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What individualised supports will the NDIS fund?

Do not delete this return as it gives space between the box and what precedes it.
	Key points

	· The NDIS will fund a broad range of individually tailored supports. Key supports will include aids and appliances, personal care, domestic assistance, respite, home and vehicle modifications and community access. 

· More flexible funding arrangements, including the option for self-directed funding, will allow NDIS provided supports to be better tailored to individuals’ needs. 

· The NDIS will provide and fund specialist disability supports on a ‘reasonable and necessary’ basis. 

· There should be no income or asset tests for obtaining funded NDIS services and no requirement for a front-end deductible. However, a front-end deductible should be considered if, after the implementation of the NDIS, small claims clog up the NDIS assessment process.

· The scheme would fully fund the number of services (primarily therapies) that were appropriate to the person and were in keeping with current clinical practice, evidence based practice and/or clinical guidelines, with people choosing further episodes meeting their full costs.

· The provision of health, education, employment, housing, transport and income support will remain a mainstream concern. The NDIS would however, have a role in promoting the development of, connecting people to, and where needed, supporting the activity of people in mainstream services.

· The NDIS should not respond to problems or shortfalls in mainstream services by providing its own substitute services. To do so would undermine the sustainability of the scheme and the capacity of people with disability to access mainstream services.
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 SEQ Heading2 1
Introduction

Supports and assistance aim to increase opportunities for people with disability by tackling such things as inadequate housing, the need for personal care, and assistance in getting about and participating in the community. Sometimes, just simple things — a wheelchair, an hour or two of planning help every so often — can allow a person to live a full life in the community. In other cases, more intensive supports are required. The first part of this chapter considers the supports and assistance of relevance to people with disability. These include:
· specialist disability supports, such as attendant care, community access and home and vehicle modifications (section 5.2)

· generic or ‘mainstream’ services and assistance available to the whole population, including health, housing, transport, education and employment services (section 5.3)

· income support, including the Disability Support Pension and Carer Payment (section 5.4).

The second part of this chapter looks at how the NDIS would provide specialist supports tailored to a person’s individual needs, including:

· what constitutes ‘reasonable and necessary’ (section 5.5)

· what role, if any, means testing, front-end deductibles or co-contributions should play (section 5.6).

Information and referral services target a much broader group of individuals. The role of the scheme in providing these services is outlined in chapter 3.
5.

 SEQ Heading2 2
Specialist disability supports

This section deals with the proposed scope of specialist disability supports to be funded by the NDIS. As noted by the AIHW, these are supports that ‘enable people with disabilities to participate in society by meeting their disability-related needs’ (2007a, p. 95). Specialist disability supports will be oriented to people with support needs that would otherwise not be reasonably met without NDIS funding, or that are not more appropriately met by other systems (chapter 3).

The broader issue of self-directed funding and which supports would form part of an individual budget is explored in greater detail in chapter 8. But anticipating that chapter, the Commission considers that there is a strong rationale for people with disability to have more power over the way support services are delivered to them and their type. Self-directed funding — the capacity (but not the obligation) for people to make choices about how to spend their individualised budget — will be key in giving people with disability greater autonomy. 

The NDIS would provide the full range of specialist disability supports currently provided under the National Disability Agreement (NDA) (box 5.1).

Do not delete this return as it gives space between the box and what precedes it.
	Box 5.1
Specialist disability supports provided by the NDIS


	Aids and appliances — a range of products to improve functioning, enable a person to live at home and in the community, and enhance independence. These would range from low to high-tech aids and encompass toilet supports or hand-held showers, continence aids, wheelchairs, hearing aids, mechanical lifters, electronic communication devices, equipment to support the use of Braille, and artificial limbs. 

Home modifications — modifications to the structure, layout or fittings of a home to enable an individual to utilise the home’s standard fittings or facilities.

Vehicle modifications — modifications which allow individuals to access, travel as a passenger or drive a motor vehicle.

Personal care — supports that enable an individual to take care of themselves in their home and community. These include help with showering, bathing, dressing, grooming, personal hygiene (including bowel and bladder care/toileting), assistance with eating and/or drinking, mobility and transfers, health maintenance (such as oral hygiene, medication use or regular and routine exercises and stretches). This would also include nursing care when this was an inextricable element of the care of the individual (for example, when meeting the care and support needs of a ventilated quadriplegic).

Community access — supports to provide opportunities for people to enjoy their full potential for social independence — the intention is to allow people a lot of choice and innovation in this area. Supports would focus on learning and life skills development, including continuing education to develop skills and independence in a variety of life areas (for example, self-help, social skills and literacy and numeracy). Supports would also focus on enjoyment, leisure and social interaction. The supports would:

· include facility and home-based activities, or those offered to the whole community

· include supervision and physical care

· range from long-term day support to time-limited supports.

Respite — to provide a short-term and time-limited break for people with disabilities, families and other voluntary carers of people with a disability. These services are designed to assist in supporting and maintaining the primary care giving relationship, while providing a positive experience for the person with a disability and include:

· respite care provided in the individual’s own home

· respite care provided in a community setting similar to a small ‘group home’ structure

· host family respite that provides a network of ‘host families’ matched to the age, interests and background of the individual and their carer

· ‘recreation/holiday programs’ where the primary purpose is respite.

(Continued next page)
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	Box 5.1
(continued)

	Specialist accommodation support — such as group homes and alternative family placement encompassing support for clients to carry out essential activities of daily living (net of the standard contribution from a person’s income for rent). The NDIS would not necessarily own the ‘bricks and mortar’ but the funding it provided would cover the cost of capital.

Domestic assistance — to enable individuals to live in the community and live on their own, such as meal preparation and other domestic tasks; banking and shopping; assistance with selecting and planning activities and attending appointments.

Transport assistance — provision or coordination of individual or group transport services, including taxi subsidies.

Orientation and mobility training — to increase the independence of individuals to move safely around their environment and build confidence in using public transport or crossing roads.

Supported employment services and specialist transition to work programs that prepare people for jobs.

Therapies — such as occupational, speech and physiotherapy, counselling, and specialist behavioural interventions. 

Local area coordination and development, which are broad services, including individual or family-focused case management and brokerage (disability support organisations), as well as coordination and development activity within a specified geographical area. They aim to maximise people’s independence and participation in the community. Crisis/emergency support — following, say, the death of a family member or carer, including emergency accommodation and respite services. 

Guide dogs and assistance dogs — including the reasonable costs of being assessed for the dog, the dog, user training and veterinary costs.

Whole-of-life personal planning — for those who need more wide ranging or intensive assistance with planning in order to achieve more personal aspects of well-being such as with relationships, aspirations and achievements, employment, financial security as well as succession planning.

	

	


Since the Commission favours a significant capacity for someone to tailor their supports, box 5.1 focuses on the intent of the proposed supports, rather than their precise form. Self-directed funding would open up opportunities for more innovative and imaginative approaches to service delivery. For example, community access for individuals with an intellectual disability may take the form of going to the movies rather than more traditional, costly and often less effective day programs. (See chapter 8 for a real life example.) 

Given the capital-intensive nature of supported accommodation services and the current deficit of places, this particular issue warrants further discussion. The provision of prostheses and the incremental costs of running specialist disability equipment are also discussed in more detail — both were raised as issues by participants.

Supported accommodation

Individuals with disability have diverse housing needs, so it makes sense for the NDIS to employ a range of options to address those needs (table 
5.1). In some cases, mainstream housing services will be the most appropriate solution, and where people need assistance, the role of the scheme would be to refer people to public housing or to act as their advocate in dealings with public housing authorities. (Mainstream housing is discussed further in section 5.3.) Some people (irrespective of whether they live in public housing or in their own homes), may require modifications to make their homes more accessible. The need for housing modifications would form part of a broader assessment of need for people receiving individually tailored supports. 

Table 5.

 SEQ Table \* ARABIC 1
Responding to diverse housing needs

	Affected individuals
	Range of possible NDIS supports

	People seeking independent living arrangements
	· Referral to appropriate housing options

	Public housing tenants
	· Home modifications (subject to a person occupying the house for a reasonable period of time)

	People residing in their own home
	· Home modifications (subject to a person occupying the house for a reasonable period of time)

	People residing in private rentals
	· Home modifications (subject to agreement with the landlord and the person occupying the house for a reasonable period of time and this being reflected in a tenancy agreement)

	People who require specialist disability accommodation
	· NDIS-funded specialist housing (supported accommodation) which would enable people to move out of home in line with community norms  

	Homeless people
	· Outreach services


For another, smaller group of people, supported accommodation will be the most appropriate response. This includes, but is not limited to so called ‘group homes’ which encompass accommodation and support for activities of daily living. Currently, supported accommodation is in short supply. 

This gives rise to a number of serious problems. It is common for people to remain in their parents’ homes for longer than is appropriate. Some people (typically those with a newly acquired disability) remain in hospital due to a lack suitable alternatives. In other cases, people are placed in respite on an ongoing basis. Not only is this an inappropriate outcome from the individual’s perspective, it effectively ‘blocks beds’, such that many other families can no longer use respite services. In more critical cases, parents who can no longer cope, relinquish care of their children. A number of participants highlighted the significant problems arising from shortages in this area:

Clinicians in Queensland have identified that the lack of ABI [Acquired Brain Injury] beds and slow stream brain injury rehabilitation beds is causing significant “bed block” in the acute sector. (Brain Injury Australia, sub. 371, p. 22)

Two weeks ago I made a decision that for the sake of my personal health and my family’s wellbeing I could no longer care for my almost 11 (big boy) year old son due to his ongoing unpredictable aggression, epilepsy and autism due to Tuberous Sclerosis Complex. Naively I thought there would be a group home somewhere for him to have a controlled and structured environment with all of the emotional attachment. Now he is in a respite centre blocking a bed. (Gippsland Carers Association Inc, sub. 133, p. 12)

The NDIS would provide supported accommodation, including for those with significant and enduring psychiatric disability, subject to an assessment of need. This would include group home type arrangements but there would also be flexibility to employ innovative responses (such as the Melbourne-based Haven project which provides long-term housing for people living with mental illness). However, it would not extend to clinically staffed homes in the area of mental health. (Examples of clinical and non-clinical based accommodation arrangements are provided in appendix M.) The scheme would not necessarily own the ‘bricks and mortar’, but the funding it provided would cover the cost of capital.

