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Glossary of Stakeholders 
 
Clinical Accommodation Support Service (CASS) 
Swan Mental Health - Health Department of WA. 
 
Consumers of Mental Health WA (COMHWA – peak body) 
CoMHWA listens to, understands and acts upon the voices of people with lived 
experience of mental health issues through systemic advocacy to shape services, 
policy and community change and through education, training and awareness 
raising. 
 
Mental Health Commission (MHC) 
The Mental Health Commission is a state government agency responsible for 
planning and purchasing mental health, alcohol and other drug services in Western 
Australia.  
 
Mental Health Advocacy Service (MHAS) 
Within the context of the Mental Health Act 2014 the MHAS is dedicated to ensuring 
all consumers are informed of their rights, their rights are observed and their wishes 
made known. 
 
National Disability Insurance Agency (NDIA) 
NDIA is the agency implementing the National Disability Insurance Scheme (NDIS) 
across Australia.  
 
Office of the Public Advocate (OPA) 
The Public Advocate is an independent statutory officer appointed under the 
Guardianship and Administration Act 1990 to promote and protect the rights of 
adults with decision-making disabilities to reduce their risk of neglect, exploitation 
and abuse. 
 
Psychiatric Hostels Collaboration Group 
The Collaboration Group guided the project. Membership included: 

 NDIA Director Stakeholder Engagement (Convenor) 

 NDIA project manager 

 NDIS participant and former hostel resident 

 Clinical Accommodation Support Service (CASS) 

 Mental Health Advocacy Service (MHAS) 

 GPs linked to the hostels 

 Allied professionals linked to the hostels 

 Office of the Public Advocate (OPA) 

 WA Association of Mental Health (WAAMH) 

 Consumers of Mental Health WA (COMHWA) 

 Mental Health Commission (MHC) 

 Providers (Partners in Recovery - PIR, Helping Minds, MIFWA) 

 DADAA 

http://www.austlii.edu.au/au/legis/wa/consol_act/gaaa1990304/
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Support Coordination Community of Practice (refer page 33) 

 Neami 

 Mental Illness Fellowship of Western Australia (MIFWA) 

 Helping Minds 

 RISE 

 360 Health 

 Avivo 

 Valued Lives 

 InclusionWA 
 
Additional Support Coordination providers working in the project 

 Oats Street (Brightwater) 

 Facilitatrix 

 Lifestyle Solutions 

 Helping Minds 

 Working to Recovery Australia 

 360 (PIR)  
 

Western Australian Association of Mental Health (WAAMH – peak body) 
WAAMH influences mental health reform through systemic advocacy, community 
education, sector development and innovation for the benefit of people with mental 
health issues, their families and carers.  
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Sarah’s Story 
 
Sarah Egan said her life was good until mental illness took hold when she was 40 
years old. 
“I had a job and could see my son,” Sarah said. 
“Then a few things happened and I couldn’t cope,” she said. 
Sarah, now 50, has schizophrenia, depression and anxiety, and moved into a 
psychiatric hostel seven years ago after various hospital admissions. 
“There is no way I can live on my own again but I would like to get out into the 
community more,” she said. 
“I would not be safe to live on my own. 
“I have some crossword and find-the-word and sudoku puzzles in my room and 
should do them. 
“It gets a bit lonely when other people have visitors and I don’t.” 
After joining the NDIS with the help of the Agency’s targeted psychiatric hostels 
approach, Sarah is excited about establishing goals and broadening her skills. 
“I have found people that are finally going to help with my problems and help me get 
out into the community,” she said. 
“I want to get out more and learn to catch the buses and trains so I can get to 
appointments on my own and not have to rely on other people. 
“I would also like to get the bus to Midland Gate shopping centre and back again so I 
can have a look around.  
“I don’t want it to be too busy because I don’t like crowds but I want it to be busy 
enough to feel like I am in the middle of it.” 
Sarah is exploring voluntary work options, attending water aerobics classes to 
improve her fitness and would like to join a walking group. 
“I’m looking forward to being more independent and being involved in social 
groups,” she said. 
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Stewart’s Story 
 
With the support of the NDIS and Mental Illness Fellowship of Western Australia 
(MIFWA), Stewart Porter has been able to move out of a psychiatric hostel and into a 
privately-rented home.  
It has been a long personal journey for Stewart, whose life took a turn in the early 
2000s. 
At the time, Stewart was working in the North-West of WA and earning good money. 
He moved back to Perth, the money dried up and his marriage broke down. 
He then began working in gold mines and in 2003 was diagnosed with bipolar 
disorder. But he kept working, doing 12 hour shifts, until 2007 when he “couldn’t go 
any further”. The disorder “got hold of me and it wouldn’t let go”. 
Stewart moved in with a friend and a mix up with his doctor led to him accidently 
overdosing on Lithium. He acquired a brain injury from the overdose and spent six 
months in hospital and then another six months in a psychiatric ward. 
Afterwards, Stewart moved to a hostel – this is where he says his life went downhill. 
“I was there two-and-a-half years. There was no life, it was an existence from one 
day to the next. There was no looking forward to anything,” Stewart said. 
He became friends with another hostel resident, Marlene, and they decided they 
would join forces and move out. 
Both applied to the NDIS and MIFWA was on the list of providers and helped them 
secure their own unit.  
It took them a while to realise that as long as they paid their bills and rent on time, 
nobody could take the unit away from them. 
Stewart knows managing his illness will be lifelong. 
 “It will be a work in progress until I die,” he said.  
He thinks that, in retrospect, he may have had bipolar disorder since he was young. 
Marlene and Stewart are now enjoying a simple life. They are saving for a holiday 
and Stewart is looking forward to adding more plants to the garden – he’s enjoyed 
gardening since he was a kid and it helps calm him. 
“You ask me about goals? Not very many. As long as Marlene stays with me and we 
share this house, that’s all the goals I need,” Stewart said. 
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Executive Summary  
 
In Western Australia, the National Disability Insurance Agency (NDIA) trialled the 
National Disability Insurance Scheme (NDIS) in nine local government areas 
operating in and around the Perth Hills region. The psychiatric hostels project was 
one of the key initiatives undertaken during trial. It focussed on developing the 
best ways for people living in psychiatric hostels to learn about, access, and 
meaningfully engage with the NDIS to build better lives at home and in 
community.  
 
There are five psychiatric hostels in the Perth Hills trial site. Residents have 
ongoing, severe and persistent mental health issues and are often isolated from 
community, family and friends. They live in an environment where it is difficult to 
maintain or develop home and community participation skills and where decision-
making opportunities across all aspects of life are reduced. Residents are among 
the most vulnerable and disenfranchised people living in WA. 
 
The project ran from October 2015 to November 2016 and brought 110 people 
into the NDIS from an estimated 135 considered to be eligible. Residents would 
not have effectively engaged with the NDIS without many, if not all, of the 
following strategies being implemented.  
 

 A collaboration of mental health stakeholders formed a working group chaired 
by the NDIA to help adapt the general NDIS approach to the specific 
requirements for hostel residents. The working group included a former hostel 
resident. 

 A project manager who was skilled in working with all stakeholder groups was 
contracted part time for 18 months to coordinate the project.  

 A staff member from the National Access Team (NAT) met with the 
collaboration group to outline the access process and the psychosocial 
evidence required. The project manager continued to liaise with the NAT to 
track the progress of each resident through the access process and to 
facilitate additional evidence when needed. 

 Information templates were developed to assist residents and stakeholders to 
submit the correct evidence of psychosocial disability with their Access 
Request Form (ARF). 

 The project manager and stakeholder engagement team fostered working 
relations with hostel managers and mental health stakeholders and provided 
general information about the NDIS, its benefits and the pathway for 
accessing support. As a result, hostel managers paved the way to engaging 
hostel residents and facilitated NDIS access, planning and supports.  

 As most residents had appointed guardians (limited or plenary), contact was 
made with guardians to inform them of the NDIS and to determine the best 
ways to seek their contributions and support in accordance with resident 
wishes. 
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 Pre-planning (or plan readiness) meetings were held individually for residents 
at their hostel with a hostel staff member present if the participant agreed.  
The meeting explored resident goals and activities and documented these in a 
summary statement which was later read by the resident in their planning 
meeting. 

 Four dedicated NDIA planners were allocated to the project and developed 
expertise to focus on and encourage the resident’s voice and participation 
during planning. 

 A similar suite of supports formed the foundation for most plans due to the 
similar life circumstances of residents. These included: 

o Support Coordination (weekly support to coordinate plan strategies 
and build resident confidence to access supports) 

o Support Work (weekly support for community access) 
o Transport (to assist with community access and/or employment)  
o Community Innovation Funding (to help pay for community activities) 
o Personal Futures Planning (if a major life transition was indicated) 
o Occupational Therapy (OT) assessment (where skill development was 

required to build capacity) 
o Exercise Physiology (where physical health issues related to disability 

needed addressing in order to achieve plan goals) 
o Financial Intermediary Support (to manage transport and community 

innovation funding) 
o Employment support (where indicated as a goal) 
o Psychology (to address complex behaviour if required) 

 Support Coordinators developed a relationship with residents to assist them 
to start implementing their plan. Providers with psychosocial experience were 
invited to participate as support coordinators in the project. A monthly 
Support Coordination community of practice was coordinated by the project 
manager to share participant support strategies; hostel communication 
protocols, effective mainstream community supports, and barriers 
encountered while implementing plans. At the end of the project, Support 
Coordinators elected to continue meeting quarterly. 

