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Rural Victorian service provider responsesto the National Disability

| nsur ance Scheme

Abstract

The National Disability Insurance Scheme (NDIS) has transformed the nature of
funding available to health and human service organisations to provide services to
people with disability in Australia. However, there is relatively scant literature on
the ruralimplémentation of the NDIS, particularly how rural NDIS service
providers are affected by the NDIS. Researchers conducted semi-structured
interviews with 20 health professionals employed by rural providers, and analysed
data usingsural and remote health and organisational change frameworks to
understand how rural providers were impacted by and resdomdhe NDIS.

The findings suggest rural providers were impacted to differing extents and
responded to the NDIia different ways. Participants reported that disability and
community health services were affected more than hospitals and private allied
health practices. Impacted rural providers responded by changing the nature and
types of services, service processes, their workforceredeéining organisational
characteristicS. Impacted rurabgiders may require additional support to
continue"providing services, and those less impacted may require other incentives
to betterengage with the NDIS. Rural proofing of NDIS policy could reveal
suitablessupports and incentives to ensure rural people with disability can access

required services.
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Main text

I ntr oduction

The"National Disability Insurance Scheme (NDIS) was developed to transform
the Australian disability services landscape (Australian Government Productivity
Commission.JAGPC] 201)7By 2023, the NDIS is expectéd provide individualised
funding for services to 500,000 people with disability who qualify as an NDIS
“participant”, ‘@and other suppato people with disability outside of the scheme
(National'Disability Insurance Agency [NDIA] 2019a, p. iii). Along with approximately
one-third of Australians, some NDIS participants live in non-metropolitan locations of
Australia (Australian Bureau of Statistics 2017). However, the implementation of the
NDIS in rural contexts may face a number of challenges because it requires the
development.of NDIS service markets in areas where service demand and availability
may be low(€arey et al. 2017). The generalist approach often seen in rural service
delivery.(see:Mitchell, et al. 2018) suggests the work to develop rural NDIS markets
may need to involve both human and health service organisatitinsse areas.
Understanding the complex processes that impact implementation of the NDIS in rural
areas isfimportant to ensure rural people with disability realise their rightéss
services to'participate in their community. This is consistent with Article 19 of the
Convention on the Rights of Persons with Disabilities ((CRPD], United Nations 2007).
This paper segks to contribute to understanding the NDIS in rural areas through the
perspectives of NDIS service providers in non-metropolitan VictBrarke et al.’s
(2012) rural and remote health framew@kised to examine the contextual processes
relevant to.rural settings, including the impact of and response to change stemming
from thesnew national disability policy. This framework (Bourke et al. 2012) connects
broader social and economic policies with rural community actions and is applicable to

interrogate the impacts of the NDIS policies in rural locations.
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Framework of rural and remote health

Bourke et al.’s (2012) framework identifies six concepts that interact in the
practice of rural health: i) geographic isolation (the geographical context), ii) the rural
locale (local people and community), iii) local health responses (local health services
and actions), iv) broader health systems (regional, state and national health strategies,
organisations and initiatives), v) broader social structures (social norms, resources and
relations that influence social processes, organisation and behaviours), and vi) power
(presentiin all actions that enables and constrains action and change). The framework
draws onGiddens’ (1986) theory of structuraticio connect individual actions with
broader struetures and provide a perspective of power that is simultaneously enabling
and constraining. The interaction of these concepts provides a comprehensive
perspective of rural health and identifies how change in one area influences change in
others.

This study focuses on the impact of change in the broader health system (the
NDIS) on.local health responses (rural NDIS disability service providers) in non-
metropolitansVictoriawithin Bourke et al.’s (2012) rural and remote health framework.
The NDIS has changed the nature of funding that is availablealth and human
service.organisations to provide services to people with disability (Mavromaras et al.
2018), from"mostly block funding and some individualised funding (Fisher et al. 2010)
to predominantly individualised funding delivered throagke-for-service, market-
based model (AGPC 2017). It is argued that the funding made available through the
NDIS will increase service demand, foster competition between service providers, drive
market development, and result in people with disability having choice and control over
the services.they use (Department of Social Services 2019). However, questions have
been raised about the extent to which the NDIS principles of choice and ¢hDiSl
Act 2013)-will'guide implementation in rural and remote areas of Australia, where
choice, ‘access, and availability of specialised services is more limited (Bourke et al.
2012, National Rural Health Alliance 2013, Wakerman et al. 2008).

