intellectual disability may have a diminished capacity to make informed rational decisions that serve their best interest and may have a limited ability or confidence to express any inadequacy in the services they are receiving 

· support is often delivered in private settings, such as people’s homes or group homes, where inadequacies are less likely to be detected by others

· bad experiences with service providers or within society more generally may have an adverse impact on the confidence of people with a disability to demand high quality services or complain when their expectations are not met.

This increases the risks that people with a disability could be subject to unscrupulous or criminal behaviour (such as disrespectful or dishonest treatment, or physical, sexual or psychological abuse) or poor service practices (which, among other things, can result in neglect and deprivation, such as inadequate meals, bathing, cleaning, unfulfilling activities and ignoring the wishes of the client themselves). There are two basic strategies to address this:

· the government could set rules that service providers must obey, such as through legislation, standards or funding agreements. Government would then be tasked with monitoring compliance with these rules, and addressing breaches through alerting providers and offering advice on how to achieve compliance, or if that fails, through punitive measures such as the removal of that specialist provider from the approved list (tantamount to withdrawing their funding)

· the NDIA and DSOs could help people to make informed choices and purchases by providing information, advice and support. This effectively empowers people with a disability themselves to both discipline and reward service providers through their consumption decisions. In turn, this facilitates greater responsiveness to consumers amongst service providers and competition to deliver better quality.

A good quality assurance framework should provide a combination of these. However, shortages and lack of consumer choice means that much of the disability sector currently relies almost totally on the first strategy. The following section provides a brief overview of the current approaches to regulation in the disability sector.

Current approaches to quality assurance

Ensuring that suppliers consistently deliver an acceptable standard of quality is relatively straightforward for physical goods, such as aids and appliances. These goods will often be subject to broad industry standards (such as for electrical goods). In addition, products deemed to be ‘therapeutic goods’
 are subject to the quality, safety and performance requirements of the Therapeutic Goods Act. Before a therapeutic good can be sold in Australia, it must be assessed against these standards by the Therapeutic Goods Administration and entered into the Australian Register of Therapeutic Goods. This appears to be a reasonably effective regulatory regime, although some participants have called for more vigorous enforcement of TGA requirements (sub. 477, p. 13; sub. 348, p. 3; sub. 265, p. 2). 

It is considerably more difficult to observe and enforce quality standards in the provision of disability services, due to their intangible and highly varied and personalised nature. 

Service providers are subject to various (Commonwealth, state and territory) regulatory and statutory provisions in areas such as home and community care, occupational health and safety and building codes. However, state and territory governments mainly regulate service delivery through their respective disability laws (with the exception of disability employment services, which are subject to the Commonwealth Disability Services Act 1986). The scope of legislation varies widely, with some Acts as short as seven pages (South Australia) and others over 200 (Victoria). Most include requirements for dealing with complaints. Some have more detailed prescriptions relating to the provision of services, such as:

· requirements for criminal history screening (Queensland)

· enactment of certain monitoring bodies (such as community visitors and the office of the senior practitioner in Victoria)

· specific laws relating to service provision (such as the provisions for residential disability services in Victoria). 

Most importantly, legislation confers power on the relevant disability authority (a government department in all cases except for Western Australia, where it is a Commission), to implement a quality assurance framework for the disability services industry. Some Acts stipulate this explicitly (Victoria and Queensland). In other jurisdictions, it is implicitly enabled through the power granted to state and territory bodies to fund and regulate service provision, subject to the principles and objectives of the relevant Act.

There is a basic level of consistency in the approach to quality assurance, which is driven by the common origin of the underlying service standards. The first Commonwealth State Disability Agreement outlined eight minimum National Disability Service Standards (box 10.7) aimed at guiding service delivery practices and ensuring a basic level of quality was maintained amongst service providers. (developed in 1992 and implemented in 1993). The National Quality Framework Working Group is currently updating the National Disability Service Standards (NDSS) in order to better reflect contemporary organisational practices, modernise the language and concepts, emphasise outcomes for service users and address gaps identified by the states and territories.

The NDSS forms the basic guide to the standards that are actually implemented at a state and territory level. While some jurisdictions (such as the Australian Capital Territory and Western Australia) have implemented standards closely resembling the NDSS, others have interpreted, elaborated on and supplemented the NDSS in various ways over time. In either case, the standards essentially articulate the objectives of service delivery, while the associated supporting standards (sometimes referred to as performance indictors) tend to reference systems or processes that aspire to certain consumer outcomes or accord with principles of good management and social justice. For example, self-assessment forms commonly direct service providers to demonstrate evidence that their business practices and policies meet objectives such as: tailoring services to individual needs and aspirations; maximising their clients’ participation in decision-making processes; and encouraging staff, clients and stakeholders to provide feedback, including complaints.
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National Disability Service Standards

	The National Disability Service Standards listed below are each accompanied by detailed supported standards. For example, supporting standards for service access include that agencies have developed written entry and exit policies, that these are accessible by potential and current consumers and are implemented in practice (supporting standards 1.1, 1.2 and 1.3 respectively).

Standard 1 Service access

· Each consumer seeking a service has access to a service on the basis of relative need and available resources.

Standard 2 Individual needs

· Each person with a disability receives a service which is designed to meet, in the least restrictive way, his or her individual needs and personal goals.

Standard 3 Decision making and choice

· Each person with a disability has the opportunity to participate as fully as possible in making decisions about the events and activities of his or her daily life in relation to the services he or she receives.

Standard 4 Privacy, dignity and confidentiality

· Each consumer’s right to privacy, dignity and confidentiality in all aspects of his or her life is recognised and respected.

Standard 5 Participation and integration

· Each person with a disability is supported and encouraged to participate and be involved in the life of the community.

Standard 6 Valued status

· Each person with a disability has the opportunity to develop and maintain skills and to participate in activities that enable him or her to achieve valued roles in the community.

Standard 7 Complaints and disputes

· Each consumer is free to raise and have resolved, any complaints or disputes he or she may have regarding the agency or the service.

Standard 8 Service management

· Each agency adopts sound management practices which maximise outcomes for consumers.

	

	


Compliance regimes typically involve a combination of self-assessment by the providers and external audit. In large part, self-assessment is geared towards compliance with service standards (as articulated by the state or territory government department). However, some jurisdictions also incorporate other elements, such as compliance with broader legislative obligations (such as in NSW) and plans for continuous improvement (such as in Queensland). There are large variations in the comprehensiveness of self-assessment processes, ranging from around 20 pages (Western Australia) to around 260 pages (Victoria). Self-assessment is required on an annual basis in a number of states (Victoria, Queensland, Western Australia) and every three years in New South Wales
 and South Australia. This is accompanied by external auditing, which occurs every year in Queensland, every two years in Victoria and every three in New South Wales, Western Australia and South Australia. With the exception of New South Wales, auditing is conducted independently from the disability authority.

Lessons for an NDIS

Current approaches to quality assurance partly reflect the system in which it is embedded, whereby there are few alternatives to government taking a lead role in promoting service quality. This is due to:

· a traditional agency-based model of service provision, in which government and service providers are typically the contracting parties and principal choice makers. Thus, for a large portion of the disability services sector, competition in service quality is primarily expressed through meeting government requirements (self-assessment, auditing, competitive tendering) rather than through directly attracting clients

· the limited capacity for people with disability to discipline poor performing suppliers by taking their business elsewhere. This is partly a function of underfunding, but is also due to poor publicly disclosed information about the existence or quality of alternative service providers as well as the difficulty and uncertainty involved in securing alternative support
· paternalistic assumptions about the capacity for people with disability or their proxies to limit risks themselves and to gauge quality. Many people would have that capacity if given the right information, and while people with severe intellectual disability or profound mental health problems may be unable to make fully informed judgments, that will typically not be true for people acting on their behalf (such as their parents or guardians).

The NDIS will give people with disability the capacity to make most choices themselves (through the various tiers of consumer choice described in chapter 8), and with an additional level of funding and support that will make choice a realistic option. This provides a powerful driver of quality in addition to regulatory measures. Consumers have a strong personal interest in the quality of goods and services they receive, can observe actual quality first hand (rather than through an audit, for example) and are able to change providers if they are dissatisfied. This directly links service provider’s viability with their capacity to satisfy consumers’ needs, rather than their ability to fulfil the administrative requirements issued by their funding body. In conjunction with measures to promote robust competition and targeted consumer protection mechanisms, this represents a powerful incentive to deliver high value and high quality goods and services.

