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GLOSSARY 
Complexity A characteristic of mental illness that can be demonstrated by the presence of comorbid 

intellectual, developmental, personality or substance use disorders; an impact on 
activities of daily living such as education and work; or experiences of social exclusion, 
abuse, neglect, homelessness, or criminal justice system involvement. 

Developmental 
Delay 

A term used to describe children (0-6 years) who experience deficits in their physical, 
cognitive or social development. 

Dual Diagnosis* A term used to describe people with co-morbidity of illness. 

Dual Disability* A term used in the field of intellectual disability to refer to the coexistence of both 
intellectual disability and mental illness. 

Intellectual 
Disability 
(Intellectual 
Developmental 
Disorder) 

The American Psychiatric Association’s The Diagnostic and Statistical Manual of Mental 
Disorders, Fifth Edition (DSM V) – defines Intellectual Disability as: 

Intellectual disability (intellectual developmental disorder) is a disorder with onset during 
the developmental period that includes both intellectual and adaptive functioning deficits 
in conceptual, social, and practical domains. The following three criteria must be met: 
 Deficits in intellectual functions, such as reasoning, problem solving, planning, 

abstract thinking, judgment, academic learning, and learning from experience, 
confirmed by both clinical assessment and individualized, standardized intelligence 
testing. 

 Deficits in adaptive functioning that result in failure to meet developmental and 
sociocultural standards for personal independence and social responsibility. Without 
ongoing support, the adaptive deficits limit functioning in one or more activities of 
daily life, such as communication, social participation, and independent living, across 
multiple environments, such as home, school, work, and community. 

 Onset of intellectual and adaptive deficits during the developmental period. 
Note: The diagnostic term intellectual disability is the equivalent term for the ICD-11 
diagnosis of intellectual developmental disorders. Although the term intellectual disability 
is used throughout this manual, both terms are used in the title to clarify relationships 
with other classification systems. Moreover, a federal statute in the United States (Public 
Law 111-256, Rosa’s Law) replaces the term mental retardation with intellectual 
disability, and research journals use the term intellectual disability. Thus, intellectual 
disability is the term in common use by medical, educational, and other professions and 
by the lay public and advocacy groups. 
Specify current severity (see Specifier Table): 

317 (F70) Mild  
318.0 (F71) Moderate     
318.1 (F72) Severe 
318.2 (F73) Profound 

The various levels of severity are defined on the basis of adaptive functioning, and not IQ 
scores, because it is adaptive functioning that determines the level of supports required. 
Moreover, IQ measures are less valid in the lower end of the IQ range.  The diagnosis of 
intellectual disability is based on both clinical assessment and standardized testing of 
intellectual and adaptive functions. 

Mental Illness The Mental Health Act 2016 defines mental illness as a condition characterised by a 
clinically significant disturbance of thought, mood, perception or memory. 

Young People The cohort under the age of 18 years of age. 

 
* It is recognised that the term 'dual disability' is used within the field of intellectual 
disability to refer to the coexistence of both Intellectual Disability (ID) and Mental Illness 
(MI).  The BAC COI Final Report uses the term ‘dual diagnosis’ to describe the population 
of young people with co-existing ID and MI. In order to maintain consistent use of 
terminology with the BAC COI Final Report, the term ‘dual diagnosis’ (DD) is used in this 
Report when referring to when a young person has both and ID and MI. 
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SUMMARY 
 
The Government response to the Barrett Adolescent Centre (BAC) Commission of Inquiry 
(COI) Recommendation Six (6) has been delivered through a number of activities 
including; a review of literature, environmental scan and mapping of services, data 
matching, consultation and reviewing of the Guidelines for Collaboration between 
Queensland Health – Mental Health Services, Disability Services Queensland and Funded 
Disability Service Providers (the Guidelines).  
 
Implementation of Rec 6 has been considered in the context of changes in delivering 
services for people with a disability due to the transitioning of systems and services to the 
National Disability Service Scheme (NDIS) currently being rolled out across Queensland 
(QLD) from 2016-2019.   
 
Data matching identified 3914 children and young people registered within the Department 
of Communities, Child Safety and Disability Services (DCCSDS) and public mental health 
services who met the definition for a DD during the five year period from 2011 to 2016. 
This activity identified high rates of Aboriginal and Torres Strait Islanders with DD, high 
rate of presentation into acute mental health settings, and low movement across Hospital 
and Health Service catchment areas.  However, consultation with key clinician and 
consumer/carers acknowledged DD issues are inconsistently recognised in clinical 
settings and the need for improved collaboration across services.  Other factors identified 
as impacting on service provision include a lack of expertise in assessing and responding 
DD, limited number of DD specialised multidisciplinary services, services delivered in silos, 
and the absence of cross sector systems governance and standards for practice. 
 
In Queensland while there is local service specific documentation to guide clinical practice, 
there were no identified formal documents to encourage inter-departmental collaborative 
practices, except for the Guidelines recommended for review by the BAC COI.   
Implemented in 2003-2004, consultation processes indicated the Guidelines were under-
utilised.  Given the context of emerging NDIS procedures and processes for service 
providers, rather than revise the existing Guidelines, the outcomes of the above 
consultation suggest alternate and new strategies and processes are necessary at this 
point to support the needs of children and young people with DD in Queensland.  This 
includes strategic and operational policies and procedures and improvements to 
governance.  Workforce development to build specialist capacity in the DD area with 
children and young people was also a key emphasis. 
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1. INTRODUCTION 
 
This report outlines the activities undertaken as part of delivering on  Recommendation Six 
(6) as committed in the Government response to Barrett Adolescent Centre (BAC) 
Commission of Inquiry (COI) Final Report. 
 
1.1. The BAC COI and the Queensland Government Response 
 
The BAC was an extended inpatient treatment facility for adolescents with severe and 
complex mental illness. The BAC closed in January 2014. 
 
On 14 September 2015, the Government established the BAC COI. The Honourable 
Margaret Wilson QC was appointed Commissioner to make a full and careful inquiry in an 
open and independent manner with respect to a number of concerns, inclusive of the 
closure decision and processes relating to transition, care and support arrangements for 
patients and their families. 
 
The BAC COI Final Report made recommendations across six areas which were all 
accepted in principle as part of the Government response released on 18 July 2016, 
(Appendix 1). 
 
In summary the Queensland Government committed to: 
 
1. Engage an independent party by 30 September 2016 to review the progress of 

implementation of the Hunter Review with regard to the delivery of state-wide services. 
This review will be completed by 31 March 2017. 

 
2. Review the service agreement arrangements for all non-government organisations 

providing health services. The review will be completed by June 2017. 
 
3. Commission the Queensland Centre for Mental Health Research (QCMHR) to identify 

existing clinical and program evaluation frameworks for extended treatment for 
adolescents and young people with severe and complex mental health issues. 

 
4. Build a new bed-based facility in south-east Queensland for young people with 

complex mental health issues and ensure patients have access to an integrated 
educational/vocational training program. The size, location and model of care provided 
in this facility will be informed by current research and consultation with health 
consumers, including families from the former Barrett Adolescent Centre. 

 
5. Engage an independent reviewer to review the alignment and transition arrangements 

between adolescent and adult mental health services. The Premier will provide the 
findings and recommendations to COAG for consideration. 

 
6. Undertake services mapping and review Guidelines for Collaboration between 

Queensland Health – Mental Health Services, Disability Services Queensland and 
Funded Disability Service Providers to improve co-ordination between services 
designed to support young people who have both an intellectual disability and mental 
illness. 
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1.2. Recommendation 6 
 
The BAC COI Final Report highlighted a number of systemic issues and challenges 
impacting the treatment and care of young people with severe and complex mental illness, 
including for those with a DD of both a MI and an ID. 
 