Changes in the broader health system introduced by the NDIS are consistent
with the persenalisation agenda (David and West 2017)nwtile broader social
structures in Australia, and internationally. Broader social structures comprise macro
level social beliefs, ideas, systems and prastbsit contribute to policy
development-in this case-individualised, fee-for-service disability policy. The

personalisation agendaunderpinned by two ideas: 1) social justice, often with a focus
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on human rights, individualisation and citizen autonomy through increased choice and
control over services, and 2) marketisation, with a focus on efficiency though reduced
government involvement, privatisation, and user pays systems (Mladenov et al. 2015).
Needham and Dickinson (2018) suggested personalisation sub-narratives in Australian
disability-pelicy have focused on minimisirige financial risks of disability and ‘risk
pooling’/through insurance mechanisms, rather than providing choice and control over
services for'people with disability, as illustrated in English policy narratives. This
combined with Mladenov et al.’s (2015) point that historically, marketisation has
overridden social justice in policy underpinned with personalisation, suggests there is a
need to'closely observe the implementation of the NDIS in different Australian contexts
to ensure all'people with disability benefit from the NDIS.

Changesn the broader health system impact the ways in which organisations in
rural areas react or reproduce healthcare, described here paper as local health responses
(Bourke et al. 2012). Rural health and human service organisations in the NDIS market
are local services responding to the change in policy. Referred to in this paper as rural
NDIS servicejproviders or rural providers, they are a collection of diverse NDIS policy
actors with their own forms of knowledge on the implementation process. Rural
providers‘range in size, structure, focus, geographical contexts, employ rural
professionals from differing disciplines, amdlude for example, disability service
organisations, community health organisations, private allied health practices and
hospitals (NDIA 2019c). Rural providers, like human service organisations more
generally, may resportd changes in the surrounding environment to remain relevant
and meet service user needs (Hasenfeld 2010). Responses may range in scale from fine
tuning organisational processes, to more incremental adjustments in response to the
changing environment, and to complex changes including transformation to one part or
revolutionary changes throughout a whole organisation (Dunphy and Stace 1993, pp.
13-14). Givenrthe voluntary nature of participation in market economies (Brunsson
2009), beth=rural and metropolitan-based providers may expand or narrow service
provisionyor exit the market entirely. However, the latter response by rural providers
could have pronounced consequences for rural people with disability who may be
unable to access timely services, considering rural matkstalready be “thin”

(Carey et al. 2017, p. 198), and state government funded services may be unavailable
(Mavromaras et al. 2018). Rural providers can determine the extent of their NDIS

participation, although they may also shoulder some responstbiktysure services
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are available for rural people with disability (e.g., Dew et al. 2016, Dew et al. 2014,
Gallego et al. 2015).

Changes in the broader health system work diffgrentdiverse geographical
contexts that are shaped by the local environment, population size and distribution,
distaneetoslarger centres and services, and transport complexities (Bourke et al. 2012).
Similarly, change the broader health system impact the rural locale through the
beliefs, actions; reactions and interactions of local people with disability, their family
members and other local residentse it acceptance, resistance, apathy or a mixture of
actions. Rural people with disability have experienced reduced choice and control over
NDIS services, particularly Aboriginal and Torres Strait Islander people with disability
(e.g., Gardonet al. 2019, Townsend et al. 2018, Watrr et al. 2017). Family members of
people with disability have highlighted poor access to services in rural areas (e.g.,
Gallego et al. 2017, Warr et al. 201

Finally, power is the ability to act, resist or promote change at all levels (Bourke
et al. 202). While not visible or static, power is negotiated daily to reproduce and/or
rupture healthnbehaviours, health care, health policy and health narratives. Of particular
interest'are the actions, resistance, changes and adaptations of rural providers to the
NDISimplementation. A study by Dintino et al. (2019) found rural health professionals
employed by rural NDIS service providers felt powerless because they struggled to
meet'service demand in their community, and were limited in capacity to ensure
individual people with disability received adequate service funding. Power (and
powerlessness) is embedded in the other concepts and emerges through actions to
change, resist and negotiate at each level.