Given the shortfall in specialist housing, and the consequent impact on families, the Commission has explored some more innovative housing options.

An innovative approach to supported accommodation

The choice of housing for any individual involves a series of tradeoffs — people make choices, constrained by their budgets, about location, amenity and whether they live alone or with others. For example, a person might choose to live closer to town but be prepared to share the expense of doing so by living with others. Alternatively, one might value living alone and so elect to live further out. For others, being close to family or friends or proximity to public transport might be paramount. However, for many people with disability — particularly those that require supported accommodation — their choices are constrained. This is partly due to scarcity, but also reflects the inability of the current systems to take account of individuals’ preferences. 

The Commission considers that there are strong grounds for individuals to have the capacity to cash out specialist disability housing (where the NDIS has assessed individuals as needing this form of accommodation). This would involve estimating the value of rent (priced at the market rate, not the subsidised rate) for a given person using supported accommodation, which then could be cashed out for accommodation services. This process would allow the person to make more flexible decisions about accommodation. 

For example, people could make choices about who they lived with. Alternatively, they (or their family) might add some funding to pay a higher rent for a private dwelling in a more convenient location or with features better suited to the person. Similar arrangements apply in other countries such as the United States, though they do not specifically target people with disability (US Department of Housing and Urban Development 2011).

The Commission notes that this approach could potentially extend to the purchase of housing.
 Extending the ‘cashing out’ model to the purchase of housing is more complicated. To be workable, there would need to be clear guidance on matters such as who would be responsible for undertaking repairs and whether a party’s equity stake would change if they undertook capital improvements. The NDIA should first gain experience in delivering services under the simpler, rental-based model as part of the national roll-out before exploring this option. 

The separation of ‘bricks and mortar’ from supports

Typically, the provision of supports is tied to a particular residence — the ‘bricks and mortar’. But tying support to accommodation unnecessarily restricts the choices people with a disability have. One of the advantages of the model outlined above, is that it could effectively unbundle the support from the accommodation. A number of participants called for the separation of care and support from the bricks and mortar. For example, Yooralla recommended:

That the scheme fund supported accommodation in a way that enables the level of supports a person receives to be changed without requiring the person to move house. That this funding model breaks the connection between funding for housing and funding for support. (sub. 433, p. 7)

The same approach was advocated by the National People with Disabilities and Carer Council and the Disability Investment Group:

Appropriate housing is vital to people with disability. It increases their choices and opportunities to live in the home and location of their choice. Equally important is the fundamental right of people with disability to be able to choose with whom they live, just like any other Australian. Finally, investment in personalised support is critical to people with disability being able to maintain dignity, independence and participate in and feel part of their local communities. 

The Council supports the inclusion of accommodation in the NDIS but believes that to maximize opportunities for people with disability, support and accommodation needs should be separated. (sub. 1026, p. 3)

An alternative approach is to provide more choice, by separating the care and support from the physical infrastructure or dwelling. This recognises that preferred suppliers of accommodation and care and support to people with disability may not be the same organisation. In this alternative framework, providing housing should form part of an affordable housing strategy because disability is just one among many possible causes of poverty. However, the housing must be accessible. (DIG 2009a, p .41)
The Commission sees merit in this approach and considers that the NDIA should encourage the development of an accommodation model that gives people the capacity to unbundle the provision of the ‘bricks and mortar’ and the provision of services. This would allow people to choose to live in a dwelling owned by one provider and to purchase supports from another. This could encompass a wide range of living arrangements. For example, people could separate out their housing support and pool their funds with others to form a group home, or request that a DSO organise other potential co-occupants. 

Inevitably, the NDIS will not be able to meet all of an individual’s housing preferences. But the provisions outlined above would allow individuals to decide which preferences they valued most highly and which preferences they were prepared to trade off. 

The issue of age-appropriate transitions to independent living affects a broad group of people with disability (not just those requiring supported accommodation) and is discussed further in section 5.5. But anticipating that section, the Commission considers that the NDIS should facilitate the transition of young adults, into public or private housing or supported accommodation, if they wished to do so, in line with community norms.

Homeless outreach

At present, people with disability are over-represented among the homeless. As UnitingCare Australia observed:

We now know that people with a mild intellectual disability and or mental illness are over represented in the criminal justice system, in licensed boarding houses and among the homeless. (sub. 291, p. 17)

Similarly, Brain Injury Australia noted:

A number of local surveys have attempted to estimate the number of people with an ABI who are homeless. A 1998 “Down and Out in Sydney” project found that 10% of people using inner city Sydney hostels and refuges had cognitive impairment as a result of alcohol-related brain injury or TBI [Traumatic Brain Injury].
 (sub. 371, p. 6)

Traditionally, these individuals do not access disability services. Some jurisdictions currently provide outreach services, in an effort to improve the access of homeless people to mainstream and disability supports. The primary purpose of outreach services is to connect people to support, and educate people about the services available within their community.

While an important goal of the NDIS will be to assist people with disability to access suitable and secure housing, outreach services will still be required. The Commission considers that the NDIS should provide homeless outreach services and work collaboratively with not-for-profits (such as Matthew Talbot Homeless Services) and other government agencies, including Centrelink, to connect people to a broader range of services.

Prostheses

The Commission received clear and consistent feedback from participants in response to proposed NDIS coverage of prostheses. Participants called upon the Commission to include prostheses in the scope of services and supports provided by the scheme. According to the Australian Orthotics Prosthetics Association (AOPA), a prosthesis (or prosthetic device) is:

‘an externally applied device used to replace wholly, or in part, an absent or deficient limb segment’ (International Organisation for Standards, 1989). It is not intended to describe dental implant prostheses, joint replacement prostheses, or cochlear implants. (AOPA sub. DR971, p. 7)

Prostheses are used by individuals of all ages, though many tend to be older. The Australian Orthotic Prosthetic Association (2010) note that there are more than 20 000 amputees in Australia, three quarters of whom are over 60 years of age. Of the 2500 new amputees each year, 75 per cent occur as a result of vascular disease. The remaining 25 per cent of amputations result from injuries, tumours or congenital conditions. This is consistent with data from the Artificial Limb Scheme which reveals that people over 60 account for over half of prosthesis recipients.

Prostheses in Australia are currently subject to many of the same problems facing the disability system generally. Namely, that the provision of prosthetics is reported to be insufficient and grossly underfunded, as well as being subject to delays (sub. 301). For instance, waiting times in the public health system are reported to be a minimum of three months (subs. 241 and 301). As one participant observed:

Amputees also indicate that current waiting times are between three and 12 months within the public system, causing lengthy periods without mobility or independence. (Ms Noonan, Limbs 4 Life, trans., p. 862)

Participants also noted the inequity of support across jurisdictional boundaries, between people who had acquired their amputation from different causes, as well as those who were eligible for compensation or private insurance and those relying on the public system (for example, subs. 237, 241 and 301). A number of participants also remarked that the quality of prosthetic limbs available from publicly funded schemes is also very limited. They note, in the case of prosthetic feet, for example, many schemes limit this quality to a basic rigid (SACHS) foot, which was designed in the 1950’s (sub. 301).

Prostheses in the NDIS

As noted in the Commission’s draft report, there are sound reasons why an NDIS would have a role in funding prostheses for those individuals who were covered by tier 3 of the scheme:

· Prosthetics, particularly for limbs, have the same functional purpose as wheelchairs and other mobility aids that would be covered by the NDIS. 

· Like many other aids and appliances, prosthetics used for mobility would generally be on a long-term basis, and require maintenance and replacement. In this way, the ongoing costs would be similar to those for aids and equipment. 

· There may also be some scope for consolidation of current delivery methods. Limbs 4 Life note that there are over ten different funding programs for prosthetics (sub. 301). 

In its draft report, the Commission sought feedback on what aspects of prosthetics provision should fall under the NDIS. Limbs 4 life argued that NDIS coverage should be comprehensive:

In response to the question pertaining to ‘which items should be included’, all items, products and services which support an amputee’s rehabilitation and ability to regain mobility and independence should be included.  They include maintenance and repairs of artificial limbs, supporting suspension liner products, stump socks, creams and lotions (where applicable to promote good hygiene and skin care) and the treatment/support required from a prosthetist, physiotherapist, occupational therapist, orthotist, and where necessary social workers. (sub. DR980, pp. 3–4)

However, the provision of prosthetics spans many stages. As the South Australian Government points out, the earlier stage includes the fitting of an interim prosthesis, and is related to the rehabilitation process carried out in hospitals:

… rigid removable dressings, interim prostheses and stump shrinkers in the acute phases post amputation are normally undertaken as part of acute care and early rehabilitation programs in health. Definitive prostheses are then provided by the community care model …

Hospital based or day rehabilitation health services provide interim prosthetic care to maximise ambulation ability and re-integration to home and community life. The client is usually ready for discharged from the health service once they can manage their prosthesis and ambulatory aid (stick, frame or crutches) safely.

This is the point where the client would be ready to access the NDIS. This would include the provision of definitive prosthesis. Liaison between the health service and the NDIS would be critical at this point. (South Australian Government sub. DR861, p. 12)

The NDIS should provide permanent prostheses as part of its tier 3 supports. Prostheses supplied should meet the standard reasonable and necessary test as in other aids and appliances. The NDIS should allow co-contributions from amputees who wish to upgrade their prostheses, subject to an agreement about the costs of, and responsibilities for, repair. The Commission considers that the fitting of interim prostheses and the related rehabilitation process should remain the responsibility of the health system.

Additional costs of everyday living

Aside from the costs of supports and aids and appliances, several participants pointed to the additional costs of everyday living they face. Examples include higher electricity costs, which may be due to the use of medical equipment or to provide temperature control, and higher water costs for washing clothes.

Many disabilities have difficulty stabilising body temperature and require air-conditioning to assist sleeping, comfort and prevent seizures. Incontinence results in washing machines going regularly. (Alison Bennett-Roberts, sub. 319, p. 3)

The NDIS may have a role in providing supports around some of the additional costs of living related directly to disability. However, this would need to be consistent with the NDIS’ role as a funder of specialist disability supports, as opposed to a funder of all general costs of living (such as regular groceries). In general, participants have already made such a distinction, focusing on the additional costs related to disability (subs. 184, 376, DR783 and DR868).