 Support Coordinators assisted residents to interview support workers so they 
could choose their preferred community access worker. This was an important 
strategy as most residents had minimal decision-making opportunities in their 
life. 

 A provider (Manage It) developed specialised webware, produced individual 
taxi and public transport cards and developed a ‘Go Card’ (visa card) to give 
residents who did not have bank accounts immediate access to their 
community innovation and transport funding.  

 Peer workers worked alongside group facilitators during a series of workshops 
held at a community café to help residents explore their experiences as they 
engaged with each stage of the NDIS. 

 Two dedicated NDIA planners commenced 12-month plan reviews with 
residents from early 2017. Support Coordinators worked with residents to 
review progress and to consider future goals and activities in readiness for 
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their review meeting. Progress for each resident is being collated and will be 
reported in a follow up document to this report. 

 
The project was documented in February 2017 and stakeholder feedback sought. 
All stakeholders including residents overwhelmingly confirmed the efficacy of the 
initiative in meeting project objectives and suggested areas for enhancement.  
 
To complement the report, several videos were made to outline the project and 
capture stakeholder experiences and comments. The videos can be accessed from 
the NDIS website https://www.ndis.gov.au/about-us/our-sites/WA.html or by 
emailing engagementwa@ndis.gov.au from September 2017. 
 
The NDIA is using the report to inform roll out of the NDIS. 

 

  

https://www.ndis.gov.au/about-us/our-sites/WA.html
mailto:engagementwa@ndis.gov.au
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1. Project Background 
 
There are five psychiatric hostels in the NDIS Perth Hills National Disability Insurance 
Scheme (NDIS) Perth Hills trial site accommodating around 180 people with 
psychosocial disability. Residents have ongoing, severe and persistent mental health 
issues and are often isolated from community, family and friends.  A majority of 
people have lived for many years in a hostel where it is difficult to maintain or 
develop home and community participation skills and where decision-making 
opportunities across all aspects of life are reduced.  
 
Around 135 people were identified as likely to be eligible for the National Disability 
Insurance Scheme (NDIS). It was acknowledged that the general strategies used by 
NDIA to engage potential participants were unlikely to be successful and that it was 
important to develop and trial a range of alternative strategies to facilitate access to 
the scheme, effective planning and plan implementation.  The engagement of 
psychiatric hostel residents became a dedicated trial site project, an experienced 
project manager was appointed (four days per week for 18 months) and the project 
documented and tracked. 
 
There were four main aims of the project. 

 Identify effective ways to engage people living in psychiatric hostels with the 
NDIS.  

 Work collaboratively and effectively with hostel managers and other mental 
health sector stakeholders involved in a resident’s life. 

 Develop increased expertise for planners and service providers to plan and 
implement plans for residents. 

 Document and share project learnings to inform NDIS roll out. 
 
The project ran from October 2015 to November 2016 and was guided by a 
collaboration of stakeholders. 
 
 At the conclusion of the project, the project manager and a trial site director 
documented engagement strategies, sought stakeholder feedback, summarised 
participant use of funding and supports and made recommendations in relation to 
engaging people with psychosocial disability living in similar environments with the 
NDIS.  
 
To complement the report, three short videos were made to capture comments 
from participants, providers, NDIA staff and a hostel manager. 
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2. Overview of Stocktake Methodology 
 
In order to respond to urgent requests for strategies to inform the NDIS roll out for 
people living in psychiatric hostels and similar environments, the stocktake was 
undertaken by the NDIA rather than by an external evaluator. The stocktake 
included three main elements: project documentation, the gathering and analysis of 
stakeholder reflections and the development of recommendations for the NDIA to 
consider.  
 
Documentation of Project 
The project was documented using the stages that NDIS participants journey through 

as they engage with the NDIS (known as the participant pathway) as a framework. 

The stages included: understanding the NDIS, accessing the NDIS, preparing for a 

planning conversation, planning, plan implementation and plan review.  

Stocktake and Reflection 
Stakeholders who had been closely involved in all or specific aspects of the project 

participated in group or individual interviews conducted by a trial site director. The 

aim of the interviews was to generate as many reflections, comments and 

recommendations as possible. 

 Group interviews were undertaken with members of the Psychiatric Hostels 

Collaboration group that helped to steer and shape project strategies and 

with members of the Support Coordinators Community of Practice. 

 Individual interviews were undertaken with: 

o 13 hostel residents who were NDIS participants 

o hostel managers and nominated staff 

o the Clinical Accommodation Support Service (CASS) 
o the Mental Health Advocacy Service (formerly the Council of Official 

Visitors) 
o the Office of the Public Advocate (OPA) 
o the WA Association for Mental Health (WAAMH) 
o Consumers of Mental Health WA (COMHWA) 
o the Mental Health Commission (MHC) 
o Manage It (plan management provider) 
o Autonomy WA (provider) 
o MIFWA (mental health provider) 

 Interviewee comments were summarised and sent back to interviewees for 

verification or modification. 

 Due to the similar nature of stakeholder comments, feedback was themed 

across stakeholder groups and reported under each stage of the participant 

pathway. Specific comments were also reported to illustrate each theme. 
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Trial Site Recommendations 
The project report was discussed with the General Manager Participant Pathway 
Design, the Perth Hills Trial Site Manager (also chairperson of the NDIA Mental 
Health Community of Practice), the NDIA Director Mental Health, the former Project 
Manager and the Perth Hills Director Stakeholder Engagement.  Ten 
recommendations were developed for the NDIA to consider. 
 
 

3. Resident and Hostel Context 
 
3.1 Resident life experiences prior to accessing the NDIS 

The NDIS access and planning process does not seek detailed information about 

participant life experiences prior to accessing the NDIS.  Rather, the NDIS is focused 

on understanding the participant’s current circumstances including:  

 short and longer term life goals and aspirations 

 involvement with and support received from informal supports (family, 

friends and community) 

 support received from formal supports (mainstream) 

 nature of core supports needed to live a good life at home and in community  

 equipment or home/car modification supports 

 support required to foster more capacity and independence at home, in 

community, at work, and in relation to life-long learning. 

With this focus in mind, the life stories and circumstances leading up to a person 

living in a psychiatric hostel were not sought from individual participants.  

Four personal stories giving insight into the long standing impact of psychosocial 

disability, however, were shared by residents for inclusion in the report and are 

reproduced below with names changed to protect privacy. In addition, a description 

of the pathway of life experiences common to many hostel residents was outlined by 

the CASS team and is provided in Figure 1.   

 
Alan 
In the mid-1980’s, Alan began wandering at night, talking to himself and sometimes 
yelling. 
He started hearing voices when he was 21 but thinks the first symptoms appeared as 
distracted and erratic behaviour as a teenager.  
“When the voices started it was a male voice, I remembered that, it was a whispered 
voice,” Alan said. 
“I was alone in the dark so I was frightened,” he said. 
“I used to sleep out the back of my mum’s house and I was lying awake. I can’t 
remember what the voices said – it was a long time ago – but it was basically ‘you’re 
rotten’, ‘you shouldn’t be here’, ‘what are you doing here’, that type of thing. 
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“I think I got up and sat in the kitchen, turned the light on, I didn’t know what it was. 
It was disturbing.” 
Over several months his symptoms worsened and his mother became increasingly 
worried. 
“She didn’t know what it was and I didn’t know either,” Alan said. 
“My mother contacted the hospital, arranged an appointment with a psychiatrist 
and quite a while later he diagnosed me with schizophrenia,” he said. 
“He couldn’t give me a great deal of information about what schizophrenia was. He 
gave me a pamphlet. 
“I wasn’t taking drugs or alcohol and I didn’t have any real idea why — why me? 
That’s what it was like in the beginning – what have I done? 
“I’ve always considered my schizophrenia to be quite a bit different to anyone 
else’s.” 
Alan, now aged 51, left home in his early 20s and moved into a local hostel. 
“I was quite relieved to meet people with the same symptoms as I had – for a while I 
thought I was the only one with these symptoms,” he said. 
“I was able to, not regain my mental health exactly, but cope more.” 
For a while Alan focussed on getting local work gardening. 
“Some people who lived in the area and knew I came from this hostel had rather 
unusual ideas about what schizophrenia or mental illness meant,” he said. 
“I was able to tell them we weren’t violent and a risk to society. Some people could 
actually understand that.” 
Alan later lived in a share house and then alone.  
That’s when his mental health deteriorated further, and he was unable to leave his 
home — “I couldn’t even go 10 minutes up the road to buy a light globe if it ran out. 
I asked the clinic for someone to come around but they didn’t”. 
He thought he could hear screaming at a house across the street and called the 
police but it turned out to be auditory hallucination. Nurses and police arrived to 
take him to hospital. 
He was placed on medication and moved into a Midland psychiatric hostel where he 
has lived for about 10 years. 
Alan said the medication has made him lose his ability to concentrate and he cannot 
plan anything in advance because of this and the nature of his psychosocial 
disability.  
Talking to someone can help get the tormenting thoughts out of his head but he 
fears opening up to a doctor and being sent to a psychiatric hospital as an 
involuntary patient. 
For now, Alan is settled with his life in the hostel and urged people to become more 
informed about schizophrenia. 
“It isn’t just a place to live – the people who work and live here are genuine. It’s not 
just a job for them. I see it as a family in a lot of ways,” Alan said. 
 