The six concepts wiin Bourke’s rural and remote health framework clearly
contribute to implementation of the NDIS in non-metropolitan Victoria. However, the
focus here is on the impact of the NDIS policy (broader health systems) on rural
providersyand their response to this impact (local health responses), alongside the
geographieal‘context, rural locale and broader social structures and embedded with
processes of power. Thus, this study analysed the perspectives of those working in rural
NDIS service provision in non-metropolitan Victot@address the research question:
how have rural NDIS service providers been impacted by, and responded to, the

implementation of the NDIS?

This article is protected by copyright. All rights reserved



M ethods

The study was part of a broader project that also explored changes to rural
nursing and allied health student placements in rural Victorian NDIS service providers
under the NDIS (Quilliam and Bourke 2019). The [University name withheld for review
process|"Human Ethics Advisory Group provided approval to conduct the study in 2017
(ID: 17507331, 1750733.2).

Study design

We adoptedsa qualitative, exploratory research approach, including semi-structured
interviews.with a range of managers, educators and clinicians employed by rural
providers to understand their perceptions on the impact of the NDIS on rural providers,
and their response to it. Data were analysed via several analysis techniques and
conceptual frameworks, includiridgiech and Shannon’s (2005) directed content

analysis techniques, Bourke et al.’s (2012) rural and remote health framework Grbich’s
(2013) enumerative content analysis techniqaesDunphy and Stace’s (1993)

organisatignal change model.

Participant recruitment

Wedrew on local knowledge and publicly available data on the internet to
identify rural Victorian NDIS service providerBhe term ‘rural’ is used to refer to non-
metropelitan areas of Victoria. withheld] telephoned 45 rural providers and asked to
speak with potential participants involved with managing the NDIS service transition,
employee professional development or facilitation of student placements. Fifteen rural
providers.did.not respond to the autlsaelephone call and representatives from
another 14 rural providers declined participation for a variety of reasons, including
lack of-capaeity duto the NDIS transition and potential participants feeling unsure of
their capacity.to offer meaningful insight on the research topic. The participant sample
wasdrawnfrom 16 organisations, including six community health services, four
hospitals; three disability services, and three private allied health practices. At the time
of data colleetion (February to June 2018), the NDIS was approximately six-months
from roll out in one rural region included in the study, and had been rolled out for six-
nine months in other regions. Rural providers involved in the study had recently
transitioned or were in the process of transitioning to the NDIS. withheld] verbally
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explained the study to potential participants within these organisations and invited them
to meet facde-face at a suitable time and place talk further about the study. The sample
consisted of 20 health professionals employed by rural Victorian service providers
funded at least partly by the NDIS. Nine participants held program management or
director roles; seven held student, volunteer, or staff professional development
coordination roles, two held roles predominately focused on allied health service
provision, andtwo held practice management roles. Eleven participants had clinical
backgrounds in either nursing or allied health including speech pathology, occupational
therapy, physiotherapy, exercise physiotherapy, and social work.

Data collection

Faceto-face, semi-structured interviews were conducted with 20 health
professionals. Interviews ranged between 25 and 90 minutes in length. withheld] asked
participants seven main questions regarding the impact of the NDIS on their employing
organisation, and organisational responses including chémgesvice provision and
non-direct,service activities. Prompting questions were asked to seek clarification on
key terms used or expand on points raised by participants (Seidman 2013). With
participant'permission, initials withheld] audio-recorded and took hand-written notes
during interviews. Professional services were employed to transcribe the audio
recordings verbatim. withheld] removed identifying data, such as participant names,

service names and locations, from transcriptions.

Data analysis

initials withheld] analysed interview data in line with directed content analysis
techniques described by Hsieh and Shannon (2005), andRusirig: et al.’s (2012)
remote and.rural health framework concepts of geographic context, the rural locale,
broaderssoeial structures, the impact of the broader health systems (NDIS) on rural
providersyand local health (and human service) responses to the NDIS as pre-
determined conceptual categories. As demonstrated by Bourke et al. (2012), we used the
framework concept of power as a connecting concept and identified power relations
within the other categories. withheld] used enumerative content analysis techniques
(Grbich 2013) to further analyse data within the broader health systems category to
identify the number of participants that felt the NDIS had barely or not impacted their
organisation, that were unsure whether the NDIS had imgaatd the number that felt
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the NDIS had significantly impacted their organisatidnnphy and Stace’s (1993)
organisational change model was selected to illuminate nuances within local health
responses based on four scales of organisational change: i) ongoing process of fine
tuning to maintain consistency between strategy and procé3ses;emental
adjustments:that modify strategies, structures and management praggssesdular
transformations leading to major realignment of one or more departiwgrastporate
transformations-that radically shift strategies and processes throughout a whole
organisation (pp. 913-14). Like the Bourke et al. (2012) framework, Dunphy and
Stace’s (1993) model examines macro and micro level changes in an organisation and
views these changes as interrelated. Both authors reviewed the relevance of the findings
to the research questions and adrthey offered insight into rural health professional
experiencesrof the impact of the NDIS on rural Victorian NDIS service providers and
their responses.