Enteral or PEG feeding

One area where living costs are higher for people with disability is in regard to medically necessary diets (subs. 569, 376). In particular, enteral or Percutaneous Endoscopic Gastrostomy (PEG) feeding is likely to lead to higher food costs than would otherwise be necessary. Northcott Disability Services argued that:

… the scheme should not fund general lifestyle needs (eg food) but should fund these needs if they would not have existed in the absence of a disability (eg. specialised food /formula required for a person who is PEG fed). (sub. 376, p. 17)

The Commission considers that the NDIS should cover the additional costs associated with PEG feeding, and had noted this in its draft report. This was generally welcomed by participants (subs. DR868 and DR783).

Electricity and other utilities

Many participants have also noted that people with disability have greater needs for electricity or heating (subs. DR862, DR702 and DR780). Two particular examples were of increased heating needs for people with Multiple Sclerosis (sub. 184) or for amputees (sub. DR692). Reflecting this, a number of state governments have implemented electricity rebate schemes which provide concessions under certain circumstances for people with disabilities (box 5.2). 

It is not clear the extent to which these schemes sufficiently cover the additional costs of electricity arising from the disabilities concerned, particularly when energy costs differ between regions. Nor is it clear whether the eligibility criteria are sufficiently broad for people with disabilities to benefit from these concessions — some of the current schemes appear narrow in their focus, with some employing diagnostic-based eligibility criteria.

The Commission considers that a consistent national approach would be preferable to current state-based arrangements. Individualised supports, under tier 3 of the scheme, should therefore include some coverage of the additional costs of utilities directly related to disability. The extent of coverage would be based on an assessment of an individuals’ reasonable needs. Among other things, the assessment should take account of whether individuals are in receipt of the Pension Supplement which is available to some DSP recipients (currently $58.40 per fortnight), given that it incorporates allowances to partly cover the costs of the GST, utilities and telephone bills. 

Ideally, the Australian Government would obtain some offsets from state and territory governments for its greater responsibility in this area.

Do not delete this return as it gives space between the box and what precedes it.
	Box 5.2
Examples of current concessions for utilities

	Under the medical cooling concession, Victoria provides a 17.5 per cent discount off electricity costs over a six month period from 1 November to 30 April for concession cardholders with multiple sclerosis and other qualifying medical conditions such as Parkinson's, motor neurone disease, scleroderma and lupus.

The Queensland Government provides financial assistance to low-income Queenslanders with a medical condition which requires the use of electricity for cooling or heating. Assistance of $216 per year is provided for two years, at which time eligibility is reviewed. The concession is provided to assist individuals with increased electricity costs incurred by frequent operation of an air-conditioning unit in order to regulate body temperature. 

Similarly, in New South Wales, the Medical Energy Rebate is for eligible customers who have a medically diagnosed inability to self-regulate body temperature when exposed to extremes (hot or cold) of environmental temperatures. Generally associated with certain medical conditions such as Parkinson’s disease and multiple sclerosis, the rebate provides $161 a year for eligible customers.

The Western Australian Government provides a subsidy of $502 per annum to help offset energy costs for financially disadvantaged persons or their dependents with thermoregulatory dysfunction. The subsidy is aimed at people who hold means-tested concession cards (or the dependants of such people), who require heating and/or cooling to control the temperature in their homes under specialist medical advice.
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The role of ‘mainstream’ services

Mainstream services are those that people generally use. They may include government-funded services (education, health care, public housing and transport, and employment services) and services provided by the private sector (a swimming pool, gym, the theatre and holidays). People with disabilities use these services like anyone else. It is generally accepted that disability services should not replace mainstream or other specialist services available to the broader population, or be expected to meet all the needs of people with disability. Indeed, a key policy goal is to move away from primary reliance on specialist disability services to the use of mainstream services or at least to a mix of the two (KPMG 2009). The former often isolates people with disability and reduces their power and choice. Strengthening access to mainstream services for people with disability is one focus of the current intergovernmental agreement on disability services.
But, as KPMG observed, achieving change requires a new way of thinking:

These reform directions require a shift from seeing the disability service system as the source of all support for a person with a disability, to seeing the disability service system as one part of a broader service response that complements other informal and formal supports (including health, education, housing, employment and income support). This shift towards more inclusive mainstream services and a greater emphasis on informal supports is in line with progressive thinking that is at an early stage internationally (2009, p. 2).

Access to generic services, such as health and housing, can affect demand for NDIS-funded services, and vice versa. It will be important for the scheme not to respond to problems or shortfalls in mainstream services by providing its own substitute services. To do so would weaken the incentives by governments to properly fund mainstream services for people with a disability, shifting the cost to another part of government (such as from a state government to the NDIS, or from one budget ‘silo’ to another). This ‘pass the parcel’ approach would undermine the sustainability of the scheme and the capacity of people with a disability to access mainstream services. If governments and departments thought that the NDIS would address both specialist and mainstream service needs, people with a disability may well be seen as a lesser priority for the generic services provided by government. 

The risk of mainstream service providers adopting a ‘pass the parcel’ approach was recognised by participants, as were the difficulties of establishing clear boundaries:

The Commission’s recognition of the importance of the connectedness between the disability service system and other mainstream service systems such as education, health and housing is well received by Lifestart. The intent of the NDIS to focus on meeting ‘disability related needs’ reinforces the need for strong  relationships between the NDIS and other service systems. This requires a clear enunciation of supports which will be available under the scheme so that the community is clear about entitlements and other service systems and governments do not renege on appropriate provision for mainstream or generic services, resulting in cost shifting and a diminution of disability services. The intersection of the NDIS with the National Disability Strategy must reflect these safeguards. (Lifestart, sub. DR1037, p. 2)

We note that cooperation and collaboration between the NDIS and other mainstream and existing disability services may offer the best way to meet the needs of persons with a disability. However, we note the difficulty involved with coordinating many different departments and organisations. It is also a valid point that many “mainstream” services are provided by State governments. A further complication arises given that the exact boundaries between the roles of mainstream services and specialist disability services is often unclear. (KPMG, sub. DR973, pp. 7-8) 

Even where boundaries are clear, they may not be consistent between states. As the Queensland Government observed, ‘States and territories may include different service types in their mainstream service delivery’ (sub. DR1031, p. 12).

The Commission proposes that the NDIS seek memoranda of understanding (MOU) with the relevant mainstream service sectors. The MOUs shoud detail the separation between specialist disability and mainstream services and the process for making referrals between the two.

The remainder of this section considers each of the key mainstream services. The Commission considers that such services should mainly remain outside the scope of the NDIS. That said, the NDIS should have a role in connecting people to them and, where needed, supporting the activity of people in mainstream services. Several participants recommended this approach, including the South Australian Government:

People with disabilities need a multitude of services, some of which would be the responsibility of other areas of government (housing, health and aged care, also public transport, education etc.). While a new disability care and support system is unlikely to be able to provide and finance all of these services, the system should link with other service providers to ensure that people with disability have equal access to the community. Existing disability services have tended to assume a ‘whole of life’ responsibility, including care and support as well as education, accommodation and employment. This has limited the capacity of the disability system to adequately meet demand. It also denies people with disabilities the same access to mainstream services as all other members of the community. There is significant room for increased mainstreaming of services. (sub. 496, p. 11)

Employment 

Any disability policy should strongly encourage employment, since it is a major route to financial and social independence, as well as a general contributor to the community as a whole. Given that, access to employment services should be freely available to all people with disability, not just those in the scheme. 
Australia’s employment outcomes for people with disabilities are significantly lower than the OECD average (chapter 6). One explanation could be the damaging effects of the Disability Support Pension on people’s incentives to work, rather than the disability employment services themselves. The Australian Government has taken some steps to address these disincentives by making it easier for people on DSP to get help to find work. But more reform is warranted, including providing greater support to employers to encourage employment of people with disabilities (chapter 6). 

The Department of Education, Employment and Workplace Relations provides open employment services through Job Services Australia. This covers disability employment services (which are uncapped and include specific supports for people with disabilities) and generic employment services (which offer standard employment assistance to job searchers regardless of disability). The number of people with disabilities covered by Job Services Australia would be much greater than those eligible for NDIS-funded supports. Given that, and the significant benefits from having a single coherent system for open employment services, these services should lie outside the NDIS. 

The Commission considers that employment services should remain a mainstream concern. However, a clear exception would be ‘job readiness’ programs (targeted support) currently provided by the disability services sector. These intensive post-school programs last around two years, and help people in the transition to the workforce. The ‘Transition to Work’ program in NSW is a good example. 

Another clear exception would be supported employment. Supported employment is designed to assist those ‘people with disability whose employment opportunities would be very limited or non-existent if they were to compete for a job in the open labour market’ (Australian Government 2010d, p. 10). Some 70 per cent (13 166) of supported employees have an intellectual disability. One quarter (4530) of supported employees were living in residential facilities and group homes (Australian Government 2010d).

Supported employment is provided by Australian Disability Enterprises (ADEs). These enterprises provide a broad range of supports in the workplace:

Australian Disability Enterprises manage a complex range of factors associated with their unique role. These include building their commercial business around their supported employee workforce and providing a wide range of support services that far exceeds the general obligations of an employer. (Australian Government 2010d)

The importance of NDIS coverage of supported employment was underscored by participants:
ADE’s provide a very important employment option for some people with disability. In some cases they are the only employment type which provides the level of support necessary for a person to stay in employment; in other cases they offer a great entry level and pathway to open employment.

… allowing the purchase of these services via an NDIS package effectively uncaps the program. The current capping has been one of the greatest criticisms and drawbacks of the ADE service. Studies show that governments spend roughly twice as much to keep a person with disability in day programs, as it does to fund them in an ADE place. In addition, the DSP is reduced when a person is earning a wage in an ADE – hence the public, as well as the personal, economic benefits are much greater through increased access to ADE employment options. (Yooralla, sub. DR755, p. 2)

The NDIS would have a strong employment focus. Hence, access to supported employment would be governed by what was ‘reasonable and necessary’, rather than by a predetermined number of places.