However, realising the gains from increased consumer choice will neither be automatic, nor immediate. While many participants in this inquiry are clearly well-equipped to make good informed decisions about the support services they wish to use, to demand high quality services and to complain or switch providers when their expectations are not met (if given the opportunity to do so), this will not be the case for all. As discussed above, the vulnerability of many people with a disability increases the risks of harm or poor outcomes, even when consumer choice is greatly enhanced under the NDIS.

As such, both service providers and consumers will require assistance in ensuring that a more market-based system can deliver good outcomes (as well preventing bad outcomes). Many people with a disability have had little choice available to them in the past and will require support in adjusting to the new scheme. As such, a public education campaign should accompany the introduction of the scheme, including how to seek help, people’s rights as consumers and how to make complaints. Direct assistance will also be provided to people with a disability through better advice and support from local area coordinators. This will help consumers make well informed choices, as well as better understanding their rights, how to exercise them and be more aware of the standard of support they should expect from service providers. NDIS clients will also be allowed to use their entitlement to purchase additional support from DSOs if they wish (chapter 9) to assist with administrative requirements, as service brokers or for assistance with long-term planning. The national online database of service providers will be a valuable source of information to clients of the NDIS, and to the local area coordinators and the DSOs assisting them.

Exercising choice will also sometimes mean switching providers when clients are not satisfied with them. This can be difficult for people with a disability and can represent a major disruption to their life if the transition is not handled smoothly. Local area coordinators and DSOs will be an important source of support at such times.

As noted by Novita (sub. DR936, p. 10), it will take time for a competitive and responsive market for disability support services to emerge and additional support may be required in order to minimise the disruption to services providers and their client during the transition. In particular, the NDIA should provide assistance to service providers as they transition from a block-funded system to one based on individual payments and consumer choice. This may include:

· assistance establishing payment systems that interface easily with NDIA

· advice on governance structures or expectations about standards and how to best meet them as well as industry best practice in service delivery

· support in implementing software associated with the electronic disability record

· the NDIA should also contribute to innovation in service quality in the disability sector through an innovation fund that service providers could access on a competitive basis (this is discussed further in section 10.4).

In addition to empowering consumers through support and information, it will also be vital to make sure there are adequate protections in place to minimise the risks of things going wrong. This will be an ongoing task, but will be particularly important in their early stages of the scheme as the market grows and changes in structure. As such, quality assurance within the NDIS should include a rigorous provider approval processes, certification against standards, specific regulation in high-risk areas such as restrictive practices, an effective monitoring and compliance regime and a continued role for individual and systemic advocacy.

Approving specialist providers

As a pre-requisite to applying for funding, service providers are currently required to seek approval from the government agency overseeing disability services in their state or territory. This is aimed at ensuring that services providers eligible for funding are legitimate enterprises and have the basic corporate and functional capacity to deliver disability services. In concert with state and territory government agencies, and drawing from their experience with this process, the NDIA should develop its own approval process.

This should include ensuring that service providers:

· have appropriate corporate governance structures

· have appropriately experienced management and qualified staff

· have the essential financial capability

· are fully aware of service standards and how to meet them. Where appropriate policies and plans should meet specific standards (for example in relation to privacy and confidentiality, and complaints and disputes)

· are fully aware of any other legislative requirement specific to the type of services they are delivering (such as OH&S and building codes)

· understand their duty of care and have developed appropriate risk management strategies

· have necessary IT and software to access and update (where necessary) the electronic disability record and understand the protocols governing its use.

This should be streamlined for existing service providers approved within the jurisdiction they operate. Where the existing approval process includes all of the above elements, such providers should be automatically approved. The approval process should also be shorter for specific types of applicants — for example, people who are looking after family members, or are freelance attendant carers. It will be important for the NDIA to conduct basic background checks (such as criminal history checks) of such applicants. However, many of the requirements that a large organisation will be subject to, would not be relevant to individuals (for example having an induction policy for the executive officers of the governing body of the organisation), and would pose compliance costs that would frustrate much needed flexibility (chapter 8).

In the early stages of the scheme, significant resources may be required to ensure that approval processes are efficient and effective in order to reduce the risks of bottlenecks or premature approval of service providers.

The role of standards

Well designed standards can provide practical guidance about good management, accountability and customer service, which may be especially useful to smaller operators. Also with an effective monitoring and enforcement regime, standards improve service providers’ incentives to provide high quality supports. If standards are known and clear to consumers they can provide a reasonable service expectation for consumers and empower them to complain when this is not met. In short, standards should continue to play a role in promoting the quality of service provision under and NDIS.

However, as highlighted by the recent reports by the Disability Studies and Research Centre (2011) and the Standing Committee on Social Issues NSW (2011), there are a number of shortcomings of the existing standards, including:

· limited awareness or understanding of the standards among people with a disability

· differing interpretations of the standards by consumers, funding bodies and service providers

· inconsistency among jurisdictions

· ineffective monitoring and enforcement of standards.

The design of the standards themselves is central to addressing these issues — in particular, developing standards that are commonly understood and can be objectively observed. Without general agreement among producers and consumers about the interpretation of standards, and a competent third party that can reasonably assess whether a breach has occurred, the capacity for standards to serve a useful regulatory function is significantly weakened. Achieving coherent, well understood and enforceable standards in practice is made more difficult in the disability sector than other areas because:

· many services are highly varied and need to be tailored to the needs and unique circumstances of people with a disability. Standards that are overly prescriptive about process may reduce, rather than increase, how appropriate services are for some people

· some standards (particularly the supporting standards underlying participation and integration, as well as valued status standards
) are partly aspirational, rather than describing a minimum benchmark. These aspirations are important. Where possible, they should: feature within the assessment processes; modelling by the NDIA of outcomes and publication of the performance of providers; and be supported by broader community initiatives (chapter 4). However, for there to be useful standards in this area they would have to: (a) clearly identify the threshold for compliance and (b) avoid over-emphasising visible indicators of compliance (such as a membership card to a club) at the expense of more intangible but valuable outcomes (such as developing real social networks). This may be difficult to achieve in practice.

As funding moves towards a national basis, a single set of national standards and an associated accreditation process should be developed to provide greater national consistency in service quality and to facilitate equivalent treatment of service providers across jurisdictions. These standards should be complete rather than augmented on a state-by-state basis — essentially replacing state and territory equivalents for the purposes of the NDIS. A period of mutual recognition of state and national accreditation would be required to minimise the transitional impact on service providers.

These standards could be developed by the National Quality Framework Working Group. Alternatively, the NDIA could request Standards Australia to design the national standards as well as seek input from other peak bodies such as the Attendant Care Industry Association (sub. DR642). In either case, development of standards should consult with service providers, advocacy groups and consumers, as well as drawing upon the jurisdictional experience from evaluating the effectiveness of existing regimes. To maximise the effectiveness of the disability standards they should:

· define the minimum standard of service quality that forms the basis for ongoing funding under NDIS

· be as simple and concise as possible so that

· industry actually uses them and to reduce compliance burdens, noting that more onerous compliance burdens for industry will result in fewer services to people with disability. For that reason, it will be important for the broad industry impact of any standards to be factored into their construction and ongoing evaluation. While standards should evolve with changing industry practices and philosophical shifts, this should not mean the accumulation (rather than consolidation) of standards. That would result in an ever increasing burden on service providers in demonstrating their compliance

· consumers can realistically interpret what compliance with a standard would actually mean for service quality

· the NDIA can cost effectively assess compliance. Overly complex standards potentially undermine the capacity for effective oversight, and therefore the main objectives of the quality assurance system in first place

· be supported by an effective compliance regime (discussed below).

Developing practical and effective standards is not straightforward, and is likely to be an iterative process as industry structure and practice evolves under the NDIS. For this reason, there is also value is considering international experience with consumer choice based disability systems, such as the UK, which has recently updated the Essential Standards that care providers must maintain in order to be eligible for funding.