Results

In.this.section, we illustrate how the NDIS interacts with the geographical
context, rurallocale and broadsocial structures to shape service provision in rural
Victoria:"We'then explore the impact of the NDIS on rural providers as a component of
broader health systems, and rural service provider responses to the NDIS as local health

responses.

Geographiecal“eontext

Thirteen rural providers provided services in regional cerafeghich many also

provided services in towns surrounding these centres. Three rural providers provided
services.in towns located 50 kms on average from a regional centre. The size of the
town was relevant to the impact that the NDIS had on rural providers, and how their
organisationiresponded to it. Participants working in smaller towns felt existing health
and humansservices in their town were relatively powerless to meet local NDIS service
demand«Geographidglisolaedtowns described by participants generally comprised
one health focused service provider that was unpreparegidly expand disability
service provisiono support NDIS participants, due to inadequate infrastructure,
including a lack of physical space and equipment. These towns also generally
comprised one or a few small private allied health service providers with little capacity

to provide a range of NDIS services, often due to a shortfall in qualified health
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professionals. This meant NDIS participants needed to travel frequegither 20
minutes to the next town, or up to a few hours to a regional centre to access services.
Many participants were concerned about the impact of constant travel on rural families,
and noted that travel was not possible for many rural people with disability:
Werdon’t have a lot of private providers in [town] and | know the private
ptovidets in [another town] and [another town] are getting quite full. ... They’re
[families are] then having to travel and go elsewhere, so that [service] access is

impacted for them. (Hospital employee)

The NDIS is sort of predicated on the fact that empowering clients will mean
they will go and find their services, but typically, our clients aren’t able to do

that. That’s why they need physiotherapy or occupational therajpis because
theyean 't travel out of their home or out of their town. (Community health

service employee)

Therural'locale

Health professionals observed the implementation of the NDIS alongside rural people
with disability and their families in the communities that their organisation served.
Many partieipants acknowledged that the NDIS provided funding for services to rural
people®who had not previously accessed services. However, some also noted NDIS
participants requiring similar services sometimes received different funding amounts
and others experienced unexplained funding cuts. These participants suggested that
funding inequity and changes jeopardised service access for rural people with disability
in their ruralscommunities, particularly for those without family to support navigation of
the NDIS, and families with multiple NDIS participants. One participant noted how
some families who recewd inadequate service were made tel 8 powerless that they
felt they'were no longer able to provide care for their family member:

If we can’t put in those supports when needed for carers ... there could be a

higherrisk of relinquishment ... We’ve already had a couple of families threaten

[to do] thatbecause it is difficult ... They’re not getting the same services that

they had. (Community health service employee)

Broader social structures

Some participants critically reflected on key ideas underpinning the NDIS. In particular,
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they noted the shift to individualised service provision, including an increased focus on
the rights of NDIS participants to choose serviegsl the adoption of a privatised
service provision model, including a user-pays system. A few participants noted that
these ideas were often in tension, and limited the capacity of rural providers to support
NDIS participants flexibly in daye-day practice:
OQne ofithe other really important things about the NDIS was it had to be
delivered as a business model. You had to deliver units [of service], and only
those units. A person [employesjuldn’t stay 20-minutes longer because
somebody was distressed, or they wanted to have an extra-long walk.... It had to

be confined to a cost-effective model. (Community health service employee)

Broader ‘health systems (NDI S impact on rural providers)
The NDIS had impacted rural providers to varying extents. Ten participéois

hospital employees, three private allied health practice employees, two community
health service employees, and one disability service empleigdiethe NDIS had
barely or,netimpacted their organisation, or were unsure whether the NDIS had
impacted. their organisation due to the NDIS transition requiring little effort. These
participants'were generally employed by organisations familiar with the fee-for-service
funding model or larger organisations, and noted how impacts were cushioned by
existing funding processes and diversity of funding streams:

