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Noah’s Ark welcomes the opportunity to provide comment to the NDIA regarding their annual
review of pricing.
Noah’s Ark has been involved in the National Disability Insurance Scheme (NDIS) from its
commencement, through our services for children in the Barwon and ACT trials. Currently
we are involved in the roll out throughout Victoria.
Noah’s Ark is a non-government organisation providing early childhood intervention (ECI)
services to children with disabilities and other additional needs and their families and carers.
Noah’s Ark operates from 20 centres across metropolitan and regional Victoria, as well as
one centre in the ACT and another in Albury NSW. Last year these programs reached over
2,200 families. Noah’s Ark currently receives funding from the Victorian Government
(Department of Education and Training) for the delivery of ECI services, and has regional
involvement in the Kindergarten Inclusion Support, Pre-School Field Officer and Parent to
Parent Programs. In addition, Noah’s Ark provides training and resources nationally.
Noah’s Ark employs over 300 staff. Since the introduction of the NDIS, Noah's Ark has
increasingly supported children in primary school in addition to its previous roles in the early
years.
Noah’s Ark has been active in the development of services for young children with a
disability both in Victoria and nationally and has strong links to the early childhood
intervention field internationally.
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1. Introduction
Early intervention for children with a disability supports the aim of the National Disability
Insurance Scheme (NDIS) to enhance the independence and social and economic
participation of people with a disability. Early childhood intervention also fits with the
insurance approach of the NDIS as it creates the foundation of a sustainable scheme.
Investing wisely in the early years of development has been clearly demonstrated to reduce
long-term costs1. Early intervention can be powerfully instrumental in giving children and
families a strong foundation for later development and participation.
Best practice in early intervention for children has a dual focus – promoting the development
and well-being of each child, as well as building the capacity and supporting the wellbeing of
their family2.
For children, the aim is to promote the child’s development of functional skills that will enable
them to participate meaningfully in family and community life. Not providing such support
effectively can incur costs in several ways:
•

In some instances, early intervention can address an emerging developmental problem
so effectively that the problem is resolved, and the child no longer needs more intensive
levels of support. Without such support, problems will escalate and become increasingly
difficult (and costly) to manage, thereby incurring ongoing financial claims upon the
NDIS.

•

In most instances, children’s developmental disabilities are not transient and are
sufficiently severe to require ongoing support. Early intervention can ameliorate the
impact of the developmental disabilities on children’s development and ability to
participate meaningfully, thereby reducing the demands on the family and other services,
and their associated costs.

•

Children with developmental disabilities are at their most vulnerable when they are very
young and their relationship with their caregivers is just developing and most at risk of
being compromised. The failure of children to develop strong relationships with the key
adults in their life has lifelong negative implications.

Overall, the failure to provide effective early intervention for children with disabilities will have
long term negative consequences for their development and capacity to participate in the
family, education and community. It will result in them needing more costly forms of care and
support across the life span.
For families, best practice in early intervention supports family functioning and builds parent
capabilities during the difficult period starting from the identification of the child’s
developmental disability, seeking diagnosis and the realisation of the potential implications of
the condition for the first time. The full implications of the child’s developmental disability
may only become evident over time. Families experience a range of additional stressors,
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including: the need to for more information about their child and what to do; interpersonal
and family distress; the need for additional resources and threats to their confidence in
parenting the child3. The impact of these stressors varies according to the experiences of
parents, the size of family networks and the resources available to families.
The stressors experienced by the parents or carers of young children with a disability are on
top of the significant demands of raising any young child. They can reduce the ability of
families to provide the essential developmental experiences needed by young children to
grow and learn successfully3. When effective support is not provided, there are likely to be
worse outcomes for the family and the wider society. These can take several forms:
•

The demands of parenting a child with developmental disabilities often prevent one of the
parents (usually the mother) from working, thereby reducing both the family income and
the contribution that the family makes to social productivity as workers and taxpayers4

•

Having a child with developmental disabilities increases the level of stress on parents,
leading to a higher incidence of depression and other stress-related conditions, all of
which have additional treatment costs to society5

•

Children with developmental disabilities are more likely to be neglected or abused6, with
adverse effects upon their development and well-being and higher societal costs in the
form of child protection and other services7

•

In some instances, families find the experience of having a child with a disability so
burdensome that they relinquish the child into state care, which has a very high cost.