Restrictive practices

For a very small proportion of people with severe intellectual disabilities (and often co-morbidity with mental illness) who display challenging behaviours that have a high risk of harm to themselves or others, at times it will be in their best interest (and that of their carers or others around them) for restrictive practices to be used. These practices include containment (preventing free exit from a service provider premises) seclusion (solitary physical confinement), chemical restraint (involving the prescription of a pharmaceutical for reasons other than a medical condition) mechanical restraint (any device that restricts movement – typically used only in very rare occasions, Office of the Public Advocate 2010) and physical restraint. Restrictive practices are used in response to a number of different challenging behaviours ranging from not understanding the risk of injury from traffic (which might require locking the gate to a front yard) to a history of assault (which might require supervision and occasional physical restraint or seclusion).

Restrictive practices raise complex issues about the rights of individuals to basic human freedoms and some participants have raised strong objections to their use on these grounds (Australian Federation of Disability Organisations, sub. DR982). In contrast, the Victorian Office of the Public Advocate argues that under certain circumstances it is ‘necessary to limit a person’s rights due to competing interests or for the protection of the community’ so long as the restriction meets specific criteria within the Charter for Human Rights and Responsibilities in that state (2010, p. 46). 

Challenging behaviours with a high risk of harm to others or self in some jurisdictions are currently managed by staff in residential facilities within a limited legal framework (in most cases legal frameworks are applicable only in relation to mental health) and with little clinical guidance or outside scrutiny. This risks improper use, overuse and abuse of restrictive practices and is likely to deliver poorer outcomes than a framework of independent oversight and regulation designed to minimise its use and promote alternatives.

As such, the NDIS should be accompanied by clear legal obligations on service providers regarding the use of restrictive practices in the disability sector. Specific ongoing monitoring measures will also be essential to ensure compliance (discussed below). In doing so, the knowledge and experience of state and territory government agencies should be drawn upon, with particular attention to the approach taken in Victoria. Similarly, drawing on the Victorian model, regulation of restrictive practices should include:

· a national Senior Practitioner within the Inspector General’s office with the necessary legal powers to oversee and regulate the use of restrictive practices

· that restrictive practices cannot be used unless a specific criteria is met, and that service providers must apply to the national Senior Practitioner for permission to use restrictive practices (except in an emergency)

· that the type of restrictive practices to be used are specified and are themselves part of a broader behaviour management plan. This plan should be submitted to national Senior Practitioner for review

· mandatory reporting of the use of restrictive practice and serious incidences to the national Senior Practitioner

· that the use of the restrictive practice be explained to the person with a disability and their guardian. Both should have a right to seek a review of the decision to include restrictive practices in a behavioural plan.

In devising regulatory guidelines for the use of restrictive practices, care also needs to be taken to avoid putting services providers in conflict with their duty of care to their own staff and occupational health and safety legislation.

Effective monitoring and oversight

Under the proposed scheme, both of the primary drivers of quality in the disability sector (regulatory oversight and market forces) are dependent on the quality of information available to consumers, services providers and the NDIA.

As welfare of people with disabilities is the primary motivation for industry oversight, consumer outcomes represent the most direct form of observing service quality, and should be a key feature of an NDIS quality assurance framework. Indeed, the trend towards greater emphasis on outcomes for people is increasingly a prominent feature of state and territory frameworks. 

Beyond this, oversight of service delivery should reflect the primary (and inter-related) regulatory objectives of protecting people from significant harm, helping people make good decisions and harnessing competitive market forces to promote quality service products. As such, monitoring effort should reflect the needs of the users of the information gathered and should pay particular attention:

· on areas where the risk of harm is highest

· where the value of the information to service providers and the NDIA is highest in terms of 

· identifying and remedying acute problems

· identifying and remedying systemic problems

· evaluating the effectiveness of certain types of services or rehabilitation techniques

· where monitoring provides a reliable signal to consumers and improves their ability to make informed decisions, as well as gives providers a strong incentive to compete in terms of service quality.

The extent to which these areas can be targeted effectively depends on the appropriateness of the monitoring system in place. The following sections examine this.

The role of self-assessment and auditing against service standards

Self-assessment requirements and periodic audits are currently a key monitoring strategy. While in some contexts this is a very attractive approach (such as self-assessment of taxable income), it also has several drawbacks that suggest it should not be the only strategy employed.

First, obtaining accurate and credible information about quality from service providers themselves is reliant on the capacity for effective verification. However, verifying self-assessments would often require direct observation of service delivery and frank interviews with service users. This means that the auditing process would tend to be expensive in order to be effective, particularly if standards are complex.

Second, the time used by providers and senior staff to complete self-assessment forms, gather the necessary supporting evidence and participate in any audit could be a source of significant cost burden. 

Third, in practice, self-assessment and auditing tends to focus on the existence (or non-existence) of documented policies and procedures, which are a poor proxy for quality of service. Compliant providers may actually deliver lower quality services (for example, nicely completed forms, but unempathic staff), and non-compliant ones may be more responsive and effective at meeting people’s actual needs. 

Fourth, burdensome self-assessment and auditing regimes may have anti-competitive effects, since they typically involve fixed costs that loom large for smaller providers offering niche service products. This undermines consumer choice and reduces the competitive pressure on providers to deliver high value and quality service products. 

For these reasons, once initial certification has been achieved, self assessment requirements should be concise and aimed at informing providers of their obligations (in terms of standards and other laws and regulation) and the explicit policy or procedures they must have in place to meet them. 

Auditing should remain a feature of the NDIS, and this form of monitoring would be particularly important in the early stages of the scheme as the market matures. However, as a competitive market emerges, frequent and intensive auditing will become a less cost-effective way to support service quality. Thus, over time, the NDIA should move towards a graduated auditing regime with a random component as well as a risk based targeted component that takes account of:

· the historical levels of compliance

· new information indicating a serious problem (such as a complaint or report of a serious incident)

· the risk profile of the consumer group or service type

· the size and scope of the operation.

Auditors would report to the Inspector General, whose statutory office would provide a degree of ‘arms length’ between assessment of service quality and funding pressures (chapter 9). As the NDIA itself would not be a service provider, the actual and perceived conflicts of interest posed by the dual role of government as supplier and regulator in the current disability system, would be largely eliminated.

While organisations should be subject to self-assessment and audits, where people with a disability hire individuals directly (for example within their self-directed funding budget), such measures would not be required (though they would still have  to undergo a basic approval process). Nevertheless, local area coordinators would still provider a degree of oversight and regular checks that appropriate care was being delivered. 

Other forms of oversight

In addition to self-assessment and auditing, there are numerous others sources of evidence that should be used to observe whether standards are being met, as well as providing other useful information about service quality to the NDIA, consumers and service providers themselves. These monitoring instruments currently have varied levels of implementation and effectiveness among jurisdictions.

Complaints mechanisms

Simply by buying services, consumers of disability services (and their families) can often monitor the quality of providers. However, where standards fall below an acceptable level, making a complaint can be difficult, particularly under current arrangements where consumers are disempowered by scarcity, lack of choice and support as well as insufficient independence in complaint processes in cases where government agencies are also service providers. 

Establishing an effective complaints mechanism will be an important feature of the quality assurance under the NDIS. This should be easily accessible and multi-tiered, with a formal process for reporting back to people on the outcome of complaints. Under the disability service standards, providers would continue to be required to demonstrate effective complaints policies and procedures. In addition, clients of NDIS could also make their complaints through their local area coordinator, or directly to the NDIA itself (chapter 9).

Consumers surveys

These are used periodically in a number of states to gauge satisfaction with service delivery (Victoria, Queensland, Western Australia and South Australia). These surveys are designed to deliver ‘big picture’ levels of satisfaction to different service types, rather than provide direct feedback on the quality of the service delivery of specific providers. Nevertheless, with appropriate sampling, careful targeting of questions, and surveying methods that protect the privacy of respondents, surveys such as these represent a cost effective way of obtaining information about the quality of service provision from those receiving it.
)

Advocacy

Both independent advocacy and systemic advocacy will continue to play an important role under the proposed NDIS. The independence of individual advocacy organisations will allow them to represent the interests of the most vulnerable people in the disability system, whose concerns may otherwise be overlooked (the issues surround funding and independence are discussed in section 10.4). Part of this role will entail helping people express concern or make a complaint about the quality of service provision, either to service providers themselves, or to local area coordinators as well as the NDIA directly. Beyond this, individual advocacy will also play an important role in ensuring that assessment processes properly recognise people’s needs, as well as providing a safeguard when dealing with DSOs and local area coordinators.