NDIS is basically what | classify as a third-party organisation that pay for

other people's accounts. ...The majority of people on the NDIS with us have

been clients of ours through a different third party. ...Instead of sending it to

[one party], you're sending it to [another party]. (Private practice employee)

The other 10 participantsseven community health service employees and three
disability service employeesfelt the NDIS had significantly impacted their
organisation, largely because it requiegidansition to a new funding model. These
participants were generally employed by organisations with an increasing reliance on
NDISfunding, or those unfamiliar with the fee-for-service funding model:

Agencies like us are not set up to be invoicing individual clients. We’ve never

done it. (Community health service employee)
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These participants described how their organisations were relatively powerless to
address concerns with the NDIS funding model. They explained that the funding lacked
‘flexibility’ to support service users in a responsive manner, and ‘fat’ to carry out non-
direct service activities or properly cover staffing castthe previous funding model
offered:
There was a little bit more flexibility [with previous funding]. You might [have]
been ableto use someone’s ISP or something to fund [other services], if a family
had financial issues. Now, the NDIS will fund, basically, to get to the activity
[done, pay] the workers. (Community health service employee)

[The new funding] was barely enough to pay a person [employee] for their exact
time. It'didn’t cover their transport, ... supervision [or] training... We also

couldn’t monitor them. (Community health service employee)

Local health®and human service responses to the NDIS

Health professionalgperceptions revealed that rural provider responses to the NDIS
varied. Thase who felt the NDIS had barely or not impacted their organisation generally
explained their organisation responded by undergoing minor changes. Others described
how their'erganisation responded by making significant changes. These changes will
now beillustrated within the four scale typedofphy and Stace’s (1993)

organisational change modéhe tuning, incremental adjustment, modular

transformation, and corporate transformation.

Fine tuning

Some participants explained thlagir organisation experienced no changes to
organisational mission, structure, or services provision in response to the NDIS, other
than minor changes to the processes of receiving funding. A few highlighted how their
organisation fined-tuned service processes through existing employee dialogue
mechanisms;ssuch as team meetings, to prepare for the NDIS implementation. One
participant/described how their organisation clarified their mission to meet the needs of
rural locale more broadhyincluding people that were not NDIS participants, and
decidedo only offer one NDIS service to remain focused on this mission. A few others

explained how their organisation considered but decided against developing services in

This article is protected by copyright. All rights reserved



smaller towns due to the logistical effort required to orchestrate individualised service
provision:

No, I don’t believe our services have changed. I think we’re still offering the

same services that we’ve always offered. Now it’s just comes in under the

NDIS=(Community health service employee)

To be brutally honest, we only offer one NDIS service... We chose not to offer

[themothers]. (Private practice employee)

If there's a demand in [that town], maybe you could set up an offiae][the
see.five people on the same day in [the town]. Well, that all works well in
theary, but it doesn't work in reality. There aren't five people available on a
Wednesday.... You might want to go and visit that child at kinder, but they're

not at kinder on a Wednesday. Mum and Dad might both work on a Wednesday
and.are not avaible for you to come. ...It's not as simple as just saying, ‘We’ll

see.all the people on the same day, or set up an office in [the town]’. ...It's those
Kinds-of [people in] out-lying towns to regional areas, that are disadvantaged.

(Disability service emploge)

Incremental adjustment

Some participants described how their organisation made incremental adjustments
remain relevant and financially viable in the new policy environment. These
adjustments included merging teams to reflect new service delivery practices, and
undertaking processes involved in registeongot registering as an NDIS service
providerRarticipants described how these adjustments edeuthin a specified
period. of.time and invokd significant organisational learning:

Qunservice has changed. We’ve had a service [re]structure so now, for us, we

have aged, and disability blended more together. (Community health service

employee)

That three months of starting user names and adding [the practice] and getting it
out there to NDIS clients that we were actually NDIS providers; by far, was the
hardest thing. Now, in five minutes, | can get online, get a service request done

and get money into my account. (Private practice employee)
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We made a decision not to be an NDIS provideour organisation deemed that
it wasn’t financially strong enough for us to do that. (Community health service

employee)