 
David 
David thinks he has had schizophrenia since he was a child. 
At just five-years-old he heard voices and thought God was talking to him. 
Both God and the devil have been recurring themes throughout his life. 
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Now middle-aged and living in a hostel, David said he’d “be on the floor with the 
devil” if he didn’t have his medication. 
Cigarettes also relax him. 
“I couldn’t seem to operate my brain the way I wanted to without the cigarettes. 
They gave me clarity,” he said. 
David previously attempted suicide by jumping from a bridge. 
“I wish it was higher — I would have been dead. That would have made me happy,” 
he said. 
“I wouldn’t welcome my life again, (it has been) totally unhappy.” 
 
 
 
Gail 
Gail was aged in her 30s when she had a breakdown. 
Her brother took her to the hospital and she hasn’t seen him in the 20 years since. 
“I was at home with my children and friends and it went from 70-7-70 in my brain. I 
felt them (the numbers) in my brain,” Gail said. 
“I don’t know why it did it,” she said. 
“Somehow my brother became involved and he put me in the back seat of his car 
and took me to the hospital and then that was it — no more brother. 
“They must have treated me for breakdowns. I think it was my divorce (that caused 
it). I was too lonely.” 
Gail thinks she had depression as a child. 
“I wasn’t interested in anything,” she said. 
“There was no one to tell. I just carried on the best I could.” 
She was happiest in life when she was married with children. 
“I was happy because I had my husband there and he used to help me do 
everything,” Gail said. 
“And then I made the big mistake of leaving him because I was bored. I didn’t think 
of the good things, I thought of the bad things,” she said. 
“Quite a long time after I had my breakdown.” 
 
 
Patrick 
Patrick had a breakdown and hallucinations as a 15-year-old. 
“I wasn’t aware that I took drugs at school but they could have slipped LSD or 
something in your drink at school,” he said. 
The hallucinations scared him when they first happened. 
Now middle aged, Patrick wonders if an accident in his otherwise happy and content 
childhood had damaged his brain. 
“I remember being aged three or four of five and I climbed on top of my mother’s 
wardrobe,” he said. 
“There was a tin I thought was ice-cream so I thought I’d get a big spoon and get 
stuck into it. 
“I swallowed a couple of mouthfuls but it was my mother’s floor polishing cream.  
“It made me very physically sick but I thought what if the chemicals affected my 
mind.” 
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Onset of 
mental illness

• Illness is severe and persistent

• Often starts in late teens or early 20s

• More recently, may be due to drug-induced psychosis

Progression

• Admissions to hospital mental health units

• May not have informal support upon leaving hospital - a time when 
the person is especially vulnerable and not making good decisions

• May experience a traumatic event

• May not be following prescribed medication

• Guardian or trustee may be appointed

Move into 
psychiatric 

hostel

• Person is generally aged in 30s or older and has had psycho social 
disability for 15 years or more

• Lack of other accommodation options due to no family support or 
family is exhausted or due to domestic violence or very poor 
coping behaviours

• Note a person may choose to live in a hostel due to perceived 
independence

Barriers to 
leaving hostel 

• Older people who joined hostels decades ago are institutionalised

• Residents are quickly deskilled and dependent due to provision of 
laundry, meals, cleaning and money management(Centrepay)

• Fears of leaving hostel as staff and residents regarded as family

• Mental illness may have occurred early in life, before a person 
developed their interests, direction, work ethic and daily care skills

• Disconnection to community as hostels are not funded to help 
residents access community activities

What people 
need to leave

• Medical care and clinical support in place

• Monitor medication dosages and manage side effects (eg: lethargy)

• Accommodation is stable in own home, rental or share house

• Support to build capacity and progress goals at home and in 
community, including tenancy support, support to access 
community, connect to family and friends, establish volunteer or 
paid work or take up further education.

Figure 1: Typical life journey for a person who lives in a psychiatric hostel 
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3.2 Description of Hostel Accommodation 

 
Hostels vary in accommodation capacity, age and gender of residents, supports 
provided and presentation of the buildings and surrounds.   
 
Under Section 55 of the NDIS Act, information was provided at commencement of 
the project listing names of residents who were age and residency status eligible.  In 
addition, during the course of the project 22 individuals who were potentially eligible 
for the NDIS moved into hostels.    
 
Residents pay up to 87.5% of their Disability Support Pension (DSP) as board and 
lodging fees. At least 12.5% must be retained by the resident. The board and lodging 
pays for accommodation, meals, food and laundry. 
 
All hostels receive funding from the Mental Health Commission to complete and 
implement Personal Care Plans for each resident. The amount of Personal Care and 
Support funding differs according to resident needs for assistance and forms part of 
the WA State Government’s contribution to funding the NDIS (known as in-kind 
funding).  The in-kind funding is noted in a resident’s plan and cannot be duplicated 
with additional NDIS funding. 
 
Under this arrangement NDIS funding can only be used to facilitate community 
access and preparation for employment and further education as hostels are not 
funded to assist residents to access community life. NDIS funding cannot, however, 
be used to fund an external support worker to come into the hostel to provide 
personal care support as this is the responsibility of the hostel. Funding can be 
provided, however, to undertake an assessment of participant skills so that the 
hostel can better support independence in personal care. 
 
Personal care support is defined as “assistance with activities for daily and 
communal living that enhances functional capacity for an individual in meeting their 
needs or achieving their goals”.  This includes the following areas: 

 Meals and drinks 

 Personal hygiene 

 Care of immediate living environment 

 Medication 

 Challenging behaviour management 

 Verbal communication 

 Personal care management 

 Budgeting/Financial management 
 
An overview of each hostel is provided in Table 2. 
 
 
 



 

17 
 

Table 2: Description of Hostels (Community Care Facilities) 
Hostel (Community Care Facility) Status NDIS 

Partic/s 
Mean age/ 
youngest 
 

Hostel 1 – 35 shared and single rooms. 
Located walking distance to shops and public 
transport. 
   
 

For Profit 22 
 

51yrs/ 
34yrs 
 

Hostel 2 - 35 shared and single rooms.   
Located on outskirts of local shops and public 
transport. 
 

For Profit 29 51yrs/ 
29yrs 
 

Hostel 3 - 28 independent units and a separate 
house for up to 6 people.   
Located walking distance to shops and public 
transport. 
 

NFP 22 48yrs/ 
26yrs 
 
 

Hostel 4 - 16 shared and 14 single rooms, a six bed 
cottage for men on site and a 10 bed duplex in the 
community. 
Registered as a NDIA provider. 
Located walking distance to shops and public 
transport. 
     

For Profit 36 52yrs/ 
32yrs 
 
 

Hostel 5 - 25 shared and single rooms.   
The facility was undertaking renovations during the 
project period and had a reduced number of 
residents.   
Unlike the other hostels, when fully operational, 
this hostel has the facilities to support older 
persons with psychosocial disability. 
 

NFP 1 64 
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4. Stage 1: Understanding the NDIS 
 
4.1 Stage 1 Objectives 

 
Objective 1: Build stakeholder relationships 
Objective 2: Develop relationships with residents who were potential participants 
Objective 3: Build knowledge about the NDIS across stakeholder groups 
Objective 4: Identify and introduce potential NDIA providers to the project. 

 
Most people with disability make a choice about whether or not to join the NDIS, 
except for those who are under the age of 18 years or unable to make informed 
decisions and require assistance to do so. Most hostel residents also needed to make 
a choice about whether or not to seek access to the NDIS. This was a critical step and 
required a significant investment of time. 
 
Most residents were not able to attend or benefit from the routinely held group 
information sessions about the NDIS offered in community venues or the NDIA 
office.  Their inability was due to many factors including reduced span of 
concentration, limited interest in or fear of new initiatives, poor ability to grasp new 
concepts, inability or reticence to engage in conversations, and anxiety when 
attending groups or when leaving the hostel.  
 
Residents required several individual conversations (generally at the hostel or an 
accessible local venue) to grasp basic concepts about the NDIS and the potential 
benefits for increased independence and engagement with community. 
 
In order to reinforce positive NDIS messages with residents, it was also important to 
inform and build relationships with other stakeholders including hostel managers 
and staff, guardians, mental health case workers, medical practitioners and Mental 
Health Advocacy Service workers. Many stakeholders had concerns about the 
introduction of the NDIS, the impact on residents and the interface of their role with 
the NDIA. Hostel owners and managers, in particular, were concerned about the 
impact of the NDIA on residents, on their hostel business or approach, whether state 
funding to support the hostel would be modified and the impact if a number of 
residents expressed an interest to move out.  
 
As most residents had appointed guardians (limited or plenary, some who were 
family members), contact was made with each guardian to inform them of the NDIS 
and to determine the best ways to seek their contributions and support in light of 
resident wishes.  
 