Evidence presented at the BAC COI highlighted issues impeding the continuity of care and 
transition processes for adolescents with a DD. The BAC COI Final Report concludes:  

 Services addressing the needs of individuals with both mental illness and 
intellectual disability are extremely limited. The levels of unmet need in the adult 
and adolescent populations are significant. 

 These cases can be beset both by unavailability of appropriate services and by a 
comparatively low level of cooperation and collaboration among government 
departments and agencies 

 It appreciates that not all individuals with DD require a cross-departmental 
response.  

 
Further, the Commission: 

 endorses the recommendations of the Process Review Report into that case which 
was undertaken by the Centre of Excellence for Clinical Innovation and Behaviour 
Support, Department of Communities, Child Safety and Disability Services, namely:  

o that the Guidelines for Collaboration between Queensland Health – Mental 
Health Services, Disability Services Queensland and Funded Disability 
Service Providers be reviewed and revised 

o that the need for joint transition planning be addressed 
o that comprehensive risk assessment and post-discharge follow up 

responsibilities of the discharging organisation be included in the joint 
transition planning. 

 recommends also:  
o that those Guidelines deal expressly with the respective responsibilities of 

Queensland Health, Children’s Health Queensland Hospital and Health 
Service and local Hospital and Health Services in collaborating with Disability 
Services Queensland and Funded Disability Service Providers 

o that a service-mapping exercise be undertaken to identify what services are 
needed 

 
For the above (Recommendation 6), the Government Response commits to: 
Undertake services mapping and review Guidelines for Collaboration between Queensland 
Health – Mental Health Services, Disability Services Queensland and Funded Disability 
Service Providers. This review will have regard to introduction of the National Disability 
Insurance Scheme and the role and function of the Department of Health, Hospital and 
Health Services, the Department of Communities, Child Safety and Disability Services/ 
National Disability Insurance Agency and Non-government organisations. The revised 
guidelines will include reference to transition and care-coordination arrangements to 
ensure continuity of care for clients. 
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2. PROJECT METHODOLOGY 
 
2.1.  Key Activities 
 
The following key activities were undertaken as part of this project: 
 

 Review of the literature about DD - its prevalence and responses 
 Environmental scan and mapping of existing services in Queensland, access and 

referral pathways 
 Data  matching to identify the DD cohort known to both Queensland Health (QH) 

and the Department of Communities, Child Safety and Disability Services 
(DCCSDS) 

 Targeted consultation with a Reference Group comprising key stakeholders to 
explore issues and opportunities for the DD cohort in Queensland 

 Review of the “Guidelines for Collaboration between Queensland Health – Mental 
Health Services, Disability Services Queensland and Funded Disability Service 
Providers” (the Guidelines). 
 

2.2.  National Disability Insurance Scheme (NDIS) 
 
The Government Response to Recommendation 6 acknowledges the services mapping 
and review of the Guidelines is to have regard to the introduction of the NDIS.  
 
The NDIS in Queensland is being phased-in geographically through a staged 
implementation. Commencing with Townsville in April 2016, full rollout is due to be 
completed by 30 June 2019. 
 
While the NDIS is a major reform to the way people with a disability receive services, the 
transition to this new system is resulting in significant change and disruption to the existing 
service delivery system across both government and non-government sectors.  
 
In Queensland the following impending changes as a result of the rollout of the NDIS will 
impact the delivery of both disability and health services to children and young people with 
a DD:   
 

 The reduction of existing services offered through DCCSDS as clients transition to 
the NDIS 

 Emergence of a range of unknown service providers to be registered with the 
National Insurance Disability Agency (NDIA) 

 Operational changes to services in readiness preparation for the NDIS. 
 
Comprehensive mapping of services in Queensland has been challenged in the context of 
the immediate and ongoing transitional and service changes resulting from the introduction 
of the NDIS.  Therefore, a key assumption underlying this project is that existing 
guidelines, pathways and processes and services delivering care for a person with a DD 
will be changing.  
 
As part of the implementation of the NDIS, a number of guidelines and documents of 
relevance to DD have been produced (see Appendix 2).  
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3. SUMMARY OF THE LITERATURE  
 
3.1 Defining Intellectual Disability and Mental Illness 
 
In Australia, diagnoses, procedures and external causes of injury reported to the National 
Hospital Morbidity Database (NHMD) are coded using the International Classification of 
Diseases (ICD) and the Australian Classification of Health Interventions (ACHI). Within the 
Queensland Department of Health, the International Statistical Classification of Diseases 
and Related Health Problems 10th Revision (ICD-10) is a system used to classify and 
code all diagnoses. This report acknowledges that use of ICD-10 is not consistently 
imposed in clinical practice. 
 
The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM V) 
describes Intellectual Disability as: 
 
“a disorder with onset during the developmental period that includes both intellectual and 
adaptive functioning deficits in conceptual, social, and practical domains. The following 
three criteria must be met: 
 

 Deficits in intellectual functions, such as reasoning, problem solving, planning, 
abstract thinking, judgment, academic learning, and learning from experience, 
confirmed by both clinical assessment and individualized, standardized intelligence 
testing. 

 Deficits in adaptive functioning that result in failure to meet developmental and 
sociocultural standards for personal independence and social responsibility. Without 
ongoing support, the adaptive deficits limit functioning in one or more activities of 
daily life, such as communication, social participation, and independent living, 
across multiple environments, such as home, school, work, and community. 

 Onset of intellectual and adaptive deficits during the developmental period. 
 
Specify current severity as: 

 317 (F70) Mild  

 318.0 (F71) Moderate 

 318.1 (F72) Severe 

 318.2 (F73) Profound 
 
The various levels of severity are defined on the basis of adaptive functioning, and not IQ 
scores, because it is adaptive functioning that determines the level of supports required. 
Moreover, IQ measures are less valid in the lower end of the IQ range.  The diagnosis of 
intellectual disability is based on both clinical assessment and standardized testing of 
intellectual and adaptive functions” (34). 
 
Often children (0-6 years of age) are considered too young to receive a diagnosis of ID 
and instead ‘developmental delay’ is used to show that the child is experiencing difficulties 
in different areas of their skill development. If a young child has a ‘developmental delay’ it 
does not necessarily mean they will be diagnosed with an ID.  
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The most common causes of ID include: 
 

 Genetic conditions such as Down Syndrome, Fragile X Syndrome, Williams 
syndrome and Prader Willi Syndrome 

 Problems during pregnancy such as infections or exposure to alcohol, drugs or 
other toxins 

 Problems at birth 

 Environmental factors such as exposure to poisons, lead or mercury 

 Consequences of neglect, such as malnourishment or inadequate medical care 

 Difficulties from health problems such as meningitis, measles or whooping cough 
(25). 

 
The Mental Health Act 2016 defines ‘mental illness’ as a condition characterised by a 
clinically significant disturbance of thought, mood, perception or memory. 
 
In recognition of the importance in identification and treatment of children and young 
people with DD, the Royal Australasian College of Physicians has acknowledged the role 
of paediatricians in the provision of mental health services for children and young people, 
including those with ID (33). 
 
3.2  Prevalence 
 
The literature identifies variation in rates of prevalence for children and young people with 
DD.  
 
Children and young people with ID can have more difficulties learning new things, 
understanding concepts, solving problems, concentrating and remembering. These 
problems vary and depend on factors such as the presence of other disabilities. 

 
The DD population is vulnerable to many prejudicial adversities such as abuse and social 
disadvantages. Poorer social and economic determinants will increase the risk for those 
with borderline ID to develop MI (Emerson et. al. 2010).  These factors can compound 
their presentation at services and reduce their capacity for coping, learning new skills and 
hence recovery.  It is likely that this group will have complex presentations and the need 
for a skilled and responsive workforce is essential to deliver evidence informed practice. 
 