Overall, the failure to provide appropriate and effective support to families will lead to poorer
outcomes for parents and families and additional costs will be borne by the family and the
wider society.
Early intervention for young children with disabilities is a unique service because it
commences with the identification of a developmental disability, it is the primary support for
the child’s learning and development, and it provides linkages to a complex set of children’s
services.
When families experience having a child with a disability for the first time, they need to build
an understanding of how best to meet the needs of their child and family. Families must also
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learn how to work with service providers to ensure that these needs are met. When this is
done effectively, by the time families leave early intervention, their personal circumstances
and skills will have altered dramatically. Most parents should be familiar with the service
system, confident in their ability to help their children, able to articulate their needs. They will
be able to work with professionals as partners. Early intervention services for young children
are effective when they support families gain the skills and confidence they need, over time,
to manage their child and family needs.
The principal place young children spend time, and the principal place in which they learn
and develop is in the family home. A key role of early intervention services is to support
parents and carers to provide the child with appropriate learning opportunities. The time a
young child spends with a therapist or educationalist is tiny compared to the time they spend
with their family or carers8. The important role of families in supporting the development of
young children underpins all early childhood policy9.
Many young children with a disability will transition quickly through several children’s
services, including childcare, preschool and school. Staff in children’s services may have no
knowledge or experience with a specific child’s disability. Early intervention plays an
important role in supporting different services to understand a child’s disability and make
adaptations. Importantly it supports continuity in how the child is supported across different
settings which is critical to the successful implementation of strategies to support a child's
development.
The NDIS has acknowledged that the early years is a specific developmental period with the
introduction of the Early Childhood Early Intervention (ECEI) pathway. It is important that the
NDIA Pricing Guidelines supports best practice in these services, for example through
adequate funding for travel so services can be provided in children’s homes or where they
spend substantial time. A one size fits all approach for participants aged from birth to age 65
years will inevitably reinforce an adult centric approach. This will conflict with best practice in
early intervention for children. It may also undermine family choice.
This submission addresses the following:
•
•
•
•

the price control arrangements for Therapy Assistants.
provider travel
cancellations
group and centre-based supports.

Therapy Assistants
The discussion of pricing for therapy assistants invites the question of what types of ECEI
and school aged services should be provided under NDIS and why. The lack of publicly
available policy articulating why the NDIS is implementing early intervention for children is
creating confusion and inconsistency.
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It is our view that the case for the use of therapy assistants has not been established. There
is a real risk that price will lead to practices that are not in the best interest of the child.
If therapy assistants are to be introduced, then this should not occur until it can be
demonstrated that it is in the best interests of the child. The NDIS needs to have a
systematic process for determining how to proceed in this type of situation. A reasonable
process would include:
•
•
•
•

•

A review of the research, to determine when the use of therapy assistants is justified
The development of supervision and delegation framework which identifies how
therapy assistants are to be supervised by therapist in order to be effective and what
tasks it is appropriate for them to undertake
Identification of the training needed to work as a therapy assistant, who provides it
and how it is funded
A risk analysis of the consequences of the use of untrained staff, inadequate
supervision, poor understanding of the role of the therapy assistants, liability if there
are inappropriate actions, the specific risks for young children, the specific risks in the
home environment and the capacity of the NDIA market funding and employment
structures to limit the employment of inappropriate people
The development of easy to understand information for parents about if, and when, it
is appropriate to use therapy assistants and the risks involved

The therapy assistant role was developed many years ago to support the provision of centrebased group services for children with a disability or developmental delay. Since that time
the understanding of how children learn best has developed considerably through both
research and practice. It is now understood that children learn through their everyday
activities with the people who have significant relationships them, primarily their parents,
carers, families, educators and peers8. Consequently, the focus of providers of high-quality
services has shifted to working in the family home, early education and community settings.
The focus of these high quality ECEI providers has also shifted from being directed at
groups of children to taking an individualised coaching approach with the key people in
children’s lives, building their skills and confidence to enhance the child’s learning
opportunities throughout their daily routines8.
The Victorian State Government has developed a supervision and delegation framework for
allied health assistants and disability support workers in the context of the move to NDIS
funding10. This extensive framework provides many case examples and resources to assist
individuals and organisations understand their responsibilities regarding these support staff,
however many questions remain:
•