Housing is critical

As noted by Carers Australia, ‘Lack of access to suitable, stable and affordable housing consistently ranks as one of the biggest challenges for people with a disability’ (sub. DR981, p. 35).

People with disability are key users of mainstream housing assistance provided by the Australian and State and Territory Governments. Assistance takes a variety of forms, including public and community housing, home purchase and home ownership assistance, Indigenous housing, state and territory private rental assistance and Australian Government rent assistance. Of these, two are of particular relevance — Commonwealth Rent Assistance and public housing.

While the exact number of people with disability receiving Commonwealth Rent Assistance (CRA) is unknown, around one in five (220 000) recipients also receive the disability support pension. The Australian Government provided $2.9 billion for CRA in 2009-10, and the average payment across Australia was around $2500 per year (SCRGSP 2011).

Public housing

Public housing is an important source of affordable, stable accommodation for people with disability. At 30 June 2008, 31 per cent of public housing households contained a household member with disability (SCRGSP 2010). Across Australia, the average annual cost (including of capital) per public housing dwelling was $27 345 (SCRGSP 2011)
.

Three aspects of public housing are particularly relevant to people with disability — the general availability of dwellings, the appropriate location of the dwellings and the suitability of the dwelling for the person. Some have expressed concerns about the adequacies of all three aspects: 

… the stock of public housing in Australia has fallen … much of this stock is seen to be physically inappropriate for persons with a disability because of the design of the dwelling, distance from public transport, poor quality maintenance etc. (Beer and Faulkner 2008, p. 49‑50)

The availability of public housing has decreased over recent years, with the number of dwellings falling from 343 000 in 2005 to 333 000 in 2010 (SCRGSP 2011). By comparison, there are around 200 000 applicants on the waiting list for public housing (table 
5.2).

However, the share of special needs households — including those with a household member with disability — is increasing as a proportion of all new households allocated public rental housing.
 Nationally, new public housing tenancies allocated to households with special needs was 65 per cent in 2009-10 (table 5.2). Moreover, surveys suggest that the vast majority of public housing tenants for whom location was important, reported that their needs were met.

Problems regarding the availability and location of dwellings are common to all prospective clients of public housing. For that reason, decisions about where to locate public housing and how much to invest, should remain a mainstream policy concern. Nevertheless, there is scope to trial innovative models of service delivery that are more consistent with self-determination for people with disability. These include ‘cashing out’ (for accommodation purposes only) the value of public housing and allowing people more flexible accommodation choices.

Table 5.2
Public housing shortages by jurisdiction

	
	Total number of public rental dwellings at June 30, 2010
	Applicants on waiting list at June 30, 2010
	New allocated households 2009-10
	New allocated households for people with special needsa 2009-10

	
	no.
	no.
	no.
	no.

	NSW
	115 686
	60 444
	5 861
	3 766

	Victoria
	65 064
	50 716
	3 799
	2 298

	Queensland
	51 705
	30 593
	3 886
	2 813

	South Australia
	42 010
	25 302
	2 249
	1 575

	Western Australia
	31 501
	23 723
	2 400
	1 490

	Tasmania
	11 460
	3 675
	921
	605

	Northern Territory
	5 099
	3 163
	455
	304

	ACT
	10 858
	2 479
	557
	287

	Australia
	333 383
	200 095
	20 128
	13 138


a Special needs includes any household meeting one of the following criteria: is an Indigenous household; has a household member with disability; the principal tenant is aged 24 years or under; the principal tenant is aged 75 years or over.

Source: AIHW (2011c).

The exact mechanism for doing this in relation to specialist disability accommodation, which was examined earlier, could also apply to public housing generally. And there are strong grounds for doing so. The availability of public housing is often a precondition for independent living. This model would require co-operation with state and territory governments, few of whom responded to the Commission’s proposal. The Queensland Government offered the following cautious response:

In Queensland, people with a disability comprise 47 percent of tenancies in government-managed housing. In the 12 months to 28 February 2011, nearly 60 percent of tenancies allocated to Government-managed social rental housing were to households  where at least one person had a disability.

Potentially, cashing out housing subsidies, if fully funded, could increase the availability of social housing. However further consideration of the complexities around cashing out is needed, including how it would be funded, how entitlements would be determined, and the differences between an expected market rent model and the current social housing income-based concession or rebate amount.

Given the viability and funding challenges facing the ongoing provision of social housing assistance across Australia, any cashing out scheme would need to be very carefully considered within the broader housing reform agenda and framework under which the Australian Government provides funding for housing support to states and territories. (Queensland Government, sub. DR1031, p. 19)

The cashing out model is one of many options that could potentially improve housing outcomes. Carers Australia highlighted the work done by the Henry Review of Australia’s Future Tax System. That review outlines ways in which governments could provide appropriate, affordable and secure housing options to people who are unable to access suitable housing. These proposals are equally relevant for other stakeholder groups, such as the homeless, elderly, indigenous people and young single parents. While outside the scope of this inquiry, they are worth noting and include:

· a high-need housing payment paid to social housing providers for their tenants who have high or special housing needs or who may face discrimination in the private market 

· better targeting of, and an increase in the maximum rate of, Commonwealth Rent Assistance so that renters can afford an adequate standard of dwelling. 

Other options include harnessing private capital, as occurs in the area of defence housing. (Under the defence housing model, houses are provisioned through construction or acquisition, the majority of which are sold and then leased back.)

Even if access to public housing were improved, there is still the issue of dwelling suitability. All new public housing dwellings should meet any minimum standards for disability access and suitability. Nevertheless, that would still leave a legacy stock that may not meet even those standards, and even new dwellings may not meet the needs of a particular person. Nationally, around one quarter of public housing tenants for whom ‘modifications for special needs’ were important, reported their needs were not met (AIHW 2011c). As noted earlier, the NDIS would fund home modifications on a reasonable and necessary basis for people in both public and private housing.

Education

People with a disability are more likely to experience poorer socio-economic outcomes. As the New South Wales Government observed, ‘education has an important role to play in addressing this issue and preparing young people to participate in a rapidly changing and increasingly complex world’ (2010b, p. 5). 

Over the last two decades, there have been significant changes in the approach to educating students with a disability. A driving force has been the assertion of the rights of students with a disability to be educated on the same footing within regular or ‘mainstream’ classrooms rather than in segregated settings. These changes have also been motivated by greater recognition that:

· children and young people with a disability need opportunities to learn and socialise with a broad range of other students if they are to maximise opportunities to participate in the workforce and community life 

· mainstream participation of students with disabilities can reinforce positive attitudes to diversity, leading to social inclusion in the community. When children with and without disability interact together on a daily basis, there is potential for long-term acceptance and mutual support

· disability labels can be stigmatising and can lead to lower educational expectations. (NSW Government 2010b)

A significant and growing number of students with disability have enrolled in mainstream education over recent years. For example, in NSW, just under half of students with disability attend mainstream classes in mainstream schools. A further 40 per cent of students attend supported classes in mainstream schools (New South Wales Government 2010b, p. 14). 

This transition has been facilitated by several measures, including the Commonwealth Disability Discrimination Act and the Disability Standards for Education. These seek to overcome discrimination based on stereotyped beliefs about the abilities and choices of students with disability. The standards cover enrolment, participation, curriculum development, accreditation and service delivery and student support services (box 5.3). The standards apply to government and non-government education providers. Under section 32 of the Act, it is unlawful for a person to contravene a disability standard and a complaint can be made to the Human Rights Commission. 

The Disability Standards for Education require providers to make ‘reasonable adjustments’ to accommodate a student with disability. That might involve structural modifications for buildings to ensure better accessibility, aids and appliances to increase educational opportunity, teacher aides, development of new curriculum materials, and teacher training. Many of these expenditures are hard to attribute to a specific individual, since they often meet the needs of many students with disability. 
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	Box 5.3
Disability standards for education 

	The Disability Standards for Education 2005 aim to clarify the obligations of education and training service providers, and the rights of people with disability, under the Disability Discrimination Act 1992 (DDA). 

The Standards give students and prospective students with disability the right to education and training opportunities on the same basis as students without disability. This includes the right to comparable access, services and facilities, and the right to participate in education and training without discrimination. Education providers have a positive obligation to make changes to reasonably accommodate the needs of a student with a disability. The Standards apply to the provision of education and training to persons with disability by ‘education providers’, including the Commonwealth, states and territories and their public authorities, as well as private sector organisations. 

An education provider must make ‘reasonable adjustments’ to accommodate a student with a disability. An adjustment is a measure or action taken to assist a student with a disability to participate in education and training on the same basis as other students. An adjustment is reasonable if it does this while taking into account the student’s learning needs and balancing the interests of all parties affected, including those of the student with the disability, the education provider, staff and other students.

In determining whether an adjustment is reasonable, an education provider should take into account information about:

· the nature of the student’s disability

· his or her preferred adjustment

· any adjustments that have been provided previously

· any recommended or alternative adjustments.

The provider may consider all likely costs and benefits, both direct and indirect, for the provider, the student and any associates of the student, and any other persons in the learning or wider community, including:

· costs associated with additional staffing, providing special resources or modifying the curriculum 

· costs resulting from the student’s participation in the learning environment, including any adverse impact on learning and social outcomes for the student, other students and teachers 

· benefits of the student’s participation in the learning environment, including positive learning and social outcomes for the student, other students and teachers, and

· any financial incentives, such as subsidies or grants, available to the provider if the student participates. 

The DDA and the Education Standards do not require changes to be made if this would impose unjustifiable hardship to a person or organisation.

	Source: Attorney-General’s Department.

	

	


Despite these measures, there remains considerable scope to improve education services and outcomes for people with disability. For example, a NSW Legislative Council Inquiry into the provision of education for students with a disability or special needs found that:

The overwhelming view among inquiry participants is that there are significant inadequacies in the NSW education system for students with disabilities and special needs. The Committee believes that the NSW Government needs to take immediate action to address these inadequacies if it is to meet its legal obligations to ensure equal access to the education system for all children.