Modular transformation

Participants, particularly from community health and disability service organisations,
explained-hoew parts of their organisation underwent transformative changes. These
changesiincluded transitioning to the fee-for-service funding model, managing funding
uncertaiity, increasing the amount of service provision, and offering new services to
meet service demand in departments traditionally offering disability services. However,
some participants described a sense of powerlessness when they explained that staffing
shortages.and limited funding had restricted their organisation from increasing and
developing.new services. Others explained how their organisation had narrowed the
provisionof'services to fit within the funding arrangements, for exanghDIS
participantsself-managing funding, or to allied health services requiring less
preparation time. A few participants described how their department had closed services
and stopped providing financially unsustainahl&ind services:

Some _group programs we no longer run because the amount of money the NDIS

will pay for that [service] doesn't cover the cost of delivering it. (Disability

service employee)

We are accessing disability funding through the NDIS, but only for individuals
who are self-managed or are plan managed. (Community health service

employee)

We used to carry individuals. If they couldn’t pay... we’d write off debts. We
can’t write off debts now. So, if they’re not paying their bills, then we can’t

continue to service them. (Community health service employee)

Many_participants explained how their departments transformed existing service
processes bysadopting new information technology systems, increasing billable hours,
and reducing non-direct activities such as paperwork, service preparation tasks, and
supervision of students on placement. Other adaptions included reductions to service

footprint and travel time:
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We are working with staff to actually build it [billable hours] up... Other people

have set it at 80 [per cent]. (Disability service employee)

If you happen to live a bit further away, then we are limited in the amount of
service,that we can provide in that model because of the cap on travel.

(Disability service employee)

Some rural providers adopted targeted promotional strategies. For example, one
participant described mohealth professionals prompted NDIS participants to request
the inclusionyof particular services in thplans
The allied health manager has had to spend a lot of time talking to her clinicians
about making sure that clients have got their podiatry [service requirements]

included in their plan. (Community health service employee)

Many rural"providers adapted their workforce and employee recruitment processes.
Some offeedredundancy packages to existing employeagprocess that had an
emotional toll .on remaining employees. Others reedsniew employees according to
demand, which typically meant recruiting fewer managers, administrators, and social
workers,.and.more speech pathologists and occupational theragitstsugh some
participantsfound it difficult to recruit allied health professionals:

Wes.made seven people redundant. It was a really significant, awful time for us

as an organisation. (Community health service employee)

We,are recruiting to the waiting lists now.Our longest wait list at the moment
iS\.in children's services for speech therapy. (Disability service employee)

Corporate transformation

A few patrticipants from community health and disability service organisations

described how their whole organisation had rafjidshnsformed in response to the

NDIS. Organisations had adopted market-based identities and differentiated themselves
from others to reflect the competitive service environment introduced by the NDIS and
to attract NDIS participants. They explained how this transformation altered their

organisation’s defining feature-their not-for-profit service model:
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We’re no different moving forward to any other private provider. We’re in the
same market, after the same dollars as everybody .€l$® NDIS has seen the

end to that [model of care]. (Community health service employee)

Now it’s about promoting that [Service] and making people choose [the

organisation]. (Community health service employee)

One participant illustrated the power available to established rural providers when they
described how the competitive NDIS service environment exacerbated existing issues
and led te the decision not to collaborate with new rural providers:
Staff in'the past have relied on their knowledge that they’ve built up over time to
know where other providers are in the community for certain services that
people might need that perhaps we couldn’t help them with. But what’s
happened with the NDIS is there might have been a really great [local] service
provider but they’ve chosen not to be NDIS registered, SO sometimes there have
been brand new organisations that have sprung up in thébaraase they’re
[an}NDIS provider and it’s an opportunity for them to expand...It’s probably a
little ‘bit indicative of rural mentality thateople don’t trust newcomers. ..
Rarticularly if they [the new NDIS service provid&spk like they’ve only
sprung up because there’s a business opportunity created by the NDIS—they’re
even more hesitant to recommend them. That’s a very rural thing. (Community

health service employee)