Similarly, systemic advocacy will play an important role in promoting system wide quality of service provision through: uncovering system failures; petitioning for widespread change; disseminating information of best practice to service providers; promoting public awareness of disability issues; and promoting the interests of particular groups such as CALD, indigenous and women with a disability.

State and territory statutory bodies

A number of other State and Territory statutory bodies offer support for people within the disability system including, Offices of Public Advocates, ombudsmen and disability commissioners. The responsibilities of these bodies are varied and typically extend beyond disability, including aged care, homelessness, the justice system, health as well the complexities of appointing guardians and administrators. Nevertheless, they also assist people with a disability by:

· facilitating communication and helping them understand their rights

· speaking for and negotiating on their behalf

· providing and alternative avenue of complaint

· investigating and seeking to resolve disputes

· making recommendation for operational and legislative change

· monitoring residential facilities through community visitor programs (discussed further below).

In addition to their broader responsibilities, these bodies should continue to play a role in assisting people with a disability (in both tier 2 and tier 3) under the proposed NDIS. As well as being an additional and independent source of support to people with a disability, their expertise and experience with local service provision makes them well placed to advise the NDIA on emerging issues in the disability sector. The extent of their role should evolve with emerging needs of people with a disability under the NDIS and should be determined and funded by the State and Territory Governments (with exception of the community visitor programs which may warrant additional funding under the NDIS).

Community Visitor Schemes

These operate in New South Wales (under the NSW Ombudsman), Victoria and Queensland (under the Office of the Public Advocate). The community visitors have specific legal powers to make unannounced visits to accommodation facilities, talk privately with residents or employees, inspect operational documents and report on the adequacy of services provided. In addition community visitors support the quality provision of service in a number of other ways:

· they can draw issues to the attention of service providers

· when serious issues are detected, they can instigate further investigation by the NSW Ombudsman, the Office of the People’s Advocate or police 

· in Victoria, the publication of the annual report provides information to consumers about ongoing issues with certain providers and to government about broader industry challenges and trends in service delivery.

Community visitors are a well targeted way of monitoring groups with particular vulnerability who receive care and support in situations where poor practices or outcomes are more likely to go undetected. The capacity for random inspection strengthens industry wide incentives to comply with service standards as well as other laws and regulations. As such, these schemes should be implemented in states where they do not currently exist under the appropriate state and territory statutory bodies, potentially with funding assistance from the NDIS. In doing so it is desirable to replicate features of the Victorian model, including the publication of annual reports and the use of volunteers.

Local area coordinators

As described above, these play a key role in periodically assessing the welfare of their clients (section 10.2). This role will be particularly important for those who choose to pay family members or partners to provide the majority of their attendant care (if this capacity is adopted following the trial proposed in chapter 8), where there would otherwise be little external oversight of their ongoing health and wellbeing.
Contact with other community members

Other members of the community, particularly health professionals, may sometimes become aware of evidence of inadequate care and support (for example repeated admission into hospital for bed sores or infections). In such cases, it will be important for them to have avenues to express concern to local area coordinators or directly to the NDIA itself.

What should the NDIA do when problems are detected?

The NDIA would have a range of potential responses to complaints or other evidence that there may be a problem with a service provider (that cannot be resolved by the client and service provider themselves, with the assistance of advocates or in mediation with local area coordinators). Initially it would investigate the issue through discussion with clients, their local area coordinator and the service provider, as well as through visiting their facility. If this process revealed non-compliance with service standards, the service provider would be given a time frame to improve their operations, and if necessary, advice on how to do so. Such service providers would be subjected to greater oversight (including more frequent auditing against service standards) for a period afterwards.

Incidents of substantiated non-compliance would also have a commercial consequence for service providers through the information being made available to consumers and DSOs on the database of service providers (discussed further below).

For serious or repeated breaches of service standards, the NDIA could impose sanctions (such as fines) on service providers, or remove them as a registered provider, which would mean that people would no longer be able to use public funds to purchase disability supports from them.

Evidence of criminal wrongdoing, or breaches of other legislation, should be recorded by the NDIA and passed on to the relevant authority.

Developing indicators that are both used and useful

Quality indicators can be qualitative or quantitative (or both – for example, the number of complaints against a service provider is a quantitative indicator, while the complaints themselves are qualitative). Qualitative indicators can give richer, nuanced and qualified information about quality, but are harder to aggregate, standardise and use comparatively. On the other hand, quantitative indicators are easier to aggregate, standardise, simpler to use for comparative and analytical purposes, but have a greater risk of being misleading, misinterpreted and inappropriately emphasising features on the basis of their measurability rather than their actual value. As such, no single measure can definitively describe service quality. Rather, a balanced impression of service quality has to take account of the limitations, purposes and context of the various indicators and sources of evidence as well as the varying importance they have to different people.

Broadly speaking, indicators serve two basic functions. First, they can be used to detect serious problems (‘red flag’ indicators), such as a failure to comply with the laws relating to service provision in the disability sector, broader laws and regulations, as well as serious breaches of services standards. Red flag indicators could potentially come from a variety of different sources including health professionals (such as inappropriate presentations to hospitals), service provider reports from community visitors or senior practitioners (for example indicating use of restrictive practices at odds with stated support plans), or through complaints mechanisms. This information is of primary importance to the NDIA. As noted above, evidence of serious non-compliance could involve fines or de-registration. 

Red flag indicators are also useful to consumers and producers. For example, consumers may want to know if a large number of complaints have been made against a service provider, or the outcome of the last service audit. For service providers, red flag indicators ensure that those who are compliant with standards and regulation are not disadvantaged relative to those that ‘cut corners’. (That is, good providers are advantaged when those who ‘cut corners’ are identified and penalised.)

Second, quality indicators can be used to convey some kind of ordinal information about the quality of service provision (differentiators). This enhances decision-making and can allow consumers to trade quality against price (and therefore quantity). When changing providers is costly or disruptive, credible indicators of quality will empower consumers to leave lower quality providers.

Information could be sourced from consumer surveys (for example general satisfaction with a provider, indicator about punctuality, reliability, continuity of staff and respite), through publicly available reports on service providers (such as community visitor annual reports, outcomes of intensive audits by NDIA) or from the providers themselves (such as easily verifiable input measures like staff qualifications or staff-to-client ratios, and the percentage of clients who had achieved agreed outcomes within a certain period of time with the service provider).

Quality indicators are also useful to service providers and the NDIA. For service providers, these measures recognise and allow them to capitalise on investments made into improving service quality. For the NDIA, the measures can be summarised in industry trends that give insight into its own performance. The NDIA would also have a particular interest in indicators that can demonstrate the relative efficacy of one type of service or treatment relative to another. Long-term costs are one obvious (and straight forward) indicator of interest, but so are others, such as health, mobility, employment and life satisfaction, which could be gathered through regular sources (for example through the type of data that is routinely gathered through interaction with the health system or through general consumer surveys) or through indicators specifically designed to measure the success or failure of a particular trial.

The usefulness of these data ultimately depends on the ease of access by users. The most appropriate central access point for consumers would be the national internet database of service providers described in section 10.2. This database could contain information about simple quantitative indicators, could link to more detailed qualitative indicators and, over time a summarising indicator could be developed by some combination of these, as well as from the personal level data contained in the electronic disability record. For example the Quality Care Commission in the United Kingdom is currently working on a voluntary scheme that will allow providers to be assessed for an ‘excellence award’. (Similarly Job Network has developed a star rating, however the purely quantitative basis of this may be difficult to apply to disability service providers). Local area coordinators and DSOs would be available to assist consumers in interpreting these measures.

In many cases, the NDIA would receive red flag indicators directly from those who gather them (people with disability themselves or their guardian, local area coordinators and health professionals). However, there is also scope for the NDIA to use the rich personal information contained with the electronic disability record to forensically mine the data to detect problems. This could be proactive or even automated according to rules or triggers. Alternatively, interrogation of the electronic disability record could be used to investigate whether a specific complaint is indicative of more widespread problems with a particular service provider and if intensive auditing is warranted.

