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MENTAL ILLNESS FELLOWSHIP VICTORIA RESPONSE TO THE DRAFT 
NATIONAL DISABILITY INSURANCE SCHEME RULES 
 

Mental Illness Fellowship Victoria appreciates the opportunity to comment on the 
draft Rules for the NDIS.  We are acutely aware that the time for ensuring that the 
operation of the NDIS meets the needs of people with psychiatric disability, or our 
preferred term psychosocial disability, is now very limited.  Please also see our 
previous submission to the NDIS Rules consultation. 
 
There are a number of key features in the draft Rules which we are concerned do 
not yet reflect the circumstances of people with psychosocial disability and their 
support requirements.  We will focus our comments briefly on four key components: 
Rules for becoming a participant; Supports for participants; Plan Management; and 
Nominees. 
 
Rules for becoming a participant 
 
Part 5, Division 2, When is an impairment permanent or likely to be permanent? and 
Division 3, When does an impairment result in substantially reduced functional 
capacity to undertake relevant activities? 
In relation to the irreversibility of an impairment, it is important to recognise that 
impairment associated with a severe and enduring mental illness can co-exist with 
reasonable functional capacity on the part of the individual.  This occurs because a 
person is supported in the psychosocial rehabilitation model of mental health to gain 
control of and manage their symptoms, such that they can recover everyday life 
functions even in the presence of the impairment.  This accords with the legislation, 
Section 24 (2), referenced in the draft Rules at Part 5, Division 1, 5.2:  ‘an 
impairment or impairments that vary in intensity may be permanent, and the 
person’s support needs in relation to such an impairment or impairments may be 
likely to continue for the person’s lifetime, despite the variation.’   
 
As we have argued in our submission to the Rules consultation, the functional 
abilities of the person will vary greatly with the stage of the illness, and it is overly 
cumbersome and resource intensive to re-establish eligibility with each recurrent 
episode of illness.  Rather than become eligible/ineligible with the fluctuations of the 
illness, we recommend that it is appropriate that the participant access more or less 
support on an ‘as-needs’ basis and during periods of stabilisation be ‘on hold’ in the 
NDIS system.  
 
Part 6, Divisions 1 and 2, When does a person meet the early intervention 
requirements? 
We would like to see early intervention explicitly defined as early in life or early in 
the course of the illness.  The efficacy of early intervention for people with severe 
mental illness is beyond doubt, given that the most common age of onset is late 
teens or early adulthood.  In terms of the criteria to be applied for early intervention, 
it is essential to recognise that early intervention is not only medical intervention but 
psychosocial intervention (also refer to our comments below on Supports for 
participants).  This is crucial to prevent social and economic disconnection, and 
family breakdown.  It is also important to note that effective early intervention 
requires funded psychosocial support to manage transitions between systems. 
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Supports for participants 
 
Part 2 Outline of these Rules and Part 4 Needs Assessment. 
As we have emphasised in our submission to the Rules consultation, the process for 
how a person with a severe mental illness is engaged in assessment and planning 
is a major concern.  It is commonly the case when a person is mentally unwell that 
he/she has limited awareness of their mental illness and its impacts.  We 
understand that the Agency has identified the assessment and planning role as an 
internal one; however this does not take account of the nature of the engagement 
process for someone with a severe mental illness.  It is our experience that trust 
must be established with the person over an extended period (on average six 
weeks) to establish the basis for interaction, and certainly before any informed 
planning can occur.  Where there is effective family support there can be more 
straightforward access to information, however, the goal setting and ownership of 
these goals belongs to the affected person.  A process is required which develops 
the person’s capacity to participate in decision-making, and in our experience this 
cannot be achieved from an office base.  Appropriate planning for positive outcomes 
requires skilled, community-based psychosocial support staff to assist individuals to 
build hope and develop skills to engage.  We suggest that this support be 
purchased from existing specialist services, or at minimum, that a collaborative, 
funded approach between the Agency and psychosocial support services be 
adopted for assessment and planning purposes. 
 
In relation to assessment tools, specific mention of existing clinical and therapeutic 
assessments in determining what are appropriate supports, is currently missing. 
 
Schedule 1 Mental health  
Guiding Principles Section 7.8 
(b) It is a major concern to us that the guiding principles in this section exclude 
community based mental health services from NDIS early intervention support.  
Whilst interventions such as headspace are directly health-funded, the model of 
care is a partnership between community and health providers. This partnership is 
essential for whole of life support and effective early intervention to support social 
and economic life for young people and those who have a reoccurrence of their 
illness.  It would be very detrimental to outcomes for people with a mental illness if 
this restriction remains in place, and potentially substantially increase health costs 
and a deterioration of health and social participation. 
 
(c) The exclusion of ‘any residential care where the primary purpose is for treatment 
or rehabilitation…’ is also alarming.  Therapeutic residential interventions in the 
community, supported by allied health staff, is a key to psychosocial rehabilitation 
and recovery.  It is planned and time limited care which is in complete alignment 
with the aims of the NDIS to increase social and economic participation.  This rule 
should be revised to refer only to those treatment services which are entirely clinical.  
 



4 

Section 7.9 
(d) Stigma continues to powerfully exclude people with mental illness from social 
and economic participation.  There is an important community education role for 
NDIS funding to building community awareness and inclusion.  The role of people 
with lived experience as community educators is particularly effective, as our 
organisation has demonstrated.  This is starkly borne out by the 25% participation 
rate in work of this cohort. 
 
Plan Management 
 
Part 3 Unreasonable risk – criteria for decision 
In assessing whether self-management of funds would pose an unreasonable risk to 
the participant, we emphasise the importance of recognising supported decision-
making and development of capacity as a standard process for a person with a 
severe psychosocial disability.  This is the work of psychosocial rehabilitation; and 
increasing self-management, including funds management, can be an appropriate 
Plan goal for someone with psychosocial disability. 
 
Nominees 
 
Part 3 Whether it is necessary to appoint a nominee, Part 4 Who should be 
appointed as a nominee, and Part 5 How nominees are expected to act. 
Our comments on the Rules relating to Nominees need to be read in conjunction 
with our comments on Plan Management.  Again, we emphasise the need for 
establishing trust and developing the person’s capacity as a key feature for people 
with psychosocial disability, rather than a static either /or approach to capacity.  This 
is particularly pertinent to section 3.2; for this cohort it is the necessary role of 
specialist services to assist decision-making.  In the case of parents as nominees, 
this would be counter-productive and an unreasonable burden on them, setting up a 
dynamic where the individual resents the control, further fracturing relationships. 
 
In the light of the above comments, the role of nominee as described at Section 3.5 
is too sweeping. 
 
Regarding the considerations for appointment of a nominee, sections 3.9 - 3.12, the 
role of the specialist case manager is a key to gauging the capacity of the person 
requesting a nominee and whether they are acting under duress.  Powers are also 
held under State Mental Health Acts and guardianship arrangements.  The 
provisions of section 3.12 (d) would be more complete if they included reference to 
professional support.   
 
Section 5.9 addresses the duty to develop capacity of a participant.  We stress, as 
we have throughout the document, that in relation to a person with psychosocial 
disability this cannot be a lay role and requires specialist training and experience.  It 
is more appropriate that the nominee collaborates with a specialist service to 
advance the participant’s best interests.  The future role of advanced statements by 
an individual when they are well must be factored in. 
 

 
Elizabeth Crowther 
Chief Executive Officer 