Inquiry participants argued that one of the major barriers to the effective inclusion of students with disabilities and special needs in the education system is the lack of appropriate funding in both the government and non-government sectors. (New South Wales Government 2010b, p xii)

Participants in this inquiry have also highlighted a number of significant problems:

Neither mainstream or specialist settings have fully inclusive education programs that are leading to measurable developmental learning outcomes for students with disabilities. The current system focuses on disability diagnosis rather than functional capacity to learn, and invests almost exclusively in support services rather than specific educational programs. 

Education systems have invested in these ‘integration programs’ for some years, however they are exclusive and heavily rationed programs. Many children with genuine needs for additional assistance cannot access this funding due to quirks of eligibility filters or lack of overall funding, meaning that their schools are not properly resourced to provide an effective educational program. This is an unacceptable situation for schools, teachers and students, however it can be addressed through reform of the funding system. (National People with Disabilities and Carer Council, Submission to the Review of Funding for Schooling, attachment A to sub. no. DR1026, p. 9)

For the personnel in a school, it is essential that the added responsibilities and time necessary to coordinate a program for a student is given the necessary funding. The responsibility for the education of students with additional needs should not be seen as an ‘extra’ to be carried out voluntarily on a ‘good will’ basis. Inadequate appreciation of the additional tasks (and the time it takes to perform them) which accompany students with additional needs, leads to resentment, fatigue and becomes detrimental to the successful carrying out of the role of the teacher. The productivity of an individual staff member affects the productivity of the school. 

Essentially, what needs to be acknowledged and planned for, is that for a school to contribute successfully to the full development of the child, the additional tasks that impact on the school’s productivity need to be addressed. (Learning Support Team, Armidale High School, sub. no. 67, p. 1)

In autism the situation is dire. Education authorities are not responsive to the needs and perspectives of children and parents. The waste and poor delivery are legend … (Greg Mahony, sub. DR825, p. 1)

The education sector should not have to meet all of the needs of students with a disability. At the same time, shared responsibilities needs to work effectively and not result in unreasonable loads on the individual or their carers. For example, Queensland Parents for People with a Disability highlighted the example of a child with disability attending a mainstream school where the parent was required to attend the school up to three times per day to toilet their child (trans., p. 598).

Rather, partnerships are essential for achieving positive outcomes for students with a disability. These include partnerships between families, communities and schools that are effective in identifying and responding to the needs of individual students as well as inter-agency approaches through collaborative planning and delivery of services.

In this context, the NDIS would have a role in meeting some of the needs of students. This would typically be centred on the provision of goods and services that would be needed regardless of whether a person was attending school or not (personal attendant care, a hearing aid, or a wheelchair). 

Collaboration between the NDIS and education departments should be based on agreed frameworks and boundaries. It would be odd if children receiving supports through the NDIS were subject to vastly different criteria for school-based supports. The need for clear boundaries was highlighted by a number of participants, some of whom were concerned that education departments might withdraw funding:

It is widely accepted that educational outcomes for people with disability is linked to their economic participation. The Council understands the need to establish boundaries between mainstream services and the NDIS. The Council therefore, supports the exclusion of education from the scheme. However, given the need for significant reform in this area the Council believes that the NDIA should take a lead role in advocating for the needs of people with disability in the education system. (National People with Disabilities and Carer Council, sub. no. DR1026, p. 5)

Given that a NDIS will see an increase in disability funding and support across the nation, Northcott is also concerned that the introduction of a NDIS may be a way in which mainstream services and systems could minimise their responsibilities to children with a disability, believing that the NDIS is providing all the necessary supports. Currently, education systems are not necessarily able to meet their existing responsibilities to support and ensure full and equal participation for students with a disability. Often citing insufficient resources to be able to make the necessary adjustments to support the full participation of a child with a disability, the introduction of a NDIS could see education systems further claiming inadequate resourcing as an issue in meeting the needs of students with a disability. Therefore, Northcott is concerned that mainstream systems may see the NDIS as a way of shifting their responsibilities in this manner, and further be a barrier to full participation and equal rights for children with a disability in these mainstream settings. (Northcott Disability Services, sub. no. DR883, p. 3)

The Commission considers that the NDIA should also have a role raising awareness of the needs of people with disability in the education system and advocating on their behalf.

Health 

Primary care and hospital (in-patient and outpatient) based services and medical and pharmaceutical products should remain a mainstream concern. As is the case with the community more generally, people with disability will continue to access the existing health care system as the need arises. Exceptions to this would be when an individual needs care that a familiar personal support worker is best placed to provide or where nursing care is an integral part of the care of the individual (for example, when meeting the care and support needs of a ventilated quadriplegic).

However, people with disability, and in particular intellectual disability, encounter a number of barriers to good health care. As Lennox et al. (1997) and the Centre for Developmental Disability Health Victoria observed:

· communication difficulties between patient and doctor may lead to difficulty in the reporting of symptoms and past history 

· carers may not know, or be able to provide, an accurate and reliable history of the person’s symptoms or previous medical care 

· difficulties using transport can make it hard to independently access medical services and/or independently follow recommendations 

· they may experience difficulties understanding the importance and long-term implications of healthy diet, lifestyle choices, and disease screening 

· limited literacy may mean they miss out on health information in magazines, books and public health campaigns.

In these instances, the NDIS would have a role in reducing disability-specific barriers. The need for such arrangements was highlighted by a number of participants:

NDS is pleased that the Commission recognises that the NDIS could have a role in reducing disability-specific barriers to receiving good health care. An important example of this is when some people with disability are hospitalised (particularly those with communication difficulties and/or cognitive impairment). While hospital staff need to be adequately trained in disability issues to minimise the distress these people experience, there is often a need for people to receive additional support from disability support workers they know. The NDIS may be able to make this service available. (National Disability Services, DR 836)

Transport

Access to transport is often a necessity for employment, social participation and access to other services such as health and education. As noted in the National Disability Strategy Consultation Report Shut Out (Australian Government 2009a):

Few things are more fundamental than the ability to get where one needs to go. Without access to transport, participation in such critical activities as education, employment and health care is difficult, if not impossible. Yet this is the situation many people with disabilities find themselves in. (pp. 44-5)

Access to transport is often poor for people with a disability, and many participants have noted the difficulty this causes regarding access to other services (box 5.4). 

Improving access to transport for people with disability is an important policy goal. This can be achieved through better access to mainstream public transport (for example, wheelchair accessibility) and private transport (such as by modifying vehicles), and through specific subsidies or provision of taxis and community buses. In some cases, this can be targeted directly by the NDIS. In many other cases, these goals will have to be pursued in the course of wider transport policy by state and territory governments. 

Public transport 

Many people with disability are physically able to use public transport, either with or without assistance. In 2009, around 73 per cent of people with severe or profound core activity limitations indicated that they could use public transport of some form, while around 21 per cent could not use any (ABS 2010d). Barriers to the use of public transport take several forms. Among the latter group, 37 per cent cited physical accessibility of public transport and associated buildings and infrastructure.

A significant proportion of the public transport network is not accessible to some people with disability. A five year review by Allen Consulting Group (2007) noted that the introduction of the Disability Standards for Accessible Public Transport in 2002 had led to a focused and systematic approach to improving accessibility. That said, the review also highlighted the lack of comparable data to properly gauge the impact of the Standards.

Improvements in accessibility generally relate to the replacement of legacy vehicles. As such, the improvement of accessibility to public transport mainly depends on state and territory governments’ ongoing upgrades of public transport. The long timeline for reform was noted in the Shut Out report:

As many noted, the Disability Standards for Accessible Public Transport (2002) has a 30-year timetable. These same standards stipulate that only 50 per cent of buses have to be accessible by 2012. (Australian Government 2009a, p. 45)

Do not delete this return as it gives space between the box and what precedes it.
	Box 5.4
The importance of public transport

	Several parties raised concerns about the availability of accessible and affordable transport:

A priority is the need to ensure people have access to affordable transport. The public transport system is generally hard to navigate in the Perth metropolitan area, and taxis are expensive — even when subsidised with a taxi voucher. (Headwest Brain Injury Association of WA, sub. 448, p. 12)

Restricted access for people with disabilities to mainstream public transport, and transport funded under other programs such as HACC, places pressure on the CSTDA and/or on people with disabilities themselves to locate and pay for appropriate transport services. There have been anecdotal reports of CSTDA flexible respite funding being used to pay for transport assistance (AIHW 2007).

Many noted that this lack of transport was a barrier to day-to-day access of the community and supports

The lack of cheap and accessible transport continues to be a barrier for community access, employment, social and recreation options even attending health & medical appointments. Transport options for people with disabilities needs to be a major consideration, if community inclusion and participation are to be achieved. (City of Port Adelaide, sub. 64, p. 2)

The lack of timely public transport only makes access to current respite beds even worse. The inconvenient and unrealistic travel times make it inequitable to get to services in other municipalities. For example, a carer living in South Morang who obtained respite at the Special Kids facility would take 2 hours and 10 minutes using 5 different individual trips on public transport for a Friday night drop off just to access the service. Then there is the return trip afterwards. (Respite Alliance Whittlesea, sub. DR1006, p. 6)

Transport is a major problem, particularly for people with physical disabilities. In South Australia, the Public Transport services fail to meet even the basic needs of people with disabilities. The Access Taxi service, because of the small number available, also fails to meet those needs. And yet, as the Productivity Commission reports, being able to attend community venues and to go to one’s workplace greatly improves a person’s quality of life. (Physical Disability Council of South Australia, sub. DR857, p. 5)

	

	


In addition to accessibility, the availability of public transport is also an issue for people with disability (subs. 163 and DR869). But a lack of public transport services, particularly in regional areas, is an issue for the wider community. The Commission considers that the provision of public transport, including the planning of public transport routes, is and should remain a mainstream concern. However, an NDIS may be well placed to contribute to future discussions of national accessibility standards, provide useful data, as well as help identify barriers and failures in public transport.

Australian disability parking scheme

Under the Australian Disability Parking Scheme, a single permit allows the same minimum parking rights within and across states. The distribution of disability parking permits continues to be a function of state, territory and local government authorities. 