A review of international literature suggests the prevalence rate for psychiatric disorders in 
children and adolescents with an ID can range widely from 10 to 60%, (Koskentausta et. 
al. 2002).  In another study, between 30-50% of children and adolescents with ID were 
identified as having a MI, with more severe ID being associated with a higher rate of MI 
(Einfeld et. al. 2011).   
 
Children with borderline intellectual functioning account for a greater proportion of child 
and adolescent psychiatric morbidity (Emerson et. al. 2010). More than 33% of young 
people admitted into a psychiatric inpatient hospital in the UK had both a MI and ID 
(Chaplin 2015).   

 
In Australia, the prevalence rate of DD of MI and ID is not uniformly recorded and rates 
reported in studies are variable. 
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Approximately one in seven children and young people experienced a mental disorder in 
2014-2015 (Johnson et.al 2016). 
 
Of all children under 15 years of ages with a disability, 3.8% had an ID, 2.5% had a 
psychiatric disability and 0.5% had an acquired brain injury (AIHW 2012).   
 
Eight per cent of young people aged 15 to 24 in Australia are estimated to have a 
disability.  The most common disability groups reported are those with an ID (42%) and 
psychological (30%) (AIHW 2015).  Another study further showed that 1.3% of those with 
an ID had a psychotic disorder, 8% of these had a depressive disorder and 14% had an 
anxiety disorder (White et. al. 2005). 
 
Autism Spectrum Disorder (ASD) is a developmental disorder which is recognised to have 
a high rate of comorbidity with psychiatric illnesses, such as Anxiety, Psychosis, Tourette 
Syndrome and Bipolar Affective Disorder (Manion et. al. 2014), (Lennings, 2003).  Data 
captured as part of the NDIS implementation reported 29% of registered children aged 0 to 
14 years had ASD as their primary diagnosis (AIHW 2015).  
 
The comorbidity prevalence of psychosis and risk of cognitive impairment is higher for 
Aboriginal young people (Haysom et. al. 2014).  Aboriginal young people in the criminal 
justice system also have higher rates of ID (Haysom et. al. 2014). 

 
More than 60% of people with ID in Australia experience severe or profound limitation in 
core daily living activities (AIHW 2012). 

 
In 2016, the DCCSDS identified 9490 children in Queensland under the age of 18 as 
having an ID.  
 
3.3  Access and availability of services  
 
The literature notes that challenges accessing services can arise due to limited 
understanding and recognition of DD issues by parents, carer and service providers. A 
German study found that parents and carers who were receiving paediatric services had 
difficulties understanding the mental health problems of their children (Soltau et. al. 2015).  

 
Despite complexities and levels of risks for the DD population, only a small minority are 
able to access or receive appropriate treatment. A Dutch study found that less than one-
third of children with DD had access to mental health treatment and another study reported 
a lack of specialised mental health services for young people with ID (Soltau et. al. 2015). 
 
Within Australia, Evans and colleagues noted a number of limitations consistent with 
international studies, including; family members not recognising signs of MI to make 
referrals; complexities in clinical assessment and diagnosis; segregation of assessment, 
treatment and management between services; and a lack of standardised competency and 
expertise within mainstream inpatient and community mental health settings  (Evans et. al. 
2012). 
 
The existence of a formal diagnosis can often be an avenue for accessing services of 
support, treatment and therapies for people with a DD. Lack of diagnosis or ambiguity of 
diagnosis can add to uncertainties and delay timely treatment and effective management 
for the child and their family. 
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3.4 Resources and other projects  
 
The Department of Developmental Disability Neuropsychiatry (3DN), University of New 
South Wales (NSW), offers research, training and development of resources to enhance 
evidence, knowledge and capacity for working with people with intellectual disability and 
mental illness.  Research projects include: 
 

 National Health & Medical Research Council Partnerships for Better Health Project, 
Improving Mental Health Outcomes for People with an Intellectual Disability 

 
3DN has also developed resources for the workforce to guide clinical practice, enhance 
standards of service delivery and promote cross sector collaborations including:  
 

 Intellectual Disability Mental Health e-Learning 

 Accessible Mental Health Services for People with an Intellectual Disability: A Guide 
for Providers. 

 Intellectual Disability Mental Health Core Competency Framework: A Manual for 
Mental Health Professionals 

 
In Queensland, the University of Queensland (UQ) and the Queensland Centre for 
Intellectual and Developmental Disability (QCIDD) have developed a number of online 
training courses and programs to promote and improve the health and healthcare of 
people with ID. ABLE301X – Able-Mind is a health course for professionals to inform of the 
complexities of diagnosis mental health issues in people with intellectual disabilities and 
the types of disorders, assessments, screenings, and treatments used. 
 
In Victoria, the Government has recently funded a project for the development of a mental 
health service for young people age 12-25 with a DD of ID and MI. This service is currently 
being designed in consultation with people with lived experiences. 
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4. QUEENSLAND SERVICE SYSTEM 
 
Currently in Queensland, policy responsibility for disability services falls under the 
DCCSDS. Funded programs and services under DCCSDS are guided by the Disability 
Services Act 2006 (Queensland) (See Appendix 3). 
 
For infants, children and young people up to the age of 18 years who have complex 
mental health needs, the key service responses are through Child and Youth Mental 
Health Services (CYMHS), Queensland Health (QH). Mental health policy falls under the 
remit of the Department of Health with services provided through Hospital and Health 
Services (HHS) established under the Hospital and Health Boards Act 2011. The Mental 
Health Act 2016 also governs the treatment and care of people with mental health 
conditions in the health system. QH also funds a number of programs and services 
delivered through non-government organisations. 
 
In addition to DCCSDS and QH, children and young people with disabilities and mental 
illness interface with the Department of Education and Training (DET) and Justice and 
Attorney-General (DJAG).  Each of the Departments adhere to national, state and local 
level governing legislation, policies and procedures including the Youth Justice Act 1992 
(Queensland), and the Supporting Students' Mental Health and Wellbeing Version 2.5 
(DET policy). 
 
Additionally, a child or young person in the public school system with an identified MI or ID 
can be offered an Education Adjustment Program and/or a Supporting Student Mental 
Health and Wellbeing Plan with attached resourcing and planning for appropriate 
educational responses for the child or young person.  
 
While there are separate services for children and young people with ID and MI, there are 
no specialist, integrated DD services in Queensland.  The QCIDD and the Specialist 
Disability Services Assessment & Outreach Team (SDSAOT) are funded to provide 
specialist assessment and intervention for adults (17 years and over) with a DD cohort. It 
is understood that these services at times, will see young people.  
 
Private sector services available for children and young people with DD are predominantly 
offered by medical and allied health professionals in private practices, concentrated in 
South East QLD.  Children and young people can be offered assessments and 
interventions such as paediatric, neurological, psychometric and communication 
assessments. Interventions include medical, behaviour and functional management and 
learning support.   
 
There are some private practising specialist clinics offering assessments and intervention 
with a focus on children and young people with DD.  The UQ Psychology Clinic, UQ and 
the Queensland University of Technology (QUT) Health Clinics – Psychology & 
Counselling offer assessments and interventions for children, young people and families.   
A fee is required and is often not covered under Medicare.   
 
Some private practice clinics have variable fees based on professional expertise and can 
also set fees based on a sliding scale of affordability of the family. While there may be 
some medical investigations which can be covered by Medicare Items, not all consultation 
and intervention expenses are covered. These costs are therefore the responsibility of the 
family.     
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As with the public sector, there is a gap in expertise and limited service providers in the 
private sector to offer DD specific services for children and young people. 
 
4.1 Referral Pathways 
 
Children and young people with a DD may require extensive assessments and 
interventions from multiple services and at various times during their growth and 
development.   
 