The NDIA should develop the indicators in consultation with consumers, service providers and relevant experts. The NDIA should also monitor the indicators for their usefulness, and any unintended impacts they may have. Table 10.1 describes several indicators that may be useful as a starting point.

Recommendation 10.3

The NDIA should develop and implement a quality framework for disability providers, which would include:

· the development of complete, nationally consistent standards that would apply to all funded specialist service providers and disability support organisations. The NDIA should monitor compliance with these standards and other regulations through a range of instruments, including graduated and rolling audits of service providers, community visitors, senior practitioners, independent consumer surveys, complaints, monitoring by local area coordinators and interrogation of the electronic disability record

· arrangements that encourage the diffusion of best practice throughout the disability sector

· providing consumers with information about the quality and performance of service providers on the national internet database of service providers

· establishing an innovation fund that providers would use for developing and/or trialling novel approaches to disability services.

Table 10.
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Potential indicators and sources of evidence about service provider quality

	Indicator
	Source
	Type
	Purpose
	User notes

	· annual reports

· specific service provider report

· service provider audit
	community visitors, National Senior Practitioner, the NDIA
	qualitative
	quality differentiator 
	made available on centralised data base for use by consumers

	
	
	
	red flag
	used by NDIA to identify instances of breaches of regulations or standard

	mandatory reporting requirement about:

· use of restraints

· adherence to behaviour plans

· serious incidents
	National Senior Practitioner
	qualitative and quantitative
	red flag
	used by NDIA to identify instances of breaches of regulations or standard

	range of medical outcomes:

· inappropriate presentation to hospital

· infection rates (urinary, bedsores, respiratory etc)

· other evidence of harm
	health professionals 
	qualitative and quantitative
	red flag and quality differentiator
	entered into clients electronic disability record and used by NDIA

	satisfaction, with services, health and life as well as other indicators such as:

· how often is your service provider late, unable to assist at a certain time etc.

· indicators of continuity of service providers staff and access to respite
	consumer survey
	quantitative
	quality differentiator
	made available on centralised service provider data base for use by consumers;

potentially used by NDIA to evaluate efficacy of different types of services

	serious incidences
	police, health specialist, teachers, local area coordinators
	qualitative
	red flag
	used by NDIA to identify instances of breaches of regulations or standard

	complaints
	consumers, local area coordinators
	qualitative
	red flag
	used by NDIA to identify instances of breaches of regulations or standard

	staff-to-client ratios

staff qualifications
	service providers
	quantitative
	quality differentiator
	made available on centralised database for use by consumers;

potentially used by NDIA to evaluate efficacy of different types of training, or ways of delivering services
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The implications of consumer choice for block funding, government-run services and rural areas

The dominant direction of change would be much greater choice by people with disability, underpinned by the market-based delivery of disability services. However, are there residual areas where the traditional service models could still be relevant? For example, some have argued that block funding itself redresses certain market failures and should continue to be a part of the NDIS. There is also the question of whether government run services should continue to play a role in the scheme. Finally, there is the issue about the current and anticipated difficulties of delivering services to rural areas. These questions are discussed in the following sections.

Block funding service provision

The move towards a consumer choice model (self directed funding and choice of package) in the proposed NDIS represents a shift in the way service providers are funded. While jurisdictions have already implemented consumer choice to varying extents, service delivery continues to be underpinned, in large part, by some form of block funding. Block funding essentially refers to any agreement whereby a funding agency (rather than a service user) purchases a ‘block’ of services from an organisation or firm to be delivered to clients who meet a certain criteria, or are referred to the provider as part of an ‘individualised plan’.

In practice, this can cover a range of different types of arrangements, from grants and short-term contracts to longer term undertakings. In general, block funding has become more contestable and transparent, with more explicit contractual obligations and greater reporting requirements. For example, providers may be required to competitively tender for the delivery of a particular service. If successful, governments contract them to deliver a certain volume of services (number of clients or client hours) over a given period, with their interim funding being dependant on satisfying a quality assurance framework and meeting reporting requirements to the funding body.

Notwithstanding the measures to promote quality and efficiency of services, as well as the efforts of some service providers to develop more ‘personalised approaches’ (National Disability Services, sub. 454, p. 16), the block funding model has considerable disadvantages compared to self directed funding or other ways of giving people choice. In particular, it is very difficult to reconcile with the core principle of maximising peoples’ control over their own lives. This is because block funding is the outcome of a negotiation that excludes consumers. As stated by Advocacy Tasmania Inc:

It is a mechanism whereby funding agencies make an assessment of aggregate consumer needs, make a determination of the service models they (the funding agencies) believe are most appropriate to meet those needs, and choose the service providers they believe are best placed to deliver the identified services. That is, three kinds of decisions (about need, about service model, and about service provider) have been taken on behalf of the consumer, not by the consumer. (sub. 483, p. 13)

Thus, despite the efforts and goodwill of both service providers and funding agencies, by its nature block funding shifts decision-making away from service users and in doing so, limits their choices and opportunities. This undermines the value that people derive from choice in itself and is antithetical to widely held social norms, such as the freedom, equality, rights and dignity of people with a disability (chapter 8). From an economic point view, it:

· impedes consumers from obtaining the bundle of services most appropriate to them

· dilutes consumer signals as to the relative value they place on different services, reducing the capacity for efficient allocation of scarce resources

· diminishes competition between providers by failing to appropriately reward providers those who deliver good value, high quality, responsive services (or punishing those who don’t).

As block funding implies that provider viability is critically determined by their relationship with the funding agency (rather than with their customer), it also risks a number of other adverse effects.

· Highly prescriptive contractual arrangement reduces service provider autonomy and can effectively make them a ‘branch of government’. This reduces their flexibility, responsiveness to clients and capacity for innovation and experimentation.

· Historical funding relationships can dominate decision-making, making reallocation of public resources difficult (PC 2010a).

· Block funding reduces the financial penalty of under-delivery of services (Scope, sub. 432, p. 22).

· The competitive tendering process that underlies block funding can bias resource allocation towards low cost (rather than high value) service provision (Local Government Association of South Australia, sub. 519, p. 6).

Do not delete this return as it gives space between the box and what precedes it.
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Participants’ views on block funding

	Block funding has shielded operators and has not punished underprovision. (Scope, sub. 432, pp. 22–23)

Block funding for shared supported accommodation — funding tied to the service provider rather than the individual reinforces a ‘group approach’ to service provision rather than a system that services the needs of the individual. (Office for the Public Advocate Victoria sub. 255, attachment 1, p. 19)

Block funding with one organization holding funding and power as landlord and service provider with no individualized package is not in keeping with disability legislation, inhibits choice and is not acceptable to us. (Mary Nolan, sub. 545, p. 11) 

Through laziness and partly through confusion, some governments and providers in Australia have tended to collude in short-circuiting this intended process (individualised services), with funders making block grants to providers for a certain number of ‘places’ or ‘clients’, and tagging these funds for use by individual ‘clients’, subject to a consultation exercise with the relevant clients. This process can not be regarded as a genuine process of self-direction or self-determination in disability support. (National Federation of Parents, Families and Carers, sub. 28, p. 4)

The provision of block-funding to service providers, rather than personalised budgets to consumers, has reduced the choices available to consumers, denying them fundamentally important forms of control over their own lives. We assert that this is a form of de facto substitute decision-making, applied in contexts where independent decision-making and forms of supported decision-making are both possible and desirable. (Advocacy Tasmania Inc, sub. 483, p. 9)

This simple market based mechanism would allow users to ‘shop around’ to find a service provider that best meets their needs and aspirations, and would be likely to have a much greater influence on service quality than any ‘feedback’ form or ‘quality’ audit. The increasing granting of block support funding by DoCs to service providers rather than directly to the person with a disability is antithetical to this and fosters the need for such complex and ineffectual reporting systems. Furthermore, it underestimates and stereotypes all people with disabilities as unable to control their own lives or affairs. (Ben Lawson, sub. 103, p. 5)

	

	


However, participants have pointed to a number of areas where block funding or government provision of services, may deliver better outcomes for consumers than market-based arrangements, or is required to overcome specific sources of market failure.

