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Introduction 

Services for Australian Rural and Remote Allied Health (SARRAH) maintains that every Australian should 

have access to equitable health services wherever they live and that allied health services are basic and 

fundamental to Australians’ health care and wellbeing.  SARRAH is nationally recognised as the peak 

body representing rural and remote allied health professionals (AHPs) who work in the public and 

private sectors. 

SARRAH exists so that rural and remote Australian communities have allied health services that support 

equitable and sustainable health and well-being.  SARRAH also supports AHPs who live and work in rural 

and remote areas of Australia to confidently and competently carry out their professional duties in 

providing a variety of health services to people who reside in the bush. 

SARRAH’s representation comes from a range of AHP’s including but not limited to: Audiology, Dietetics, 

Exercise Physiology, Occupational Therapy, Optometry, Oral Health, Pharmacy, Physiotherapy, Podiatry, 

Psychology, Social Work and Speech Pathology.  These AHPs provide a range of clinical and health 

education services to individuals who live in rural and remote Australian communities.  AHPs are critical 

for the management of their clients’ health needs, particularly in relation to chronic disease and 

complex care needs. 

SARRAH welcomes the opportunity to provide feedback on the Information, Linkages and Capacity 

Building Commissioning (ILC) Framework – Consultation Draft.   

General Comments 

SARRAH believes that the ILC will be an important component of the NDIS and we are very pleased that 

the Consultation Draft sought specific feedback on how ILC can work in rural and remote areas.  It is 

clear that allied health services will be within scope of the ILC in various ways including: providing 

information about allied health across diverse communities; creating linkages between mainstream 

allied health services and people with disability; and increasing the capacity of allied health services to 

be inclusive of people with disability.  These aspects of the ILC will be more important in rural and 

remote areas where the challenges to provide equitable allied health services is greater.  

SARRAH provides the following general comments regarding the ILC Commissioning Framework. 

Competitive tendering approach 

SARRAH is very concerned that the ILC Commissioning Framework relies on a competitive tendering 

approach to commissioning services. SARRAH believes that competitive tendering is particularly 

detrimental to communities in rural and remote Australia where it can reduce the capacity of existing 

local services to support people with disability.  

There is evidence to suggest that in remote communities, competitive practices lead to fewer services 

being delivered to people, and those services are fragmented and are not delivered in the most effective 

way for the users of the services.  Competition for funding and contracts leads to lack of communication 

and collaboration between service providers. It also creates a 'silo effect', resulting in isolation of 

resources, control and employment, and service gaps. Of significant concern is that it creates confusion 

within communities about how to access services, and lack of knowledge about what services are 
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available from which providers1.  When efforts are made to increase collaboration and coordination, 

service providers can be reluctant to relinquish control of funding and governance, reducing 

effectiveness of coordination initiatives2.  

The Lungurra Ngoora Community Care Service was developed in response to the failings of a 

competitive approach to purchasing services by governments.  The Lungurra Ngoora model combined 

funding from a number of services who were each providing services from Derby to Looma in Western 

Australia.  When they combined the funding and employed a local coordinator there was a considerable 

increase in the number of clients receiving services (7-22), the number of occasions of service they 

received (140 – 2356 per month) as well as the number of local people employed. 

An evaluation of the Lungurra Ngoora pilot model3 found that “establishing and maintaining 

partnerships was a key component of the project. The incorporation of a community based system of 

service provision that encompassed the client groups from three separate agencies (i.e. disability, aged 

care and mental health) was  a very good approach. In particular, in a community with limited 

infrastructure this also helped address the silo effect that is often a barrier to flexible care.  Another 

strength of the model was that it increased access to and quality of services. The evaluation found that 

improved coordination, communication and liaison between agencies and the increase in client 

engagement and feedback contributed to improved quality of the service provided.  Another important 

element of the Lungurra Ngoora model was that it was culturally appropriate.  Overall, the model 

resulted in a shift from service-led to needs-led care and support services4.It demonstrates that 

community led, collaborative approaches are more effective in sharing information, creating linkages 

and building capacity in remote communities.   