Contact with immediate and extended family members did not occur routinely as 
many residents had very limited or no contact with family or did not want them 
involved. Once a resident had developed a plan and expressed an interest to 
redevelop a relationship with family, a Support Coordinator facilitated contact.  
The project manager was mindful to primarily focus on building the resident’s 
engagement journey with the NDIS and decided, on balance, to involve family 
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members if and when the resident requested it. Where the family member was a 
plenary guardian the resident was informed that their guardian would be advised as 
needed. 
 
 
4.2 Stage 1 Actions  

 
Action 1: Establish a Psychiatric Hostels Collaboration Group 
 
A stakeholder collaboration or working group chaired by the NDIA was established to 
oversee and help shape project strategies. Group membership was determined at an 
initial focus group where stakeholders attended to learn about the NDIS, share their 
involvement with the hostels and give ideas to progress the project. The group met 
for 1 ½ hours monthly to update members on progress, share involvements, provide 
feedback, celebrate successes and problem solve barriers.  The meeting was a cost 
effective way to maintain a common focus and was well attended throughout the 
project.  

 
Membership included the following stakeholders: 

 NDIA Director Stakeholder Engagement (Chairperson) 

 NDIA project manager 

 NDIS participant and former hostel resident 

 Clinical Accommodation Support Service (CASS) 

 Mental Health Advocacy Service (MHAS) 

 GPs linked to the hostels 

 Allied professionals linked to the hostels 

 Office of the Public Advocate (OPA) 

 WA Association of Mental Health (WAAMH) 

 Consumers of Mental Health WA (COMHWA) 

 Mental Health Commission (MHC) 

 Providers (Partners in Recovery - PIR, Helping Minds, MIFWA) 

 DADAA 
 

Comments and Reflections 
Comments and reflections in relation to the effectiveness of the Collaboration Group 
were sought from WAAMH, MHC, MHAS and CASS. These stakeholders expressed 
strong support for the Group as a strategy for achieving stakeholder understanding 
of, commitment to and implementation of agreed outcomes. The group composition 
and the regular meetings were viewed as appropriate and functional. Stakeholders 
expressed interest to continue meeting as a general mental health sector group to 
promote contemporary approaches as the NDIS rolls out. 
 

‘It was new to the mental health sector to have a range of stakeholders with 
common interests sitting around a table discussing issues, sharing knowledge 
and networking.’ 
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‘It was valuable for the project manager to learn from the group; specifically 
the historical issues of the hostel system.’ 

 
‘The collaboration group identified systemic issues and explored solutions as 
a collective group. For example, the CASS team attended the initial 
collaboration meetings and highlighted barriers related to participant access; 
consequently work began around streamlining the process.  Other issues 
related to residents having access to hostel clothing, housing, and cigarettes 
being used as currency.’ 
 
‘It was very important to have a Mental Health Commission representative at 
the collaboration group meetings as they are the primary funding body for 
hostels and have influence to address service quality issues.’ 
 
‘It was good to hear the statistics and progress of the project work.’ 
 

Collaboration Group members suggested the following to enhance group 
effectiveness: 

 A description or diagram of roles and responsibilities of key stakeholders 
and where they ‘fit’ within the mental health sector to be made available. 

 A detailed overview of the NDIS prior to the first meeting. 

 Greater consistency in the level of staff representing each stakeholder 
group - management staff enable address systemic issues to be 
addressed. 

 
 
Action 2: Engage with Hostel Residents and Managers  
 
Hostel managers had been meeting monthly in their own group and did not attend 
the Collaboration Group.  The trial site manager and project manager attended the 
hostel managers group twice during the project to discuss concerns raised by the 
managers.  
 
The main ways of engaging hostel residents, managers and their staff occurred at 
each hostel individually. 
 

 Regular meetings were held at hostels with staff and management. 

 Hostel staff received training to understand the access process and the 
nature of information required to substantiate a psychosocial disability. 

 The NDIA project manager visited hostels and developed relationships with 
potential participants.  Incidental interactions developed trust and enabled 
information about the NDIS to be given to residents in small amounts in a 
safe environment. As a result, some residents requested a more formal 
meeting with the project manager to learn about the NDIS. 

 NDIS brochures and flyers with project manager contact details were 
distributed at each hostel. 
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 Once residents were comfortable with the project manager, several planners 
and engagement staff visited the hostels. In turn, residents were invited to 
visit the NDIA office to become familiar with the surroundings and to attend 
information sessions. Some residents felt comfortable to take up the offer. 

 Funding was provided to DADAA to introduce residents to the NDIA while 
making art as a group hostel activity. 

 
Comments and Reflections 
Comments and reflections were received from hostel managers working at four of 
the five hostels. When the project first commenced all managers were apprehensive 
about supporting the NDIS; they struggled to understand the scheme and the impact 
it would have on residents, staff resources, their business approach and the smooth 
running of hostel routines and protocols.   
 
Once the project was completed and many residents embracing community life, 
managers expressed support for the NDIS and the way in which the project was 
conducted.  They particularly appreciated the NDIA providing a single and available 
point of contact through the project manager and noted that without this support, 
they would have been unlikely to embrace the NDIS and to encourage residents to 
access the scheme. 
 

‘There was good support from the project manager; she was prepared to listen 
and understood the initial feeling of suspicion from the hostel group about the 
NDIS.  The project manager spent time learning the structure of the hostel.’ 
 
‘It was a challenge initially as hostel staff did not have a lot of knowledge about 
the NDIS; this made it difficult to respond to consumer and family enquiries.’ 
 
‘Potential participants went to the NDIA office for a group information session, 
this worked well; should have been more of them.’ 

 
In relation to the NDIS being rolled out to other hostels across Australia, the 
managers reiterated the need for a single point of contact and for staff training to 
understand the NDIS pathway.  One manager strongly encouraged others to 
embrace the NDIS (rather than to be suspicious of it) and to ensure their residents 
had support to access it. 
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5. Stage 2: Accessing the NDIS 
 
5.1 Stage 2 Objectives 

 
Objective 1: Develop a streamlined access process. 
Objective 2: Educate stakeholders about how to complete Access Request Forms 
(ARFs) on behalf of residents including evidence of disability requirements. 
Objective 3: Follow up ineligible decisions and ensure alternative supports are in 
place. 
 
Over 110 residents made a request to access the NDIS.  This required the completion 
of an ARF including evidence to demonstrate a permanent and significant 
psychosocial disability. Most residents did not have access to their records or the 
ability to complete an ARF, therefore a treating psychiatrist from the Health 
Department or a medical practitioner linked to the hostels was required to verify or 
append evidence of a psychosocial disability. This required the development of a 
streamlined process to correctly complete ARFs in a timely manner so that residents 
could start preparing to plan as soon as possible after the access process was 
completed. 
 
 
5.2 Stage 2 Action  

 
Streamline the Access Process 
The follow steps were taken to streamline the access process. 

 Access training was provided to the Psychiatric Hostels Collaboration Group, 
the CASS team and key hostel staff so that they understood the evidence 
required to substantiate a psychosocial disability and how to complete an 
ARF.  

 As psychiatrists reported that ARFs were too time consuming to complete 
within their normal workload and that they were unclear as to what 
supporting evidence should be included, a standard letter was developed 
that could be signed by a psychiatrist or medical practitioner and which 
provided sufficient evidence of disability when submitted with an ARF. The 
supporting letter is provided in Attachment 1. Psychiatrists and medical 
practitioners were willing to sign the letter as part of their existing workload.  

 For the 65 residents who received case management support from the CASS 
team, ARFs were completed by: 

o a psychiatrist from the WA Health Department who signed the 
standard letter to verify diagnosis  

o allied health members of the CASS team (Health Department) who 
developed a supporting evidence statement which included results 
from previous administration of clinical tools including the Honos, LSP 
and Kesler 10.  
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 For the remaining 45 residents not linked to the CASS team, ARFs were 
completed by: 

o the visiting medical practitioner signing the standard letter to verify 
diagnosis  

o hostel staff who collated supporting evidence including medication 
charts, comprehensive care plans and statements from staff and 
management. 

 The CASS team dedicated a welfare officer (one of eight team members) 
to liaise directly with the NDIA project manager to monitor the flow of 
ARFs and problem solve barriers to their completion.   

 A permission form was developed and forwarded to the NDIA’s National 
Access Team (NAT) with a hard copy of the ARF form. The form enabled 
residents to authorize a key contact staff from the hostel to be 
approached by the Access team if follow up was required. The permission 
form is provided in Attachment 2.  

 Completed ARF’s were given directly to the project manager so they could 
be tracked through the access process. 

 The project manager followed up ineligible decisions on behalf of the 
hostels and the CASS team.  Note that each ineligible decision was 
overturned after reasons for ineligible decisions were addressed, for 
example the provision of more supporting documentation. 

 
Comments and Reflections 
Comments and reflections were received from members of the CASS team and from 
one of the hostel managers who participated in the streamlined access process. 
 