•
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•

•

•

•

•

undertaken by staff with limited or even no qualifications with families of children with
a disability remains unclear.
There are a range of responsibilities outlaid for the allied health professional who is
delegating tasks to an assistant. These responsibilities include but are not limited to
running training sessions; providing supervision, support and monitoring; undertaking
risk assessments; and documenting plans, programs and evaluations. Some of these
tasks are currently unfunded by NDIS, leaving a risk that while the NDIS is saving
money on employing cheaper, less qualified staff to undertake tasks that may
previously have been undertaken by allied health professionals, those allied health
professionals may be taking on a higher burden of unfunded tasks to enable this to
happen.
These new responsibilities for Key Workers such as training and supervision are
skilled and responsible undertakings for which organisations are advised that they
“should ensure all staff with roles in therapeutic supervision have completed
appropriate training” (p79)10. Under previous state government block funding
arrangements, service provider organisations would set aside a percentage of their
budget to provide training for staff. The state government in Victoria as well as many
other states and territories often also provided financial support to ensure a highly
trained workforce. Funding staff training under the NDIS is far more challenging as a)
organisations are experiencing financial strain due to a range of issues including
transition costs, inconsistency of income, increased competition, unfunded essential
activities, delays in payment etc b) staff do not earn any money while they are being
trained so the loss of income in addition to the expense of the training is borne by the
organisation and c) state and territory governments have ceased to subsidise
training. Training Key Workers to be able to appropriately supervise staff is yet
another unfunded training expense. There is risk that in other training needs may be
sacrificed in order to meet these new responsibilities thus further eroding the
standard of service available when families are provided with professionally qualified
staff.
The assistants themselves have the responsibility for informing professionals when
they have insufficient “skills to do a task being delegated to them” (p38)10. In a
system fostering an increasingly casual workforce it may be challenging for person
with limited qualifications or job security to be upfront regarding concerns they may
have about their own ability to take on a task being requested of them.
The support that is being offered to assistants also remains unclear as while the legal
responsibility of those delegating tasks and the need for supervision, support and risk
assessment is emphasised, examples are provided of supervision occurring “through
a 5-10 minute office conversation” (p43)10 or being provided “via email contact”
(p50)10.
The underlying principle of the Key Worker role is to provide one main professional to
be the primary provider of services to a family11. This is for multiple reasons including
to enable the development of a strong, trusting relationship between the family and
professional which has been demonstrated to have flow on effects for family
relationships12. Communication is simplified and the risk of the family receiving
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•

•

multiple and conflicting messages is reduced13. The intrusion into family life is
reduced as is the possibility that service provision becomes an additional family
stress rather than reducing family stress13. This suggested change in service
provision to introduce more people into service delivery goes against these aims.
There is much research indicating that children with a disability have an increased
risk of abuse, neglect and exploitation14. Any time further people are introduced into
the family home, especially to undertake what may be intimate tasks involving
dressing or bathing, the risk for the child increases. With research estimating that
children with a disability have three to four times the likelihood of experiencing
maltreatment than children without a disability6, making any policy or practice
changes that may enhance that risk need to be treated with great caution.
Finally, there is the question of control versus accountability. In the current NDIS
planning system, decisions regarding what will be funded are made by the planner
who may or may not have qualifications and experience in relation to young children
with a disability. It is clear from the framework suggested by the Victorian State
Government that the allied health professional needs to make decisions as to what
tasks may be safe and appropriate to delegate and that they are accountable for this
decision. The case examples provided in the framework all refer to block funding for
goals. The allied health professional then decides within the scope of that funding as
to whether or what tasks may be delegated. They would also need to clearly plan for
the related expenses of delegating those tasks such as writing up the program,
supervision, monitoring and evaluation and to charge NDIS accordingly. Otherwise
we would simply be moving into a system of NDIS planners opting for cheaper, less
qualified staff and shifting both the legal responsibility and the surrounding expenses
onto financially struggling service providers. How the family retains choice and
control also requires careful consideration.

