CMHA Board Meeting May 2017 – Executive Director Report
Documents for agreement
CMHA NDIS and Mental Health Position Statement
A draft position paper was presented to the CMHA Board at the November face-to-face meeting.
Further input was sought from the CMHA and a final version has been developed.
The draft position statement is at Attachment A (page 6) for the Board’s approval. The position
statement will then be promoted and sent to key stakeholders, and placed on the new CMHA
website when it is finalised.
Proposed action: That the CMHA Board agree to the position statement at Attachment A (page 6).
Updates
Mental Health Advisory Panel
On 24 March Minister Greg Hunt announced the formation of a Mental Health Advisory Panel to be
co-chaired by Dr Peggy Brown and Frank Quinlan.
The CMHA ED has been in communication Tina McGuffie, Greg Hunt's mental health adviser
regarding the announcement and she has confirmed CMHA will be involved, but they are developing
the details of the Panel and the Advisory Group to the Panel.
The CMHA ED has spoken to both the co-chairs Dr Peggy Brown and Frank Quinlan who have also
confirmed CMHA will be involved – the recommendation is the CMHA should have a representative
on the Advisory Panel, but this will need to be finalised and agreed. CMHA will have some
involvement, either on the Panel or as a stakeholder involved in wider consultations. There is likely
to be PHN representatives on the Panel and independent representatives, that is representatives not
associated with an organisation or body, however these details are to be confirmed and finalised.
The Terms of Reference (TOR) will be sent to the PHNs and details on the TOR should be made public
by early-mid May.
The CMHA ED has asked to be kept up-to-date with any developments, and will keep the ELG and
Board informed.
Federal Budget 2017-18
The CMHA ED attended the Health Budget Lock-up on 9 May. The CMHA ED also participated in
events organised through ACOSS – the People Budget (8 May); Sector Budget Caucus (9 May); ACOSS
post-budget teleconference (9 May); and ACOSS sector press conference (10 May).
The CMHA prepared a budget briefing to be used and circulated by the states and territories. The
briefing is at Attachment B (page 12). CMHA’s media release on the budget is at Attachment C (page
16).
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NDIA CEO Forum
On 3 April the CMHA ED wrote to David Bowen, CEO NDIA requesting CMHA be included as a
representative on the NDIA CEO Forum. On 3 May the CMHA received confirmation that CMHA
request was approved. The CMHA ED will attend the next CEO Forum meeting on 26 May.
Inquiries and submissions
•

Productivity Commission inquiry into Introducing Competition and Informed User Choice
into Human Services: Identifying Sectors for Reform – Study Report

A submission was made to the Study largely reiterating issues that were made in the CMHA
submission to the Preliminary Findings Report as the Study Report presents mostly the same issues
along with comments from submissions to this report.
An addendum to CMHA’s submission to the Study Report was made after additional comments and
information from the Northern Territory regarding best practice in remote Indigenous services.
The submission to the Study Report is at Attachment D (page 17). The addendum is at Attachment E
(page 22).
•

Joint Standing Committee on the NDIS inquiry into mental health

A submission was made to the Joint Standing Committee on the NDIS mental health inquiry on 27
February. The submission was made in consultation with each of the state and territory mental
health peaks and information included in the CMHA submission from the states and territories.
The final submission available on the Joint Standing Committee website at http://www.aph.gov.au/Parliamentary_Business/Committees/Joint/National_Disability_Insurance_S
cheme/MentalHealth/Submissions
CMHA also worked with Mental Health Carers Australia and Australian’s for Disability Justice to
support each other’s submissions.
The CMHA President and ED appeared before a hearing of the Committee on 28 April in Melbourne.
The CMHA President’s opening statement to the Committee is at Attachment F (page 23). The CMHA
ED also attended a roundtable on 28 April addressing the Terms of Reference regarding the
provision and continuation of services for NDIS participants in receipt of forensics disability services.
•

Productivity Commission NDIS Costs inquiry

CMHA made a submission to the issues paper – submissions were due 24 March. The final
submission can be accessed on the Productivity Commission website at
http://www.pc.gov.au/__data/assets/pdf_file/0019/215038/sub0011-ndis-costs.pdf
The CMHA ED spoke to the team at the Productivity Commission working on the inquiry on 23
February.
•

Australian National Audit Office – Decision-making controls for sustainability NDIS access

The objective of this audit is to assess the effectiveness of controls being implemented and/or
developed by the NDIA to ensure NDIS access decisions are consistent with legislative and other
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requirements. Submissions closed on 5 May. CMHA made a submission which is at Attachment G
(page 25).
•

2017 Price Controls Review – Consultation on NDIS pricing arrangements discussion paper

CMHA made a submission to the NDIA 2017 Price Review – consultation was opened for a period of
3 weeks and submissions closed on 13 April. The review wasn’t publicised. CMHA sent information
on the review to states and territories and to ACOSS to incline in their daily bulletin. The submission
is at Attachment H (page 33).
•

Fifth National Mental Health Plan consultation

The CMHA ED attended a consultation organised by the Mental Health and Drug and Alcohol
Principle Committee (MHDAPC) on 22 February which was to discuss the feedback that had been
received by the sector and to seek input on a rewrite of the Plan.
There was an acknowledgement and indication given that the Plan must consider cross-government
issues, however, the statement being made is that it will still be a Health Ministers plan. There is also
a commitment to include information on the intersection with the NDIS. Significant issues were
raised by all those at the consultation about workforce and the community-managed mental health
sector.
A further consultation was held in Melbourne – at very late notice – on 13 April. The CMHA ED was
unable to attend and a representative of the CMHA President attended. A final draft of the plan was
provided for comment on 13 April with comments due 21 April. Comments were drafted and
provided to the ELG for input and submitted to the Department. The key issues raised were that the
Plan in being kept as a ‘Health Minister’s Plan’ continues to have short comings as it doesn’t consider
the wider aspects of mental health, such as housing, employment and social determinants, that have
to be considered to have a relevant policy; and that the Plan still doesn’t recognise the reality of the
policy and reform environment by ignoring the NDIS which again causes issues with its relevance.
Meetings
Meetings have been held or will be held with the following MPs or Advisers:
• Emma Husar MP, Member of the Joint Standing Committee on the NDIS – 16 February
• Senator Alex Gallacher, Deputy Chair Joint Standing Committee on the NDIS – 16 February
• Senator Rachel Siewert, Greens spokesperson for mental health – 16 February
• Julian Leeser MP – 2 March
• Tine McGuffie, Mental Health Adviser to Greg Hunt, Health Minister (phone call) – 14 March
• Paula Gelo, Senior Adviser to Minister Ken Wyatt – 6 February
• Gai Brodtman, Federal Member for Canberra – 2 May
• Senator Malarndirri McCarthy – 8 May
• Tenille Fricker, Senior Adviser, Senator Rachel Siewert – 16 May
• Dr Mike Freelander, Federal Member for Macarthur (ex-paediatrician with a strong interest
in mental health – 22 May
The CMHA ED provides a briefing paper to all MPs outlining key issues for CMHA. The briefing
document is at Attachment I (page 39) for the Board’s information. The key issues that CMHA is
raising in these meetings are:
•

The CMHA Federal Pre-Budget Submission 2017-18
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•

•
•
•

The transferring of federal mental health program funding – PIR, PHaMs, D2DL and mental
health carer respite – to the NDIS and people who currently receive this funding who won’t
be eligible for the NDIS. This includes the need for the Federal Government to take
leadership and responsibility for these people – currently both the Department of Health
and DSS are stating publicly they have not responsibility or accountability.
The NDIS planning process; the problems occurring with overall implementation; and the
need for the NDIS legislation to be reviewed.
The impact of the NDIS pricing structure on the community-managed mental health
workforce.
The PHNs being directed to not commission psychosocial services.

The CMHA ED also highlights specific state and territory issues that will be of interest to MPs, and
offers to facilitate contact with state and territory peaks, including organising visits to services in
their jurisdiction.
Other key meetings (including upcoming meetings):
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Mental Health Reform Stakeholder Group – 10 February
Mental Health Drug and Alcohol Principle Committee Fifth National Mental Health Plan
consultation – 22 February
Productivity Commission team working on NDIS costs inquiry – 23 February
IIMHL Leadership Exchange – 28 February
Labor Party Health Summit – 3 March
National Mental Health Stakeholder Reference Group – 6 March
National mental Health Commission – 22 and 23 March
Jane Burns, Ian Hickie and Kathy Casey, Project Synergy – 28 March
National Mental Health Commission Housing and homelessness and mental health
workshop – 29 March
Parliamentary Friends of Mental Illness – 30 March
Chris Bedford, Assistant Secretary PHN Branch – 5 April
Alison Verhoeven, CEO Australian Healthcare and Hospitals Association (AHHA) – 19 April
Rebecca Reynolds, Executive Director, National LGBTI Health Alliance – 11 May
NDIA CEO Forum – 26 May
Sue Murray, CEO Suicide Prevention Australia – 31 May

CMHA has also had an abstract accepted for the WAMHCA Conference in July 2017.
Policy Documents – position statements
•
•

•

NDIS as per above Board proposal.
Workforce – a draft timeline and outline for the position statement has been developed and
was progressed at a teleconference with states and territories on 1 March. A first draft of
the position statement was sent to the states and territories for input on 4 May and initial
input has been requested by 9 June. A further draft will then be developed and sent to the
ELG for input.
IIMHL position statement on the psychosocial sector – the CMHA ED is drafting a position
statement on behalf of the IIMHL which will be sent for input to those who participated in
the CMHA IIMHL match. The aim is to develop a first draft end of May.
4

Funding proposals
NDS Innovative Workforce Fund
CMHA worked with the states and territories to develop a proposal for the NDS Innovative
Workforce Fund. An application was submitted on 27 March 2017 and is attached separately to this
report. Communications from NDS stated Round 2 would be launched in May 2017, however details
of Round 1 applications have yet to be announced.
The CMHAS ED contacted NDS seeking information on the progress of applications. Round 1 of the
Innovative Workforce Fund has progressed and the Independent Advisory Group of the Fund has
submitted their Round 1 funding recommendations to the Department of Social Services. Once the
Department confirms the recommendations, all applications will be notified. Round 2 is expected to
be launched online on Monday, 15 May 2017. Applications that have been considered in Round 1
will not be re-considered in Round 2. However, applicants can apply for a different project in Round
2.
University of Sydney funding proposal
Through the Labor Health Summit. The CMHA ED met a researcher from the University of Sydney
whose team had been working on issues related to PIR and people who won’t be eligible for the
NDIS. A teleconference was held with Jennifer Smith-Merry, Associate Professor, University of
Sydney , who works on service and policy evaluation and consumer experience mainly in mental
health. The project proposal CMHA had put to the Department of Health about looking at options
for people who won’t be eligible for the NDIS – noting the Department of Health had agreed to fund
the proposal and then this was not progressed. Associated Professor Smith-Merry discussed a pool
of funding they have access to do policy work in partnership with the community sector, and
thought the proposal would be appropriate for the funding.
A funding proposal was developed by Associate Professor Smith-Merry, in consultation with the
CMHA ED, and submitted on 21 April.
Other matters
NDIS and interpreter funding
CMHA supported a letter from FECCA and Disabled People’s Organisations Australia (DPOA) to the
NDIA regarding a change in policy and practice around the funding of interpreters for NDIS
participants from non-English speaking backgrounds, whereby non-English speaking participants
with disability are no longer able to access NDIS funding to purchase professional interpreting and
translating services (unless the need is a result of a participant’s disability). The letter is at
Attachment J (page 42).
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Attachment A
DRAFT Community Mental Health Australia Position Statement
National Disability Insurance Scheme and Psychosocial Disability
Community Mental Health Australia (CMHA) is a coalition of the eight state and territory peak
community mental health organisations. CMHA, through its state and territory bodies, has a direct
link and contact to mental health organisations delivering services at the community level. CMHA
provides a unified voice for approximately 800 community-based, non-government organisations
who work with mental health consumers and carers across the nation and who are members of, or
affiliated with, the various coalition members.
The organisations represented through CMHA are:
• Mental Health Coalition of South Australia
• Mental Health Community Coalition of the ACT
• Mental Health Coordinating Council NSW
• Mental Health Council of Tasmania
• Northern Territory Mental Health Coalition
• Psychiatric Disability Services of Victoria (VICSERV)
• Queensland Alliance for Mental Health
• Western Australian Association for Mental Health
CMHA promotes the recovery of people living with a mental illness so that they are contributing
citizens and included in all of the economic and social aspects of their community. The organisation
presents a united and representative voice for the community managed mental health sector who
work every day on mental health issues and have the expertise through a specialised workforce,
including a peer workforce and lived experience.
CMHA advocates for and promotes evidence-based, good practice and capacity building for
community based mental health services, and collaborates with consumers and carers through a
lived experience partnership. CMHA does this at the national level, and at the state and local level.
The state and territory peak bodies are involved in the implementation and roll-out of the National
Disability Insurance Scheme (NDIS) and have a strong understanding of the impacts for service
providers, consumers and carers through their members.
It is important that the key learnings and issues that emerge from the various reports and studies,
particularly those from the community mental health sector – involved on the ground in delivering
services as they transition – are incorporated and lead to changes which will ultimately affect the
quality of service that is delivered to consumers.
Responding to psycho-social disability
A key issue for CMHA with the NDIS overall is how the NDIS will respond to people with psychosocial disability to assist individuals to both reduce the disabling impacts of their illness (communitybased rehabilitation including intervention, prevention and promotion) and to gain high quality
disability support.
Community managed mental health service providers prioritise community-based rehabilitation to
support individuals to recover, and the specific quality aspects take reference from the National
Standards for Mental Health Services (or in some states specific psychosocial rehabilitation and
support service standards). The community managed mental health sector has developed a
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workforce that is appropriately qualified and skilled to deliver these services and a culture that
reflects the appropriate Standards.
A key question is how to provide an appropriate workforce base within the NDIS pricing and practice
structure which references disability standards and is designed primarily to deliver disability support.
The NDIS pricing structure and its relationship to qualified mental health staffing is having a
significant impact, with their seeming to be a misunderstanding between what constitutes
psychosocial disability support and what constitutes psychosocial rehabilitation. The skills and
knowledge required are different with the NDIS pricing structure able to fund disability support.
This creates a potential imbalance in the provision of mental health support which should represent
a balanced system of clinical treatment, community-based rehabilitation and disability support.
A 2015 piece of work by Community Mental Health Australia (CMHA) led by the Mental Health
Coordinating Council (MHCC) in New South Wales (NSW), on the impact of the NDIS on the mental
health workforce, found that:
an overall perspective from the study that many service providers consider the NDIS to be a
‘challenging’ environment, with pricing constraints and perceived rigidity in the Catalogue of
Supports (now the National Disability Insurance Agency/NDIA Price Guide) seemingly making
it difficult if not impossible to remain faithful to a recovery model and to deploy and manage
the workforce in a preferred manner.1 2
The NDIS pricing does not officially set mental health sector workers’ wages, however, it does have a
significant influence over wages that mental health organisations are able to pay their employees.
Some stakeholders have noted that pricing was not sufficient to purchase a suitably skilled
workforce that engaged in complex ‘cognitive behavioural interventions’ as well as direct personal
care.3
A 2015 report by VICSERV on the NDIS Barwon trial concluded that the NDIS wasn’t effectively
delivering rehabilitation focused services and that these services and disability support services are
both important parts of the continuum of care for people living with a mental illness. The federal
and the state/territory governments should ensure both receive secure and ongoing funding.4
In order to maintain and support the community mental health sector workforce and ensure the
current quality of service continues through the transition to the NDIS, it is vital that the NDIS
Quality and Safeguarding Framework develops quality assurance processes specifically for
psychosocial services. A model that includes community-based rehabilitation as a necessary part of a
high functioning mental health system is essential. This should be developed in consultation and
partnership with the community mental health sector.
A National Mental Health Workforce Strategy
1