‘Prior to the commencement of the psychiatric hostels project the CASS team 
was testing access, however, it was very time consuming and, if submitted, 
most required more documentation and written information. Once the 
psychiatric hostels project was established the CASS team started liaising 
directly with the project manager.’ (CASS team) 
   
‘I completed the NDIS access request forms on the resident’s behalf and was 
the communication point for the National Access Team.  I sourced relevant 
documentation; this included communication authorization; GP letters and 
the residents’ care plan.’ (Hostel Manager) 

 
‘The project manager was a good support and an important contact; a go to 
person is essential as we were floundering in the early stages; it would have 
been difficult to refer to multiple NDIA staff.’ (Hostel Manager) 
 

In relation to replicating the Access strategies in other parts of Australia, the CASS 
team and hostel manager reiterated the need for a single point of contact with the 
NDIA, a streamlined and collaborative process and a dedicated employee working to 
coordinate evidence from the mainstream health agency (equivalent to the WA CASS 
team) where there are many residents wishing to access the scheme. 
. 



 

24 
 

 

6. Stage 3: Preparing for a Planning Conversation 
 
6.1 Stage 3 Objectives 

 
Objective 1: Hold individual meetings to prepare residents for NDIS planning. 
Objective 2: Prepare each resident to lead their planning meeting as much as 
possible.  
Objective 3: Support each resident to start considering their goals and aspirations 
and how they could increase choice and control in their lives. 
 
Preparing a hostel resident for their planning conversation built on previous one-on-
one meetings to introduce the NDIS. The ‘getting plan ready’ conversations 
supported residents to start exploring possibilities for a different and richer life. 
There was a dedicated focus to build self-confidence and familiarity with the more 
formal planning meeting to come.  
 
 
6.2 Stage 3 Action 

 
Prepare for Planning 

 Pre-planning (or plan readiness) meetings were held at hostels and a hostel 
staff member was invited to attend if the resident agreed. 

 A brief overview of the resident’s history and future goals were prepared for 
the resident to read at their planning conversation. 

 Anxiety and delusions were heightened for some residents during pre-
planning meetings, consequently, some people had more than one pre-
planning meeting to decrease their fears. 

 A peer support initiative led by WAAMH in partnership with COMHWA, 
DADAA and the NDIA involved utilising peer facilitators and peer workers to 
assist residents to access the NDIS and engage in the participant journey. A 
series of facilitated discussions exploring a range of NDIS topics were held in 
a function room at a local café. Topics included preparing for planning, 
making activity choices and choosing providers. 

 
Stakeholder comments were not specifically sought for Stage 3. One of the resident’s 
interviewed made the following statement that gives insight into the significance of 
preparing for a planning meeting and considering life goals. 
 

“I haven’t made a decision for six years; I haven’t walked out the front door 
of the hostel for years.” 
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7. Stage 4: Developing a Plan 
 
7.1 Stage 4 Objectives 

 
Objective 1: Create a meaningful (person-centred, responsive, flexible) planning 
experience for each resident. 
Objective 2: Support each resident to understand the planner role and key aspects of 
their NDIS plan (goals, family and community supports to help reach goals, funded 
supports to build capacity to work toward goals). 
Objective 3: Foster a capacity building focus to help residents regain independence 
and community engagement. 
Objective 4: Ensure planning decisions comply with Section 33 of the Act: assessing 
activity limitations, participant restrictions and support needs arising from the 
significant impact of the participant’s psychosocial disability. 
Objective 5: Build planner knowledge and experience when working with hostel 
residents with significant psychosocial disability. 
 
7.2 Stage 4 Actions 

 
Planning Meetings 
It was a significant step for residents to attend a planning meeting and to participate 
in developing their plan. 

 Residents at three hostels attended their planning meetings at the NDIA 
office unless they specifically wanted to meet at the hostel. The other two 
hostels were unable to transport their residents to the office, consequently 
the meeting had to be held at the hostel. 

 Four planners were dedicated to the project and were coached by the project 
manager to gain the requisite skills and knowledge for planning with people 
who have a significant psychosocial disability. 

 Planning meetings were organised by a hostel manager or staff member who 
worked closely with the resident. The participant decided who would be 
invited to the planning meeting (for example, family, Office of the Public 
Advocate, clinical team member, recovery worker, provider worker, or hostel 
worker).  

 The first psychiatric hostel planning meeting did not proceed well. The 
resident appeared uncomfortable with the paperwork and some questions in 
the conversation tool.  In addition, the resident disengaged and lost 
confidence as hostel workers tended to speak for her.  The learnings from 
this experience resulted in the following guidelines that were communicated 
to all attendees at planning meetings. 

o The planning meeting belonged to the resident and was an important 
opportunity to voice their thoughts, ideas and aspirations (not for 
other attendees to so so). 

o The planner would not overtly use the paper-based conversation tool 
as it may be intrusive; instead they would record notes with 
participant permission. 
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o The resident was told they could have a break at any time.  
o The resident was asked if it he or she wanted to have input from 

other people attending the meeting. 
o Only one hostel staff member could attend. 

 Positioning of furniture encouraged resident participation. For each meeting 
the resident was seated near the centre of the room at a table opposite the 
planner.  All other attendees sat away from the table except for one person 
nominated by the resident to sit next to them.   

 The planning meeting commenced by reading the resident’s story developed 
at the pre-planning conversations.  This introduction immediately focused 
the meeting on the resident.   

 The resident was asked if they had thought of any more goals or if they want 
to change any of the goals outlined at the pre-planning meeting. 

 Every goal raised by the resident was honoured and recorded even if 
attendees may have deemed them unrealistic. 

 Once a plan was developed, the planner and/or project manager met with 
the resident at the hostel to review the draft, give feedback and confirm the 
final version. 

 Copies of the draft plan were sent to advocates and guardians for approval as 
appropriate.  

 
 
7.3 Plan Supports 

 
A similar suite of core and capacity building supports was included in plans due to 
most residents having limited independence and minimal or no family, friends or 
community involvement.  The supports are shown in Table 3, column 2. 
 
Note that the Exploring Housing Options Package (EHOP) was not available during 
the project but would have been appropriate to include in some resident plans in 
place of Occupational Therapy assessments and Futures Planning. The interface 
between the EHOP and the suite of participant supports used in this project requires 
consideration when the project learnings are rolled out more widely. 
 
Comments and Reflections 
A total of nine Support Coordinators met as a group to appraise the effectiveness of 
the types and amounts of supports included in resident plans. Comments are 
provided in Table 3, column 2. In addition to Support Coordinator comments, a 
number of stakeholders commented that the time taken from plan approval to plan 
implementation (assisting a resident to select a Support Coordinator) took several 
months for the first residents to enter the NDIS. This gap was too long and resulted 
in some residents losing faith that their plans would become a reality.  The reason 
for the time lag was primarily due to innovative supports being established within 
resident plans and the need to obtain NDIA support to fund them (for example 
exercise physiology and funding associated with innovative Plan Management 
Agency (PMA) costs. 
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Table 3: Suite of supports included in hostel resident plans 

Description  
 

Support Coordinator Comments 

Support coordination 
Each participant plan included 60 
hours support coordination funding 
with eight hours included to assist 
the resident to establish My Gov 
accounts, email accounts and learn 
how to access the participant portal. 
 

‘The amount of support coordination hours 
included in resident plans is appropriate.’  
 
‘A recovery and person centered approach guided 
by the NDIS principles overarches all work with 
residents.’ 
 
‘Support coordinators need to take a different 
approach (to their work with other NDIS 
participants) as residents have significant mental 
health issues, lack of external supports, are living 
a routinised, hostel-based life and are often 
distrustful of new people. These circumstances 
require significant investment of time to build a 
working relationship to lead the resident on a 
journey to try new activities, make choices and 
develop life goals.’ 
 
 ‘A more intensive focus on relationship building 
is required initially as participants are a lot more 
marginalised and dependent.’  
 
‘(There is) more decision-making initially by me 
(the support coordinator), then relinquished over 
time as people build confidence.’ 

 
‘They (residents) have minimal motivation to 
leave the hostel or even to contemplate a life 
outside of the hostel.’ 
 

Transport to access daily activities  
Transport funding supported the 
primary goal for access to 
community, mainstream supports 
and to regain or sustain connection 
to informal supports.  A base level of 
transport funding was included 
except where residents had regular 
employment or education.  
 

‘Transport is critical to enable community access. 
As such, there should be greater flexibility to 
include higher levels of transport funding’ (in 
preference to the base level).’ 

Community innovation funding  
A total of $500 was included in all 
plans to support community access 
and connection given that residents 

‘Community innovation funding enables a 
resident to pay for community activities when 
they have minimal or no access to alternative 
funding.’ 
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had very limited access to their own 
funds and most did not have bank 
accounts.   

 
‘Participants have less money to spend when out 
in the community, to try new things and 
activities, buy a coffee.’  
 

Community connection 
Up to 10 hours per week funding for 
individual and/or group support to 
access community was included in 
all plans. 

‘Community connection enables all residents to 
access community activities.  For some residents 
more than 10 hours per week would have been 
beneficial.’ 
 
‘Group activities funding should be in all plans.’ 
 
‘Ten hours is not enough for participants who 
have been disconnected from their community 
for many years’. 
 