This is not to say that there is no role for therapy assistants in the provision of high-quality
adult services, but rather that the scope of that role needs to be carefully determined for
children.
Provider Travel
There is a disconnection between business rules for travel and the implementation of best
practice services. For example, best practice in ECEI supports services working with
children in their home and in the other places they attend, like preschool and childcare2.
During the trial phase, there was a recognition that reasonable and necessary travel to the
child’s home was appropriate and an allocation of up to $3000 for travel was included in
packages. Subsequently, the NDIA introduced standardised business rules across all
participants for travel which make assumptions that:
•
•

it is possible to drive at 60 kms an hour throughout metropolitan and regional centres
it is appropriate to have annual limits, regardless of where a family lives
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The limit for children under 7 years was $3000 and for children aged over 7 years it was
$1000. These rules added costs to the provision of services because they did not reflect
actual travel time.
The third iteration of travel pricing was based on journeys in the metro areas taking a
maximum of 20 minutes and in rural areas 40 minutes. This assumes that there are multiple
services that specialise in working with children within this time frame if parents are to have
choice. This is not realistic. Specialist children’s’ services are thinly spread, particularly in
relation to specific areas of expertise and outside metropolitan Melbourne. Most families
Noah’s Ark works with are previous clients under the state system and do not fit within the
limits of these time frames. Families choose to continue the relationship they have
developed with therapists in our organisation. Unrealistic travel limits considerable reduce
family choice.
The latest travel arrangements are also inherently inequitable. It is based on each client
paying for the trip from the previous appointment to their premises, except the last client who
also pays additionally for the trip back to the office. As therapist often travel a distance to
visit three families, then first trip is much more expensive than the second trip. Under this
system, the cost of travel for a client in a similar location varies according to whether they
are the first, second or third visit. As this sequence may change clients are frequently
clarifying why their travel cost has changed. A more equitable approach needs to be
developed to share the costs of travel to a particular area. An arrangement needs to be
developed so that there are consistent charges for travel to families.
The introduction of the most recent travel arrangements has had serious implications for
practice. The changes were introduced with considerably ambiguity about whether a specific
allocation for travel should be put in children’s plans. This led to some planners stopping
putting in trave and reducing plans by up to $3000. Anecdotally, families have been
pressured to travel to centre based services to reduce their travel costs. The NDIA has failed
to either clarify this situation or argue the case for change. Family choice has been
undermined.
The inadequacy of travel reimbursement has had other serious consequences on practice.
Some providers have decided to provide clinic-based services, to which the family travels, in
order to be profitable.
Currently, Noahs Ark is unable to claim on average 30% of its staff travel time. This equates
to $21,112 dollars of service delivery time per week or an annual organisational cost of
$1,097,824 for the approximately 1,200 NDIS families it serves.
Cancellations
The current business rules for cancellations is better than the initial rule that service
providers could not charge for any cancellations by participants. The new rule allows for the
charging for up to 90% of the agreed price for cancellations made after 3pm the day before
service delivery and up to 6 hours per year. Noah’s Ark appreciates this more generous
arrangement and takes its responsibilities to minimise cancellations costs. However, young
children, as is generally understood in the community, become ill more quickly and more
frequently than older children and adults. As a result, the cancellations policy has a more
adverse effect on service providers supporting young children.
The real costs of cancellations for community-based services is the impact of cancellations
in relation to travelling to see families. Most days are planned around three visits. If one visit
8

is cancelled the travel still needs to occur to the location for the other visits and there are
limited opportunities to visit other clients. Earlier notice of cancellations would improve the
opportunity to address this situation.
The issue of cancellations raises a policy issue for the NDIA. From a financial perspective, a
client that cancels frequently becomes a cost and services may be discontinued. However,
the NDIS also has an obligation to operate in the best interest of the child. In the interests of
the child, it is important to seek out and engage with all families, including families who do
not work with services easily. Pricing needs to recognise accommodate the additional time
spent with some families engaging them in the use of services for their child.
Many of these families come from low socioeconomic backgrounds and have limited
educational backgrounds. Children from such a family will benefit most from early
intervention, both in a general sense and specifically in relation to their disability. These
families do not fit into a market model very easily, they are not good customers. On the other
hand, if these families are not engaged, then the costs associated with the child's disability
may escalate through the school years and require other forms of family intervention.
Group and Centre-Based Supports
As discussed in the section regarding therapy assistants, greater clarity is needed in the
provision of group-based services. The process suggested in that section is also relevant:
•
•
•
•