The NDIS would not be well placed to take over the assessment for all parking permits, simply because the population accessing permits is likely to be broader than those receiving NDIS assessments (including those with temporary injuries). As such, state and territory road authorities should continue to oversee access to such permits. However, the scheme could act as an assessment agent (on behalf of state and territory road authorities) for NDIS clients who require disability parking permits and, with the agreement of states, issue these permits. The Commission has explored a number of options to help minimise duplicative assessments (chapter 7).

Accessible taxis

Taxis are an important mode of transport for people with disability, particularly for those for whom public transport is not accessible. Currently, all states and territories have taxi fare subsidy schemes for people with disabilities. Each subsidy scheme differs in terms of the subsidy size and eligibility criteria. Moreover, taxi fares differ greatly between jurisdictions — reflecting different booking fees, flagfalls and per kilometre and per minute charges.

Many people continue to experience great personal expense when reliant on this form of transport. For example, one participant noted that it cost around $120 per week to travel 11km by taxi to work — this is after accounting for a 50 per cent taxi subsidy discount and weekly mobility allowance (sub. 197). The out of pocket expense is likely to deter many people from travelling by taxi.

The NDIS may be able to provide a more efficient taxi subsidy to those receiving individualised supports. The limits placed on current taxi subsidies (either as maximum percentages or dollar amounts) are relatively ‘blunt’ tools which try to distinguish between necessary and discretionary travel. Individualised assessment would allow the NDIS to take account of:

· where a person lives in relation to their service provider(s)

· the availability of appropriate public transport in their area

· the availability of appropriate transport from informal carers

· the true cost of travel in the area, given the taxi tariff rates.

Hence, the NDIS could more heavily subsidise high priority travel, and provide less subsidy for further discretionary trips. On a per person basis, this is likely to result in greater ‘mileage’.

These efficiency gains, however, do not mitigate the potentially large costs associated with taxi travel generally. The potential for controlling the costs of taxi subsidies, as well as providing reasonable transport entitlements, will lie in alternative modes of transport. This is likely to include a significant increase in the use of community transports, as well as other innovative programs. To the extent that the NDIS can make alternatives more accessible or affordable, the need for subsidised taxi fares can be decreased. The details of the taxi subsidy levels would need to be decided by the NDIA.

Encouraging savings

Private funds have been seen as a partial remedy to the chronic rationing of disability services. The Australian Government introduced Special Disability Trusts in Australia in 2006 to help people privately finance essential supports for people with disability. Disability trusts have some advantages over other trusts.
 To address possible risks of being misused, disability trusts are subject to strict criteria covering the trust’s purpose, beneficiary, and size.

Users of trusts underscore their importance (subs. 66, DR654 and DR993). But Special Disability Trusts have historically had low take-up rates and several commentators have questioned whether they are practical for the majority of people with disability, noting the large costs involved, and hence the emphasis on larger, rather than smaller asset pools. Moreover, Disability Trusts have been characterised as a way of transferring assets rather than a way of promoting savings:

… because SDTs are individual trusts they are expensive to establish and maintain as they need auditing, and they are likely to pay retail rather than low-cost wholesale fund management fees. (DIG 2009, p. 34)

… Nor is the Special Disability Trust viable for small amounts of capital that are still of a size to affect the pension entitlements. The message for parents is make no provision for your family member unless you have the capacity to provide considerably. (sub. 43, p. 2)

More recent changes to Special Disability Trusts have sought to encourage their take-up. These changes have been welcomed by some participants (see, for example, sub. DR993). But, as noted by the Senate Community Affairs Reference Committee, take up rates remain low despite the new measures:

the committee is still concerned by evidence suggesting that the take-up rate remains relatively low. Departmental officers informed the committee that as at 30 September 2010, there were only 119 SDTs in operation. (2011, p. 35)

Special Disability Trusts appear to be of limited use for most people with disability, bearing in mind that many families experiencing disability have lower assets and income. Further, with a fully functional NDIS, there would be much less need for such measures. The Commission considers that the role of Special Disability Trusts should be reviewed once the NDIS is up and running. They should be considered against a range of options that might be more efficient in leveraging private assets for the provision of accommodation for people with disability. (Social Impact Bonds may be one alternative or additional option.)
Improving access to mainstream services

As noted earlier in this chapter (and in chapter 3), the Commission considers that the NDIS should have a role in connecting people to mainstream services. Where people approach the scheme for supports that would be more appropriately addressed by a mainstream provider (public or private), the scheme should endeavour to ‘connect’ people to the relevant provider. That might be as simple as giving them a contact name or number. In other cases, that might involve making an introductory call on their behalf. These ‘warm referral’ services might be important for particular groups (for example, those with intellectual disability), or in particular circumstances (such as in more urgent or serious matters). In other cases, it might be appropriate for the NDIS to act as an advocate for individuals when dealing with mainstream providers. 

While NDIS initiated referrals and advocacy will go some way to improving access to mainstream services, broader-based change is required. As Uniting Care Australia commented: 

there is a need for significant skills development and culture change in many of these services to become inclusive, supportive environments and effective service providers, able to adequately support people living with disability and other complex personal and social issues. (Uniting Care, sub. DR1041, p. 5)

The Commission considers that the NDIS should have a public reporting role. This would involve reporting annually on the progress made by governments, in the areas of education, housing and transport, to improve services to people with disability. In doing so, the scheme could draw attention to both good and bad examples. Highlighting and disseminating examples of inclusive practices, should help bring about broader-based change.

5.

 SEQ Heading2 4
Income support 

The Australian Government is responsible for the provision of income support targeted to the needs of people with disability, their families and carers (box 5.5). As well as the Disability Support Pension, income support payments and allowances include Carer Payment, Carer Allowance, Sickness Allowance, Mobility Allowance and Child Disability Assistance Payment. 
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	Box 5.5
Australian Government income support payments and allowances

	Under the National Disability Agreement, provision of income support for people with disability, their families and carers is a key responsibility of the Australian Government. Outlays on income support payments and allowances to people with disability and their carers in 2009-10 (on an accrual basis) amounted to $11.6 billion for the Disability Support Pension, $2.3 billion for the Carer Payment, $1.5 billion for the Carer Allowance, $83.7 million for the Sickness Allowance, $124.0 million for the Mobility Allowance and $152.3 million for the Child Disability Assistance Payment. The Carer Supplement was not paid in 2009-10.
 

At 30 June 2010, there were around 792 600 recipients of the Disability Support Pension, 168 900 recipients of the Carer Payment, 508 600 recipients of the Carer Allowance, 57 300 recipients of the Mobility Allowance, 6700 recipients of the Sickness Allowance and 152 400 recipients of the Child Disability Assistance Payment.

	Source: SCRGSP (2011, box 14.3, p. 14.8).

	

	


Income support for mobility

Mobility Allowance is a two-tiered payment that assists people with disabilities who are involved in qualifying activities and cannot use public transport without substantial assistance. Qualifying activities for the standard rate of payment (of $83 per fortnight) are: looking for work; participation in a Disability Employment Services-Disability Management Service program; or any combination of paid employment, voluntary work, vocational training and independent living or life skills training of at least 32 hours every 4 weeks on a continuing basis. A higher rate (of $116 per fortnight) is paid for people working or searching for a job for at least 15 hours a week (plus some other conditions). In June 2009, there were around 56 000 people receiving the allowance at a cost to the Australian Government of around $120 million. 

Some people outside the proposed NDIS would be likely to receive Mobility Allowances, and the Australian Government should preserve those arrangements. However, the two flat rates of Mobility Allowance are inconsistent with the individualised approach of the NDIS, in which some people will be assessed as needing very significant support for mobility, and others much less so. In that context, those eligible for funded support should have their assessed mobility needs met by the NDIS, rather than by social security (but they would retain their health care card were they to meet the Mobility Allowance eligibility criteria). For people with significant mobility restrictions, the benefits would often exceed the $2160‑$3020 annual entitlements under the current arrangements. In all cases, individuals would be assessed for what was ‘reasonable and necessary’ and there would be monitoring to ensure scheme sustainability.

Income support for carers

Other payments, such as Carer Payment, Carer Supplement, Carer Allowance and the Child Disability Assistance Payment encourage the provision of informal care. These payments apply to a broader population than that covered by the NDIS (particularly care for the aged). In theory, these payments could be transferred to the NDIS and directed more flexibly to people’s support needs, while reducing the poverty traps that sometimes apply to carers from such payments. However, the issue is complex. The gains may be small relative to the disruption created by the change, especially if carers viewed the change as undermining or diminishing recognition of their critical role. In these circumstances, it could inadvertently impose higher costs on the NDIS. 

There may be better options for addressing the work disincentives posed by the Carer Payment (such as by changing the work and education tests in the payment). The Australian Government should investigate these options. Either way, the NDIS should share information about carer payments with Centrelink and take into account the receipt of such payments when assessing people’s needs.

The Disability Support Pension

The Commission considers that the Disability Support Pension should be outside the NDIS. It is an income support payment, like unemployment benefits, and covers a broad group of people with disabilities. The DSP is the principal source of income for around 800 000 people with disabilities, of those, around one in five would be eligible for the NDIS. DSP recipients include people whose incapacity for work is due to illness or injury and people without a lifelong disability, who do not need the individualised supports that the NDIS would provide. 

There are strong grounds for (further) reform of the Disability Support Pension, given that its design can significantly undermine the NDIS’s goals of better economic, employment and independence outcomes for people with a disability. Some people have disabilities so severe that they could not realistically ever work — and the Disability Support Pension would continue to be the major source of long-term income support for them. However, some people using the Disability Support Pension have the potential for employment — with the associated gains of higher income, social connectedness, health benefits and the contribution they could make to the Australian community (and the evidence for such benefits is strong). The Commission has proposed a number of options for reforming the Disability Support Pension, these are outlined in detail in the following chapter.
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The basis for providing specialist disability supports

A key point of distinction between existing arrangements and those proposed under an NDIS would be the obligation for the scheme to deliver the package determined by the independent assessment of need, rather than the present arbitrarily rationed amount. This feature is an essential element of avoiding the chronic underfunding that has beset the current disability system. However, that does not mean that the provision of supports will be unconstrained. Indeed, in other, better resourced schemes — such as no-fault accident insurance schemes that provide lifetime care and support for catastrophic injuries — service provision is ‘bounded’ by the concept of reasonable and necessary.