Community Mental Health Australia (2015). Developing the Workforce: Community Managed Mental Health
Sector National Disability Insurance Scheme Workforce Development Scoping Paper Project. Sydney: Mental
Health Coordinating Council.
2
The report was commissioned and funded by the NDIS Sector Development Fund as part of an NDIS Capacity
Building Project delivered by Mental Health Australia.
3
Community Mental Health Australia (2015). Op cit.
4
Psychiatric Disability Services of Victoria Inc. Learn and Build in Barwon, The impact of the National Disability
Insurance Scheme on the provision of Mental Health Services in the Barwon Launch Site. Key issues for
consumers, families and the Victorian mental health services system. June 2015. Victoria: VICSERV.
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A key piece of policy work that is required is an examination of the overall workforce in mental
health, including the community managed mental health sector, to ensure there is an informed and
properly planned approach to developing, supporting and maintaining the workforce to deliver the
range of mental health reforms that are occurring. This needs to take into account the reforms to
the mental health sector that are impacting the community-managed mental health workforce, such
as the NDIS.
A National Mental Health Workforce Strategy produced by the Mental Health Workforce Advisory
Committee was published in 2011 which identified a number of priority outcome areas including
developing, supporting and securing the current workforce; and building the supply of the mental
health workforce.5 While this strategy was developed prior to the introduction of the NDIS, any
future strategy should build on this work.
A workforce strategy should support both the mental health workforce and primary health workers,
especially GPs, to prepare for mental health reforms, including the NDIS, in relation to mental health
and their roles. The inclusion of the community managed mental health workforce is crucial.
A workforce strategy should provide particular assistance to the consumer and carer peer workforce
(both paid and volunteer), including to prepare for the NDIS. This should build the capacity of this
workforce to assist consumers and carers to access the scheme productively. Along with a strategy
for peer workers, key areas of need such as the Aboriginal and Torres Strait Islander, rural and
remote and early childhood workforce should be a focus and part of the strategy.
The lack of a comprehensive national mental health workforce strategy to develop, support and
maintain the mental health workforce has been a significant policy gap and has meant that reforms
in the sector which have a significant impact in the workforce, have no guiding policy to account for
these issues.
Funding appropriate community managed mental health services
A range of highly successful community managed mental health services will no longer be funded in
various jurisdictions as the NDIS moves to full implementation. These services are primarily focused
on community-based rehabilitation and their disappearance means that people will no longer have
access to these services that help them to reduce the disabling impacts of their mental illness.
This has consequent issues in relation to the NDIS such as the potential for a growing level of
disability and unmet need over time of people entering the scheme. Also the appropriateness of the
pricing structure and its relationship to qualified mental health staffing being able to provide
effective rehabilitation services, and therefore the level of funding provided to mental health NDIS
packages.
Mental health and the crucial concept of psychosocial disability cannot be simply made to fit a
system which is focused on disability support when psychosocial rehabilitation is a very different
concept. We must ensure that mental health services are funded accurately through an appropriate
mechanism. If this does not occur, it may result in people who would have received psychosocial
services not receiving them, and placing additional pressure on the health and social services
system.

5

National Mental Health Workforce Strategy (2011). Published by the Victorian Government Department of
Health, Melbourne Victoria on behalf of the Mental Health Workforce Advisory Committee.

8

Recognising differences between the states and territories
As noted earlier, the 2015 report by VICSERV on the NDIS Barwon trial concluded that the NDIS
wasn’t effectively delivering rehabilitation focused services, and the federal and the state/territory
governments should provide funding for these and disability support services.6
A key issue with the NDIS is the differences that are occurring between states and territories and the
scheme being one of national consistency. There is a general guarantee in the bilateral agreements
between the Federal Government and the states and territories for continuity of support to people
who are transitioning from existing services to the NDIS. However, this guarantee is being impacted
at different levels with states and territories, and federally funded programs such as PIR, D2DL and
PHaMs transitioning to the NDIS.
Some states are ceasing to fund some state-based and funded psychosocial services or services that
assist people with psychosocial disability, such as psychosocial rehabilitation. This situation is also
partly due to the timing of transitioning occurring at different stages and therefore people’s access
to the NDIS.
The real risks to consumers, carers and services providers are that some services may cease once
the NDIS reaches full implementation, incomplete information for services and service recipients to
plan; and uncertainty for workers regarding future demand for their skills and knowledge.
NDIS eligibility estimates in states and territories for people already in federally funded programs is
as low as approximately 20% in some instances with obviously a high degree of ineligibility. This
obviously creates significant gaps which states, territories and the federal government must take
responsibility for and work together in genuine collaboration to ensure these people continue to
receive services.
The central issue, as noted earlier, is that the NDIS is not a, and cannot replace the, mental health
system and both disability and psychosocial rehabilitation and recovery services must be part of a
continuum of support for people living with a mental illness. CMHA remains committed to the NDIS
and the benefits that it can bring to the lives of people living with a mental health issues. However, it
is vital that governments work in partnership with community managed mental health service
providers to develop solutions to concerns and issues that have emerged.
The experiences from the implementation of mental health within the NDIS in trial sites has
demonstrated that support is required to transition the mental health sector, in particular the
community managed mental health sector, to be ready and able to maintain services and support
people within the NDIS. The 2015 report by VICSERV on the NDIS Barwon trial recommended that
before full roll-out commenced there needed to be better communication with all stakeholders, and
support for organisational readiness at 12 months prior and to shift to a new model of care.7

6

Psychiatric Disability Services of Victoria Inc. Learn and Build in Barwon, The impact of the National Disability
Insurance Scheme on the provision of Mental Health Services in the Barwon Launch Site. Key issues for
consumers, families and the Victorian mental health services system. June 2015. Victoria: VICSERV.
7
Psychiatric Disability Services of Victoria Inc. Learn and Build in Barwon, The impact of the National Disability
Insurance Scheme on the provision of Mental Health Services in the Barwon Launch Site. Key issues for
consumers, families and the Victorian mental health services system. June 2015. Victoria: VICSERV.
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States and territories are at different stages of transition, timeframes, and terms of bi-lateral
agreements. There are regional variations in terms of the type of targeted support required,
population differences, and issues of distance for regional, rural and remote areas. Regionally based
collective workforce development directions to identify innovations, in addition to national and/or
state/territory-based approaches, are likely to derive a greater benefit from and also be more costeffective.
A key issue is therefore facilitating transition for service providers and organisations. Communities of
Practice (CoP) are an effective mechanism to deliver this, and have been successfully undertaken by
CMHA member peaks in NSW and WA, and learnings from these can be used in the design of future
CoPs. CMHA believes regional CoPs, which account for variations in regions, should be prioritised
within Federal Government funding for work to support the community managed mental health
sector in its pathway to the NDIS.
Options for funding services for people living with a mental illness who are ineligible for the NDIS
As PIR and D2DL funding is transferred to the NDIS it is evident that there will be a proportion of the
client base who will move to the NDIS and a proportion who will be ineligible.
Consideration needs to be given to how people living with a mental illness who need to have
collaborative and coordinated care continue to have this provided within a health framework, and
developing a mechanism to fund this. A key factor in such a consideration is developing a
mechanism which is workable for both the Government and the community mental health sector
who would provide PIR and D2DL or like services, such as PHaMs.
A key issue will be developing options for funding services for people living with a mental illness who are
ineligible for the NDIS and currently access PIR and D2DL. CMHA contends that the Federal
Government must continue to fund a flexible, low barrier to entry service (as per PIR, D2DL and
PHaMs) that sits outside of the NDIS for people who need ongoing community and coordination
support.

CMHA also contends that support for carers should be separate to the NDIS, in that carers should
not have their access to services, such as respite, tied to the assessment of the person they care for.
This is problematic in general, but particularly in mental health where a person may be unwell and
not recognise the need for a carer or recognise that they have a carer.
Issues and actions
Below are issues and actions for CMHA, in order of priority. It is the position of CMHA that:
1. CMHA remains committed to the NDIS and the benefits that it can bring to the lives of
people living with a mental health issues. However, it is vital that governments work in
partnership with community managed mental health service providers to develop solutions
to concerns and issues that have emerged.
2. The NDIS can’t effectively deliver rehabilitation focused services and that these services and
disability support services are both important parts of the continuum of care for people
living with a mental illness. The commonwealth and the state/territory governments should
ensure both receive secure and ongoing funding.
3. NDIS eligibility estimates in states and territories for people already in federally funded
programs show there will be a significant level of ineligibility. CMHA contends that the
Federal Government must continue to fund a flexible, low barrier to entry service (as per
PIR, D2DL and PHaMs) that sits outside of the NDIS for people who need ongoing community
and coordination support.
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4. Mental health cannot be simply made to fit a system which is focused on disability support
when psychosocial rehabilitation is a very different concept and practice. Mental health
services must be funded accurately through an appropriate mechanism. If this does not
occur, it may result in people who would have received psychosocial services not receiving
them, and placing additional pressure on the health and social services system.
5. Community managed mental health services provide community-based rehabilitation to
support individuals to recover, and has developed a workforce that is appropriately qualified
and skilled to deliver these services.
6. A National Mental Health Workforce Strategy be undertaken to develop, support and
maintain the mental health workforce. This should include the community managed mental
health sector, the mental health peer workforce, and the primary health workforce.
7. The NDIS pricing structure and its relationship to qualified mental health staffing is having a
significant impact. The skills and knowledge required are different with the NDIS pricing
structure able to fund disability support, while being unclear about its reach into more
complex supports.
8.

The NDIS Quality and Safeguarding Framework develops quality assurance processes
specifically for psychosocial services. A model that includes community-based rehabilitation
as a necessary part of a high functioning mental health system is essential.