Holiday support 
Some residents set goals to 
reconnect to family and other 
informal supports located interstate 
or away from the city. 
 

‘There should be more funding to support 
individuals to go on a holiday so they can spend 
time away from the hostel.  This funding would 
support rebuilding of informal relationships.’ 

Occupational Therapy assessment 
An OT assessment was initially 
included in plans when the resident 
included a short or longer-term goal 
to live in the community and wanted 
assistance to develop life skills. The 
assessment formed a baseline of 
current life skills and indicated those 
needing development to support 
independent living. In subsequent 
planning meetings an OT assessment 
was included where residents 
wanted to assess their life skills and 
to develop strategies to regain skills.   
 

‘The OT assessments were challenging to 
arrange.’ 
 
 

Futures Planning 
Futures Planning was included when 
residents had a short or long term 
goal of moving out of their hostel.   
Specifically it supported the resident 
to undertake a comprehensive 
review of their life and to identify 
the supports they would require to 
live independently. 
 

‘Futures Planning was most relevant to residents 
who were engaged to some extent with informal, 
community and mainstream supports and ready 
to explore a full and independent life.  Futures 
Planning was not relevant to many residents in 
their initial plan as they were disengaged from 
informal, community and mainstream and 
needed to build these links first.’ 
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Some residents who did not 
currently wish to move out also 
included Futures Planning in their 
plan to more fully explore their 
future.  
 

Employment 
Around 20 percent of residents 
included an employment goal in 
their plan. Residents who wanted to 
return to work but required capacity 
building of essential employment 
skills were funded to receive support 
from a provider specialising in a 
customised employment approach. 
 
The approach focusses on 
participants who are early in their 
employment journey (not able to 
undertake a Centrelink Job Capacity 
Assessment) and works with them to 
identify and work towards getting a 
job – ranging along a broad 
continuum of volunteer, social 
enterprise and traditional 
employment options.  Part of this 
model includes identifying and 
approaching community employers 
who will support people with 
psycho-social disability transitioning 
to the workplace.   
 

There was divided opinion as to when it was 
appropriate to include an employment goal in the 
initial plan of a hostel resident. Coordinators who 
thought that employment should be included in 
more participant plans did so with the rationale 
that accessing mainstream Disability Employment 
Services (via a Centrelink job capacity 
assessment) would not be possible for many 
residents with significant and complex psycho-
social disability. Therefore, a more tailored 
employment approach could be offered through 
a NDIS plan via a specialised provider offering 
customised employment.  
 
A more in-depth view was provided by staff from 
Autonomy WA who piloted employment support 
to five residents during the project by offering the 
customised employment approach being trialled 
by NDIA in WA. Autonomy WA provided the 
following comments. 

 Residents with established community 
connections were most likely to succeed in 
customised employment. 

 The customised employment approach needs: 
o modification to explore resident well-

being, mental health, health and work 
history as part of the customised 
employment discovery phase 

o to be offered by employment 
providers skilled in working with 
residents having significant 
psychosocial impairments 

o to consider including employment 
counselling in the customised 
employment discovery phase. 

 Transport funding needs to be higher than the 
base level to support employment seeking. 

 Residents need to understand the impact of 
paid work on their disability support pension. 
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Mentor 
A mentor support item was included 
for residents who identified the 
negative impact of hearing voices on 
their opportunity to create a 
different life and wanted to better 
manage the voices.  
 

No comments provided. 

Plan Management Funding (PMA)  
PMA was included in all hostel plans 
as residents do not generally have 
their own bank accounts.  PMA 
supported residents to access and 
monitor expenditure of their 
community innovation and transport 
funding.  
 

‘Plan management funding is innovative.’ 
 
‘The plan manager provider services were 
excellent.’  

Exercise physiology 
Exercise physiology was funded 
when participants included a goal to 
improve their health and wellbeing 
and there was a strong link between 
their health and psychosocial 
disability.  

Exercise physiology was viewed as useful to 
include when residents had significant physical 
health barriers (related to their psychosocial or a 
secondary disability) that prevented community 
access. An assessment was undertaken and plan 
implemented to rebuild physical health through 
swimming and other activities. For example, a 
resident is now able to walk to their support 
coordinator’s office due to an exercise physiology 
intervention. 

Accommodation funding 
Funding for hostel accommodation 
was provided by the WA Mental 
Health Commission as part of the 
WA Government’s contribution to 
fund the NDIS and recorded on 
resident plans as in-kind funding. 
 

 

Behaviour Specialist Support 
Not funded in initial plans during the 
project but recommended for future 
inclusion for some people. 

‘Behaviour specialist support funding should be 
included in all NDIS first plans; participants live in 
an institutionalised system and they require 
specialised support to re-build their day-to-day 
living skills i.e. communication and interaction. A 
behaviour specialist assessment and 
recommendations would underpin foundational 
work with residents.’ 
 
Support coordinators asked if participants could 
be funded for psychological counselling rather 
than to use mainstream psychological services. 
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8. Stage 5: Plan Implementation 
 
8.1 Stage 5 Objectives 

 
Objective 1: Identify and build the capacity of providers who wish to specialise in 
providing support coordination to hostel residents. 
Objective 2: Assist participants to choose support coordinators and support workers. 
Objective 3: Assist support coordination providers to understand the composition of 
the hostel resident’s NDIS plan and the rational for including each support. 
Objective 4: Encourage the support coordination group to develop positive working 
relationships with hostel managers and staff. 
Objective 5: Maintain regular contact with hostels during the plan implementation 
phase. 
 
8.2 Stage 5 Actions  

 
Action 1: General Strategies 

 Resident permission was sought to share plans with key stakeholders whose 
support was critical for effective plan implementation, including hostel 
managers, the CASS team, guardians and OPA.  Permission was also sought to 
share plans with family and other key informal supports where appropriate. 

 Expressions of interest to offer support coordination to hostel residents were 
sought from providers with psychosocial expertise. Potential support 
coordination providers were invited to an information session to outline the 
psychiatric hostels project, resident needs and the nature of plan supports 
requiring implementation. 

 A folder of provider pamphlets describing support coordination services was 
made available to each participant.  Some providers were known to 
participants through pre-NDIS support offered in hostels while other 
providers offering psychosocial support were new to hostel staff and 
participants.   

o Planners read through the pamphlets with participants and supported 
them to make a choice.   

o Residents living in one of the hostels were already linked to a hostel 
staff recovery worker and were assisted to choose a support 
coordination provider using the folder pamphlets. 

o Some residents made a decision to appoint a support coordination 
provider based on feedback from their peers. 

o For a small number of residents with multiple and complex needs, the 
project manager, in consultation with planners, made a decision to 
appoint a support coordination provider on behalf of a resident.  

o For other residents, the OPA or guardian chose the support 
coordination provider.  

 A five-day maximum turn around was expected between referral to a support 
coordination provider and the support coordinator making contact with the 
participant.  
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 A handover from the planner to support coordinator was given to clarify plan 
supports, outline resident needs and issues and to provide contact details for 
key people including informal supports. 

 To broaden the provider networks for each resident, support coordinators 
were strongly encouraged to assist residents to choose their support worker 
from other service providers than their own. 

 To foster participant capacity to make choices and take control of their lives, 
around 70 percent of participants chose their support workers through an 
interview process designed and implemented with assistance from support 
coordinators.  

 To enable ongoing access to hostel premises by a range of external support 
coordinators and support workers, the different protocols for each hostel 
were identified and communicated to providers.  For example, different 
hostel protocols were identified in relation to residents and providers 
entering and exiting the hostel, residents leaving the hostel with a provider 
and the booking of meetings with a resident.   

 There was considerable consultation with hostels and providers about duty 
or care and risk issues.  It was determined that providers were responsible 
for duty of care according to their provider agency policies when providing a 
service to a resident.  Providers agreed to liaise with hostels to discuss duty 
of care.   

 NDIA service providers registered to provide Futures Planning, OT and 
Exercise Physiology were approached to gauge if they wanted to participate 
in the psychiatric hostels project.  These providers were not necessarily 
specialised in psychosocial disability, however, they needed to commit to 
understanding the unique challenges and context of working with 
participants living in psychiatric hostels.  Once identified, a referral list was 
provided to support coordinators. 

 
Action 2: Support Coordination group meetings (16 providers) 

 Prior to the implementation stage, the project manager met with support 
coordinators (individually or small group) from mental health and disability 
providers already providing services in hostels.  This was to share the 
learnings from the engagement, pre-planning and planning phases of the 
project and to develop a framework for implementation work in hostels. 

 From these meetings the support coordination providers requested ongoing 
monthly meetings facilitated by the NDIA. 

 The monthly meetings were used as a community of practice where support 
coordinators shared effective resident support strategies; hostel 
communication processes and protocols, effective mainstream community 
supports, and barriers encountered while implementing plans. The meetings 
provided opportunities to network and provide information about agency 
niche program areas which may be helpful to residents.   The program 
manager followed up queries, provided project updates, clarified NDIS 
processes and the nature of plan supports. 

 The dedicated NDIA planners attended a support coordination meeting and 
met with the support coordinators individually to discuss their services, niche 
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areas and skill of key workers.  This additional knowledge helped planners 
support future participants to select a suitable Support Coordinator. 