For example, in NSW, the Lifetime Care and Support Authority stated: 

we will pay your reasonable and necessary treatment, rehabilitation and care services … This is decided on a case by case basis, and means you will get what you need — not things that are simply nice to have … (LTCSA NSW 2011).

In its draft report, the Commission recommended that the NDIS fund ‘reasonable and necessary’ supports, and there was support among some participants for this approach (see, for example, DR832). But as the Tasmanian Government observed, what constitutes reasonable and necessary (and the distinction between needs and wants) will ‘be critical to the final model’ (sub. DR1032, p. 13). So it is not surprising that many participants sought greater clarity and certainty about what ‘reasonable and necessary’ might mean in practice:

At present the proposal is that ‘assessments would concentrate on the reasonable and necessary supports that people require’. This principle requires further careful development and operationalisation … An important task for the Commission is to consider the living standard level to be achieved by ‘reasonable and necessary’ support since this will be defined differently by different people and reflect individual preferences. (Dr Michele Foster, Ms Ros Harrington and Dr Paul Henman, sub. DR940, p. 3)

… the report uses the terms ‘reasonable and necessary’ in the assessment of supports eligible for funding under the scheme. There is little explanation as to how these will be assessed and by whom. SACOSS believes it is relevant to give greater definition to these terms. (South Australian Council of Social Services, sub. DR794, p. 2)

But this is not an unchartered area. As noted in the Commission’s draft report, both the LTCSA NSW and the Transport Accident Commission (TAC) in Victoria have refined the concept of ‘reasonable and necessary’ in general terms, as well as for the provision of specific services, such as home modifications (box 5.6). 

The Commission considers that these guidelines provide a useful template that could be adapted by the NDIS. As is the case with the LTCSA NSW and the TAC, ‘reasonable and necessary’ guidelines will need to change over time, to take account, among other things, of changes in technology and community norms. 

‘Reasonable and necessary’ criteria 

The NSW Lifetime Care and Support scheme has particularly well developed general guidelines for determining whether a support or service is reasonable and necessary. Guidelines are based on a number of considerations, many of which would be equally relevant for a NDIS. Guidelines would inform resource allocation decisions. (Where an individual elects to have self-directed funding, they would have greater flexibility to decide how best to use that budget to meet their needs.) The Commission recommends the following guidelines, adapted from the NSW Lifetime Care and Support scheme:

· the benefit to the participant 

· there are goals, expected outcomes and an expected duration for the requested support or service

· there is evidence to show the requested support or service will benefit the participant. For example, the outcome will progress or maintain the participant’s functionality

· appropriateness of the support or service request

· the service is in keeping with current clinical practice, evidence-based practice and/or clinical guidelines 

· other services or supports will not provide an improved or equal outcome 

· the requested service or support is consistent with the participant’s other supports and relates to their goals as outlined in their individual support plan

· the support request would meet the community’s perception of what is appropriate, given that the NDIS reflects the pooled contributions from all Australians 

· appropriateness of the provider

· the provider is appropriately experienced to provide the support service (and where appropriate qualified and/or registered) 

· the provider does not have conflicts of interest that may result in over-servicing or direction of people to less effective supports or services

· the provider is appropriate considering the participant’s age, ethnicity and any cultural and linguistic factors 

· cost effectiveness considerations 

· consideration has been given to the long-term compared to the short-term benefits of the service, based on evidence-based practice, clinical experience or consensus 

· the long-term and short-term benefits, including social benefits, and expected outcomes of the proposed support or service have been considered and are likely to outweigh the costs 

· the cost of the proposed support or service is comparable to those charged by providers in the same geographical or clinical area 

· the support or service represents the most cost-effective option of those available. For example, where equipment or modifications are required, factors relating to lease or rental have been carefully considered and compared to the cost of purchase. 

Do not delete this return as it gives space between the box and what precedes it.
	Box 5.6
Applying the concept of ‘reasonable and necessary’ to the provision of home modifications — an example

	The NSW Lifetime Care and Support Authority takes account of a range of factors when deciding if a home modification is ‘reasonable and necessary’. These include:

· the anticipated length of time that the participant will need home modifications and whether this need is likely to change

· structural constraints, for example, size, surrounding terrain and the condition of the home

· ownership of the property

· permission of the owner or body corporate to temporarily or permanently undertake modification to the home

· local planning regulations and building permits

· length of lease of a rental property

· anticipated period of occupancy of the home to be modified

· the scale and cost of the proposed modifications relative to other residential options.

	Source: LTCSA NSW (2010a).

	

	


The Commission proposes a further criterion, that being:

· the support or service would be most appropriately provided through the NDIS 

· the support or service would not be more appropriately delivered by a mainstream government service (like the health system) 

· taking account of community norms, the support or service would not be addressed better at an individual, familial or informal support network level. For example, community norms suggest that parents would provide sleepover care for a young child who was a passive sleeper.

An important implication of this last criterion relates to the transition to independent living. Under current arrangements individuals with disability, particularly intellectual disability, remain in the family home for considerably longer than is the community norm (figure 5.1).

The scheme would facilitate the transition of young adults into independent living or supported accommodation, if they wished to do so, in line with community norms.

A number of participants supported this objective:

All young adults with a physical and/or intellectual disability have the right to move out of home, be settled and live their own lives and, in a compassionate society, parents should be able to see their child successfully settled in their own home, with a working and appropriate support system in place, long before death! I want to see my daughter in her ‘own’ home long, long before I am no longer able to look after her myself. I don’t want to be carted off to the Nursing Home or Crematorium, while my daughter stands bewildered at the front door of the only home she has ever known, while a stranger packs her suitcase (personal response).

I am the mother of a 13 year old with Rett Syndrome.  My daughter does not speak or walk, is incontinent and has uncontrolled epilepsy.  She needs me or another carer to look after her every need.

I love having her at home while she is school age but I do not want to be taking care of her in our home for the rest of my life.  I would like to have my daughter set up in a home with one or a few other children like her by the time she is 21. (name withheld, sub. 391, p. 1)

I am the same as any parent. I love both my sons, I want them to live with me for about 20 years and I want them to be happy and safe for their whole lives. (name withheld, sub. 74, p. 17)

Figure 5.
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Data source: Adapted from Beer and Faulkner (2008, figures 2.2 and 2.5).
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Means testing, front-end deductibles and 
co-payments

Means testing is a common feature of long-term care and support schemes internationally, particularly in those schemes that target the aged. 

Income and assets are relevant to an NDIS in two ways. 

· In theory, some people could be unable to access individually-tailored, NDIS-funded services altogether because their income or assets exceeded a threshold level. (This is a common feature of income support payments from the Australian Government). However, it does not apply to Medicare, with people eligible for subsidised services regardless of income.

· People could pay a greater co-contribution if they had sufficient means (as in the Pharmaceutical Benefits Scheme (PBS)). 

So long as the disability is sufficiently severe, there are weak grounds for removing access to services based on a person’s income and assets. In effect, a tax-funded NDIS amounts to the compulsion for people to insure themselves for the costs of support associated with a disability. 

Under the Commission’s proposed funding arrangements, the well-off would pay a much larger contribution towards the NDIS than medium and low income earners.
 It would be both inequitable and inefficient to exclude people from NDIS supports solely on the basis of income. It would be inefficient because high-income people still value insurance for catastrophic events, and would not be able to participate in the most efficient way of providing that insurance (or in some instances to access any insurance at all, such as when there might be a family history of certain conditions). It would be inequitable in that high-income people would have to contribute to the costs of a scheme that they could not actually draw on, even when facing a catastrophic disability.

Moreover, such arrangements are likely to dampen incentives to work and/or save, by acting as a high effective marginal tax rate. A number of participants commented on the adverse incentives embodied in such arrangements:

The scheme must not be means-tested. The disincentives to workforce participation inherent in a means-tested scheme would far outweigh any savings to be made. (Maree Ireland, sub. 233, p. 2)

I strongly believe that a long-term disability support system must be needs based and not income based … To do otherwise provides a huge disincentive to people with disabilities seeking employment, and the improvements in socio-economic circumstances that brings. (Name withheld)

A related issue is whether benefits should be means tested. Apart from the difficulties of determining an applicable level of income or wealth, it may discourage people to seek work, or encourage people to restructure their financial assets, to allow them to access the scheme. Also it may alienate whole sections of the community who have to contribute to the scheme but are not eligible for assistance because of their income or wealth. (Tasmanian Government, sub. 600, p. 3)

The Commission proposes that the NDIS would not include any income or assets test.

A second, related question is whether individuals should face:

· a requirement to pay a fixed upfront contribution to the NDIS, with free access to services after that point (so-called ‘excesses’ or ‘front-end deductibles’). In effect, a front‑end deductible is a dollar amount below which an insurer, in this case the NDIS, would not share in the costs of care

· a contribution to the costs of services as they are used (such as in PBS prescriptions).

Excesses 

Excesses (‘front-end deductibles’) are a fixed amount that a person must pay when making an insurance claim, with the remaining portion paid by the insurer. Front-end deductibles routinely feature in insurance products, including motor vehicle and health insurance. They are seen as desirable by insurance providers since: 

· the administrative costs of dealing with small claims offset some of the benefits of insurance and so make full coverage undesirable

· when insurance covers the costs of a service, people will request more services than they would without insurance, and these incremental services will be valued by the individual less than they cost the insurance pool (often referred to as ‘moral hazard’)

· deductibles enable providers to charge lower premiums for a given budget

· they are an upfront fixed cost and so beyond the initial threshold, do not affect individuals’ decisions around whether to engage additional services (as distinct from co‑payments).