9. As states and territories are at different stages of transition, timeframes, and terms of bilateral agreements. There are regional variations in terms of the type of targeted support
required, population differences, and issues of distance for regional, rural and remote areas.
Regionally based collective support and training, rather than national or state/territorybased, is an approach organisations are likely to derive a greater benefit from and also be
more cost-effective.
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Attachment B
Federal Budget 2017-18 Briefing

Budget 2017-18 – Summary and Analysis
Mental Health Funding
There were specific announcements of funding for mental health:
• $80 million for psychosocial support services for people with psychosocial disability not
eligible for the NDIS
• $9.1 million over 4 years from 2017-18 to 2020-21 for telehealth services for people in rural
and regional areas to access psychologists – this is ‘Better Access via telehealth’ with people
able to access the same professionals currently available through Better Access, and 7 out of
10 sessions under Medicare rebatable mental health plans can be delivered via
teleconference.
• $11.1 million from 2017-18 to 2019-20 for suicide prevention to address suicide hotspots
and for signage to encourage people to seek help; increased support for Lifeline crisis
services; and a National Partnership Agreement to deliver small infrastructure projects to
deter suicide attempts.
• $15 million over 2 years from 2017-18 to 2018-19 for mental health research. The specific
projects are:
o $5 million to Orygen to complete an integrated healthcare and transitional research
facility in Melbourne
o $5 million to the Sunshine Coast Mind and Neuroscience – Thompson Institute for
research on young people with major mood or psychiatric disorders and in suicide
prevention; and
o $5 million to the Black Dog Institute with the Hunter Institute to translate research
findings for people anxiety and depression.
• $50 million over 4 years from 2017-18 to 2020-21 for mental health prevention and support
packages for Australian Defence Force members, veterans and their families.
The most welcome part of this funding announcement for the community-based mental health
sector is the $80 million for psychosocial rehabilitation services for people who will not be eligible
for the NDIS. The transferring of funding from federal mental health programs Partners in Recovery,
Day to Day Living, Personal Helpers and Mentors and Mental Health Respite for Carers has seen a
significant gap created for community based services. Many of the people who currently receive
crucial support from these services will not be eligible for the NDIS. The state and territory peaks
estimate this to be anywhere between 20-40% of people currently receiving support.
The sector has been calling on the Federal Government to take responsibility for these people, as
you cannot remove a program you have been funding for over a decade and then have nowhere for
these people to go. CMHA’s Pre-Budget Submission 2017-18 identified the gap for people not
eligible for the NDIS as one of the most significant issues, along with the need to identify options for
these people.
The funding is contingent on the states and territories contributing matched commitments. The first
year of funding – 2017-18 – accounts for the need for State and Territory Governments with the
Federal Government negotiating and reaching agreement. Also the fact that some states and
territories – Victoria and the Northern Territory – have already introduced their budgets, and the
others are likely to have already formulated their budgets. The amounts over the years are as
followed:
2017-18 $7.8 million
2018-19 $23.7 million
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2019-20 $24.1 million
2020-21 $24.4 million
It is likely that the funding will be rolled out through the PHNs to be done on a regional basis, and
that the PHNs will utilise the needs analyses that have already been undertaken for the flexible
mental health funding pool. There are many details yet to be addressed including:
• Will the funding be distributed on a population or needs basis?
• Will the funding be based on new or existing funding in terms of expected contributions
from state and territories?
• What will be the situation for states or territories that have transferred all or significant
funding for community based services to the NDIS – such as Victoria – or those that have
continued to fund community based services – such as NSW?
• Will there be any work to examine the eligibility from PIR, D2DL and PHaMs, which is the
gaps that is being created through the transferring of this program funding to the NDIS?
CMJA wrote to each of the state and territory health or mental health ministers at the end of 2016
asking the following questions:
• a total figure of the annual committed contribution to the NDIS from existing mental health
funds;
• a total figure of the committed funding to community managed mental health services at
the year of full transition of psychosocial disability to the NDIS in your jurisdiction; and
• a breakdown of the community managed mental health sector funding by service type (as
per the NGOE Data Set Specifications or the nearest approximation).
The overall sense from the responses was that no work is being done as yet on contributions into the
future for either the NDIS or their relevant jurisdictions.
CMHA has spoken to Minister for Health Greg Hunt’s office and Department of Health officials, and
will seek further information in the coming weeks, including through the Senate Budget Estimates
process.
NDIS
Medicare levy
To fund the NDIS the Government will introduce an increase in the Medicare levy from 2 to
2.5 per cent.
The increase in the Medicare Levy will apply from 1 July 2019 and will raise an extra $3.55 billion in
revenue in its first year, rising to $4.25 billion in 2020-21.
NDIS Quality and Safeguards Commission
In addition, $209.0 million over 4 years to establish an independent NDIS Quality and Safeguards
Commission to oversee the quality of NDIS providers and enforce the rights of participants. The
Commission will implement the NDIS Quality and Safeguarding Framework which The Commission
will be established in early 2018, and is expected to commence operations in each State and
territory by 1 July, 2020. It will have an education role for people with disability, workers, and
providers. The Commission will also have preventative and corrective powers, to ensure appropriate
responses to issues that arise, as well as identifying opportunities to prevent them in future, either
through a regulatory response, or through education and capacity building. Until the Commission is
established and operating, States and Territories maintain their existing responsibility for quality and
safeguarding arrangements.
The new Commission will:
• register NDIS providers and oversee provider quality
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respond to complaints and manage reportable incidents such as the abuse or neglect of a
participant
provide leadership to reduce and eliminate restrictive practices, such as the use of physical
restraints.

The work of the Commission will reflect the National Standards for Disability Services and the
National Standards for Mental Health Services and will provide consistent approaches to support the
NDIS.
A national Code of Conduct will be developed outlining the expectations for people delivering NDIS
supports and services. The Code will cover anyone doing work under the NDIS, whether they work
for an NDIS registered provider, or an unregistered provider delivering services to a self-managing
NDIS participant. The Code of Conduct will be overseen by the Commission, which will have the
ability to apply penalties for breaches of the Code. Public consultation on the Code of Conduct will
be undertaken.
Workforce funding
There will be $33.0 million over three years to help service providers in the disability and aged care
sectors grow their workforce. This builds the NDIS Sector Development Fund. The Local Care
Workforce Package will provide assistance to address job shortages in the sector. Funding will be
provided to establish an aged care industry-led Taskforce to develop an Aged Care Workforce
Strategy, which will link with the NDIS Integrated Market, Sector and Workforce Strategy.
Welfare
The most concerning element of the Budget relates to welfare measures, particularly to measures
proposed around increased activity requirements, demerit points and a proposed trial to drug test
welfare recipients. People with mental illness are likely to be impacted by these proposals and are
over represented in these groups. Co-morbid drug and alcohol use for people with a mental illness is
a common occurrence, and the episodic nature of mental illness means people’s ability to work is
also episodic. Applying an approach to help people with mental health and drug alcohol issues to
recover and be a part of their community works, while measures that punish people do not.
The specific measures in relation to drug and alcohol are:
• From 1 July 2017, a series of measures will be progressively implemented From 1 January
2018, 5000 new recipients of Newstart Allowance and Youth Allowance (Other) in trial
locations will be required to undertake random drug tests for illegal drugs. The two-year trial
will introduce random drug testing as a new condition of payment, with welfare recipients
who test positive placed on welfare quarantining. From 1 January 2018, the Government will
close loopholes which allow welfare recipients to be exempt from mutual obligation
requirements solely due to drug or alcohol abuse. Recipients will be referred to employment
services provider in appropriate activities, including addressing their substance-related
issues. Recipients who engage in appropriate drug or alcohol treatment can have this
contribute to meeting their mutual obligation requirements in order to continue receiving
payments.
• From 1 July 2017 the provision where people are eligible to claim Disability Support Pension
(DSP) on the sole basis that they are affected by drug and alcohol abuse will be removed.
Future DSP claimants will also be required to undergo treatment for their substance abuse
before any associated functional impairments can be considered to be fully diagnosed,
treated and stabilised, and assessed under the remaining Disability Support Pension
Impairment Tables.
Specific measures in relation to demerit points and increased activity requirements are:
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A new demerit point-based system will make job seekers responsible for complying with
requirements attached to payments, and those affected by drug and alcohol abuse will be
required to take action to address their problem in order to continue receiving welfare.
From 1 July 2018, recipients of Newstart Allowance, Parenting Payment and Youth
Allowance (Other) will be subject to new requirements; and recipients of the new JobSeeker
Payment, which will start from 20 March 2020, will also be subject to the new requirements.
From 20 September 2018 mutual obligation requirements will be progressively introduced
for job seekers and parents who receive working age income support. The measures are as
follows:
o 30-49 years - Currently, recipients have part-time annual activity requirements of 30
hours per fortnight. From 20 September 2018, recipients will have full-time annual
activity requirements of 50 hours per fortnight.
o 55-59 years - Currently, recipients are excused from work-search if they satisfy their
requirements through volunteering. From 20 September 2018, recipients will only
be able to meet half (15 hours) of their annual activity requirement of 30 hours per
fortnight through volunteering— flexibility will exist for some recipients in areas of
high unemployment.
o 60 years to Age Pension - Currently, recipients over 60 currently have no annual
activity requirements. From 20 September 2018, recipients will have 10 hours of
annual activity requirements per fortnight which they will be able to meet through
volunteering.

Other areas
Relevant measures in housing include:
• A new National Housing Finance Corporation will establish a bond aggregator to lower the
cost of finance for community housing providers and encourage investment.
• The National Affordable Housing Agreement will be replaced by a National Housing and
Homelessness Agreement (NHHA).
• A new Housing infrastructure Facility of $1b will allow local government to bid for
infrastructure projects which encourage and foster affordable housing and be administered
by the housing finance corporation.
• A new land register will be established to identify surplus government land which may be
used for affordable housing.
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Attachment C
Federal Budget media Release
Leadership from Government welcome but now time for real action
Liz Crowther, President, Community Mental Health Australia welcomed the announcement from the
Government to provide $80 million for psychosocial rehabilitation services and urged the states,
territories and Federal Government to work together to achieve real action.
‘CMHA welcomes the leadership shown by the Government to provide funding for psychosocial
rehabilitation services in the community for people who are not eligible for the NDIS. The sector has
been calling for the Government to take responsibility for these people and we are pleased to see
them taking action’.
‘The transferring of a number of federally funded mental health programs to the NDIS has created a
significant gap with many people now receiving services from this funding, not being eligible for the
NDIS. At the same time we have seen states and territories remove funding from community-based
mental health services’, Ms Crowther said.
‘The announcement by the Government marks a positive shift in addressing this gap, and is
contingent on states and territories matching the contribution from the Federal Government. If
states and territories do not make a contribution, then consumers in these jurisdictions are likely to
miss out on additional funding’.
‘We urge the states, territories and Federal Government to work together to urgently reach
agreement on this funding and address the gaps in services created for people not eligible for the
NDIS, as people are missing out on support and services now’.
‘While we welcome the leadership from the Government on mental health funding, we are
concerned with some of the punitive welfare measures that are proposed around increased activity
requirements and a proposed trial to drug test welfare recipients’ Ms Crowther said.
‘We know people with mental illness are likely to be impacted by these proposals and are over
represented in these groups. These are also the people our members work with on a daily basis. We
should be applying a thoughtful approach to helping people with mental health and drug alcohol
issues to recover and be a part of their community, which measures that punish them will not
achieve’.
10 May 2017
Media contact – Amanda Bresnan 0417 193407
Twitter @CMHA2016
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Attachment D
Community Mental Health Australia submission to the Productivity Commission inquiry into
Introducing Competition and Informed User Choice into Human Services: Identifying Sectors for
Reform – Study Report
Introduction
Community Mental Health Australia (CMHA) thanks the Productivity Commission for the opportunity
to comment on the Study Report for the inquiry.
CMHA is a coalition of the eight state and territory peak community mental health organisations.
CMHA, through its state and territory bodies, has a direct link and contact to mental health
organisations delivering services at the community level. CMHA provides a unified voice for around
800 community-based, non-government organisations who work with mental health consumers and
carers across the nation and who are members of, or affiliated with, the various coalition members.
A key issue for CMHA with any reforms that impact mental health, is how the system will respond to
people with psycho-social disability to assist individuals to both reduce the disabling impacts of their
illness (community-based rehabilitation including intervention, prevention and promotion) and to
gain high quality disability support. This also applies to introducing competition, contestability and
choice in the areas the Productivity Commission has identified in particular social housing, services in
remote Indigenous communities, and grant-based family and community services (which includes
mental health and homelessness services).
CMHA’s submission to the Study Report will focus on the findings in relation to social housing,
services in remote Indigenous communities, and grant-based family and community services (which
includes mental health and homelessness services). It will also reiterate points made in the
submission to the Preliminary Findings Report that both the positive and negative impacts of
competition and contestability must be considered, including cases in Australia where such a policy
has already been applied and the resulting impacts.
Competition and user choice in mental health
CMHA would like to reiterate the points made in the submission to the Preliminary Findings Report
that in considering introducing competition, contestability and choice a key consideration must be
how you continue to provide a service to people with very complex cases, who in many instances
will not have a decision-making capacity. The fundamental question that must be addressed is does
competition actually provide better services.
The Study Report recognises the high barriers to access services for people with multiple needs, and
that these barriers are exacerbated by navigating a complicated service system. This is why services
that work together and not in separate silos are vital, and past examples of introducing
contestability and competition have led to more disjointed services. The Productivity Commission
must consider this.
As per the Preliminary Findings Report, the Study Report still does not have a clear rationale for the
areas for reform it has identified, in particular remote Indigenous services. It needs to build a
stronger case to justify the significant expansion of competition and contestability in human
services, and that competition and contestability is an effective strategy to improve the human
services sector.
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Again this Study Report doesn’t address the costs and impacts that have been associated with
competition and contestability in social, community and human services. There needs to be an
analysis of the adverse impacts of competitive processes, which is included for the sector and
Productivity Commission consideration.
CMHA would once again urge the Productivity Commission to undertake an examination of previous
experiences in Australia where competition was introduced. As noted in CMHA’s submission to the
Preliminary Findings Report, in 2013 the Victorian Government recommissioned a range of mental
health and alcohol and drug services using a competitive tendering model. An independent review of
the process found that the number of people able to access mental health and drug and alcohol
services fell by 20% and the number of people in treatment fell dramatically. Access to services for
people with mental health issues was diminished, with the most disadvantaged groups being the
most impacted. The review concluded:
‘.. since the recommissioning process, vulnerable victims who were seeking help
have found it more difficult to access treatment and support because the system
was harder to navigate”.8
CMHA reiterates the points made in the previous submission that people with mental health issues
have complex and ongoing care needs that require the right mix of services working together.
Competition and contestability can exacerbate fragmentation and service silos and hinder the
achievement of more integrated and joined-up services and care. Competitive processes also create
a situation where service providers compete against each other rather than collaborating.
The health and wellbeing of people with mental health issues is reliant on agencies sharing
information, referring clients to specialist providers, partnering for clients benefit and collaborating
to meet the full range of client needs. When agencies compete for funding or for clients,
collaborative and integrated service delivery suffers. As such competition may not provide the best
outcomes for people with mental health issues.
Social housing
CMHA notes the findings in the Study Report in relation to social housing and in general agrees with
the points made that there is room for improvement; potential for a greater role for not-for-profit
providers; and limited choices available for social housing tenants. However, as per the comments
above, the Productivity Commission must consider how services can continue to be provided to
people with highly complex cases and where people won’t have a decision making capacity.
The Study Report states that many people who enter social housing are likely to be capable of
exercising choice over their housing options. It must be recognised that there will also be many
people in social housing who won’t be able to, particularly mental health and complex mental health
cases.
CMHA acknowledges that in some instances, introducing competition and contestability and
informed user choice can improve the effectiveness of human services. However, this will not
happen if you do this in areas where people don’t have the capacity to make an informed decision
and don’t have, or are not allowed access to, someone they trust to help them to make an informed