Due to the complexities of needs experienced by children and young people with DD, 
specialist comprehensive assessment and intervention is often required.  This process 
requires coordination as it will often require recognition of the issues and concerns, 
pursuing of referrals, assessments, treatment and reviews.  
 
Comprehensive assessments can require the input of a number of health professionals.   It 
is likely that families will need to explore available options, pursue a number of referral 
pathways to access different professional assessments and then initiate access for 
interventions for their children at various locations. Some of this process may have to be 
repeated at different developmental stages or changes to functioning of the child.   
 
In Queensland, the referral pathways to access assessment and intervention for a person 
is determined, enhanced and possibly hindered by many factors, including: 
 

 Age of the child  
 

 Parental capacity to advocate and support a child to gain access to services, as 
well as their ability to manage the child’s challenging difficulties in the home  
 

 Identification of concerns in the child 
 

 Availability of affordable Services, particularly those which are integrated and 
deliver a continuum of care from assessment to intervention 
 

 Workforce capacity with specialist knowledge, skills to assess and treat children 
and young people with DD less than 18 years of age. 

 
A typical referral pathway commences with requiring an assessment as an initial step in 
order for interventions to be planned.  This usually occurs when recognition of difficulties 
experienced by the child are noted by parents, carers and service providers.  This initiates 
processes for medical exploration, diagnostic clarification and onward referrals to 
specialists. General Practitioners, child health services and paediatricians are often 
involved in this process of assessments and confirmation of diagnosis of ID or Global 
Development Delay.  
 
Obtaining a formal mental health assessment for a person under 18 years in Queensland 
usually requires a referral into a specialist CYMHS or a private psychiatric or allied health 
practice.   Referrals can be initiated by another agency or by the family. This process can 
differ across HHS and is not consistent in Queensland. 
 
In situations when a formal diagnosis of ID or MI has not occurred in early childhood, this 
may be identified within the education system by teachers, guidance officers, school based 
youth health nurses, where a referral to a specialist for assessments will take place.  
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Students in the education system can be provided with formal IQ assessments by a 
guidance officer to identify learning needs and inform educational support. While an 
assessment by a guidance officer is not performed for the purposes of ID diagnostic 
clarification, these assessments can add to other health and functional assessments to 
inform or clarify diagnosis of ID and MI. 
 
Assessment of DD requires expertise from a multi-disciplinary group of professionals to 
establish ID and MI; this is also the case with interventions.  In Queensland coordinated 
services with multi-disciplinary expertise are limited and more likely to exist in the public 
health sector. 
 
After recognition of a DD, identification of needs and an intervention plan is usually 
formulated; ideally this should be a collaborative process with a multidisciplinary team, or a 
group of specialist service providers and the family.  Interventions are focussed on the 
needs of the child and can include; medical interventions, speech and language pathology, 
learning support, behavioural interventions or family therapy. 
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5. DATA MATCHING 
 
There is a paucity of available data reporting the rate of DD for the 0–18 year age group in 
Queensland. This can be partly understood by the different data collection systems and 
the separate system of governance.   While it is acknowledged that various organisations 
may have this data, the information is not centrally reported, impeding formulation of a 
profile of this cohort in Queensland.    
 
In the absence of a uniform database to identify DD of children and young people in 
Queensland, a data matching exercise was undertaken as part of this project. This 
exercise is an attempt to establish a population based data set for the Queensland to 
identify children and adolescents currently known to the mental health (QH) and disability 
(DCCSDS) system.  
 
Children and young people identified in both QH and DCCSDS systems with ID and MI will 
meet the definition of DD.        
 
Consumer information linkage of DCCSDS and QH databases was supported under the 
following regulations: 
 

 Hospital and Health Boards Act 2011, s.150(b)  
 Hospital and Health Boards Regulation 2012, s.35(2) 

 
The following databases were used for data matching: 
 

 The 2015-16 Disability Services National Minimum Data Set (DS NMDS)  
 The Consumer Integrated Mental Health Application (CIMHA) 

 
A selected cohort of children and young people with a primary or secondary diagnosis of 
ID, developmental delay, specific developmental disorders of scholastic skills, and 
pervasive developmental disorders including autism and Asperger’s Disorder, were 
identified in the DS NMDS system. This cohort were children and young people aged 
between 0-18 years  registered by DCCSDS on the DS NMDS system during the period of 
January 2011 to November 2016. This cohort from DCCSDS was then cross-referenced 
with the CIMHA database to find a “matched” group of children and youth people known to 
both DCCSDS and QH.  
 
In addition, the same group of diagnoses was used to identify any additional consumers in 
CIMHA. This process provided another group of consumers known to QH but not 
registered with DCCSDS. 
 
A total of 9490 children with ID were identified through the DS NMDS.  
 
There were 1064 ‘matched’ DD children known to both mental QH and DCCSDS.  
 
An additional 3914 children were further identified in CIMHA who were not registered 
through DCCSDS for the five year period 2011 to 2016. 
 
In summary, the ‘matched’ cohort further highlighted the following: 
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 Approximately 36% were not identified as ID on CIMHA with potential implications 
for intervention management, despite evidence of complex needs and necessity for 
service integrated practice for the DD population. 
 

 69% were male. 
 

 Over 15% identified as Aboriginal and Torres Strait Islander. 
 

 21% had least one episode of an acute inpatient mental health admission – this 
raises concerns and requires exploration and evaluation.   
 

 84% had remained in the same HHS District over the 5 year period, implying that 
this tends to be a stationary, rather than transient group of people. This information 
is of importance when considering service resource planning and development. 

 
Based on population data, there were significant gaps in the predicted number of children 
‘matched’ with DD, particularly in HHSs that cover regional and remote areas of 
Queensland. 
 
While this result only captures the DD cohort known within QH and DCCSDS, it is an 
important first step in developing a profile and understanding of prevalence in Queensland. 
It is likely that the prevalence rate is higher when accounting for the group of children and 
young people not captured in the data due to reasons such as; lack of identification of DD, 
inconsistent record keeping, those who may be known in the private sector or not 
accessing any services. 
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6. REVIEW OF THE GUIDELINES 
 
The Guidelines provide a framework for the provision of services to people with an ID and 
MI and were formally introduced throughout Queensland in 2003-2004, although it is 
understood they were in use informally prior to this time, (see Appendix 3). Their use is 
mandatory for services provided by DCCSDS and other service providers are encouraged 
to use them when supporting people with a DD to: 
 

 Improve the stability and continuity of support arrangements 
 Increase access to individualised, timely, planned and coordinated services and 

supports 
 

 Increase specialist skills in supporting people with a dual diagnosis 
 

 Reduce the need for crisis driven responses. 
 
The Guidelines identify where collaboration across key points in service provision is 
required. The Guidelines suggest a nominated Service Liaison Officer for coordination 
purposes and for a Committee to oversee implementation and governance processes.  
 
They also describe guiding principles and actions for collaborative practice through: 
 

 Enhancing communication 
 

 Assessment 
 

 Referrals 
 

 Crisis management and  
 

 Joint planning.  
 
Targeted consultation about the Guidelines and their utility was undertaken with key 
stakeholders including service providers and clinicians from QH, DCCSDS, DET, the 
Primary Health Network and people with lived experience. 
 
This consultation identified that in many cases, the Guidelines were not utilised and also 
unknown.  Stakeholders identified the following about the Guidelines: 
 

 Not utilised 
 

 Unknown to some service providers 
 

 Not comprehensive enough to address local needs in collaborative processes 
 

 Lack of process for identifying a lead organisation to ensure implementation 
 

 Lack of evaluation in the use of the Guidelines to ensure the framework is 
comprehensive and effective for use 
 

 Do not identify a cohort age 
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 They are based on assumptions that assessment and confirmation of DD is 

recognised practice for services and that the skills and capacities of the existing 
workforce is available. In practice there is limited service capacity to diagnose and 
respond to DD 
 

 They do not recognise systemic challenges which contribute to the lack of 
collaborative efforts and may continue to hinder attempts at collaboration.   