Competitive tendering approaches are likely to undermine trust and collaboration between providers 

working in the same community.  This was the finding of a NSW Parliamentary inquiry into Service 

coordination in communities with high social needs.5  The report identified that this is a particular 

problem in regional and rural areas where communities depend on good relationships between 

providers. They also found that competitive tendering reduces sharing of information, best practice and 

successful strategies.  Collaboration, partnerships, coordination of services, sharing information about 

community needs and successful strategies are exactly the behaviours that need to be encouraged to 

improve services for people with disability.   

SARRAH believes that alternative approaches to competitive tendering should be used in rural and 

remote areas.  In particular, Local Area Coordinators (LACs) should facilitate the collaborative 

development of proposals by communities.  LACs could also commission projects or approaches from 

                                                           
1 Wakerman J, Chalmers EM, Humphreys JS, Clarence CL, Bell AI, Larson A et al. Sustainable chronic disease management in remote 
Australia. Medical Journal of Australia 2005; 183: S64-S68. 
2 LoGiudice DC, Smith K, Shadforth G, Lindeman M, Carroll E, Atkinson D, Schaper F, Lautenschlager N, Murphy R, Flicker L.  Lungurra Ngoora - a 
pilot model of care for aged and disabled in a remote Aboriginal community – can it work? Rural and Remote Health (Internet) 2012; 12: 2078. 
Available:http://www.rrh.org.au/articles/subviewnew.asp?ArticleID=2078 (Accessed 4 April 2016) 
3 Murphy, R, 2010, Lungurra Ngoora Community Care Service Evaluation Report.  Available: 
http://www.kamsc.org.au/research/downloads/Lungurra%20Ngoora%20Community%20Care%20Service%20Evaluation%20Report%20Aug10%
20Final.pdf (Accessed 20 April 2016) 
4 LoGiudice DC et al, ibid.  
5 New South Wales Parliament. Legislative Council. Standing Committee on Social Issues Service coordination in communities with high social 
needs, 2015, p48. 

http://www.rrh.org.au/articles/subviewnew.asp?ArticleID=2078
http://www.kamsc.org.au/research/downloads/Lungurra%20Ngoora%20Community%20Care%20Service%20Evaluation%20Report%20Aug10%20Final.pdf
http://www.kamsc.org.au/research/downloads/Lungurra%20Ngoora%20Community%20Care%20Service%20Evaluation%20Report%20Aug10%20Final.pdf
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organisations already working in a field or location to address identified gaps.  In addition to this 

community based approach, the NDIA should consider other strategies to enhance collaboration and 

facilitate community engagement. For example where a proposal is put up that has merit, but lacks 

sufficient engagement with the community or relevant organisations already in the community, the 

NDIA should facilitate a service development approach rather than decline the proposal..   

The NDIA must also recognise that money is often a barrier to collaboration.  Many organisations do not 

have the resources to participate in collaborative processes, if it does not relate to direct client contact.  

Funding can also be a cause of tension between organisations that are successful and organisations that 

have been unsuccessful in securing grants.  This could be overcome by ensuring collaborative projects 

include money ear-marked for collaborators, and increasing transparency about grants provided, 

including the amount of funding and the outputs required.  

Allied Health – building capacity and raising awareness 

Allied health is a large component of the health and social services sector.  It encompasses over 23 

different professions and many make a contribution to the early intervention, care and support for 

people with disability.  However, there are gaps in understanding about the contribution of allied health 

between AHPs, service providers, carers and people with disability.  This is particularly so in rural and 

remote areas where there are fewer AHPs, and professions that are smaller in number are less likely to 

practice.  The ILC should support initiatives to address this knowledge gap, so that people with disability 

have a better understanding of how different allied health services can contribute to their quality of life.  