Discussion

This paperused Bourke et’al(2012) rural and remote hé&aframework to explore the
impacts of change introduced by the NDIS on rural Victorian NDIS service providers,
and thé responses to this change, alongside other interacting concepts from the
framework including geographical context, the rural locale, broader social structures,
and power:"The findings demonstrated how geographical isolation manifested in size of
the community, availability of local services and accessibility of services in larger
centres. Thewrural locale identified the importance of consumer responses to the NDIS
andhealth professionals’ perspectives of consumeéesility to navigate the NDIS in the
implementation period. Health professionadsrceptions highlighted an awareness of
the broader social structure ideas underpinning the NDIS, including individualised
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service provision and privatisation, and the tensions between these and with existing
practices. The broader health systems were found to influence the level of service
funding ando have a varied impact on rural providers, with health professionals
perceptions suggesting disability service and community health services were impacted
more sa than‘hospitals and private allied health practices. Local health responses varied,
with some rural providers experiencing little change, others transforming their services,
departmerdl and organisational processes, and some deciding not to register as an

NDIS service provider.

Underpinning these responses, changes and reproduction of services was
power—the capacity of people with disability, rural providers and others to shape, seek
out, adapt ordiscontinue services. The diversity of responses of rural providers to the
NDIS highlighted the diverse power relations at plag.the one hand, reflecting
findings by Dintino et al. (2019), participants described a sense of powerlessness to

meet increased demand for boutique services or those requiring significant travel, time

consuming preparation, and non-direct service activities. This suggests broader health
systems.and.geographical contexts influenes providers’ adaptability to change, and
possibly. steer them towaedyeneralist care mod& meet the needs of rural people

with disability‘that are easily met but not those outside of these parameters, as seen in
rural health.care more generally (e.g., Mitchell et al. 2018).

On the other hand, participants demonstrated their organisgionwsrto make
decisions about the nature of their engagement with the NDIS, including relationships
with other rural providers and participation in NDIS markets; a process that was
traumatic for some rural providers. While having freedom to enter and exit markets like
the NDISIs important (Gash et al., as cited in Carey et al. 2QhB)finding supports
suggestions by Carey et al. (2018) that a market-based approach may not benefit rural
people because rural communities may not see the same kind of market growth as
metropolitanseentres. However, these responses occurred during a time of significant
changefer-many rural providers and may not offer any indication of the state of rural
NDIS marketsn the future. Recent increases in NDIS support cost prices and rule
changes that allow service providers to charge for some non-direct service activities
(NDIA, 2019b) may partially relieve the issues described by participants. However,
these changes may come too late for rural providers that have decided not to register as
an NDIS service provider or to participate in a limited way, and for those thatleave

registered, closed services and undergone significant workforce changes. Conservative
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funding and strict rules during the implementation period could have a long-term impact
on the capacity of rural providers to deliver NDIS services, because it may take
significant time to rebuild a rural workforce capable of providing quality sertaces

rural people with disability (Cosgrave et al. 2018, Lincoln et al. 2014).

A particularly interesting finding relating to local health responses was the
hesitaney of established rural providers to recommend services by new rural providers.
This could"beviewed as a gatekeeping exercise working against service access for rural
people (Vecchio 2013), or if viewed through an ethics of care lens (Tronto 2010), as
rural providers drawing on particularised knowledge and actively shaping local service
developmentto meet support requirements of rural community members with disability
(Ife 2009). Through the latter view, these activities could be considered as a potentially
helpful place-based means of guiding the development of contextually-appropriate
NDIS services. However, for this to occur, rural providers must remain aware of
existing power-relationships, remain open to new ways of service provision and focused
on the end purpose of service provision (Tronto 2010), which is to ensure rural people
with disabilityshave the support they require to lead meaningful lives. This finding
suggests.there may be varied responses to changes in national disability policy, and
points to'the'need for more flexible policy to support this work (National Rural Health
Alliance 2013).

Overall, the findings of this study suggest issues of access to services for rural
Victorian people with disability may, in some ways, haverbaade more complex by
the NDIS, and exacerbated by local service responses. Rural people who self-manage
NDIS funding may experience more choice over services because they can purchase
services from non-registered providers, as pointed out by David and West (2017).
However, those with funds managed by the NDIA may not have the same opportunity
to access services within a reasonable geographical distance from their own community,
or in a timelysmanner, and this may result in reduced choice and control over services,
asnotedsby-Warr et al. (2017). Further, the finding th&kind services may be reduced
for rural.people who are ineligible for NDIS funded supports, suggests the development
of furtherlayers of service inequity, as Carey et al. (2017) discussed. These findings
suggest the Australian Government may find difficulty meeting the obligation under
Article 19 of the CRPD (United Nations 2007) to ensure all Australians with disability