 The meetings promoted sector development and consolidation. 

 The ongoing attendance of the support coordination providers demonstrated 
the commitment of the provider group to the NDIS and to participants living 
in psychiatric hostels. 

 At the conclusion of the project, three support coordinators agreed to be the 
single point of contact for hostel managers, staff and providers to problem 
solve and address issues in the hostels.   

 
Comments and Reflections 
A total of nine support coordinators met as a group to provide comments. They 
unanimously expressed support for support coordinators meeting regularly to share 
experiences and ideas. The meetings were considered to be a cost effective 
investment to support residents to implement their plans. 
 

‘The collaboration and networking was brilliant – it built relationships with 
the NDIA and with other providers.’  

 
It was emphasised that the support coordinator’s recovery and person centered 
approach overarched their approach to working with all people who have 
psychosocial disability living in the community or in hostels.   
 

‘The key principles of the NDIS underpin my work; the transfer of information 
between key stakeholders is the same and ‘general’ core principles of our 
support coordination role are still maintained when working in the hostels.’ 

 
They noted, however, that hostel staff generally lacked knowledge of the recovery 
approach principles with the result that residents would be involved with workers at 
the hostel and externally who were driven by very different value systems and 
principles.  This in turn caused conflict for the participant.   
 

‘My participant became disheartened, and that impacted on our work 
together for a while.’  
 

Action 3: Plan Management (Manage It) 

 An identified gap during the implementation stage related to residents 
gaining access to their transport and community innovation funding when 
most people did not manage their own money or have bank accounts. 

 To overcome this barrier, the program manager initiated meetings with 
Manage It, the sole NDIA-registered financial intermediary provider that 
offered dedicated financial management software.  

 Manage It developed specialised web ware to enable residents to access and 
monitor their transport and community innovation funding.  

o To enable resident access to transport funding Manage It liaised with 
a taxi company and produced individual taxi cards. A resident could 
use their card when paying for taxis and the account was forwarded 
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to the plan management provider to deduct the payment from the 
resident’s funding.  The Manage It web ware captured financial 
information in real time and facilitated budget tracking to avoid over 
spending. 

o Manage It partnered with a bank to develop a ‘Wave and Go Card’ 
(visa card) to give residents access to their community innovation 
funding when paying for activities. Prior to this development Manage 
It made payments on behalf of the resident.  

o Ongoing support and training was offered to support coordinators 
and support workers so they could assist residents to use their cards 
and monitor their funds. 

o Manage It developed a self-manager web profile for each participant.  
The profile is in the person’s name and shows the funding balance 
and includes copies of invoices and taxi costs.   The resident is 
encouraged to budget their funds by on-line tracking of their funding 
balances.  With assistance from a support worker the resident builds 
capacity to manage their own funds with the long term expectation 
they will open their own accounts and control their finances 
independently. 

 
Comments and Reflections 
 

‘I think the PMA services have created a higher level of expectation of both 
community and of themselves in what is possible, and what is normal; an 
overall feeling of inclusion as residents could access the community at will 
and participate in community activities more readily’.  (S upport coordinator) 

 
Three members of the Manage It team provided comments and reflections (below). 
The team developed a ground breaking web ware system that created opportunities 
for residents to access public transport and to access community activities, 
employment and to visit friends and family through a ‘wave and go’ card.  The web 
ware can be made available for other NDIS participants. 
 

‘The project has shown how innovation can fundamentally change the way 

services are delivered to someone living in a hostel situation.  It has been a 

privilege to be involved in the project; (which has) a strong commitment to 

vulnerable people.’ 

 

‘The Manage It initiative has created more options for community access – 

including travel options. It has created a higher level of expectation of both 

community and of themselves (residents) in what is possible and what is normal; 

an overall feeling of inclusion. Residents could access the community at will and 

participate in community activities more readily.’ 

 

‘Monitoring travel cards supports participants avoiding fines.’ 
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‘They (residents) have tangible evidence of expenses (that can be tracked), that 

is, activity receipts.’ 

 
Suggestions for future (similar) projects were made by Manage It staff and are 
provided as quotes. 

 
‘A central NDIA contact person was a great help in terms of communications 

and trouble shooting. There was constant communication with the NDIA 

regarding what services were required, often reverse engineered by 

identifying the actual issues being faced by participants, coordinators, hostel 

staff etc.’ 

 
‘Much of the ground work has been laid. Initial financial support to start 

some of the more costly aspects of development, for example, creation of 

the Wave and Go Card and additional web ware upgrades to assist hostel 

specific issues (budget notifications etc).’ 

 

‘Opportunity for comprehensive training for both participants and support 

coordinators in the use of the web ware and how it could increase options 

and opportunities for resident skill development, capacity building and future 

planning.’ 

 

‘More general training for participants, planners and providers about the 

possibilities of Plan Management and how a PMA may assist.’ 

 

‘Provide more information to all stakeholders in terms of what community 

innovation funding can be used for and the evidence NDIA needs of 

expenditure.’  

 

‘Manage It would have liked to attend the support coordinator meetings.’ 

 

‘It would be useful to develop a flow chart showing where PMA sits within 

the whole resident pathway.’ 

 

‘There is general concern about how residents safely store and access their 

Wave and Go cards, their cab charge card and funds released from the public 

trust.  A safeguard is in place in that the plan manager provider monitors the 

balance of funds for transport funding (cab charge and public transport card) 

and community innovation funding (Wave and G).  Further safeguards need 

to be implemented including who holds the card and pin for the resident and 

how the use of these cards is incorporated into capacity building for the 

resident.’ 
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Action 4: Occupational therapist’s meetings 

 Using a similar process to the identification of interested support 
coordinators, the project manager contacted all NDIA-registered OT’s to 
provide information about the project and to determine if they were 
interested in undertaking assessments when residents wanted assistance to 
develop independence. Note that this process was adopted after an 
assessment was undertaken by an OT who did not have experience working 
with people who have psychosocial disability and did not understand the 
recovery focus. The assessment was irrelevant to the participant needs and 
goals and proved traumatic for the resident concerned. 

 Three OT information sessions were offered by the project manager and 
included: 

o project context and overview  
o outline of the life experiences, disenfranchisement and vulnerabilities 

experienced by people living in hostels and challenges to providing 
effective supports 

o rationale behind several sessions of OT being included in resident 
plans to assess daily living skills from a recovery perspective 

o working effectively with residents 
o the nature of assessments, format of reports and linking the 

assessment findings and recommendations to recovery and 
participant goals 

o overcoming barriers to assessments, for example, when a participant 
requires a cooking assessment but is unable to access the hostel 
kitchen area and an alternative venue needs to be arranged. 

 

 Similar to support coordinator meetings, the OT sessions resulted in: 
o sharing of knowledge 
o shared understanding of assessment considerations including effects 

of medication, environment and timing of assessments 
o descriptions of the life skill assessments made by planners in NDIS 

plans being revised to more closely relate to the needs of people with 
psychosocial disability 

o identified external locations for assessing life skills, for example, 
cooking 

o strategies for undertaking assessments in community environments 
o clarification in relation to the structure of assessment reports and the 

information that planners require to make decisions about supports 
that foster life skills 

o support from OTs to train support workers in how to develop life skills 
 

 Note the group agreed it was important for assessments to be based on: 
o ‘where the individual is today with reference to their goals and 

aspirations and how are they going to get there.’ 
o exploration about how to promote skill development within hostels 

where resident accommodation funding provided by the Mental 
Health Commission is based on the ongoing deficits of an individual. 
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The project manager reflected that ‘the commitment of OT’s to explore and 
determine how to work effectively in psychiatric hostels ultimately benefited the 
resident. The OT assessments were relevant to participants’ goals and their 
disability and this in turn supported future NDIS funding decisions.’  
 
 

8.3 Plan Supports 

 
A total of 13 hostel residents were interviewed. To gain an understanding of plan 
supports used to date, the records for each of the 13 residents were accessed. Key 
observations are as follows. 
 

 NDIS funding in resident plans ranged from around $30,000 to $55,000. This 
funding was provided in addition to the in-kind personal care and support 
funding provided by the Mental Health Commission and noted in each plan. 

 

 Plan supports included at least five of the supports listed in Table 3.  
Supports common to each plan included similar amounts of support 
coordination, support work (including holiday support work where relevant), 
transport, community innovation and financial intermediary funding. Other 
funded supports listed in Table 3 were included when relevant to resident 
goals and aspirations, for example, employment, personal futures planning, 
occupational therapy, exercise physiology and mentor support. 

 

 Resident ages ranged from 35 to 65 years, most people were 55 years and 
older. There were ten male and three female residents. 

 

 Residents took between two and nine months to begin accessing support 
after their plan was approved.  

 

 Residents had used between 40 and 50 percent of their total funded 
supports, generally related to the length of time since they first began to 
implement their plan.  

 
The NDIS experiences for ten people are shared below. Names of residents and 
support coordinators have been changed to preserve privacy. 
 

Jane’s initial goal was to ‘sit in a park with someone and listen to the birds.’  
She experienced severe anxiety and had not left the hostel for years.  After 
accessing NDIS supports, Jane is now engaged with an employment provider 
and is seeking volunteer work.  She has connected to the local community 
including her mainstream GP with support from her support worker.  She has 
shared her NDIS experience for publication in local newspapers. 
 