8

Silburn, K. (2015) Recommissioning community mental health support services and alcohol and other drugs
treatment services in Victoria: Report on findings from interviews with senior personnel from both sectors,
August 2015. Australian Institute for Primary Care and Ageing, La Trobe University.
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choice, such as for people who are homeless. This situation has occurred in trial sites for people with
a mental illness in the NDIS.
As the mental health experience with the NDIS has demonstrated, there needs to be processes in
place to allow people without a decision making capacity to have assistance; there needs to be an
awareness amongst services and those assessing for services about people without this capacity; and
there needs to be an awareness in any policy developed that this will impact people’s willingness to
access services.
Remote Indigenous communities
As per the Preliminary Findings Report, CMHA still believes that the Productivity Commission’s
rationale for including services to remote Indigenous communities for consideration is unclear.
CMHA’s agrees with the Productivity Commission’s comments that these areas are underserviced,
particularly in mental health, and that there are fragmented and complex funding arrangements
which create difficulties.
However, past experiences of introducing competition and contestability have generally led to more
‘fly-in, fly-out’ services provided by large providers without connections to communities or a
commitment to continue providing a service to a community. Aboriginal and Torres Strait Islander
communities will use services they trust and know – generally those provided by local councils or
Aboriginal Community Controlled Health Organisations (ACCHOs). In rural areas there is often one or
a small number of service providers, who are locally based and managed services provided by local
people with local connections and knowledge of service systems and client needs. Local service
providers take their connections to the community seriously and the loss of locally owned and
delivered service options can fracture supports and collaborative relationships.
The Productivity Commission would be better placed looking at how you can build the capacity of
ACCHOs and locals services and developing an understanding of current services to then identify the
gaps, and improving quality, equity, efficiency, accountability and responsiveness via this pathway.
The Study Report discusses having genuine ‘co-design’ with Aboriginal and Torres Strait Islander
communities and CMHA would support this. However, as CMHA noted in its submission to the
Preliminary Findings Report, this should be about genuinely working with communities and through
ACCHO’s and Aboriginal Medical Services to provide a service that is what the community needs.
One of the key points made in the Study Report is that for some services and settings, direct
government provision of services will be the best way to provide a service, and that introducing
competition, contestability and choice shouldn’t preclude government service provision. As CMHA
pointed out in the submission to the Preliminary Findings Report, there are many services in the
Northern Territory provided through the Northern Territory Government Health Clinics, and often
they are best placed to provide these services. It is encouraging to see the Productivity Commission
recognise this as a key point and this must remain a consideration, particularly for remote settings.
Grant-based family and community services
CMHA agrees with the Productivity Commission’s findings that there is scope for improvements in
arrangements for commissioning family and community services. In particular, having an approach
to identifying community needs and prioritising services to achieve more equitable and efficient
allocation of resources; and having systems of service delivery that are flexible and enable service
providers to be responsive to users.
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CMHA would however reiterate the point made in the submission to the Preliminary Findings
Report, that if there is reform applied in this sector and there are changes to the way services are
commissioned by government, that it’s not only based on government’s taking a ‘stronger
stewardship role’, but about developing a framework in partnership and collaboration with the
sector and their representatives. It should also be about the Government’s own performance and
evaluating that accordingly. Genuine reform will not be the outcome if this does not occur.
CMHA is pleased to see the Productivity Commission acknowledge that service provider
collaboration is an effective approach to reducing service fragmentation, and improving service
quality, responsiveness and efficiency. As per CMHA’s comments regarding past experiences of
introducing competition, the Study Report includes commentary from other submissions regarding
competition for contracts undermining collaboration. Again CMHA would urge the Productivity
Commission to listen to the feedback being provided by the social services sector on the past and
current impacts of competition and include a proper analysis of this in their considerations.
Conclusion
CMHA would like to reinforce that the central consideration in introducing competition,
contestability and choice in human service provision must be does this actually provide better
services. The Productivity Commission states that introducing these concepts can improve the
effectiveness of services and drive innovation. However, in making such statements, there must be
an acknowledgment and a thorough analysis of instances where competition has not led to better
services, including the Victorian example provided by CMHA in this and the submission to the
Preliminary Findings Report.
As per the Preliminary Findings Report, the Study Report still does not have a clear rationale for the
areas for reform it has identified, in particular remote Indigenous services. It needs to build a
stronger case to justify the significant expansion of competition and contestability in human
services, and that competition and contestability is an effective strategy to improve the human
services sector.
CMHA reiterates the points made in the Preliminary Findings Report submission that people with
mental health issues have complex and ongoing care needs that require the right mix of services
working together. Competition and contestability can exacerbate fragmentation and service silos
and hinder the achievement of more integrated and joined-up services and care.
The Study Report still doesn’t address the costs and impacts that have been associated with
competition and contestability in social, community and human services. There needs to be an
analysis of the adverse impacts of competitive processes, which is included for sector and
Productivity Commission consideration. CMHA would urge the Productivity Commission to listen to
the feedback being provided by the social services sector on the past and current impacts of
competition and include a proper analysis of this in their considerations.
The other main points from this submission are:
• The Study Report states that many people who enter social housing are likely to be capable
of exercising choice over their housing options – it must be recognised that there will also be
many people in social housing who won’t be able to, particularly mental health and complex
mental health cases.
• CMHA still believes that the Productivity Commission’s rationale for including services to
remote Indigenous communities for consideration is unclear. The Productivity Commission
would be better placed looking at how you can build the capacity of ACCHOs and locals
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services and developing an understanding of current services to then identify the gaps, and
improving quality, equity, efficiency, accountability and responsiveness via this pathway.
With regards to grant-based family and community services, if there is reform applied in this
sector and there are changes to the way services are commissioned by government, that it
should be about developing a framework in partnership and collaboration with the sector
and their representatives. This includes the Government’s own performance and evaluating
that accordingly.
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Attachment E
Community Mental Health Australia submission to the Productivity Commission inquiry into
Introducing Competition and Informed User Choice into Human Services: Identifying Sectors for
Reform – Study Report
Addendum to Submission made 2 February 2017
The following is an addendum to the CMHA submission made on 2 February 2017 to the Study
Report. The information included in this addendum relates specifically to remote Indigenous services
and highlights an example of a best practice community-led mental health program model. CMHA
would urge the Productivity Commission to examine such models in informing their work on remote
Indigenous communities.
CMHA noted in the full submission to the Study Report that the Productivity Commission should be
looking at how to build the capacity of existing local services in remote Indigenous communities, and
developing an understanding of current services to then identify the gaps and improve quality,
equity, efficiency, accountability and responsiveness via this pathway. In remote Indigenous
communities adding, building and investing in local people to develop and deliver programs and
services needs to be highlighted by the Commission, such as the example provided in this
addendum.
The example is of a community-developed and community-led mental health program in a
community in East Arnhem called Galiwin’ku. Galiwin’ku is a Yolngu community of approximately
2500 people, situated on Elcho Island. The health service – Ngalkanbuy – was managed by the local
council until 2008 when Miwatj Health Aboriginal Corporation took over management. Ngalkanbuy
provides a 24/7 service and is characterized by the prominent role of local Yolngu in its staffing
profile.9
The Healthy Minds team runs the mental health program. This team undertakes activities such as
monthly and fortnightly injections and supervised daily administration of oral medication. The team
works collaboratively with families, with much of their work undertaken in the community (rather
than in the clinic). They respond to acute situations and people with chronic mental health
conditions, this includes responding to overnight emergencies.10
This is a link to an audio file on the model for more information http://caama.com.au/news/2015/galiwinku-community-led-mental-health-program-models-bestpractice