For example, at the consultation sessions on the Commissioning Framework, the example of a person 

with disability accessing a community choir was used.  Music Therapists, who are recognised as AHPs, 

can assist mainstream community musical groups to provide appropriate opportunities to accommodate 

people with disability.  

Define ‘mainstream services’ 

In relation to the disability, the NDIA must clearly define under ILC what it means by ‘mainstream 

services’, given that it repeatedly states that the ILC will not cover or replicate the services of 

mainstream services, in relation to people with disabilities.   

1.  The proposed outcomes for ILC and the best ways to measure them 

The outcome measures proposed are:  

1. People with disability have capacity to exercise choice and control in the pursuit of goals.  

2.  Independence and social and economic participation of all is promoted.  

3. Informal support and care arrangements are upheld and nurtured. 

4. Participants can access unfunded supports and individual funding is provided at the right time. 

5. High quality, effective and efficient disability support is available, including ILC activities.  

6. People with disability have appropriate support during their lifetime, including early 

intervention.  

7. People with disability, their families and carers shape supports and services.  

8. Increased community/mainstream awareness of how to support people with disability.  
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9. The interests of people with disability are faithfully represented in policy and infrastructure 

design. 

SARRAH supports the principle that the success of ILC should be measured on outcomes or results of 

action, rather the quantity and efficiency of the actions alone. We also broadly support the outcome 

measures proposed in the ILC Commissioning Framework.  Nevertheless, SARRAH has some concerns 

about how this can be applied in practice in the context of ILC.   

It is apparent that ILC funding will cover a broad range of activities and services.  The outcome measures 

should be relevant to the project logic, and not all outcome measures should be used if they are not 

relevant.  The process of identifying outcomes for each project or initiative should to be relevant to the 

communities served.  It is suggested that organisations, the people with disability targeted and the 

communities involved should work together to develop appropriate outcomes, and ways to measure 

and report those outcomes. LACs should have a role in this, as they will know their communities.  

In addition, as the ILC will engage with ‘mainstream’ providers as well as disability service providers, it is 

to be expected that services will operate with diverse data collection requirements.  It is important that 

outcome measurement and reporting requirements generally are kept simple and if possible, able to be 

built into the organisation’s existing data systems easily.  Outcomes need to be measurable with a 

minimum of effort to avoid the organisation having to focus an excessive proportion of their resources 

on measurement. The evaluation instruments for ILC activities (including evaluations from providers, the 

NDIS and surveys of ILC clients) would need evaluation questions pertinent to each of these areas.  

To ensure equitable access for remote and rural residents/communities to ILC services, it is important 

that the NDIA undertake ongoing program evaluation which should consider population level access to 

appropriate ILC services. SARRAH proposes that the outcome measures should be able to identify if a 

person with disability living in a rural or remote location has access to and support from mainstream 

inclusive services when compared with a person with a disability living in metropolitan areas.  Given the 

current scarcity in services and long history of market failure in rural and remote areas, equitable access 

irrespective of geography should be covered by the outcome measures.  It is acknowledged that access 

and support in remote, rural, regional and metropolitan areas will be different, but there should be 

equity in access and support irrespective of location.   

2. How to prepare the sector for outcomes-based performance measurement 

SARRAH is concerned that there is limited experience using outcome measures within the disability and 

related sectors.  Organisations are likely to need guidance to identify relevant outcomes, processes and 

structures to measure achievement against those outcomes.  Organisations will require assistance to 

understand how this will work, and support to develop appropriate measures.  To assist in educating 

and informing providers, the NDIA should hold regional ILC forums where best practice and innovative 

ideas for measuring outcomes are highlighted and acknowledged with awards.  This would be a 

beneficial approach to engage people with disability, their families and carers and the broader 

community.  