Kate’s primary goals were to lose weight, stop smoking and develop a good 
exercise regime.  Kate reported she ‘values NDIS support as she goes out 
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more now. It makes the time at the hostel more enjoyable as we (residents) 
have more to talk about.’    Kate stated she is making progress with her 
physical health and this impacts positively on her mental health. With help 
from her support coordinator, Kate is linking to a mainstream GP, is attending 
a holistic health course independently and going swimming with a support 
worker. 
 
Paul enjoys going to the library with his support worker.  He reported ‘I like 
learning new things and I would like to do a course one day.’  His partner lives 
in another psychiatric hostel.  Providers have worked together to support 
Paul and his partner to engage in activities together, in particular they enjoy 
going on river walks.   
 
Ross loves music and bike riding and is now having guitar lessons and has set 
up a savings plan and purchased a mountain bike.  He wants to attend a 
computer course and is doing brain-training games on the computer in the 
hostel.  Ross stated ‘I need help with getting organized; my worker helps me 
to do that.’   
 
Phil had not left the hostel in six years and it took time for him to build a 
relationship with his support coordinator and feel confident that NDIS 
funding would continue to be available. Phil’s memory is deteriorating and he 
had minimal contact with family before accessing the NDIS. Since 
implementing his plan, Phil has reengaged with family and with the activities 
he enjoys. ‘I go to the footy and spend time in Freo.’   
At interview he reported ‘I haven’t made a decision in years, I didn’t even 
choose this shirt. Going out makes a difference, there is more to talk about.’ 
Phil would like to live independently one day but stated ‘It would be a big 
jump for me.’ He concluded his interview by saying ‘It is important that I say 
how much I value and appreciate the support that I get.’ 
 
Max stated that his plan was very positive. He is going to the library and 
borrowing books, going bowling and enjoying ‘eating chips afterwards’. 
 
Ivan is going to the library and is sourcing volunteering opportunities with his 
support worker.  Once he builds more confidence he plans to attend 
community activities independently.  Ivan has started swimming and goes to 
church on Sunday.  He stated ‘I like going out with my support worker.’ 
 
Helen reported she was homeless prior to living in a hostel.  Although she 
was able to go out independently prior to accessing the NDIS, Helen is 
vulnerable in a range of situations and is learning to assess risk and to more 
effectively safeguard herself. After a number of months of not wishing to 
engage, Helen has started to meet with and trust her support coordinator.  ‘I 
enjoy spending time with Susan now.’  Helen goes swimming once a week 
and is starting to communicate with other people at the pool.  ‘I like going 
swimming with my worker.’   
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Prior to accessing the NDIS, John could walk out the front door of the hostel 
to have a cigarette but hadn’t ventured any further for years.  He is 
overwhelmed daily by his anxiety.  Initially he agreed to meet a support 
coordinator once a week for five minutes.  Their time gradually extended as 
John began to gain trust and their relationship developed.  ‘I walked across 
the road with Nora to the park. I am going to the park next week to have fish 
and chips.’   
 
NDIS funding has supported Sean to access a physiotherapist and attend 
hydrotherapy classes to improve his physical wellbeing and mobility. Sean is 
paid to deliver the daily paper to his provider; this supports his physical 
health goals and enables him to engage with staff.  NDIS funding enabled 
Sean to visit his family who live in a rural area.  His support coordinator 
arranged for a provider from the area to offer accommodation and support 
with daily living tasks and medication (as hostel staff normally provide this 
support).    
 
Jon had not left the hostel for many years due to ongoing and severe 

delusions. Jon reported that his delusions were initially so pervasive that 

‘they stopped me from having a conversation with Barbara (Support 

coordinator).’ However, as Jon started to build a relationship with his support 

coordinator, they developed an agreed process whereby Jon could control his 

delusions and not have them intrude into conversations. The support 

coordinator met with Jon for six months until he felt comfortable to meet a 

support worker.  Jon is now going to the local community café with his 

support worker and sits out the front and ‘watches the world go by… and I 

am also getting to know the other people in the café.’ 
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9. Plan Reviews 
 
Hostel residents commenced plan reviews in early 2017.  Two dedicated planners 
with understanding of the project undertake reviews.  The following process is being 
used. 

 Review meetings are held face-to-face in a similar manner to initial plan 
meetings. 

 Residents invite their support coordinator and other stakeholders of their 
choice to the review meeting. 

 Prior to the review meeting, support coordinators complete a report on 
progress made toward goals with resident input if possible.  

 Support coordinators are contacted for verbal reports if progress and the 
types of future supports needed are unclear. 

 Utilisation of supports during the first year are reviewed in light of: 
o time taken for residents to connect with a support coordinator and 

feel confident to access supports 
o the effectiveness of each support to achieve the goals and aspirations 

given in the initial plan, for example, 
 some residents have engaged with each support type, have 

become more independent and do not require as much 
contact with a support coordinator in their second plan   

 other people require similar support coordinator contact as 
goals are slowly being progressed 

 others may require additional input from a specialist support 
coordinator or mainstream counsellor before support 
coordination can enable the resident to make progress 

 some supports included in an initial plan, for example, 
Personal Futures Planning, or employment support, may not 
yet be relevant for a person’s life or goals 

o Scheme sustainability to ensure resident support packages are not 
increased unless there is a strong rationale to increase supports to 
meet goals.  Support coordination is being decreased where 
confidence and competence to access supports more independently 
have been achieved 

o other supports that may be required for some residents in addition to 
those in Table 3, for example assistance to manage complex 
behaviour, social anxiety and fear of venturing into community 
settings. The supports required to address these issues may be 
accessed through a range of options including sessions of counselling 
funded by Medicare, from Health Department mainstream 
psychological supports or through NDIS where the behaviours are 
directly related to the resident’s psychosocial or other disabilities and 
impact on meeting resident goals. 

 
A summary of resident progress is being prepared as reviews occur to supplement 
information contained in this report. 
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10. Stakeholder Comments: Overall Project Impact 
 
All stakeholders were asked to provide comment on the impact of the psychiatric 
hostels project on the lives of residents. The comments were overwhelmingly 
supportive of the impact of the NDIS. 
 

‘These (individual) contemporary supports give hope for the future of 
contemporary living arrangements.’ (WAAMH) 
 
‘The NDIS has been life changing for people living in hostels. Previously they 
had nil access to the community; didn’t leave the hostel. Now there is more 
flurry of movement; more energy in the hostels.’ (Mental Health 
Commission) 

 
‘The impact on residents has been very positive, they have never had 
anything.  It has been fantastic, no-one has been interested in them, it (the 
NDIS) is just for them. Residents feel valued, this is significant.’ (Hostel 
manager) 

 
‘Even though there were difficulties the impact has been awesomely positive. 
People never went out and were bound to the hostel for years, now they go 
out once or twice a week.’ (Helping Minds) 
 
‘(There has been a) positive impact on their mental health as there is more to 
talk about during the week. Before, the same group would sit together and 
there wouldn’t be any conversation - nobody is doing that now. People have 
more control and are more assertive.’ (Mental Health Advocacy Service) 
 
‘It is critical to not just do business as usual but to have a dedicated project 
(to bring residents into the NDIS). The process to bring people to be engaged 
(with the NDIS) and make decisions is not just a one or two hour meeting. 
Developing more peer support approaches is important.’ (COMHWA) 
 
‘The project has been positive and people are accessing the community. At 
first residents were anxious and had to develop trust. Some took a while to 
get involved.’ (Hostel manager) 

 
‘Consumers who in the early stage did not want to access the scheme, 
changed their mind after seeing their peers going out and due to positive 
feedback from their peers.’ (Hostel manager) 
 
‘Families have observed a different level of involvement and more 
opportunities for their loved one.’ (Hostel manager) 

 
A wider range of stakeholder comments can be made available on request. 
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11. Recommendations for NDIA 
 
The project report was discussed with the General Manager Participant Pathway 
Design, the Perth Hills Trial Site Manager (also chairperson of the NDIA Mental 
Health Community of Practice), the NDIA Director Mental Health, the former Project 
Manager and the Perth Hills Director Stakeholder Engagement.   
 
Ten recommendations were made for the NDIA to consider. 
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Attachment 1: Letter of psychosocial disability confirmation 
 
 
 
 
 
To Whom It May Concern 
 
I _________________, general practitioner can confirm that 
_________has an enduring mental illness and has a diagnosis of 
_______________.  The condition was originally diagnosed in _________ 
by ____________________________.  ______________ has been 
receiving bio-psychosocial mental health treatment for ______ years 
and his/her condition is likely to be permanent. 
Notwithstanding the episodic nature of this condition, substantial 
functional gains are not expected. 
 
 
Signature 
Date 
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Attachment 2: Contact permission letter 
 
 
 
 
To the NDIS Access Team: 
 
Please accept this letter as confirmation that you have 
permission to contact the community care facility manager/key staff 
member if you require any additional information for my NDIS access 
request form. 
 
Thank you and kind regards, 
 
 
 
 
Name:  
Date: 