9

Ngalkanbuy health service at Galiwin’ku, Miwatj Health Aboriginal Corporation, http://miwatj.com.au/whatwe-do/clinical-services/at-galiwinku/, Accessed 8 February 2017
10
Ibid
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Attachment F
CMHA President Opening Statement – Joint Standing Committee on the NDIS Hearing 28 April
Thank you Chair. Community Mental Health Australia would like to thank the Joint Standing
Committee on the NDIS for the opportunity to address the Committee and this hearing. CMHA is a
coalition of the eight state and territory peak community mental health organisations. CMHA
promotes the recovery of people living with a mental health condition so that they are contributing
citizens and included in all of the economic and social aspects of their community. The organisation
presents a united and representative voice for the community managed mental health sector who
work every day on mental health issues and have the expertise through a specialised workforce.
CMHA remains committed to the NDIS and the benefits that it can bring to the lives of people living
with mental health issues. However, it is vital to ensure that the recovery focus of community
managed mental health services is not lost. We also do not want to create a situation where some
people receive a high level of support and others do not. People living with a mental health
condition must have their psychosocial needs met regardless of whether they are eligible for the
NDIS or not.
CMHA has significant concerns that the NDIS is not being implemented as it was envisaged, in
particular for people with psychosocial disabilities. These concerns include:
• The impact of the NDIS pricing structure and its relationship to qualified mental health
staffing, with a seeming misunderstanding between what constitutes psychosocial disability
support and what constitutes psychosocial rehabilitation.
• The transferring of funds for federally funded mental health programs from the Department
of Health and the Department of Social Services (DSS) - Partners in Recovery (PIR), Day to
Day Living (D2DL) and Personal Helpers and Mentors (PhaMs) - to the NDIS whilst many of
the people currently receiving assistance from the funding will be ineligible for the NDIS.
• The PHNs being stated as a key means to address gaps outside of the NDIS when the PHNs
are being directed by the Federal Government to not commission psychosocial services.
• Cost shifting occurring between the state and territory and federal governments including
the withdrawal of funding for state and territory funded mental health programs under the
guise of this gap being addressed by the NDIS; and inconsistency with state and territory
governments not confirming future state and territory funding when they are or will be at
full NDIS implementation.
• The significant lack of support for carers, including Mental Health Respite Carer Support
funding transitioning to the NDIS. CMHA contends that support for carers should be
separate to the NDIS, in that carers should not have their access to services, such as respite,
tied to the assessment of the person they care for. CMHA also supports the submission to
the inquiry by Mental Health Carers Australia.
• The NDIA moving away from face-to-face assessment and planning for people applying for
the NDIS which will have a significant impact on all people applying for the NDIS, but
particularly people with any form of cognitive impairment or disability.
• Non-English speaking NDIS participants with disability no longer being able to access NDIS
funding to purchase professional interpreting and translating services, due to the NDIA
stating that these supports can be accessed through other mainstream services.
The most significant issue and concern for CMHA is the gap in service provision that will be created
with the transferring of funds for federally funded mental health programs, particularly PIR and
PHaMs, to the NDIS whilst many of the people currently receiving assistance from the funding will be
ineligible for the NDIS.
Mark Cormack, Deputy Secretary, Strategic Policy and Innovation Group, Department of Health
stated in Budgets Estimates on 1 March 2017 for the Health Portfolio on questioning about who was
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responsible for the group of people currently receiving Health Department funding who won’t be
eligible for the NDIS that: ‘We have responsibility for two programs and will continue to have
responsibility for those right up until the end of June 2019. Over that time the clients in those
programs will transition across (to the NDIS)’. Mr Cormack also stated that the policy responsibility
for people who will not be eligible for the NDIS is not with Health but DSS.
Ms Felicity Hand, Deputy Secretary, Disability and Housing, Department of Social Services stated in
Budget Estimates on 2 March 2017 in relation to questioning on people with a mental illness who
will not be eligible for the NDIS that: ‘As you are probably aware, the Department of Health is
responsible for people who have a mental illness, from the Commonwealth perspective, and for
people who are not eligible for the NDIS, obviously the states and territories are. Having said that,
we spoke at the last estimates, in October, about the fact that we were in consultation with both the
Department of Health and the states about mental health and being outside the NDIS. So there are
some discussions on that underway.’ Further Ms Hand stated: ‘If someone has a mental illness, at
the Commonwealth level the Department of Health is responsible’ and ‘We are looking at what the
system today looks like outside the NDIS and what might be some options going forward. But I stress
that we are not the lead on this because it is not our accountability’.
It is entirely unacceptable that we have no government department at the federal level taking
responsibility for people who will not be eligible for the NDIS. It is simply not good enough to state
we don’t have responsibility or it is not our accountability, when the federal government has been
funding services for well over a decade and removes the funding with nothing to replace it, with an
expectation that the states and territories will fill this void. The federal government and states and
territories are effectively at brinkmanship over who will provide funding for these people.
Meanwhile the ACT is at full transition and the rest of the country continues on the path to the NDIS,
and these people that no government will take responsibility for continue to be seen by community
based mental health services with nothing for these people to be referred to.
CMHA well understands the complexity of federal, state and territory funding arrangements, and
that the movement of various funds to the NDIS creates an added level of complexity. However, I
will reiterate that the federal government has been funding programs such as PIR and PHaMs and
doing this successfully. This is where the role should be for the federal government in being a funder
of coordination services, remembering that PIR and PHaMs coordinated other federal, along with
state and often local services – not just state and territory services. It is also vital that support for
carers continues to be funded and that they have stand-alone support that sits outside of the NDIS.
CMHA contends that the Federal Government must continue to fund a flexible, low barrier to entry
service that sits outside of the NDIS for people who need ongoing community and coordination
support. Such a service cannot not sit within the NDIS – if someone is assessed as not being eligible
for the NDIS they will cease to engage with the NDIS and people cannot go through NDIS eligibility or
process each time they need to access such as service, as it would completely defeat the purpose.
I would like to once again state that CMHA remains committed to the NDIS. The community
managed mental health sector has already made significant shifts in terms of workforce and service
delivery to transition to the NDIS. CMHA’s submission to this inquiry outlined a number of
recommendations that we believe can address some of the problems that are occurring with the
NDIS for mental health.
The key issue is that the NDIS was never meant to be and cannot replace the mental health system.
Both disability and psychosocial rehabilitation and recovery services must be part of a continuum of
support for people living with a mental illness. It is vital that governments’ work in partnership with
community managed mental health service providers to develop solutions to concerns and issues
that have emerged. Both the federal, state and territory governments are responsible, and we as a
community are responsible.
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Attachment G
Decision-making controls for sustainability – National Disability Insurance Scheme access
CMHA would like to thank the Australian National Audit Office (ANAO) for the opportunity to
contribute to the audit on Decision-making controls for sustainability - National Disability Insurance
Scheme (NDIS) access.
CMHA is a coalition of the eight state and territory peak community mental health organisations.
CMHA, through its state and territory bodies, has a direct link and contact to mental health
organisations delivering services at the community level. CMHA provides a unified voice for
approximately 800 community-based, non-government organisations who work with mental health
consumers and carers across the nation and who are members of, or affiliated with, the various
coalition members.
CMHA promotes the recovery of people living with a mental health condition so that they are
contributing citizens and included in all of the economic and social aspects of their community. The
organisation presents a united and representative voice for the community managed mental health
sector who work every day on mental health issues and have the expertise through a specialised
workforce, including a peer workforce and lived experience.
CMHA remains committed to the NDIS and the benefits that it can bring to the lives of people living
with a mental health issues. However, it is vital to ensure that the recovery focus of community
managed mental health services — which has come to inform the overall approach that is taken to
addressing mental illness — is not lost. We also do not want to create a situation where some
people receive a high level of support and others do not. People living with a mental health
condition must have their psychosocial needs met regardless of whether they are eligible for the
NDIS or not.
CMHA’s contribution to the audit will address the objective of the ANAO audit in terms of examining
NDIS access decisions being consistent with legislative and other requirements, and the audit
criteria:
1. Suitable information, training and guidance is available to support effective decision-making
about access to the NDIS;
2. Suitable administrative systems and processes are in place to support transparent, accurate,
timely and consistent assessment of eligibility; and
3. Suitable quality and compliance arrangements have been established to mitigate the risk of
incorrect NDIS access decisions.
Much of the information provided has been raised in other CMHA submissions to processes
examining the NDIS, primarily the Productivity Commission NDIS Costs Issues Paper and the Joint
Standing Committee on the NDIS inquiry into mental health.
Legislative and other requirements
A key issue that is impacting on choice and control for NDIS participants and access to the NDIS, and
consequently sustainability, is the interpretation of the NDIS Act by the National Disability Insurance
Agency (NDIA) in making decisions about participants plans.
Issues are occurring with requests for plan amendments triggering reviews of full plan, which are
done centrally rather than regionally. Clients are typically not permitted to see a plan before it is
finalised – although anecdotally this does not appear to be applied consistently - which anecdotally
providers state is hindering clients understanding of their plan. The NDIA are stating verbally in
meetings that the planning process is adhering to legislation.
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The use or interpretation of the NDIS Act 2013 by the NDIA appears to be an area requiring
examination. The December 2015 independent review of the NDIS legislation by Ernst and Young11
stated as a key finding that while, at the time, the legislative framework was broadly enabling
government to progress the NDIS Act, an important caveat was that the NDIS was at an early stage
and evolving. That as the scheme moved into more locations and took on more people, a key
recommendation was the government should conduct another review in 2 to 3 years to ensure the
legislation was ‘fit for purpose’ for full scheme.
CMHA has recommended that a review of the legislation is required as its interpretation is leading to
implementation problems and escalating administrative costs with the scheme.
Suitable information, training and guidance is available to support effective decision-making about
access to the NDIS
NDIA engagement with participants
A central issue about information, training and guidance will be how the NDIA engages with
participants or prospective participants and the level of skills of those assessing and developing
plans in particular areas, such as mental health. It is important to note that the will be large
variances in this area in terms of the skills of people assessing plans, which the current planning
process has shown.
CMHA is concerned that the NDIA is moving away from face-to-face assessment and planning for
people applying for the NDIS. This will have a significant impact on all people applying for the NDIS,
but particularly people with any form of mental illness or cognitive impairment or disability. It
creates significant difficulties for communicating or assessing level of need, and taking into account
relevant factors such as non-verbal communication and issues, including body language. Further, for
mental health, which is typically episodic, having non-face-to-face assessment and planning creates
difficulties in adequately assessing need and the person’s circumstances.
Some service providers have reported that conducting engagement and planning via the telephone
limits the assessor’s ability to get a true understanding of an individual and their situation,
particularly given a large proportion of communication is non-verbal. Non-verbal communication is
an essential part of building rapport with people with a psychosocial disability. This is especially true
for people who experience symptoms such as depressive thoughts or paranoia. While using
technology plays an important role in increasing access to services, a move away from face-to-face
consultations will also mean a lack of rapport and an increase in the number of people who will
disengage from services.
In order to complete a thorough accurate assessment, meeting face-to-face with a consumer is key,
and this process can take several meetings as part of the process. A provider in Tasmania provided
the example of dealing with a young person in the community with severe behavioural and mental
health issues who was attempting to access the NDIS where access to internet and phone was
limited. While there was access to a mobile (again limited), credit to use the device was not an
option. The situation was also compounded by the individuals learning difficulties that made
understanding and accessing the internet and completing any form connected to the NDIS difficult.
It was important for this young person to have trust and rapport with the worker before any
information could be shared or a plan created.
NDIS assessment and planning process
Providers have suggested that having pre-planning assistance for consumers and allowing
consumers to view their plan before it is finalised would be steps to address some of the problems
occurring through the planning process. The pre-planning phase is viewed as vital, and it is important
11
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that people receive information to help in the pre-planning phase, as many people are going to
planning sessions unprepared and individuals don’t always know what they can ask for or how to
articulate their disability. The required information would include:
- Documentation needed to support the assessment process
- Guidance on how people can be thinking about goals and how their needs may change in
future.
- Guidance on the types of services that are available.
- Services people currently access as compared to what is actually available
- Longitudinal evidence (e.g. case notes) is vital as people may have difficulty defining their
needs in a short tem assessment. The wider the evidence network (psychiatrist, GP social
worker, case worker social supports), the better the evidence.
The NDIA must play a role in ensuring such information is provided, but currently this is not
occurring.
The following quote from a provider in the NT exemplifies the issues occurring with the planning
process:
The main issue affecting the majority of our clients is their failure to participate fully in
discussions regarding transition to the NDIS as many struggle to fully understand the
scheme. It is challenging to communicate all the aspects of the NDIS and build the
understanding of clients regarding the assessment process, how they will access services and
how they may be affected if deemed ineligible. To overcome these issues there is
continuous engagement with the client with the support of their family members, however
this can be a long and resource intensive process. Another issue is that our clients are very
transient and some, despite all efforts, cannot be contacted.
There needs to be an adaptive and flexible approach to the planning process, providing consumers
with the opportunity to review plans prior to them being finalised by the NDIA. Plan errors and
inconsistencies not only create confusion and frustration for consumers, their families and carers,
they also place a heavy administrative burden on community mental health organisations and the
NDIA.
There must be performance indicators that sit alongside the indicator of the number of people
receiving plans - currently the main indicator for the NDIS - such as the number or reviews and
appeals requested, and consumer satisfaction with and understanding of plans received.
Skills of assessors and planners
A further issue raised has been planners being adequately experienced in mental distress. In order to
be effective, planners need to have an understanding of psychosocial disability and mental illness,
and the impact these have on the entire planning process and future needs of consumers and
participants. This includes adopting a recovery framework to developing a plan and assessing
people’s needs. A provider of an Aboriginal and Torres Strait Islander service in the NT has also made
the point that many of their clients have elements of post-traumatic stress disorder (PTSD) due to
their cultural background, therefore an understanding of not just mental health but culturally
relevant factors needs be a significant consideration.
The feedback from the sector has been that plan implementation has been difficult due to many
people not understanding what are the types of services they can purchase and what is then in their
final package. A central part of this occurring is the understanding of the planners as to what
services are available. This does not mean these services won’t be available, however, the
community-managed sector needs to be supported to enable them to evolve and maintain services,
and the planners need to be well linked into and aware of what supports that are currently available.
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This is particularly important in remote areas, including in Aboriginal and Torres Strait Islander
communities, where services are often provided by a regional council.
If a planner understands the depths of a person’s disability and what is needed to support the
individual, the package developed will suit them over a longer term. This reduces the need for a plan
to be amended in the future, thereby reducing administrative burden on the NDIA and building
confidence in the process for the consumer.
Issues for people experiencing social and geographic isolation
There is concern about engagement with and access to the NDIS for people who experience social
and geographic isolation in rural and remote regions. Feedback from community mental health
organisations in Queensland is that these people are often hard to reach and generally not engaged
with services due to lack of knowledge of the availability of services and supports. For many of these
people experiencing mental health issues, access to appropriate and understandable information is
challenging. In some rural and remote regions in Queensland, there are also concerns that there will
not be adequate NDIS registered services available for people to purchase the supports and services
that they need.
Input from a provider in Tasmania demonstrates the difficulties created by geographic isolation:
Geographical isolation (rural & remote areas) only amplifies the difficulties for the consumer
to access the NDIS. In assisting a young person and their family in North West Tasmania, it was
extremely difficult for them to meet with the planner and have more of an input regarding her
needs.
It was also difficult for the family to understand what they could access as part of the plan and
what was available in the area. It is all good and well that the plan states the consumer can
access activities A, B & C – but if they are available in the local area (which in this case is what
happened) then the plan becomes worthless. This leads to poor consumer confidence &
frustration in the process and in turn a lack of engagement with the NDIS in the future.
Again, it comes back to the planning process – having a key planner working with the
individual to not only understand the specific needs of the consumer but also linking these
requirements with appropriate and available services in the area. If the planner does not
understand the parameters of the local area that the consumer is living in, then it is
impossible to deliver a supportive plan that will meet the needs of the individual.
Experiences of the NDIS rollout on Palm Island and in some other Aboriginal and Torres Strait
Islander communities have uncovered the importance of working with a community to identify
tailored ways in which to support the transition utilising an outreach model. Identifying activities
appropriate to the community, ensuring appropriate methods for measuring outcomes are
employed, appropriately resourcing and acknowledging the importance of family supports are all
important aspects of outreach that should be considered for many communities. Further, issues
have been raised in the NT about using culturally appropriate and safe tools, planning and
assessment for Aboriginal and Torres Strait Islander people, particularly addressing cultural and
language differences so that people are not disadvantaged. Significant challenges exist in engaging
Aboriginal people in disability services, particularly in remote areas, and there is a need for the NDIS
to have a higher proportion of skilled Aboriginal workers. This also applies to culturally and
linguistically diverse (CALD) communities.
The one size fits all approach to the delivery of NDIS information, has not been particularly effective
in terms of assisting the NDIA to reach their targets. A more tailored, thoughtful and patient
approach, working with each community and drawing on their own strengths could have proved to
me more effective in supporting people to engage with the NDIS.
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Suitable administrative systems and processes are in place to support transparent, accurate,
timely and consistent assessment of eligibility
NDIS planning process
A significant area where CMHA believes there must be a focus is how the NDIS is being
implemented, in particular the structure and administration of the NDIA and the overall structure
and administration of the NDIS through the Federal Government. In all of the processes examining
NDIA costs, there is an emphasis on providers and consequently consumers taking on the largest
amount of risk. It needs to be recognised that the way governments and agencies implement the
NDIS is also going to have a significant impact on the costs of the NDIS.
In terms of both the short and long-term impacts on cost, creating administrative processes that
drive up the costs of delivering the NDIS, add considerably to the costs of the NDIS. Government has
a significant influence on this, particularly in terms of how the governing legislation for the NDIS is
implemented, monitored and evaluated.
As noted above in relation to legislative and other requirements, issues are occurring with requests
for plan amendments triggering full reviews of plans, and participants are generally not permitted to
see a plan before it is finalised, and the NDIA are stating the process is adhering to legislation. CMHA
has recommended a review of the legislation is required as its interpretation is leading to
implementation problems and escalating administrative costs.
Assessment for eligibility
An issue that has been raised by providers is that there should be a functional assessment tool for
people living with a mental illness seeking NDIS eligibility. Diagnosis for mental illness will not in
many instances provide an understanding of a person’s functional capability and in situations where
assessors and planners do not have specific mental health and cultural awareness training, this lack
of understanding will have an impact.
CMHA understands that the NDIA is examining the potential use of a mental health functional
assessment tool and would urge this work to be completed as a matter of importance. Input should
also be sought from the community managed mental health sector to ensure the template
developed is workable. While CMHA is pleased that the NDIA is undertaking this work, the concern is
that this work was not undertaken prior to implementation and the potential impact this is having
on people’s eligibility and the level of support they receive through the NDIS.