 
Stakeholders acknowledged that in some HHS, local service processes of agreements and 
memorandum of understanding were alternatively implemented for inter-agency 
collaboration. However, these existing processes were not specific for the DD cohort.   
 
Rather than revise the existing Guidelines, outcomes of the above consultation suggest 
that alternate new strategies and processes are necessary at this point to support the 
needs of children and young people with DD in Queensland. This includes strategic and 
operational policies and procedures and improvements to governance. Workforce 
development to build specialist capacity in the DD area with children and young people 
was also a key emphasis.  
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7. CONSULTATION 
 
Preliminary consultation to support scoping of this project was undertaken with DCCSDS, 
QCIDD, SDSAOT and the NDIA. 
 
Feedback from the preliminary targeted consultation processes indicated: 
 

 Funded services for children with ID and MI under the NDIS are expected to 
increase. However the NDIS will not be funding assessments as these are seen as 
the responsibility of the treatment system. 
 

 The Queensland prevalence rate of DD for those less than 18 years of age is 
unknown. 
 

 Existing specialist and ID services have limited resources and are focussed on 
delivering services to the older age group from 17 years of age onwards. 
 

 A number of existing specialist and ID services do not currently utilise the 
Guidelines as they are out dated and do not encompass the scope of competencies 
necessary to address the complexities when working with DD. 
 

 The workforce within the CYMHS is highly skilled, however is less trained in 
working with DD. 

 
Targeted consultations with service providers in other States was also undertaken to 
identify processes and resources for DD in other jurisdictions. This identified that: 
 

 Interstate jurisdictions have developed processes and resources to address 
inconsistencies and limitations in the service system  
 

 In NSW and Victoria, there are existing policies and frameworks outlining 
governance for working with people with DD.  NSW Health has a policy directive 
and MOU Guidelines for servicing DD, “Provision of Services to People with an 
Intellectual Disability & Mental Illness – MOU & Guidelines”. Victoria has a defined 
framework, “Service provision framework: Multiple and Complex Needs Initiative 
(MACNI) - December 2016”. 

 
In addition, a workshop was held with a Reference Group to provide a forum for 
consultation and progress review of the Guidelines. A summary of identified gaps and 
opportunities from the workshop is attached in Appendix 4. 
 
The Reference Group identified concerns in anticipation of the transition to the NDIS and 
identified that changes to disability services within DCCSDS may further add anxiety for 
consumers and stakeholders during the period of transition. 
 
The Reference Group also confirmed that although there are recent developments with ID 
educational resources, there remains an absence of governance and standardised 
practice across the service continuum from recognition of needs, diagnosis, service 
delivery and record keeping.  While local transition guidelines and processes may be 
available in some HHS, these are not consistently implemented or adhered to by those 
involved in the care of a child or young person with DD. 
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The limited, inconsistent and segregated nature of service provision for children with DD 
both within QH and also between QH and other services in metropolitan and rural areas 
was also highlighted.  The Reference Group suggested these challenges may be due to 
limited resources and a workforce not recognising or responding to the complexities of 
needs for the DD cohort.  
 
In addition, the consultation process acknowledged the available services are not well 
integrated and often operate in silos. This is of particular concern to people with lived 
experience of DD or having a family member with DD. Representatives on the Reference 
Group identified experiencing challenges with accessing services and having to go through 
multiple intake processes. They also identified a lack of early assessment along with 
availability of safe accommodation, and availability of support for family members. 
Additionally, stigma and practical issues such as transport and car-parking costs 
associated with getting to multiple appointments are others stress experienced by families. 
 
The group identified the need for reform and development in the following areas to 
enhance collaborative service delivery responses for children and young people with DD:  

 Service systems governance 
 

 Enhance Workforce capacity 
 

 Promote awareness of DD to reduce stigma 
 

 Integration of services 
 

 A DD specialist hub 
 

 Enhancement of processes, communication, access, evidence 
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8. NEXT STEPS 
 
A number of issues and complexities have been highlighted as a result of undertaking the 
activities in delivering the Government response to the BAC COI Recommendation 6. 
 
Review of the literature suggests there are inconsistent data systems to identify children 
and young people with a DD in Queensland and confirms this group experience access 
difficulties due to the complexity of presentation and limitations of recognition of DD. 
 
Data matching shows significant gaps in the identification of the DD cohort of children and 
young people and inconsistencies in record keeping. There is an over-representation of 
Indigenous young people with DD and there is a high percentage (21%) of young people 
with DD requiring acute mental health admissions. 
 
Access to assessments to confirm a diagnosis of ID and MI can be difficult and often 
requires multiple assessments offered across different services and locations. This 
process is complicated for families unfamiliar with multiple intake processes and 
navigating the disability and health system.   
 
Access to appropriate specialist services for children and young people with a DD is 
limited. While there are discrete disability services and CYMHS, there is no specialist 
service in Queensland providing an integrated, comprehensive assessment, diagnosis and 
management plan, which includes review and treatment for children and young people 
with a DD.  
 
Given a child and young person with a DD interfaces across health, disability and 
education providers and services, it is necessary for those involved in the care and 
treatment to have clearly defined roles and operate in a collaborative manner, recognising 
the specific contributions and scope of practice of each other. A workforce with specialist 
knowledge and skills in working with children and young people with a DD is necessary.  
 
Review of the Guidelines suggests their utility is less than optimal. However, until there is 
further clarity about the service system when the full rollout of the NDIS is completed, 
development of new Guidelines at this time is not proposed. 
 
It is proposed that further work be undertaken to address the issues and complexities 
associated with children and young people with DD. This includes: 
 

 Strengthening the policy framework 

 Developing practice standards and guidelines 

 Building the capacity, skills and knowledge of the workforce, inclusive of NDIS 
readiness training 

 Enhancing opportunities for innovation eg. programs and resource developments 

 Developing an evidence base through research. 
 
It is also proposed further work is necessary to identify opportunities to develop an 
integrated and specialist assessment and treatment services for children and young 
people with a DD.  A summary of Recommendation 6 activities and proposals are outlined 
in Figure 1.  
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Figure 1. Recommendation 6 Project and Options for Next Steps 
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10. APPENDICES 
Appendix 1: Queensland Government response 
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Government Response – Barrett Adolescent Centre Commission of Inquiry 
Report   

Foreword 

In coming into office, our Government committed to working closely with all Queenslanders 
to create jobs and a diverse economy, deliver frontline services, protect the environment and 
most importantly to build safe, caring and connected communities. Underpinning these 
directions is a commitment to integrity, accountability and consultation.  

Part of this commitment is a willingness to examine the decisions and processes of 
government that have a significant impact on Queenslanders. This is about being open and 
honest with the Queensland community and being willing to learn lessons from the past to 
improve future services. For this reason the Government committed to an inquiry into the 
closure of the Barrett Adolescent Centre: a decision which had a significant impact on young 
people living with complex mental health conditions and their families. 

The Government would like to thank the former patients of the Barrett Adolescent Centre 
and their families for being willing to share their personal stories with the Commission of 
Inquiry. These can be difficult and confronting conversations to have, without which an 
effective review would not have been possible. We want to assure the Barrett community 
that the Government has heard their concerns and will learn the lessons of the past. 

It is also important to recognise the impact that the closure and subsequent Inquiry had on 
current and former staff of Health and Hospital Services and the Department of Health. Our 
staff come to work each day to do their best for Queenslanders and it is important that we 
recognise their efforts and treat them with dignity and respect. 