A review of the evidence
Identification of any training required to undertake the activities
A risk analysis
The development of easy to understand information for parents about if, and when, it
is appropriate to use group programs

There are many evidence-based services which can be provided in a group at a centre such
as parent education programs. Without a clear explanation, it may be understood that NDIA
will fund out-dated practices that are not supported by research.
The current pricing guidelines for group and centre-based supports encourages flexibility. It
is not clear how the current price guide supports this. Families and providers need greater
opportunity to agree on the cost of a group program.
The most significant change to this area would be if families/ children could be charged for
the whole a group program. Most programs run over multiple weeks and as discussed in the
section regarding cancellations, there are many reasons why it is very unlikely that a family
will make it to every session in a program. Previous federal government funding such as
Helping Children with Autism, allowed services to charge for a program rather than just for
the number of minutes the family attends. The current situation means there is uncertainty
about whether there will be enough attendance to pay for the program. This is a disincentive
to running these programs. If it was possible to charge for the program this would create
enough certainty for a wide range of evidence-based programs to be offered.
Conclusion
The provision of timely and effective ECEI and school aged services to children has the
capacity to make a substantial contribution to the financial sustainability of the NDIS. It is
essential that NDIA Pricing supports the best outcomes for children and the high quality,
best practice services that will deliver them.
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BEST PRACTICES IN EARLY CHILDHOOD INTERVENTION
Quality Area 1: Family
Family-Centred and Strengths-Based Practice: is a set of values, skills, behaviours and
knowledge that recognises the central role of families in children’s lives. Family-centred practice
is a way of thinking and acting that ensures that professionals and families work in partnership
and that family life, and family priorities and choices, drive what happens in planning and
intervention. Family-centred practice builds on family strengths and assists families to develop
their own networks of resources – both informal and formal.
Culturally Responsive Practice: creates welcoming and culturally inclusive environments where
all families are encouraged to participate in and contribute to children’s learning and
development. Practitioners are knowledgeable and respectful of diversity and provide services
and supports in flexible ways that are responsive to each family’s cultural, ethnic, racial,
language and socioeconomic characteristics.
Quality Area 2: Inclusion

3.

Inclusive and Participatory Practice: recognises that every child regardless of their needs
has the right to participate fully in their family and community life and to have the same choices,
opportunities and experiences as other children. All children need to feel accepted and to have a
real sense of belonging. Children with disability and/or developmental delay may require
additional support to enable them to participate meaningfully in their families, community and
early childhood settings.
Engaging the Child in Natural Environments: promotes children’s inclusion through
participation in daily routines, at home, in the community, and in early childhood settings. These
natural learning environments contain many opportunities for all children to engage, participate,
learn and practise skills, thus strengthening their sense of belonging.

4.

Quality Area 3: Teamwork

5.

Collaborative Teamwork Practice: is where the family and professionals work together as
a collaborative and integrated team around the child, communicating and sharing information,
knowledge and skills, with one team member nominated as a key worker and main person
working with the family.

6.

Capacity-Building Practice: encompasses building the capacity of the child, family,
professionals and community through coaching and collaborative teamwork. The goal is to build
the knowledge, skills and abilities of the individuals who will spend the most time with the child in
order to have as great an impact as possible on the child’s learning and development.
Quality Area 4: Universal Principles

7.

Evidence Base, Standards, Accountability and Practice: ECI services comprise
practitioners with appropriate expertise and qualifications who use intervention strategies that are
grounded in research and sound clinical reasoning. Standards based on these ECI key best
practices will ensure ECI practitioners and services are accountable to continuous improvement
and high-quality services.

8.

Outcome Based Approach: focuses on outcomes that parents want for their child and
family, and on identifying the skills needed to achieve these outcomes. ECI practitioners share
their professional expertise and knowledge to enable families to make informed decisions.
Outcomes focus on participation in meaningful activities in the home and community with
outcomes measured and evaluated by ECI services from a child, family and community
perspective.
Early Childhood Intervention Australia
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