have access to services to participate in their communities.
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The NDIA and other government bodies have implemented a range of strategies
to address rural NDIS service market failure described by some patrticipants in this
study. The NDIA has committed to increasing funding flekypilo cover travel costs
(Ministers for the Department of Social Services 2020), although how this will impact
rural servicesprovision remains unclear. The NDIA (2018) has considered directly
commissioning service providers where necessary, although this study suggests they
may struggle tofind willing rural providers for this work, given the logistical barriers
with travelling long distances to provide individualised services. Participants rarely
spoke of using federal and state government grants or other supports during their
transition to the NDIS. This could potentially reflect the relative lack of grants available
at the time ©f date collection compared to recent times (see Boosting the Local Care
Workforce Program 2019, Victorian Government 2019), or a lack of capacity within
rural providers to apply for grants under the NDIS funding model. Taken together, the
complex issues raised in this study suggest current government policy aimed at
developing the NDIS service markets in rural areas of Australia may warrant further
attention.

Rural providers significantly impacted by the NDIS, including disability
services‘and'community health service organisations, may require immediate support to
rebuild the workforce, develop new or simply continue to provide services.
Policymakers could consider offering impacted rural providers additional transition
funding and, as suggested by Carey et al. (2019), discretionary power to use funding
flexibly to overcome rural NDIS implementations issues. Other options include offering
block fundingin rural areas experiencing market failure, and encouraging impacted
rural providers to lead service development, as suggested by the AGPC (2017), and
Carey and Malbon (2018). Block funding used within place-based approaches described
by Greenwood and Levin (2007) could foster collaboration between stakeholders in the
rural localerand harness local knowlediyservice development work. Rural providers
negligibly-impaced such as hospitals and particularly allied health professionals
working.within private allied health practices,noted by Dew et al.’s (2016), could
have further.capacity to provide NDIS services in rural areas. These providers could be
supporédto engage with the NDIS, to respond to rural service demand and expand their
service range, perhaps through the provision of business supports and information on
service price increases and rule changes that allow billing for some non-direct activities,

such as case notes (NDIA 2019b). These strategies, although somewhat reactive in
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nature, may support a broader range of rural providers to provide services to rural NDIS
participantsHowever, a rural proofing approach to policy development, drawing on

Dew et al.’s (2016) framework for developing rural NDIS services provided by
therapists, may support policymakers to engage rural stakehtddeqslore areas of

need and-develop NDIS policy to equitably benefit rural people with disability

alongside their metropolitan counterparts.

Strengths and limitations

Applying Bourke et al.’s (2012) rural and remote health framework is situdy has

helped to_ unpack some of the complexities involved with implementing the NDIS in a
rural area. The framework illustrates that change in one concept such as broader health
systems infliences change in others such as local health responses, and alongside other
concepts, including the geographical context, rural locale, broader social structures and
power. It highlights how the NDIS has impacted, in diverse ways, on everyday lives of
those involved in rural service provision, and also how further changes could enable
rural providers to further develop NDIS services in rural areas. However, the study was
small, and ‘enly comprised the perspectives of health professionals employed by rural
disability"services, community health services, hospitals and private allied health
practicesn.ene Australian state jurisdiction. The high number of rural providers that
chose notto participate in the study may have impacted the findings in some way,
although the sample provided sufficient data to offer exploratory insights into the ways
that the NDIS has affected rural providers in Victoria. The study captured a snapshot of
the impact of the NDIS in 2018, when the NDIS was at various stages of
implementation in rural Victoria. Future studies could include the perspectives of health
professionals in other jurisdictions, and those remotely-based, and of rural NDIS
participants. Jointly exploring the perspectives of rural people with disability and
providersseould reveal important insight into the processes-déveloping sustainable

rural NDISsservices.

Conclusion

Rural Victorian health professional perspectives suggest rural NDIS service providers
have been impacted by and responded to the NDIS to varying extents and in different
ways. Additional incentives may encourage negligibly impacted rural providers to better
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engage with the NDIS. The provision of immediate resources may support impacted
rural providers to continue to provide services, develop new services, and rehuild the
workforce where necessary. The rural proofing of NDIS policy may go some way to

ensure rural people with disability can access services to live meaningful lives.
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