The Government would also like to acknowledge the dedication and the thorough manner in 
which the Commissioner, the Honourable Margaret Wilson QC, and her staff conducted this 
Inquiry. This Inquiry was a challenging task which required a high level of sensitivity and 
compassion and we thank the Commissioner for the way in which she presided over the 
Inquiry and for her report. 

Finally this report, its findings and recommendations may cause distress for some people due 
to their personal circumstances and history. It is important that we support each other 
through what for some people may be a difficult journey. If you need help or support contact 
Lifeline: 13 11 14, Beyondblue: 1300 22 4636, Kids Helpline: 1800 55 1800 (24/7 crisis 
support), or headspace: 1800 650 890. Alternatively please contact 13HEALTH for 
information and advice. 

 

 

Annastacia Palaszczuk MP      Cameron Dick MP 
Premier and Minister for the Arts  Minister for Health and Minister for 

Ambulance Services 
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Government Response – Barrett Adolescent Centre Commission of Inquiry 
Report   

Background 

On 6 August 2013, the then Minister for Health announced that the Barrett Adolescent 
Centre was to close. 

The Barrett Adolescent Centre was Queensland’s only long‐term residential mental health 
facility for adolescents at risk of suicide. Following the closure of the centre in January 2014, 
three former patients died by suspected suicide, which led to widespread community 
concern about the processes and supports offered to patients around the closure. While it is 
the Coroner’s role to investigate these deaths in detail, these deaths and resulting 
community concern led the current Government to make an election commitment to 
establish the Barrett Adolescent Centre Commission of Inquiry (BACCOI). 

On 14 September 2015 the Barrett Adolescent Centre Commission of Inquiry (BACCOI) was 
established. Under the provisions of the Commissions of Inquiry Act 1950 the Governor in 
Council appointed the Honourable Margaret Wilson QC (the Commissioner) to make a full 
and careful inquiry in an open and independent manner with respect to: 

(a) the decision to close the Barrett Adolescent Centre (BAC) announced on 6 August 
2013 by the then Minister for Health, including with respect to the cessation of the 
on‐site integrated education program (the closure decision); 

(b) the bases for the closure decision; 
(c) without limiting paragraphs (a) and (b) above—the information, material, advice, 

processes, considerations and recommendations that related to or informed the 
closure decision and the decision‐making process related to the closure decision; 

(d) for BAC patients transitioned to alternative care arrangements in association with the 
closure or anticipated closure, whether before or after the closure announcement 
(transition clients):  
i. how care, support, service quality and safety risks were identified, assessed, 
planned for, managed and implemented before and after the closure (transition 
arrangements); and 

ii. the adequacy of the transition arrangements; 
(e) the adequacy of the care, support and services that were provided to transition 

clients and their families; 
(f) the adequacy of support to BAC staff in relation to the closure and transitioning 

arrangements for transition clients; 
(g) any alternative for the replacement of BAC that was considered, the bases for the 

alternative not having been adopted, and any other alternatives that ought to have 
been considered; 

(h) without limiting paragraphs (d)‐(g) above—the information, material, advice, 
processes, considerations and recommendations that related to or informed the 
transition arrangements and other matters referred to in paragraphs (d)‐(g) above; 

(i) whether any contraventions of the Mental Health Act 2000 or other Acts, regulations 
or directives have occurred with regard to patient safety and confidentiality. 
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The Commissioner provided the Barrett Adolescent Centre Commission of Inquiry Report (the 
Report) to the Premier on 24 June 2016. 

 

What has already changed 

The Queensland Government recognised that change was needed in how health services 

were being delivered whilst being mindful that the BACCOI was likely to make specific 

recommendations regarding mental health services and in particular mental health services 

for adolescents.  

Changes made to date include: 

 •  A new senior leadership team in the Department of Health 

• New board appointments across many Hospital and Health Services 

•  An independent review regarding the Department of Health’s structure, governance 

arrangements and organisational capability has been conducted (The Hunter Review). The 

Hunter review identified 19 recommendations of which all have been or are being 

implemented.  In response to these recommendations the Department of Health has: 

• Developed Advancing health 2026 a vision and purpose for Queensland’s health 

system which clearly articulates the importance of a systems leadership approach to 

achieving improved health outcomes for patients and health care consumers. 

(Recommendation 1) 

• Established a ‘Charter of Responsibility’ agreed between the Department of health 

and Hospital and Health Services setting out agreed roles and responsibilities for each 

(Recommendation 2) 

• Implemented new governance arrangements for both Queensland’s health system 

and the Department of Health with a System Leadership Executive taking overarching 

responsibility for the health system (Recommendation 11) 

• Established a system wide risk management framework including escalation 

procedures, responsibilities and mitigation approaches (Recommendation 12) 

• Completed a review of the current performance management framework 

(Recommendation 13) 

• Progressed a commitment to re‐establish a Patient Safety and Quality Improvement 

Services with 20 new positions 

The Government through the Department of Health has already been working to ensure 

young people with severe and complex mental illness are supported with appropriate clinical 

care and treatment.   
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This has included working with the Children’s Health Queensland Hospital and Health Service 

to expand the Adolescent Mental Health Extended Treatment Initiative (AHMETI) to deliver 

adolescent extended treatment (AET) services across the State, so that, when appropriate, 

young people have the opportunity to stay close to home and remain vitally supported by 

their friends and family.  

The additional AET services established to date include: 

• nine Assertive Mobile Youth Outreach Services across Queensland locations; 

• a new community based day program in North Brisbane; 

• four youth residential rehabilitation services (in Townsville, Greenslopes, and Cairns); 

and  

• availability of sub‐acute mental health services for young people at the Lady Cilento 

Children’s Hospital on demand.    

Further AET services currently being established include an additional youth residential 

rehabilitation service for the north side of Brisbane by December 2016, and a Youth 

Prevention and Recovery Care  (based on the Step Up Step Down Unit model of service), for 

Cairns to be operational by November 2017. 

However, it is recognised there is a small group of young people with very severe and 

complex mental illness who may require care not able to be offered in the community and 

may require specialist bed‐based care for extended treatment and rehabilitation.  

The Report 

Given the sensitive and confidential nature of much of the evidence heard by the Barrett 

Adolescent Centre Commission of Inquiry, the report was presented in two volumes. The 

first concerns matters relating to the decision to close the Barrett Adolescent Centre, and 

systemic issues affecting patients. The second relates to individual patients and their 

transition arrangements and is therefore highly confidential.  

The Commissioner recommended that access to the second volume be strictly limited and 

controlled. Government agrees that access to the second volume should be restricted for 

those reasons.  

Furthermore, consideration of the Commissioner’s advice to Government to reduce the risk 

of unintended consequences from the release of the report has taken place. As such, the 

Government, in publicly releasing the first volume of the report, has redacted any personal 

information that could identify patients or their families, after careful consideration by 

Government of the need to protect patient confidentiality. The redacted report and 
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Government response can be found at: 

http://www.thepremier.qld.gov.au/newsroom/barrett‐adolescent‐centre‐report.aspx.  

Summary of Recommendations and Findings, Conclusions and Comments 

The Government accepts in principle the six recommendations of the Commission of Inquiry. 

In summary the recommendations are to: 

• Review legislation that establishes the devolved Hospital and Health Service model in 

Queensland Health; 

• Improve Service Agreements Queensland Health uses to contract services provided by 

Non‐Government Organisations; 

• Improve the availability and use of evaluations to inform clinical interventions in 

mental health; 

• Consider a new building in south‐east Queensland offering a range of mental health 

services for young people, including bed‐based services; 

• Improve transitions for adolescents moving into adult services; and 

• Improve co‐ordination between services designed to support young people who have 

both an intellectual disability and mental illness. 