Does block funding allow timely responses to crises?

Inevitably, some people with disability experience unforeseen crises, such as medical complications or changes to life circumstance, such as a death of a partner, loss of accommodation or the sudden breakdown of an essential aid or appliance (National Disability and Carer Alliance, sub. 413, p. 7; Northcott Disability Services, sub. 376, p. 14; Melissa Ryan, sub. 251, p. 3). While additional support usually could be obtained with the assistance of local area coordinators and through reassessment (if necessary), self directed funding may often be inadequate in meeting acute and immediate need. Even if interim provisions could be put in place that allowed people to draw upon an anticipated future entitlement, existing providers may be limited by capacity constraints, or may not be equipped to offer the specific type of crisis support required. The maintenance of block funding to specialty disability providers offering crisis care (or for crisis care as service type in its own right) is one way of addressing this.
Does block funding provide certainty to service providers?

Some participants have expressed concern that the wholesale replacement of block funding with direct consumer choice and payment of suppliers would generate high levels of revenue uncertainty and would result in unmanageable volatility in demand. They argue that this could undermine the viability of suppliers and the loss of services valued by consumers:

… a shift to the funding of the individual would make financial planning and future strategic planning vastly more difficult due to the lack of certainty of incoming funding. Many service providers within disability are not for profit organisations that operate on very tight budgets and this type of financial uncertainty may well be the difference between solvency and insolvency for some and that is certainly not what we would want to see in this sector. (Parents of the Hearing Impaired of South Australia, sub. 222, p. 3)

Portable, individualised funding could lead to sudden loss of people attending traditional services or specific organisations; some services may no longer be viable, thereby the amount of choices available to people with disabilities may actually be diminished. (Northcott Disability Services, sub. 376, p. 15)

Without core funding, the proposition of running a service which meets fluctuating and hard-to-predict levels of need, will deter many providers, limit choice for families and impact on quality of provision. (Wesley Mission, sub. 541, p. 14)

A move away from block funding to individualised funding has administrative and cash-flow implication for organisations. The right of an individual to move easily from one provider to another reduces income predictability. The management of uneven cash flow requires service providers to have sophisticated financial skills and take on increased risk, particularly if the payment for services occurs some weeks, even months, after they are delivered. (NDS 2009)

However, others have suggested that certainty is neither a reasonable nor a beneficial expectation:

In some cases, these arrangements have arisen in response to claims by service providers that they need ‘certainty’ in planning business operations from one year to the next. We say that provider organisations should accept that they operate in a market for their services, and that no business in a market environment can expect their customers to give them a blank cheque. People with disabilities do not owe service providers, or their staff, a living. (National Federation of Parents, Families and Carers, sub. 28, p. 4)

In general, the Commission does not support the proposition that reducing service provider uncertainty is a legitimate justification for block funding. Uncertainty about future levels of demand and revenue is common in other sectors of the economy and has been accepted as a necessary cost of doing business. Indeed, this ‘uncertainty’ functions as powerful motivation to understand and fulfil customer needs and drives competition between providers — to the benefit of consumers.

Moreover, in reducing uncertainty, block funding also reduces the necessity for service providers to respond efficiently to variations in demand. In contrast, a consumer choice model advantages providers with systems in place to deal with variation in demand, and gives a strong incentive for others to develop them. Thus, rather than ‘fixing’ the problems of uncertainty, block funding represent an obstacle for the disability services industry to properly account for the inevitable uncertainty and to adapt accordingly.

It is possible that in the transition to a consumer choice model, some consumers will lose access to a service that they are happy with, as other customers who were previously dissatisfied are given the ability to leave it (making the particular service unviable overall). However, this will be offset by the additional funding to disability services after the introduction of the NDIS, which will take place in market conditions where demand already significantly exceeds supply. This means that, in general, services will tend to be expanding rather than contracting and consumers will likely have more service options rather than less. Also, overall revenue uncertainty in the disability services industry will be much lower than other sectors, as it is based on hypothecated income. In this context, it is likely that exits will be concentrated among providers whose services are valued the least.

In any event, much of the costs incurred through increased uncertainty will be transitory, as service providers adjust to the new business environment and adopt practises that have been long accepted in other sectors. As noted above, the NDIA will provide assistance and advice to service providers throughout this transition, and will monitor the ongoing impacts on consumers.
Is block funding required to account for infrastructure, training and administration costs?

Another potential risk of withdrawing block funding in favour of a consumer choice model is that it might undermine providers’ ability to service their fixed costs (such as rent, capital maintenance administration and other overheads) or make capital investments (including human capital such as training) to expand or improve the quality of their services. 

Another major financial risk that individualised funding poses is how fixed costs will be serviced – that is, how to maintain infrastructure and administrative functions within a demand-driven model? (Northcott Disability Services, sub. 376, p. 14)

Block funding has also enabled the coverage of costs not able to be recovered through individualised packages. (National Disability and Carer Alliance, sub. 413, p. 7)

A very real concern of service providers is how fixed costs will be serviced — all organisations require resources just to open their doors, prior to the delivery of any services to people with disability. The question of how organisations will maintain infrastructure and administrative functions within a demand-driven model is critical. (NDS 2009, p. 17)

These problems are not unique to disability service providers and have been widely demonstrated to be surmountable in other industries. The core issue is not the method of payment, but the price paid. Failure to properly reflect fixed costs under the proposed price setting model would be problematic for both producers and consumers — but no more so than is the case under current arrangements. 

For many disability services, fixed cost are low relative to labour costs (which can be more easily observed), so the required adjustment to price (and the consequences of the NDIA getting this wrong) would be small. However, in some areas, particularly residential services, accurately estimating industry fixed costs and incorporating these estimates into prices, will be critical to maintain service standards (or to prevent excessive profits and poor value to consumers). The Commission’s parallel inquiry into aged care has an in-depth discussion about financing residential care, which may also be relevant to this issue in the disability sector (PC 2011a). 

The necessity of such price regulation may diminish over time with the development of a mature competitive market. In this case fixed costs would be driven by consumer preferences and reflect a variety of service models. For example, in the broader economy, industry wide trends towards business models with lower fixed costs frequently benefit consumers. Similarly, models of care with inherently lower fixed costs may deliver substantially greater value to people with a disability (for example, by directly employing someone to provide attendant care rather than going through service providers maintaining physical premises and corporate functions). 

Conversely, consumers will often be willing to pay more for products requiring substantial capital investment. The higher prices reflect the required contribution to that investment. Of course, in some situations, there may be a role for governments in setting prices (for example in rural settings or where market competition is inadequate). However, ideally, prices should only be constrained by the pressures of competition and the usual safeguards against the abuse of market power and anticompetitive practices.

Market-based approaches also have the advantage that suppliers can use innovative pricing to efficiently recover fixed costs from different customers. This includes measures such as discounts for regular use of services, or for periods where demand is often lower. 

Is block funding a useful tool to support innovation?

Increased competition in the disability sector will enhance the rewards and necessity for service providers to find innovative ways to meet the needs of their customers. However, some innovations also have broader value in enhancing the stock of knowledge available for all service providers. As individual providers will not usually consider these wider benefits, there may be less research and experimentation than is socially desirable — particularly if it is costly or risky. In the case of the disability sector, innovation may take the form of a new assistive technology, a new approach to therapy or rehabilitation, or a new way of engaging with the community in order to deliver services to people who are the most reluctant or unable to otherwise access them (such as Indigenous Australians, people in remote areas, people with sensory disabilities, or people who are not from English speaking backgrounds).

There are grounds for competitive grants to support research and experimentation in areas that are likely to provide broad social benefits. This could be funding a trial, or ‘seed capital’ to start a new highly innovative service (in a similar fashion to the Job Services Australia Innovation Fund). In some cases, there may also be benefit in funding research on an ongoing basis, for example through supporting research divisions of disability service providers or by funds allocated by the Australian Research Council or National Health and Medical Research Council (Tech4Life, sub. DR876, p. 3). The broader research functions of the NDIA are discussed in chapter 12.

Is block funding necessary to guarantee services in areas where the market would fail to deliver them efficiently?