Suitable quality and compliance arrangements have been established to mitigate the risk of
incorrect NDIS access decisions
Existing administrative and governance arrangements and the NDIA measuring performance
The governance and administration of the NDIS is a significant issue and will be central to the
success and sustainability of the NDIS. CMHA has raised these issues throughout this submission and
reiterates the need for a review of the NDIS Act to assess the impact it may be having on the
implementation and administration of the NDIS.
There must be indicators that sit alongside the indicator of the number of people receiving plans
such as the number or reviews and appeals requested, and consumer satisfaction with and
understanding of plans received.
Input from a provider in Tasmania exemplifies the need for indicators related to consumer
experience of the NDIS:
It has been in my experience that the consumer, who is already struggling to fully understand
the NDIS planning development, will not question the process or feel they even have a right to
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do so. In implementing performance indicators, it would assist the planning process to better
meet the consumers’ needs and by more thorough feedback empower the consumer to
understand the plan that directly effects them. What seems to be forgotten is as part of the
recovery process for consumers is empowerment to take control of their lives.
CMHA recently supported a call by the disability sector to include genuine engagement with
consumers in their governance structures and that people with a disability are a central part of the
overall decision-making structures, including representation on the NDIS Board. The involvement of
consumers and participants in the governance, design, implementation and management of the
NDIS will be vital to ensuring the NDIS is being informed by those who are actually experiencing its
implementation, and therefore mitigating incorrect and uninformed decisions being made.
Quality assurance processes for mental health
CMHA’s Federal Pre-Budget Submission 2017-1812 called for the development of quality assurance
processes specifically tailored for psychosocial support services as a part of the NDIS Quality and
Safeguarding Framework.
The NDIS pricing structure and its relationship to qualified mental health staffing is having a
significant impact, with there seeming to be a misunderstanding between what constitutes
psychosocial disability support and what constitutes psychosocial rehabilitation. A model that
includes community-based rehabilitation as a necessary part of a high functioning mental health
system is essential. The skills and knowledge required are different with the NDIS pricing structure
able to fund disability support, while being unclear about its reach into more complex supports.
The NDIS pricing does not officially set mental health sector workers’ wages, however, it does have a
significant influence over wages that mental health organisations are able to pay their employees.
Some stakeholders have noted that pricing was not sufficient to purchase a suitably skilled
workforce that engaged in complex ‘cognitive behavioural interventions’ as well as direct personal
care.13 The NDIS is based on the principle of people living with a disability accessing the supports
they need to maintain a ‘normal’ life, and therefore generating economic activity in the community
and paying for itself by generating extra consumer spending. Without adequately trained staff,
these supports will be missed and the increase in activity will be less. An investment in trained staff
is vital.
The Federal Government recently announced the Quality and Safeguard Framework for the NDIS. In
order to maintain and support the community mental health sector workforce and ensure the
current quality of service continues through the transition to the NDIS, it is vital that quality
assurance processes specifically for psychosocial services are developed.
Case Studies
The following case study has been provided by the Mental Health Council of Tasmania, from a
clubhouse provider in Tasmania of consumer’s experience with the NDIS.
Fran’s Personal Experience
Advice
My advice would be that even if you are well now that following through with the NDIS is worth
going through. You have nothing to lose so you may as well go through with the process. Don’t
12
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expect the process to go smoothly so be determined to see the process through till the end and
follow up with each step to make sure the application keeps progressing.
Experience of NDIS
There has been a lot of talk around me at the Clubhouse about NDIS since late last year. I did not
believe that it applied to me though as I have been well for nearly 2 years now. It was only when one
of the staff members showed me a handout on ‘Psychosocial disability, recovery and the NDIS’ that I
realised that the NDIS is something that could apply to me. My first step was to go in the Clubhouse
Van to collect an Access Request Form and then made time with a staff member to fill out the form.
The part that I had to fill out was pretty straightforward and only required name, address, phone
number and my primary disability labelled. From there I made an appointment with my GP so that
they could fill out his supporting information about my disability and the impact that it had on my
life.
My experience with my GP was they were in a rush to get through this paperwork so that they could
get back to seeing patients. They wrote my primary disability on the form as well as my medication
and in all areas they signed me off as not requiring assistance. When I looked over the questions
later I couldn’t help but think that the questions were geared towards people with a physical or
intellectual disability rather than people with a mental illness. Which makes me concerned that
people with mental illness are going to be overlooked in the NDIS.
As my Dr did not do the original diagnosis I thought that my NDIS access request form may have
more weight if I attached the original diagnosis which was done through community mental health.
On contacting them they were unwilling to release the paperwork directly to me as I have not
accessed their service for close to 2 years and advised me to contact my GP to get them to contact
Mental Health to release the paperwork to them. This is where I am currently up to with my NDIS
application.
Positives
The assistance that the Clubhouse has given me with the NDIS process has helped me immensely. I
doubt I would have even commenced the process if it hadn’t been for Clubhouse informing me of
the NDIS, taking me to collect an Access Request Form, helping me fill out the paperwork and
discussing any setbacks in the process and what making suggestions on what my next step should
be.
Negatives
The NDIS process has not been straightforward. My GP was not overly keen to fill out the paperwork
and the way it was filled out will more than likely lead to my Access Request Form not being
processed. It has required me to be self-driven in this process and one that I am willing to see to the
end, mainly because of my own involvement with the NDIS was face-to-face. If it was not for this
face-to-face contact, I probably would have abandoned this process by now given that there is no
guarantee that all this time and effort may not even justify what I serve to gain through the NDIS.
The following case study is taken from the submission by the Mental Health Community Coalition
ACT to the Productivity Commission NDIS Costs Issues Paper.i It demonstrates the need to have
effective information for both NDIA staff and consumers; NDIA staff who are skilled and qualified in
psychosocial disability; appropriate compliance processes; and unambiguous administrative
arrangements to ensure incorrect decisions are not made that affect people’s access to the NDIS and
the services they receive.
Second plan – participants needs reduced but more funding allocated
Participant #1 is a 52 year old woman who lives alone who had previously been homeless and
sleeping in her car with a history of self-harm. Participant #1 had her first plan which budgeted for
Assistance with daily life at home in the community, education and at work ($500.00); Assistance with daily
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life at home in the community, education and at work (19,000+); Improved life choices ($13,000+). During
the life of this plan her life improved markedly.
Her second plan, however, was perplexing. It increased in value and the funding was allocated in a
nonsensical and irregular manner. She received two support budgets: $39,000+ for Core Supports and
$26,000 for support coordination. In part this reflects a review process that gave no time to the
participant to communicate the positive life changes she experienced during her first plan. The
Support Coordinator considered it unethical to accept this plan as it was. They have other
participants with greater need and a much smaller amount of Support Coordination allocated.
Kitchen adaptation funds allocated for participant with brand new serviceable kitchen
Participant #2 is a 38 year old woman who lives alone with mental health issues and stage 4 cancer.
Her plan budgets for assistance with decision making, daily planning and budgeting x 20 which she
does not need as she is highly organised and has no issues with managing her finances. It also
budgets for diet consultation and diet plan development x 10 which the participant states she also
has nil issues with. The third support budget is for home modification – kitchen adaption…..so
reasonable and necessary decision can be made regarding potential modifications to existing kitchen
Participant #2 lives in a brand new home with a modern serviceable kitchen with all necessary
amenities.
Inappropriate plan – demonstrates fundamental lack of understanding of PSD
This example is of a plan that was reviewed prior to review date with no warning; over the phone
with a participant who has problems communicating and had no support with her; and which
resulted in reduced supports.
Participant #3 is a 43 year old woman who lives alone with a chronic mental health condition which
she does not understand or manage without extensive supports and assistance. This woman was
contacted by the NDIA two months’ prior to her stated review date. She is very quiet and finds
communication very challenging. She needs to attend a regular clozapine clinic; she does not drive
and is unable to use public transport; she lives a long way from her clinic and does not have close
access to health and shopping amenities; she is unable to maintain her home without regular
domestic support and she frequently does not provide access to support services.
In spite of comprehensive evidence from her professional treatment team, her review plan included
only $3,000 for the year for support coordination and also included a budget for finding and keeping
a job! This woman is unable to manage basic tasks of independence and has a significant untreated
substance use issue; and her family are elderly and unable to provide consistent mainstream support.
This participant is also at high risk of suicide as she regularly stockpiles medications and alcohol.
Inappropriate process – demonstrates fundamental lack of understanding of PSD
Participant #4 is 64 year old man who lives alone with a chronic mental health condition which he
has little insight into or understanding of; he also has significant health issues – tardive dyskinesia –
which means he has frequent burns to his hands when making hot drinks for himself. He has a very
involved long-term carer who does not live with him and a very involved long-term clinical manager.
This man also lives with significant thought disorder and frequent delusional thinking. This man was
contacted by the NDIA for a plan review over the phone to which he consented. A new plan was
made without any notification to mainstream supports and the participant does not know if he has
received his plan in the mail or not.
Yes, you are eligible! No, you are not!
Participant #5 is a 27 year old man who lives with his mother and has mental health, a chronic health
condition and cognitive impairment. His mother reported that she received two letters – both dated
the same day with one stating that her son is ineligible to the scheme and the other letter stating
that her son is eligible to the scheme. The mother phoned her son’s service provider totally
confused.