In addition to the recommendations, the Commission made a number of findings, 

conclusions and comments. The Commission identifies that overall, the individual patient 

transition arrangements on the closure of the Barrett were adequate. However, the 

Commission made criticisms of governance and decision‐making processes associated with 

closing Barrett and cessation of and redirection of funding from the Redlands project. 

Queensland Government Response  

This table provides a response to the specific recommendations detailed in the Barrett 

Adolescent Centre Commission of Inquiry Report. 

No  Recommendation  Response 

1  Review legislation that establishes the devolved 

Hospital and Health Service model in 

Queensland Health  

The Commission recommends that: 

a. a review of the devolution of 
responsibilities to Hospital and Health 
Services under the Hospital and Health 
Boards Act 2011 (Qld) be undertaken by a 

Accepted 

The Queensland Government will 

engage an independent party by 30 

September 2016 to review the 

progress of implementation of the 

Hunter Review with regard to the 

delivery of statewide services.  
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party independent of Queensland Health, 
the HHSs and the Queensland Mental 
Health Commission; 

b. the review be commenced by 30 
September 2016; and 

c. the review be completed within six 
months of its commencement.	

This will include a focus on the 

functions and role of the Department 

of Health as a system manager and the 

role of Hospital and Health Services as 

statutory bodies with responsibility for 

delivering statewide services across 

local communities through service 

agreements entered into with the 

Department.  

This review will be completed by 31 

March 2017.	

2  Improve Service Agreements Queensland Health 

uses to contract services provided by Non‐

Government Organisations	

The Commission recommends that service 

agreements be carefully drawn to ensure they 

deal explicitly and sufficiently with matters such 

as: 

a. minimum standards/or staff employed to 
work in a particular facility; 

b. which entity may prescribe and monitor 
compliance with those standards; 

c. which entity may prescribe the extent 
and quality of the services to be provided 
by the NGO; 

d. which entity may monitor the quality of 
service delivery and give ongoing 
directions about it; 

e. termination of the service agreement, 
whether by effluxion of time, for breach 
of contract, because of policy changes, or 
any other reason. 
	

Accepted 

The Queensland Government will 

review the Service Agreement 

arrangements for all Non‐Government 

Organisations providing health 

services. This review will focus on the 

effectiveness of quality and safety 

provisions, performance monitoring 

arrangements and the capacity to 

respond to poor performance or 

significant events. The review will be 

completed by June 2017. 

	

	

3  Improve the availability and use of evaluations 

to inform clinical interventions in  mental health  

The Commission recommends: 

a. that the Queensland Centre for Mental 
Health Research investigate the extent 
of the clinical evaluation of mental 
health interventions; 

Accepted 

The Queensland Government will 

commission the Queensland Centre for 

Mental Health Research (QCMHR) to 

identify existing clinical and program 

evaluation frameworks for extended 

treatment for adolescents and young 
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b. that the extent of clinical evaluation of 
mental health interventions be referred 
to the Council of Australian 
Governments (COAG) for possible 
development of a coordinated 
nationwide approach; 

c. the provision of funding to undertake 
ongoing in, and where practicable, 
independent evaluation and research; 

d. that services and/or independent 
evaluators be well resourced to enable 
research results to be published in a 
timely manner; and 

e. that service agreements relating to 

the delivery of Adolescent Mental 

Health Extended Treatment Initiative 

(AMHETI) services include a 

requirement to conduct ongoing 

evaluation and that this expectation 

be matched by targeted ongoing 

funding.	

people with severe and complex 

mental health issues. This will inform 

the development of an ongoing 

evaluation process and approach, 

including data analysis and reporting, 

across AMHETI services.    

The Premier will provide the findings 

and recommendations to COAG for 

consideration. 

	

4  Consider a new building in south‐east 

Queensland offering a range of mental health 

services for young people, including bed‐based 

services  

The Commission recommends that 

consideration be given to the establishment of a 

bed‐based extended treatment and 

rehabilitation unit for young people with severe 

and complex mental illness, as part of an 

adolescent non‐acute mental health facility, on 

or adjacent to, the campus of a general hospital 

in South‐East Queensland. 

The Commission envisages that such a facility 

might encompass: 

 a bed‐based extended treatment and 
rehabilitation unit for 10‐15 inpatients 

 the local day treatment centre (for another 
10 patients) 

 supported accommodation (for day patients) 

 and be the base for the local AMYOS service 

Accepted 

The Queensland Government will build 

a new bed‐based treatment facility in 

south‐east Queensland for young 

people with complex mental health 

issues, and ensure patients have access 

to an integrated education/vocational 

training program.  

The size, location and model of care 

provided in this facility will be informed 

by current research and consultation 

with health consumers, including 

families from the former Barrett 

Adolescent Centre. 
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The bed‐based extended treatment and 

rehabilitation unit should have the following 

features: 

 a non‐medicalised environment, at ground 
level 

 a multi‐disciplinary approach 

 careful and early discharge planning, from 
the time of admission 

 a six month target length of stay 

 a contemporary suite of interventions 

 an integrated education/vocational training 
program 

 flexibility with upper age limits 

 admission of young people from all over 
Queensland. 

The Commission does not suggest that the BAC 

should be replicated.	

5  Improve transitions for adolescents moving into 

adult services  

The Commission recommends: 

a. that a review of the lack of alignment of 
adolescent and adult mental health 
services be undertaken by a party 
independent of Queensland Health, the 
HHSs and the Queensland Mental Health 
Commission; and 

b. that lack of alignment of adolescent 

and adult mental health services be 

referred also to COAG for possible 

development of a coordinated 

nationwide approach.	

Accepted 

The Queensland Government will 

engage an independent reviewer to 

review the alignment and transition 

arrangements between adolescent and 

adult mental health services.   

The Premier will provide the findings 

and recommendations to COAG for 

consideration.		

6  Improve co‐ordination between services 

designed to support young people who have 

both an intellectual disability and mental illness  

The Commission endorses the 

recommendations of the Process Review Report 

undertaken by the Centre of Excellence for 

Clinical Innovation and Behaviour Support, 

Accepted 

The Queensland Government will 

undertake services mapping and 

review Guidelines for Collaboration 

between Queensland Health – Mental 

Health Services, Disability Services 
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Department of Communities, Child Safety and 

Disability Services, namely: 

a. that the Guidelines for Collaboration 
between Queensland Health – Mental 
Health Services, Disability Services 
Queensland and Funded Disability Service 
Providers be reviewed and revised 

b. that the need for joint transition planning 
be addressed 

c. that comprehensive risk assessment and 
post‐discharge follow up responsibilities 
of the discharging organisation be 
included in the joint transition planning 
	

The Commission recommends also: 

d. that those Guidelines deal expressly with 
the respective responsibilities of 
Queensland Health, Children’s Health 
Queensland HHS and local Hospital and 
Health Services in collaborating with 
Disability Services Queensland and 
Funded Disability Service Providers 

e. that a service mapping exercise be 
undertaken to identify what services are 
needed	

Queensland and Funded Disability 

Service Providers.  

This review will have regard to 

introduction of the National Disability 

Insurance Scheme and the role and 

function of the Department of Health, 

Hospital and Health Services, the 

Department of Communities, Child 

Safety and Disability Services/ National 

Disability Insurance Agency and Non‐

government organisations. The revised 

guidelines will include reference to 

transition and care‐coordination 

arrangements to ensure continuity of 

care for clients.	

	

 

Queensland Government’s summary of Commission’s Findings, Conclusions 

and Comments 

Governance and decision‐making processes 

The Commission was critical about governance and decision‐making processes, noting no one 

person or entity assumed responsibility and accountability for the processes of the decision‐

making about the closure of Barrett.  