In some cases, the potential market for disability service may be too small to support the competitive provision of specialist disability support services under a consumer choice model (in particular under choice of package arrangement where approved service providers must be used). This may occur in rural areas or for people with very complex needs or very challenging behaviours — potentially resulting in under-servicing and unmet need, or in local monopolies overcharging consumers.

The first of these issues can be largely addressed by allowing providers to take the higher costs (arising from diseconomies of scale) into account when determining prices and individual entitlements. However, the later problem would remain, resulting in the ongoing issue of disentangling monopoly rents from diseconomies of scale. Block funding through competitive tender is one way of addressing this.

It is not clear how prevalent such market failures will be in practice. As discussed in chapter 8, the use of self-directed funding appears to operate reasonably well in rural settings, suggesting that the actual need for block-funded rural providers may be low in practice, outside of specialist health support services, therapy and centre based respite. Some alternative approaches for delivering services in rural settings are also considered below.

The market is likely to fail consumer groups that are not willing or able to engage with traditional service providers. In particular, the combination of remoteness and cultural aversion to traditional models of service provision dramatically increases the risks of exclusion and harm for Indigenous Australians. Service providers directly working to redress this should receive continued block funding, in addition to the provision of funding for trialling innovative approaches mentioned above. Issues around providing support for Indigenous Australians with a disability are discussed further in chapter 11.

Finally, the market is unlikely to deliver the ‘public good’ type of activity necessary for a more inclusive society such as community awareness and capacity building. Block funding is one potential strategy to promote this (this and other strategies are discussed further in chapter 4).

Putting it all together

Despite the challenges implicit in the transformation of a block-funded industry into one based on consumer choice, most service providers involved in this inquiry have recognised both the necessity, and the desirability for change. For example, Yooralla writes:

There will be uncertainly and instability for disability service providers as individualized funding replaces block funding which has more financial certainty. However, service providers are having to move toward individualized funding models of support whether the scheme is implemented or not. (sub. 433, p. 40)

The Commission considers that the shortcomings of the block funding model warrant its use only in very specific circumstances. That is, self-directed funding or other avenues for consumer choice (such as choice of supplier) should become the norm for the industry. Some of the rationales for retaining block funding have little merit. In particular, arguments about uncertainty or the need to cover fixed costs are not generally accepted reasons for government intervention in comparable industries and should not be accepted here. However, block funding should continue to play a role:

· to ensure that crisis care needs are met

· to support research, experimentation and innovation in the industry

· as a tool to redress market failure such as:

· in rural areas where lack of scale and remoteness may result in under-provision or competition issues

· for groups less willing or able to engage with service providers (such as Indigenous Australians) or who service providers may be reluctant to take on (such as those with very challenging behaviours)

· inadequate public goods such as community capacity building.

Where block funding is judged to be the preferable funding method, the NDIA should develop standardised tendering, contracting, reporting and acquittal requirements in order to reduce compliance cost. Findings from the recent Productivity Commission report into the not-for-profit sector (PC 2010a) are relevant to the implementation of block-funded services, including:

· a collaborative approach between the NDIA and service providers that: includes both parties in the design of programs; embeds and funds agreed evaluation processes; regularly reviews and revises service delivery approaches in light of finding from evaluations and changing demands or environmental conditions

· the length of service agreements and contracts should reflect the length or the period required to achieve agreed outcomes, rather than having arbitrary or standard contract periods.

Funding for advocacy

Under the current system, advocates play an important and widely varied role in helping people with a disability get the support they need. In some cases there are similarities between the functions of advocacy organisation and DSOs, as well as local area co-ordinators. For example, advocacy groups, DSOs and LACs (to varying degrees) may all assist people in the scheme with information, advice, planning and resolving conflict with service providers (DANA, sub. 1010). The critically discerning feature of good advocacy is that no interest is countenanced other than the person with the disability themselves. A commonly accepted definition of advocacy is as follows (People with Disabilities (WA), sub. 1011 p. 18, Uniting Care (Qld), sub. 776, p. 21, Family Advocacy, sub. 712, p. 9)

… advocacy for people with disability can be defined as speaking, acting or writing with minimal conflict of interest on behalf of the interests of a person or group, in order to promote, protect and defend the welfare of and justice for either the person or group by: 

1) being on their side and no one else's;

2) being primarily concerned with their fundamental needs; and 

3) remaining loyal and accountable to them in a way which is empathic and vigorous. 

There are two main types of advocacy – systemic (aimed at bringing about systematic improvement in policy and practice as well as removing discriminatory barriers) and individual advocacy (which is individual and issues specific). However, in practice, the lines between these types of advocacy are blurred, with organisation frequently engaged in both.
 Moreover, individual advocacy will often draw upon or operate concurrently with a range of other models including: Self Advocacy, Family Advocacy, Legal Advocacy, Citizen Advocacy (FaHCSIA 2009a).

Neither advocacy, nor individual advocacy are well-suited to a user pays system. This is because systemic advocacy has characteristics of a public good (in some ways similar to research and development), meaning it would be under-provided in the absence of dedicated public funding. In the case of individual advocacy, it is problematic attempting to predict individual need for it during assessment processes. Relying on individual’s capacity to privately pay for advocacy is likely to render it unobtainable to those who need it most. For these reasons, it is important that advocacy should continue to be block funded.

In doing so, genuine independence from the NDIS will be a critical determinant of the effectiveness of advocacy. As noted by the Disability Advocacy Network Australia (sub. 1010):

Departments struggle not to react negatively when their service administration is called into question and advocacy organisations struggle with the need to bite the hand that feeds them. (p. 15)

Thus, the NDIA should not directly fund advocacy. The role of allocating funding for advocacy should continue under the National Disability Advocacy Program administered by FaHCSIA as well as from State and Territory governments. However, there may be merit in the NDIA contributing additional funds to this program (though with no associated directive as to how they should be used).

Similarly, advocacy organisation will often need to act on behalf of individuals experiencing problems with service providers and DSOs, as well as highlighting systemic problems when they are detected. In order to do this effectively, advocacy organisations need to maintain the perception and the practice of independence from both service providers and DSOs. Queensland Advocacy Incorporated (sub. DR965) expresses this point as follows:

…incorporating advocacy services into the entities which are likely to be the subject of their scrutiny creates a glaring conflict of interest, which would jeopardise the principle of strict partiality to the individuals interests… (p. 10)

As such, organisations funded to provide advocacy services (by either FaHCSIA or state and territory governments) should not be eligible for NDIS funding for either disability service provision or intermediary services as a DSO.

This does not mean that such service providers and DSOs will never advocate on behalf of their clients. This is likely to occur frequently of their own volition and in some cases as an essential part of their business (for example, a DSO offering brokerage service may act on behalf a person with a disability when a service package they have negotiated is not being effectively implemented). However, funds specifically allocated to providing individual advocacy for people dealing with the service providers or DSOs should go to organisations with no financial interest in these industries.

Recommendation 10.4 

The Australian Government, through the Department of Families, Housing, Community Services and Indigenous Affairs should continue to provide funding for general advocacy by non-government organisations, with no involvement by the National Disability Insurance Agency in this funding role.

State and territory funding of disability advocacy groups should continue.

Government, not-for-profit and for-profit service providers

People with disabilities in Australia receive services from for-profit and not-for-profit (NFP) providers, as well as directly from government themselves. The trend in most jurisdictions has been for increasing reliance on NFP provision. It has been suggested that NFP providers have a number of other benefits compared to government run agencies, such as:

· NFPs are well placed to respond to community needs and are closer to the target group of a particular service.

· some NFPs are able to access resources that are unavailable to the government, such as volunteers and private sponsorship.

· NFPs sometimes have a longer history of involvement in specific service areas than government agencies — leading to considerable expertise and links to the target group.

· NFPs are seen as being more flexible and adaptable to client needs, as well as having the ability to package government-funded services with other services (PC 2010a).

Nevertheless, in most jurisdictions government is the single largest provider and it is likely that government supply will probably continue to play an important role in some areas. In particular, government providers may sometimes be able to exploit economies of scope, such as the ability to integrate with health services. They might also act as a ‘last resort’ supplier. For example, this might include providing support in very remote areas (and especially those Indigenous communities where no other provider exists), and for clients with very complex needs or challenging behaviours. Under the NDIS, state and territory owned service providers should be subject to the same regulatory oversight and monitoring as other for-profit and not-for-profit providers.