In its draft report the Commission considered that there were grounds for employing front-end deductibles in the NDIS, but also acknowledged that there would be many people who already face an ‘invisible’ front-end deductible. Those people who rely on natural supports to meet many of their care and support needs already contribute significantly towards the costs of their care. The Commission went on to note that: 

It would be inappropriate for these individuals to be effectively subject to a second payment. The Commission considers that needs assessments should take account of the extent of natural supports, and that the NDIS should waive the front-end deductible where the value of this support exceeds some government determined level. (p. 4.32) 

However, a number of participants expressed concern about the proposal for a front end deductible:

We take the view that a modest fixed upfront contribution to the NDIS would be unlikely to be effective or necessary because: The fee would usually be waived for people who are primarily cared for by their families because their contribution would always be significant. The fee would usually be waived for people who are not primarily cared for  by their families because their capacity to pay would be limited. There are so few in a third group, not cared for by their families and with capacity to pay, as to be unlikely to warrant the cost of collecting the upfront contribution. (Uniting Care Queensland, sub. DR776, p. 13)

A profoundly disabled person who is already contributing to the rent and house-keeping of their supported accommodation would experience financial stress if they also had to contribute an annual up-front payment to access the NDIS services. (Valued Independent People, sub. DR932, p. 8)

On balance, the Commission considers that the high needs basis for initial assessment, the rigorous nature of the assessment process itself and the fact that high needs will dominate NDIS costs means that there would be little need for a front-end deductible, or real scope for such an excess to materially reduce costs. Without specifying a dollar amount, the criteria for entry to the scheme would already have established a threshold level of need to warrant public insurance. 

However, there would be grounds for introducing some upfront charge if following the implementation of the NDIS it was revealed that many unnecessary or small claims were clogging up the assessment process (noting that the administrative costs associated with processing small claims may outweigh their benefit). 

These upfront charges could take several forms, such as a small minimum threshold for funding by the NDIS, or the imposition of a small excess (say $500) that would be progressively waived as people’s total support costs rose (so that, for example, it would be zero for people needing more than $3000 a year). Decisions about any excesses should be deferred until after the initial rollout of the NDIS. 

Co‑payments

As with front-end deductibles, co‑payments are intended to address problems of moral hazard. The premise is that, when individuals have to contribute (even if only partly) to their ongoing care costs, they use only essential care and support services. Waste is eliminated and costs are reduced with no effect on outcomes. 

While true on an individual level, difficulties arise when applying uniform co‑payments to a broad set of services or users. This is because interventions differ in their therapeutic effects and the value of a specific intervention varies across users. In these circumstances, across-the-board uniform co‑payments can discourage the use of even high-value supports. Indeed, studies suggest that more efficient resource allocation occurs when co‑payments are a function of the value of a specific service to a targeted group of individuals (box 5.7). 

Consistent with international best practice, the Commission considers that the NDIS should fully fund the number of episodes of therapy that that were appropriate to the person and were in keeping with current clinical practice, evidence based practice and/or clinical guidelines. People choosing further episodes would meet their full costs. This would stem over-servicing, which was a problem in the New Zealand scheme. A number of participants were supportive of this proposal:

The APA supports arrangements for co-payment or payment of the full costs of services (primarily therapies) for which clinical evidence of benefits is insufficient or inconclusive. These services should be determined or informed by a representative expert reference or advisory panel, who can also determine an appropriate number of episodes that should be funded by the NDIS, following which co-contribution will be necessary. (Australian Physiotherapy Association, sub. DR878, p. 12)

We support Draft Recommendation 4.4 which has the premise that co-payments are a function of the value of a specific service to a targeted group of individuals. People should pay the full costs of services (primarily therapies) for  which clinical evidence of benefits are insufficient or inconclusive if they wish to consume those services. (Valued Independent People, sub. DR932, p. 8)

In contrast, other participants wanted the NDIS to fund all forms of therapy regardless of whether they were supported by an evidence base. Some parents, for example, were keen for their children to trial non-evidence based alternative therapies and suggested they be able to cash-out any funding allocated to therapies and use the funds at their discretion.

Some other participants, were worried that evidence was not always readily available:

Evidence is not always available for all interventions; many are provided based on insufficient research simply because insufficient research funding has been invested in the area. We suggest an approach that only excludes interventions known to cause harm and those that make extraordinary claims for cure and prevention when this is known not to be possible. (Cerebral Palsy Alliance, sub. DR682, p. 3)

For this reason, the Commission has proposed that the NDIA have a role in building an effective evidence base for early interventions (chapter 13). This would help guide the development of clinical protocols governing the optimal intensity and duration of therapies. 

The Commission maintains its view that the NDIS should fully fund the number of services (primarily therapies) that were appropriate to the person and were in keeping with current clinical practice, evidence based practice and/or clinical guidelines. People choosing further episodes would meet their full costs. An effective evidence base is essential for several reasons. The NDIA needs to know what is safe, what works, for whom, when and how. It needs need to know whether the benefits of given services and interventions are worth the costs. The reasons for an effective evidence base under the NDIS is discussed further in chapter 12.  

Do not delete this return as it gives space between the box and what precedes it.
	Box 5.7
The evolution of co‑payments in health services

	The impact of co‑payments on service use and outcomes in the area of health has been a source of academic, government and general interest. Research has provided a number of valuable insights, which are also relevant in the area of disability support.

It is widely accepted, based on considerable evidence accumulated over decades of study, that higher cost sharing will lead to reduced healthcare expenditures. However, the impact of cost sharing on health status has been much more controversial.

The RAND Health Insurance Experiment was consistent with other research, in that it found that patients reduced utilisation of services deemed clinically appropriate by the same amount as they reduced the use of services deemed clinically inappropriate. 

Ideally, co‑payments should be structured in a way that does not dampen incentives to use high-value services. And as clinical research advances, more sophisticated cost-sharing strategies are possible. Rather than apply across the board co‑payments, ‘benefit-based’ co‑payments are now finding favour. The co‑payment for a given service is based on its expected clinical benefits to a certain patient population, as determined by evidence-based medicine. The greater the expected clinical benefit, the lower the co‑payment. 

In contrast, low-value or unproven services are subject to higher co‑payments (up to 100 per cent of the cost). In this context, low value goes beyond waste and inappropriate care to include interventions that deliver positive but limited benefits relative to their costs.

	Source: Chernew and Newhouse (2008), Fendrick and Chernew (2006) and Fendrick et al (2009).

	

	


Contributions post pension age

As discussed in the previous chapter, individuals could elect to remain in the NDIS after reaching pension age. Where that is the case, they would contribute to the costs of their care and support, as if they were in the aged care system. However, to provide an additional impetus for workforce participation, it may be appropriate for there to be a lower co-contribution for people acquiring disability early in their life (chapter 3).

Recommendation 5.1

The NDIS should cover the current full range of disability supports. The supports would need to be ‘reasonable and necessary’. The NDIS should also support the development by the market of innovative support measures (using the approaches set out in recommendation 10.3).

Recommendation 5.2

The delivery of prosthetics should be reformed by:

· establishing proper funding for prostheses and attachments, including timely replacements and reasonable repairs

· improving the level of prostheses available to a reasonable and necessary standard, as determined by the NDIA on the advice of a clinical board.

The NDIS should fund permanent functional prosthetic limbs for those eligible for individualised funded supports. The health system should continue to fund and provide interim prostheses provided in hospitals. 

The NIIS should fund functional prosthetic limbs for amputations arising from future catastrophic injury. 

The NDIS should allow co-contributions from amputees who wish to upgrade their prostheses, subject to an agreement about the costs of, and responsibilities for, repair.

Recommendation 5.3

There should be no income or asset tests for obtaining funded NDIS services and no general requirement for a front-end deductible. A front-end deductible should only be considered if, after the implementation of the NDIS, small claims clog up the NDIS assessment process.

Recommendation 5.4
People should pay the full costs of services (primarily therapies) for which clinical evidence of benefits are insufficient or inconclusive if they wish to consume those services.

Recommendation 5.5

Services that meet the needs of much wider populations, including people with disabilities not covered by the NDIS, should lie outside the scheme:

· health, public housing, public transport, education and open employment services should remain outside the NDIS, with the NDIS providing referrals to them 

· but Australian Disability Enterprises, disability-specific school to work programs, some taxi subsidies, and specialised accommodation services should be funded and overseen by the NDIS.

Recommendation 5.6

The Australian Government should not pay the Mobility Allowance to people eligible for individually funded packages in the NDIS. The NDIS should assess people’s individual mobility needs and fund these on a reasonable and necessary basis. People not eligible for funded support by the NDIS should continue to get the Mobility Allowance if they meet the eligibility requirements for that Allowance.

Recommendation 5.7

The NDIS should seek memoranda of understanding (MOUs), with relevant mainstream services, including housing, education, transport and employment. The MOUs should detail the separation between specialist disability and mainstream services and the process for making referrals between the two.

�	This would involve estimating the present value of the expected stream of rents over a much longer period of time, say for example 40 years. Individuals would have access to an amount of that value, to use to purchase a dwelling (though they would be expected to pay an amount in interest equivalent to the cost of capital to the NDIS, based on the long-term bond rate). The scheme would have an equity stake in the dwelling, which would decline over time and be extinguished after a given number of years had elapsed (40 years in this example).


�	TBI refers to an injury which is the result of force applied to the head from a motor vehicle accident, a fall or an assault. 


�	This figure is the cost of providing assistance (including the cost of capital) per dwelling (excluding payroll tax) expressed in 2009-10 dollars. For more detail refer to table 16A.4 in SCRGSP 2011.


�	Other households defined as having special needs are those with a principal tenant aged 24 years or under, or 75 years and over, or has one or more Indigenous members.


�	As part of a national survey, tenants were asked whether particular aspects of the amenity and location of their dwellings were important to them and, if so, whether they felt their needs were being met. 86 per cent of survey participants, who identified location as being important, reported that their needs were met.


�	For example, Special Disability Trusts offer concessions on means and assets tests for social security payments. These concessions apply to payments for both the beneficiary and the contributors of the trust. By forming a disability trust, a parent caring for a child with disability may transfer assets to the trust, and thereby not have these assets counted towards the means test of a social security payment.


�	The first payments of Carer Supplement were made in June 2009. Future payments of Carer Supplement will be paid to those who are receiving Carer Payment and/or Carer Allowance on 1 July each year, starting from 1 July 2010.


�	The Commission’s preferred funding option is for the Australian Government to direct payments from consolidated revenue into a National Disability Insurance Premium Fund. Since Australia’s tax system is progressive, the well-off would make a higher contribution. 
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