32

Attachment H
2017 Price Controls Review – Consultation on NDIS pricing arrangements discussion paper
Introduction
Community Mental Health Australia (CMHA) is a coalition of the eight state and territory peak
community mental health organisations. CMHA, through its state and territory bodies, has a direct
link and contact to mental health organisations delivering services at the community level. CMHA
provides a unified voice for approximately 800 community-based, non-government organisations
who work with mental health consumers and carers across the nation and who are members of, or
affiliated with, the various coalition members.
CMHA promotes the recovery of people living with a mental health condition so that they are
contributing citizens and included in all of the economic and social aspects of their community. The
organisation presents a united and representative voice for the community managed mental health
sector who work every day on mental health issues and have the expertise through a specialised
workforce, including a peer workforce and lived experience.
CMHA would like to thank the National Disability Insurance Agency (NDIA) for the opportunity to
make a submission to the 2017 Price Controls Review. At the outset, we wish to note that the
timeframe for making a submission to this important consultation was extremely short and has not
allowed the level of consultation CMHA would have been able to make with the state and territories
and their members. While we recognise the time constraints that the NDIA are operating under, this
consultation should have been widely notified and communicated to the disability sector and time
allowed for vital input from consumers, carers, service providers and representative organisations.
CMHA remains committed to the NDIS and the benefits that it can bring to the lives of people living
with a mental health issues. However, it is vital to ensure that the recovery focus of community
managed mental health services — which has come to inform the overall approach that is taken to
addressing mental illness — is not lost. We also do not want to create a situation where some
people receive a high level of support and others do not. People living with a mental health
condition must have their psychosocial needs met regardless of whether they are eligible for the
NDIS or not.
CMHA’s submission to this Discussion Paper will provide input in line with the questions posed in the
Discussion paper.
CMHA made a submission to the Productivity Commission NDIS Costs Issues Paper14 and will
reiterate comments made to that inquiry, particularly in relation to scheme costs and market
readiness, as the comments are directly relevant to NDIS pricing.
An overall comment – which was also made in relation to the Productivity Commission NDIS Costs
inquiry – is that a key issue is in the actual implementation of the scheme where the focus is
becoming about signing people up within a defined timeframe and the cost of services rather than
the quality of support that is being provided to people. The aim of the NDIS was to deliver a better
system of care than people living with a mental illness have received before and that they don’t have
reduced care. If the focus purely becomes about signing as many people up as quickly as possible
and preventing cost-overruns, then the intent of what the NDIS was actually meant to deliver starts
to become lost.
As per the Productivity Commission’s paper, we would again express the concern that the
commentary in the NDIA Discussion Paper is focused on having lower prices with limited reference
14
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to quality. The Price Controls Review Discussion paper in the section ‘Rationale for improving price
controls’ discusses price controls being required as providers may be incentivised to excessive prices
participants which may happen due to not looking for alternatives and not receiving the full benefits
of changing lower cost providers. This makes no consideration of consumers receiving services that
are of a high quality and not just cheaper. Further, the same section states that there may be
resistance to changing providers and therefore limited competition as strong relationships have
been established with one provider. Again, trust and building relationships is vital in mental health in
providing a service to a consumer. These are both aspects that are seen as positives in mental
health, not barriers, and ignoring these facts will impact on how mental health services are priced in
the NDIS structure.
Questions for the 2017 price review
Price limits for attendant care and related individual supports
It is encouraging to see the Discussion Paper acknowledge that the NDIA has received feedback from
providers that the provision of attendant care is not homogenous and that there are differing levels
of quality and design across services. Also that the NDIA are considering options for setting price
limits about what is considered the efficient price. This is an issue that CMHA has consistently raised
as central to the operation of mental health within the NDIS.
A central issue for mental health being a part of the NDIS has been mental health not fitting into the
pricing structures of the NDIS, therefore a mismatch between benchmark costs and actual costs of
packages for people living with a mental illness in a disability structured market will be an issue.
There is an impact of the NDIS pricing structure and its relationship to qualified mental health
staffing, with a seeming misunderstanding between what constitutes psychosocial disability support
and what constitutes psychosocial rehabilitation. The skills and knowledge required are different
with the NDIS pricing structure able to fund disability support, while being unclear about its reach
into more complex supports. Therefore, retaining a highly qualified mental health workforce for the
NDIS is a concern. This is particularly difficult in remote communities including Aboriginal mental
health workers.
Currently the NDIS sets the basic rate for support work at $43.58 per hour. Rob Woolley, General
Manager of Just Better Care has been quote as describing this as “a bargain basement rate for what
is expected to be a platinum quality service."15 The discrepancy in NDIS rates and what organisations
have previously been paying support workers and other staff, puts significant pressure on
organisations and places at risk the required number of workers available to provide services at NDIS
rates and the Government’s commitment that nobody would be worse off under the NDIS.
Community-managed mental health organisations within the community-managed mental health
sector prioritise community-based rehabilitation to support individuals to recover, and through this
the sector has developed a workforce that is appropriately qualified and skilled to deliver these
services and a culture that reflects the appropriate standards. In Victoria for example, 90 per cent of
the community mental health sector holds a diploma or higher qualification.
However, the hourly rates included in the NDIS pricing structure demonstrate a lack
acknowledgement and understanding about the level of skills and expertise that are required to
provide disability support to individuals with serious mental illness.
It is widely accepted that people with high and complex needs cost more to support, and that this
requires that higher complexity be factored into the NDIA price guide. A recent article in the
ACTCOSS publication “NDIS transition – Where have we landed?” of their journal Update, notes that
15
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“A one size fits all approach is at odds with the other pricing structures in the NDIS.”16. This article
also makes the point that a requirement for support staff on weekends and public holidays will
result in additional costs. While the NDIS recognises complexity of support and differentiation in cost
of service provision due to penalty rates in some of its pricing, it only provides a “maximum payment
for short term accommodation in a centre or group residence set at a single rate per person per 24hour period. This is an inclusive, all expenses price for a 24-hour period with no additional loading
permitted. While this amount may be adequate for a range of lower needs participants, it is often
not sufficient for those requiring higher support or levels of supervision to stay safe, particularly
during higher wage periods.”17
The implications of the current pricing for community-managed mental health services are
potentially:
• The exclusion of participants with higher needs that require higher levels of staff support from
these services, and the withdrawal of service providers.
• The loss of existing skilled and qualified staff and a de-skilling of the workforce. In time
providers may well opt to hire the lower-skilled staff they can afford to be able to offer NDIS
services. This will impact on recovery-focused psychosocial rehabilitation supports which will
develop into generalist disability supports.
• Service providers may choose to only provide low-priced supports if the NDIS participant also
purchases higher-priced supports from them, effectively aiming to some degree offset losses on
support with profits on another. This limits choice and control and undermines the objectives of
the NDIS.
In relation to the assumptions applied to estimating the efficient cost of the provision for attendant
care, the following comments in relation to mental health apply:
• Base hourly rate:
o the assumed qualification levels will be higher for some mental health workers
o employees were more commonly employed on a permanent basis however NDIS is
leading to increased casualization of the workforce
o the 24/7 nature of many mental health services is not accounted for in the
categorisation of rates
•

Non-client facing time:
o Doesn’t account for outreach which may be classified as time not directly with a
client
o Training and development is a significant part of furthering the qualifications of the
community-managed mental health workforce and should be included, as is noted
as a consideration by the NDIA
o Travel time, particularly for outreach and services in regional, rural and remote
areas needs to be included.
o The cost of transition processes to the NDIS is causing significant administrative
costs so the assumption should not be theses costs have now reduced, given many
services in mental health are still transitioning over the next years to the NDIS.

A relevant consideration in looking at the NDIS pricing structure and pay for the workforce, is the
Social, Community, Home Care and Disability Services Industry (SCHADS) Equal Remuneration Order
(ERO) – the 2012 decision by Fair Work Australia for equal remuneration in the social and
16
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community services industry - and the Governments acceptance of the argument that community
sector work attracted low wages due to it traditionally being ‘women’s work’ and had therefore
supported redress through the ERO. It could be argued the NDIS is another avenue to under-value
the ‘helping’ skills required to support people with disabilities to live well in the community and may
well result in similar calls for ‘redress’ on the same platform.
Simplification of ‘shared care’ price controls
As noted in the Discussion Paper, shared care covers supports including group-based activities,
centre based care, respite and supported independent living (SIL) packages, all of which are relevant
to mental health. The Discussion Paper states that the NDIA have observed that providers are,
amongst other issues, not efficiently matching care ratios to service offerings, and that they have
concerns around restricted choice, price controls being ineffective, and providing value for money. In
relation to mental health this again doesn’t recognise that there will be varying levels of complexity
and that some activities, such as group and centre-based care, will be impacted by how much and
what can therefore be provided.
The NDIA need to consider that under block funding arrangements, shared care arrangements for a
range of consumers, including more complex consumers, could be effectively ‘subsidised’ to account
for variances in need, complexity and what people wanted to access. This is not possible under the
NDIS model.
The Discussion Paper proposes two options for restructuring the price controls for group based care
– Option 1 merge community based and centre based care price controls; and option 2 introduction
of price matrices for shared care. CMHA would suggest that exploring option 2 might be the best
path as it is likely to be able to better deal with different levels of complexity rather than through
merging the two price controls. CMHA would urge the NDIA to undertake some in-depth and firsthand experience from consumers and providers on both options to determine what will best address
the issues that are currently impacting this type of care.
Other updates to price controls, rules and guidance
In relation to the options for updating the 2017 price guide:
• Community participation supports – Along with clearer rules around the provision of
transport, the NDIA will need to consider the impact of the federal Court ruling regarding
funding arrangements for transport under the NDIS.
• Short-term accommodation- This should consider levels of complexity including the options
noted to consider whether price controls should be split by levels of need and whether or
how providers can claim for additional supports above the base level.
Price banding
As addressed earlier in ‘Price limits for attendant care and related individual supports’, CMHA would
reiterate the point made that a central issue is mental health not fitting into the pricing structures of
the NDIS. There is an impact of the NDIS pricing structure and its relationship to qualified mental
health staffing, the skills and knowledge required are different with the NDIS pricing structure able
to fund disability support, and therefore, retaining a highly qualified mental health workforce able to
provide effective recovery-oriented approaches under the NDIS is a concern. The issues raised in the
‘Scheme Costs’ section are relevant in terms of the community-managed mental health sector not
only being prepared, but supported to make the transition.
The withdrawal of block-funding impacts on pricing and service provision. In the Power to Persuade
blog Simon Viereck, Executive Officer, Mental Health Community Coalition ACT is quoted as stating
this will “result in little capacity in community-managed organisations to support people with
psychosocial disability to engage with and access the NDIS. This puts the responsibility back on the
NDIA and Local Area Coordinators to take up this engagement work. It is unclear what this means for
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the many people with psychosocial disability who are expected to access the NDIS, but are not yet
engaged.”18
Simon Viereck also makes the point that the NDIS 'market' is not a market. He notes that within the
scheme, prices are fixed, supports are strictly defined, administrative burdens have increased, and
there is a significant information gap. His description of the ‘market’ is as a one-sided affair. That is:
“To the extent it is a market, this is reflected in service closures, workers leaving, business mergers,
and less choice and control. Unless service providers are given the freedom to decide which services
they want to offer, to price those services, and to test whether they can sell their product in the
market at the price they ask, the NDIS won’t produce efficient market-based outcomes and won’t
work for provider organisations“.19
The Mental Health Council of Tasmania (MHCT) identified that a member organisation was
struggling to remain viable within the fee rates of the NDIS:
The fee rates determined by the NDIS to be paid for PHaMs services by NDIS participants are
insufficient to cover delivery costs, especially for consumers who need mentoring,
coordinating and family support services as opposed to more intensive services. Funding is
often sufficient only to cover staff salaries at a comparatively junior level (CSW 3 and below).
This makes it difficult for the sector to retain staff with degree qualifications who are
required to effectively deliver programs for consumers with complex needs. The amounts
set out in the NDIS Price Guide are not enough to fund complex case coordination or skilled
staff particularly once expenses such as developing individual case plans and group
programs, travelling time, making and following up referrals and so on have been removed.
The MHCT have also identified the following concerns of members:
•

•

That with the potential loss of 30% of their client base their viability may be compromised. For
service providers who are juggling clients with packages and clients without packages there is
also a moral and financial dilemma. To survive, providers need to take the NDIS clients attached
to higher value packages but this means that other individuals are at risk of delayed or no
access to supports.
With regards to pricing, line item costings aren’t viable for the mental health sector. Current
pricing is based on the general disability sector at SCHADS level 2 which is effectively the lowest
common denominator. One Tasmanian service provider is experiencing a loss of about 50% an
hour on any given line item. To be viable, service providers feel that it will create a market
where clients are ‘cherry picked’ based on higher priced line items. A new pricing catalogue is
needed, based on the service costs as related to providing psychosocial rather than just
disability supports.