Similarly, moving disability supply away from centralised control to a more market setting is likely to make the disability sector more attractive to for-profit-providers (The Victorian Government noted that increased provision of individual support packages has been associated with the entrance of for-profit agencies in that state (sub. 537, p. 14).)

Ideally, from an efficiency perspective, competitive neutrality would be maintained between these three different types of providers. Competitive neutrality aims to ensure that a provider does not enjoy competitive advantages over a competitor simply by virtue of their ownership. There are several risks to neutrality in the disability sector:

Concessionary taxation arrangements benefit NFP providers — in particular the fringe benefit tax (FBT) concession. The concession allows a NFP provider to pay its workers in-kind rather than in cash, lowering taxes on workers’ incomes. This means that a NFP provider can pay a worker at a lower pre-tax wage rate, but at an equivalent post-tax wage rate, compared with government-owned and for-profit providers. The pre-tax wage rate is one of the major determinants of costs in the disability sector. All things being equal, this means that a less efficient NFP provider may displace a more efficient for-profit or government provider. 

The Productivity Commission (2010a) argued that the distortionary effects of the FBT are particularly problematic in the hospital sector and, to a lesser extent, in the aged care sector. It is also potentially an issue in the disability sector. Both the Commission and the Henry Tax Review have argued that more transparent and less distortionary forms of support for NFP providers are preferable to input concessions such as FBT. Because the FBT concessions apply across the entire NFP sector, it would not be realistic or desirable to quarantine reforms to the disability part of this sector alone: 

· Changing FBT rules for the disability sector alone could introduce further distortions (for example disadvantaging the ability of the disability sector to compete for labour with the aged care sector). 

· Beyond changes to FBT, the means available to restore competitive neutrality are limited. In theory, when receiving tenders for block funding, the NDIA could attempt to estimate the true cost of service delivery by NFP organisation (on a provider by provider basis) by estimating the income tax revenue foregone to the Commonwealth. However, the complexity and additional cost involved in doing this are likely to be considerable. While, accounting for these costs are not currently required under Commonwealth Procurement Guidelines, the Productivity Commission (2010a) has recommended that ‘the Departments of the Treasury and Finance and Deregulation should jointly conduct a review into the feasibility, the costs and the benefits of requiring value for money assessments for government procurement to consider significant input tax concessions’. The outcome of such a review would usefully inform the approach taken by the NDIA.

Two other sources of competitive non-neutrality are sometimes raised, but neither are likely to be a significant concern.

· NFP providers can often use volunteers to provide services, putting themselves at an advantage to other enterprises that have little scope to use volunteers. However, the policy application of competitive neutrality is always subject to the proviso that the benefits outweigh the associated costs. There are clear benefits from attracting volunteers to the disability sector, and it would not be in the public interest to penalise those providers who are good at doing this.

· Government providers could, in theory, have competitive advantages over other providers as their activities can be cross-subsidised by government and because they may allocate joint costs (like a personnel or IT function) to the non-competing parts of their activities. However, all Australian governments have agreed to implement competitive neutrality policies as part of the National Competition Policy reform package. Moreover, in practice, determining whether there are genuine breaches of neutrality is often not straightforward.

These issues aside, as a funding and purchasing agency, NDIA should give no preferences to suppliers based on their ownership (whether that be government, for profit or NFP), giving consumers the ultimate power about where to buy the services and supports they want. 

Rural issues

Numerous participants have expressed concern about the quality of, and access to, services in rural areas. The remoteness of these areas, and the small size of their markets, present considerable challenges for service provider viability, effective competition, consumer choice, infrastructure adequacy and availability of specialists. 

The flexibility of self-directed funding would be likely to ameliorate some of these issues (chapter 8). In particular, by allowing the use of mainstream services and other community assets, as well as letting family and community members take on paid caring roles, self-directed funding is likely to increase competition and choice, as well easing shortages. Local area coordinators will play a key role in taking full advantage of these local resources.

In some areas, the increase in funding associated with the NDIS would be particularly effective in a rural setting. For example, the land, (and in some country towns buildings also) required for accommodation and other services would often cheaper and more freely available. Similarly, higher unemployment and lower labour force participation rates in rural areas mean that, for services where training requirements are minimal, labour supply constraints would be less binding. 

However, these solutions are unlikely to be adequate in all situations, resulting in shortages in some types of services, and excessive market power for others. As indicated above, competitively tendering for block funding, (open to NFP, private and government service providers on an equal basis) is a potential response to this.

A key area of concern is the lack of access to specialists (such as occupational therapists, speech therapists, physiotherapist or even GPs), which will continue to be an acute issue under the NDIS. Appropriately pricing the cost of private specialists (including travel time) when determining individualised budgets should improve access to some degree, particularly to regional centres (as opposed to very remote areas). Another way to alleviate the bottleneck is through coordinated and periodic visitation of remote towns with teams of specialists, such as the ‘assist teams’ in South Australia (Australian Federation of Disability Organisations, sub. 495, p. 41).
 This would improve access for people who require multiple specialists and could potentially allow travel costs to be split between specialists travelling together, and the patients commuting to see them. Similarly, Anglicare suggested the development of ‘the equivalent of a flying doctor service for specialist intervention and support services’ that would follow a published circuit through remote areas (sub. 270, p. 23).

The greater use of information technology is also likely to be viable in rural areas where access to specialists and health professional is limited. For example, some have pointed to the potential for telehealth technology to monitor health conditions remotely and telerehabilitation to deliver specialist advice remotely (Medical Technology Association of Australia, sub. 479, p. 15). In some situations, the simple ability to ‘skype’ with a GP or allied health professional may be an adequate method for advice or referral (Sydney Hills Autism Support Network, sub. 212, p. 5; Parents of the Hearing Impaired of South Australia, sub. 222, p. 5). Deaf Australia also highlighted the potential for remote interpreting services (sub. 374, p. 12). The feasibility of these technologies is primarily limited by the speed and level of internet access in rural areas. As this constraint should lessen over time, the NDIS should actively promote the use of these technologies by conducting research into their efficacy and, where demonstrable benefits arise, funding them (for example, by providing a laptop and satellite broadband connection).

While improving disability services in rural Australia would be a key objective for the NDIS, ultimately, like most other services, it will not always be possible to match the range and quality of services provided in major cities. For people with very complex needs, relocation may be necessary to take advantage of highly specialised services. In such cases, the scheme would also assist with relocation. Nevertheless, the proposed NDIS should represent a considerable improvement for disability care and support in rural areas.



























































































































































































































































































�	For example, Australian RehabWorks argued that this has benefited clients of the NSW LTCS scheme, stating that ‘unnecessary paperwork and duplication have been reduced by all necessary forms being delivered and submitted electronically …’ (sub. 451, p. 4).


�	One expert in this field estimates that ‘there are probably 200 companies that are all trying to sell different electronic health record systems and none of them can communicate effectively with each other. And it's actually so bad that there are companies for whom their product from 2010 is not compatible and can't talk to the product that they sold in 2008’ (ABC 2010).


�	For a given individual there may be a substantial gap between their individual entitlement compared to the services they received. In this case the apparent ‘administration fee’ is actually indicative of the prioritisation of one client (or type of client) over another.


�	Goods that are intended to prevent, diagnose, cure or alleviate a disease, ailment, defect or injury and that influence, inhibit or modify a physiological process. (http://www.tga.gov.au/docs/html/tga/tgaginfo.htm).


�	Service providers are also required to provide a short annual compliance return in NSW.


�	For example, one such service standard reads ‘the service provider promotes a belief in the ability of people with a disability to fulfil valued roles in the community’.


�	For example Western Australia has already indicated the potential for these surveys to be used within their Quality Management Framework (Disability Services Commission 2008a).


�	In theory, re-tendering could occur at the end of the contract period, though in practice it is often extended as a matter of course (so long as funding is still available).


�	Sometimes simultaneously, for example where individual advocacy sets a precedent that brings about systemic change.


�	Similarly, Australian Hearing specialists also visit remote communities to test hearing.
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