The NDIS needs to maintain its focus and be consistent on its expectations around outcomes.  It will also 

need to support education for providers and assist them to identify appropriate outcomes and measures 
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when they are funded for ILC activities. Outcomes should focused on elements such the quality of the 

service provision, the benefit to the client and the client’s opinion on the contribution it makes to their 

quality of life. 

People with disability also need to be aware of the focus on outcomes as opposed to activity, and what 

this means.  With this knowledge they can then advocate with provider organisations to aim for an 

outcomes approach.  

3 How to grow social capital in the sector, particularly volunteering 

Volunteerism (including the work of carers) needs to be energetically acknowledged and rewarded, 

however volunteers should not be viewed as a substitute for trained professionals. Support for 

volunteers needs to be built into the safety and quality standards to ensure that the health and well-

being of volunteers and clients are not put at risk. At the same time, red tape should not be a barrier to 

engaging volunteers. The goal should be to enable and support safe and appropriate engagement of 

volunteers.  

4. How to prepare the sector for the requirements of the ILC sourcing process 

As highlighted earlier in this submission, the Agency must promote cooperative rather than competitive 

arrangements in rural and remote areas to acknowledge market and government failure for service 

provision, including disability service provision.   

5. What does the Agency need to consider when rolling out ILC in rural and remote areas? 

Rural and Remote communities –raising expectations 

It must be recognised that there people with disability in rural and remote areas have a more limited 

range of services and supports than their counterparts in metropolitan or regional areas.  For example, 

there are fewer allied health services available in rural and remote areas6.  This suggests that people 

with disability living in rural and remote areas are likely to have lower expectations about the ILC type 

services that could assist them if they had access.  The information component of the ILC needs to 

address this and provide information that will raise expectations, while the capacity building component 

will need to support and enable access to a greater range of services.  

Role of Aboriginal community controlled organisations 

There is ample evidence that supports the view that a “one size fits all” approach will not work for 

indigenous communities7. Community ownership and involvement is extremely important to build trust 

between the individual and service provider and the community.  SARRAH is concerned that in this 

context, the restriction on an organisation using ILC funding to assist individuals to make access requests 

or to develop or implement NDIS plans may reduce access for Indigenous people.  SARRAH recommends 

that consideration must be given to adopting alternative arrangements for Indigenous communities on a 

case by case basis.  

                                                           
6
 Australian Institute of Health and Welfare, Detailed tables: Podiatry workforce 2014, (Canberra: National Health Workforce Data Set, 2014).   

7
 Dale Halliday and Leonie Segal, What Works in Indigenous primary health care health reform? A review of the evidence, Research paper 

prepared for the Health Economics and Social Policy Group, University of South Australia, (Adelaide: 2012), 2.   
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How can we encourage and support growth in ILC type activities in rural and remote areas? 

As outlined at the beginning of this submission, in rural and remote areas, the NDIS should focus on 

establishing cooperative arrangements between government and non-government providers and 

agencies.  The LAC role could provide an effective coordination point and capacity building role to 

enable services to work together to meet community need in rural and remote areas.   

SARRAH believes that in rural and remote areas, greater LAC manpower and funding will be needed, as 

these communities will require more investment, and a community led approach to ensure equity with 

metropolitan areas. These communities are also coming from a lower base of existing services, both 

disability and mainstream. LACs will need to engage in greater capacity building, including direct funding 

of services for individuals or small numbers of people to address the needs of rural and remote 

communities.  

What things work well in supporting organisations working in rural and remote areas? 

There are many challenges in providing services in rural and remote Australia.  The NDIS is an exciting 

opportunity to find ways to overcome these failures and lead efforts in re-thinking rural and remote 

service delivery.  As stated previously, a cooperative approach across the service providers, individuals, 

and communities is needed to meet ILC needs in the bush.  Flexible and community specific solutions 

are also needed to meet the different needs of communities.  SARRAH has links to allied health services 

across remote and rural communities and would be happy to work cooperatively with the NDIA and 

other providers to deliver ILC services successfully.  

 