A high risk of seeing significant market failure across the sector is an issue that has been raised by all
state and territories. The NDIS may potentially be faced with an exponentially growing level of
disability while at the same time community-based rehabilitation services are experiencing loss of
funding, loss of qualified mental health staff and the capacity to provide services commensurate
with need. The potential loss of existing skilled and qualified staff and a de-skilling of the workforce
means that that organisations are unable to offer services to people with NDIS Plans as well as those
without.
As per comments raised throughout this submission, the current questions and suggestions
proposed by the NDIA with regards to price banding still don’t seem to allow for different levels of
complexity. Two components are outlined – a benchmark price reflecting efficient costs of providing
18

Transition to change: Lessons from the act NDIS trial, Power to Persuade Blog, July 13, 2016,
http://www.powertopersuade.org.au/blog/transition-to-change-reflections-on-the-act-ndis-trial/12/7/2016
19
Ibid.
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reasonable and necessary levels of care; and a price cap above the benchmark price that has an
upper bound on what can be changed. A consistent issue that has been raised by the sector is what
is classified or considered as necessary and reasonable by the NDIA may be very different to what a
consumer, carer or provider thinks is reasonable and necessary. The transport ruling by the Federal
Court would also seem to indicate this.
The report Making it happen: Complex disability (with complex support needs) states that in
determining what is necessary and reasonable supports in central as there are many factors for
people with complex disability and not addressing these factors will mean that needs can’t be met. It
notes that there must be greater understanding about cost drivers for complex disability and issues
such as co-morbidity. This is particularly relevant for people living with a mental illness. Complexity
also affects service intensity, duration, staffing, training and supervision. The NDIS must make
allowances for the cost of supporting people with more complex disability, which could be used to
increase support when it is needed, as will be the case for people with complex mental illness.20
The Discussion paper states that one of the purposes of the changes would be to create greater
flexibility in plans allowing participants to purchase the full quantity of supports that are included in
their plan at the benchmark price or a lower quantity of higher quality supports at a higher price. As
with much of the language being used, this is concerning as it seems to be suggesting a person can
get more of a lower quality or less of a higher quality, but that if you want higher quality you have to
accept less services or care. Consumers should have the ability to negotiate and have choice, but
lessening quality to fit within a price band or a consumers package of care again does nothing to
guarantee that people will receive quality supports.
The Discussion paper notes that the NDIA must consider a number of issues for using different price
bands for different supports including competition being sufficiently strong, that it may not be
appropriate for critical supports that would then place people at risk; and there will be regional
variations. CMHA agrees with each of theses points and would urge the NDIA to incorporate these
areas in developing price bands, if that occurs. Price bands can have the benefit of allowing for
quality care and complexity, however, this should not mean people receive less supports if they
require higher quality or complex care.

20

Fitzgerald, Dr J, (2017) Making it happen: Complex Disability (with Complex Support Needs): Engagement,
Reasonable and Necessary Supports, and Cost Drivers. NDIS Implementation taskforce Participants with
Complex Needs Sub-Working Group, 4 April 2017
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Attachment I
Briefing document for MPs
Briefing for Members of Parliament
Community Mental Health Australia (CMHA) is a coalition of the eight state and territory peak
community mental health organisations, established to provide leadership and direction promoting
the benefits of community mental health and recovery services across Australia.
CMHA, through its state and territory bodies, has a direct link and contact to mental health
organisations delivering services at the community level. CMHA provides a unified voice for over 800
community-based, non-government organisations who work with mental health consumers and
carers across the nation and who are members of, or affiliated with, the various coalition members.
Mental Health Reform
Mental health has been undergoing a significant period of reform particularly in terms of the
transition of funding for federally funded mental health programs. Mental health is transitioning to
the National Disability Insurance Scheme (NDIS), including the programs Partners in Recovery (PIR)
and Day to Day Living (D2DL) – both sitting with the Department of Health (DoH) – and Personal
Helpers and Mentors (PHaMs) – sitting with the Department of Social Services (DSS). Respite
programs for carers are also impacted by the transition.
Along with the NDIS, a number of DoH federally funded programs are transitioning to the
responsibility of the Primary Health Networks (PHNs), where program guidelines will cease and
funding will go into a flexible funding pool from which PHNs will commission services for their PHN
area based on needs assessment and planning they have undertaken.
The overall concern for CMHA is how the reforms will respond to people with psycho-social disability
and provide a workforce that is qualified to deliver the services people need, particularly within the
NDIS structure. Also what happens to people outside of the disability support model when they
become unwell and federal funding is not available to assist them.
CMHA is keen to engage proactively in this process and for all related agencies and government
departments to listen to and account for the concerns and views that are coming directly from on
the ground mental health community services involved in the roll-out. CMHA wants to work to
develop solutions to concerns through partnership with community mental health service providers
and providing informed input to decision makers to ensure the reforms actually deliver what is
needed to people living with a mental illness.
Concerns regarding the NDIS
Concerns regarding the NDIS relate to the following areas:
• The transferring of funds for federally funded mental health programs from the Department
of Health (DoH) and the Department of Social Services (DSS) - PIR, D2DL and PhaMs - to the
NDIS whilst many of the people currently receiving assistance from the funding will be
ineligible for the NDIS.
• The pricing structure and the impact this will have on qualified mental health staffing – there
is a misunderstanding between what constitutes psychosocial disability support and what
constitutes psychosocial rehabilitation. The skills and knowledge required are different with
the NDIS pricing structure able to fund disability support only, while being unclear about its
reach into more complex supports.
• The National Disability Insurance Agency (NDIA) moving away from face-to-face assessment
and planning for people applying for the NDIS which will have a significant impact on all
people applying for the NDIS, but particularly people with any form of cognitive impairment
or disability.
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•

Non-English speaking NDIS participants with disability no longer being able to access NDIS
funding to purchase professional interpreting and translating services, due to the NDIA
stating that these supports can be accessed through other mainstream services.
• The different bilateral agreements in place in each jurisdiction which is creating a lack of
consistency in roll-out – this raises questions about the Government’s ‘no disadvantage’
commitment and how this will actually work in practice.
• The NDIS focus on disability support rather than rehabilitation, which is the mental health
focus – this creates a potential imbalance in the provision of mental health support which
should represent a balanced system of clinical treatment, community-based rehabilitation
and disability support. The Commonwealth is moving funding away from a rehabilitation
focus, which is not what is or has been provided and is the focus of mental health services.
Concerns regarding the PHNs
Concerns regarding the PHNs relate to the following areas:
• The guidance material produced by DoH to support PHNs in implementing the reforms
states they cannot commission psychosocial services, which is in contradiction to the
Government’s announced intent that this should be about what people living with a mental
illness need and flexibility, and the recommendations of the National Mental Health
Commission 2015 Review of Mental Health Programs and Services. PHNs are also being
encouraged to plan services with local area health services in the region, much of which will
be associated with psychosocial services and need.
• The timeframe for the implementation of the reforms and the inexperience of some PHNs in
mental health and also drug and alcohol – this has created a compressed timeframe for the
commissioning of services and the development of needs assessment and planning for
complex services and often in PHN regions with not only dispersed populations, but
populations with significant variation of need.
Other areas of interest
Productivity Commission inquiry into introducing competition and informed user choice in human
services – This inquiry is examining the application of competition, contestability and informed user
choice to human services. CMHA has focused on three areas the Productivity Commission identified
for competition and contestability - social housing, services in remote Indigenous communities, and
grant-based family and community services (which includes mental health and homelessness
services). CMHA noted that in considering introducing competition and contestability, a key
consideration must be how you continue to provide a service to people with very complex cases,
who in many instances will not have a decision-making capacity. The services provided will also need
to be built on relationships of trust and understanding. The fundamental question that must be
addressed is does competition actually provide better services.
Productivity Commission inquiry NDIS Costs – CMHA’s main recommendations to this inquiry were:
• The NDIS Act must be reviewed now that the legislation is actually at implementation, as
recommended by Ernst and Young’s 2015 review of the NDIS legislation.
• There must be indicators that sit along-side the indicator of the number of people receiving
plans, such as the number of reviews and appeals requested and consumer satisfaction with
and an understanding of plans received.
• The planning process must be conducted by people with experience in and an understanding
of mental health and culturally relevant factors; consumers must be able to view and
understand a plan before it is finalised; and assessment and planning for people living with a
mental illness or people who do not have English as a first or second language must be
conducted face-to-face and not over the telephone, unless it is determined this is
appropriate.
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•

Quality assurance processes specifically tailored for psychosocial support services must be
developed as a part of the NDIS Quality and Safeguarding Framework.
5th National Mental Health Plan – ensuring the key priorities of the plan are reflected in the various
reform processes, and vice versa.
Key documents
• Community Mental Health Australia (2015). Developing the Workforce: Community
Managed Mental Health Sector National Disability Insurance Scheme Workforce
Development Scoping Paper Project. Sydney: Mental Health Coordinating Council.
• Learn and Build in Barwon – The impact of the NDIS on the provision of Mental Health
Services in the Barwon Launch site – key issues for consumers, families and the Victorian
mental health service system, June 2015
• Mental Health Coordinating Council (2015). Further Unravelling Psychosocial Disability –
Experiences of the National Disability Insurance Scheme in the NSW Trial Site: A Mental
Health Analysis. MHCC, Sydney. Author: Tina Smith
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Attachment J
February 2017

Mr David Bowen
CEO
National Disability Insurance Agency (NDIA)
email: david.bowen@ndis.gov.au
Dear Mr Bowen
We are writing on behalf of Disabled People’s Organisations Australia (DPOA), the
Federation of Ethnic Communities’ Councils of Australia (FECCA) and the below
signatory organisations to request a meeting time to discuss the important issue of
interpreter funding for NDIS participants.
It has come to our attention that there has been a recent change in policy and
practice around the funding of interpreters for NDIS participants from non-English
speaking backgrounds.
It is our understanding that non-English speaking participants with disability are no
longer able to access NDIS funding to purchase professional interpreting and
translating services (unless the need is a result of a participant’s disability). In
agency correspondence, we have been informed that this came about because
these supports can be accessed through other ‘mainstream services’. We believe
this is not the case.
We are deeply concerned about this decision and the subsequent impact it will have
on non-English speaking NDIS participants, and their families. It is known that only a
very narrow category of specialist organisations are eligible to access the
Department of Social Services Free Interpreting Service, which is typically limited to
organisations providing emergency services and case work (e.g. settlement support
organisations, General Practitioners (GP’s), Pharmacists and Real Estate agents).
NDIS registered service providers, on a whole, will be ineligible to access this free
service. If non-English speaking people with disability - or NDIS service providers do require language supports, then they will be required to pay fee-for-service rates
through a language service provider such as the Department of Immigration and
Border Protection’s Translating and Interpreting Service (TIS National).
Considering that the NDIS is no longer including the cost of Language other than
English (LOTE) interpreter supports in a participant’s plan, and that both non-English
speaking people with disability and NDIS registered service providers are generally
ineligible to access the free interpreting services, we wish to highlight that this
change in policy subsequently shifts nearly all translating and interpreting costs to
people with disabilities, or their service providers.
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We struggle to understand how this substantial cost, and need, will be met in this
new individualised funding driven marketplace, and fear professional accredited
interpreters will be underutilised and/or the sector will develop an inappropriate
reliance on family members to act as interpreters (which raises separate concerns
around independence and privacy).
We believe that this is a basic access and equity issue. Prohibiting translation and
interpreting services from NDIS plans directly silences the voice of non-English
speaking participants and their families: how can non-English speaking people with
disability exercise choice and control or work towards their identified NDIS goals if
they do not have access to everyday language supports for basic communication?
We are keen to work collaboratively with the NDIA to address this issue and seek an
urgent meeting to discuss this matter.
Yours sincerely

Dwayne Cranfield
National Ethnic Disability Alliance
(on behalf of DPO Australia)

Dr Emma Campbell
Director
FECCA

i

Productivity Commission Report into NDIS Costs, MHCC ACT Submission, 24 March 2017.
http://www.pc.gov.au/__data/assets/pdf_file/0005/215771/sub0135-ndis-costs.pdf
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