The Commission also made criticisms regarding systemic issues associated with the cessation 

of and redirection of funding from the Redlands project, which was originally planned as a 

replacement facility for Barrett. The Commission found in particular that the decision to close 

Barrett did not properly assess and analyse relevant factors, particularly in the context of 

consultation during the relevant briefing processes. The Commission determined that the 

reasons provided for the decision do not support closure, but rather support the need for a 

review and update of the appropriate model of care and consideration of a new or 

replacement facility or location. Other criticisms relate to over‐reliance on views of some key 
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individuals, inadequate briefing notes, record keeping and communication with patients, 

families and staff. 

The Commission found that the former Minister for Health’s decision to redirect funding 

from the Redlands project to address an emergent issue with rural hospitals, was within his 

discretion to make, but that he had not been adequately advised. 

Appropriate consultation with families 

The Commission found that consultation with Barrett families and consumers after the 

closure of Barrett was not ideal. Beyond the involvement of carer and consumer 

representatives on the ECRG, there was no evidence of any two‐way consultation with 

Barrett families and consumers. There was also no evidence of a process for receiving the 

views of patients, families and carers, and therefore no scope for those views to influence the 

decision‐making about the Barrett. 

Other issues 

The Public Service Commission is providing Government with advice in relation to the 

adverse commentary the Commission made about individual Government employees to 

assist in determining whether disciplinary or any other action is required to be taken.  

Next steps 

In the coming months the Government will be developing detailed implementation plans to 

put into effect the Government’s response to the Commission’s recommendations.  

Effective and inclusive consultation arrangements will be put in place with stakeholders. 

Health Consumers Queensland will play an important role in supporting these consultation 

arrangements, and ensuring that a wide range of consumers have a say in future changes 

resulting from the implementation of the Commission of Inquiry’s report recommendations.  

Former patients of the Barrett Adolescent Centre and their families will have an important 

role to play in the consultation processes. 
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Barrett Adolescent Centre Commission of Inquiry 

Terms of Reference 

Commissions of Inquiry Order (No. 4) 2015 

Short title 

1. THIS Order in Council may be cited as the Commissions of Inquiry Order (No. 4) 2015. 

Commencement 

2. THIS Order in Council commences on 14 September 2015. 

Appointment of Commission 

3. UNDER the provisions of the Commissions of Inquiry Act 1950 the Governor in Council hereby 

appoints the Honourable Margaret Wilson QC from 14 September 2015 to make full and careful 

inquiry in an open and independent manner with respect to the following matters: 

a. the decision to close the Barrett Adolescent Centre (BAC) announced on 6 August 2013 by 

the then Minister for Health, including with respect to the cessation of the on‐site integrated 

education program (the closure decision); 

b. the bases for the closure decision; 

c. without limiting paragraphs (a) and (b) above—the information, material, advice, processes, 

considerations and recommendations that related to or informed the closure decision and 

the decision‐making process related to the closure decision; 

d. for BAC patients transitioned to alternative care arrangements in association with the 

closure or anticipated closure, whether before or after the closure announcement 

(transition clients):  

i. how care, support, service quality and safety risks were identified, assessed, planned 

for, managed and implemented before and after the closure (transition 

arrangements); and 

ii. the adequacy of the transition arrangements; 

e. the adequacy of the care, support and services that were provided to transition clients and 

their families; 

f. the adequacy of support to BAC staff in relation to the closure and transitioning 

arrangements for transition clients; 

g. any alternative for the replacement of BAC that was considered, the bases for the 

alternative not having been adopted, and any other alternatives that ought to have been 

considered; 

h. without limiting paragraphs (d)‐(g) above—the information, material, advice, processes, 

considerations and recommendations that related to or informed the transition 

arrangements and other matters referred to in paragraphs (d)‐(g) above; 
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Government Response – Barrett Adolescent Centre Commission of Inquiry 
Report   

i. whether any contraventions of the Mental Health Act 2000 or other Acts, regulations or 

directives have occurred with regard to patient safety and confidentiality. 

4. THE Commissioner may make any other recommendations arising out of the evidence, 

considerations or findings of the inquiry in relation to the matters set out in paragraphs 3(a) to (i) 

above that the Commissioner considers appropriate, including for clinically appropriate models of 

care for intensive mental health services to young people with severe and complex mental illness. 

Commission to report 

5. AND directs that the Commissioner make full and faithful report and recommendations on the 

aforesaid subject matter of inquiry, and transmit the same to the Honourable the Premier by 14 

January 2016. [Extended to 24 June, 2016 by Commissions of Inquiry Amendment Order (No. 3) 2015, 

made by the Governor in Council on 10 December 2015.] 

Application of Act 

6. THE provisions of the Commissions of Inquiry Act 1950 shall be applicable for the purposes of this 

inquiry except for section 19C – Authority to use listening devices. 

Conduct of Inquiry 

7. THE Commissioner may hold public and private hearings in such a manner and in such locations as 

may be necessary and convenient. 

Endnotes 

1. Made by the Governor in Council on 16 July 2015. 

2. Notified in the Gazette on 17 July 2015. 

3. Not required to be laid before the Legislative Assembly. 

4. The administering agency is the Department of Justice and Attorney‐General. 
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 Appendix 2: NDIS in QLD Policies and Procedures  
 

 

 

NDIS in QLD 
 National Mainstream Working Arrangements Mainstream Interfaces  

 
 Bilateral Agreement Between The Commonwealth And Queensland · Transition to a 

NDIS  
 

 Operational Plan between the National Disability Insurance Agency (NDIA), Queensland 
Government and Commonwealth Government for transition to the NDIS (NDIS) 20 July 
2016 
 

 Principles to Determine the Responsibilities of the NDIS and Other Service Systems 
 

 Applied Principles- Mental Health - this outlines which group provides which services   
 

 Applied Principles- Early Childhood- this outlines which group provides which services 
 

 Working Arrangement between the National Disability Insurance Agency and 
Queensland Government for Transition to Full Implementation of the NDIS August 2016. 
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Appendix 3: Disability Services Provided/Funded under the Disability 
Services Act 2006 

DISABILITY SERVICES PROVIDED/FUNDED UNDER THE 
DISABILITY SERVICES ACT 2006 

 

Disability Services funds and delivers specialist disability supports in accordance with the Disability 
Services Act, 2006 (s.12) and means one or more of the following; 

a) Accommodation support services; 

b) Respite services; 

c) Community support services; 

d) Community access; 

e) Advocacy or information services or services that provide alternative forms of communication; 

f) Research, training or development services. 

 
Specialist disability support services funded under the Disability Services Act, 2006 and through the NDIS do 
not include services that are universally available to people without a disability. This includes services and 
supports for; 

 Health 
 Mental Health 
 Criminal/Youth Justice 
 Child Safety 
 Education (school, VET, tertiary) 

 
These specialist disability support services are further described below in Table 1. 
 

Table 1: Descriptors of Disability Services provided under the Disability Services Act, 2006. 

Output 
Category 

Output 
Code 

Output Code 
Descriptor 

Description 

Accommodation 
Support 

1.01 Accommodation support 
in a large 
residential/institution 
(>20 places) 

Large residentials/institutions are usually located on large 
parcels of land and provide 24-hour residential support in 
a congregate setting of more than 20 beds. 

Accommodation 
Support 

1.014 Additional 
accommodation support 
in a large 
residential/institution 
(>20 places) 

Additional support provided through an individualised 
funding allocation to an individual residing in a large 
residential/institution. 

The additional accommodation support is provided to 
enable the individual to remain in the accommodation 
arrangement i.e. their support needs are higher than the 
support provided as part of the place. 

Accommodation 
Support 

1.02 Accommodation support 
in a small 
residential/institution (7-
20 places) 

Small residentials/institutions are usually located on large 
parcels of land and provide 24-hour residential support in 
a congregate or cluster setting of 7 to 20 beds. 

Accommodation 
Support 

1.024 Additional 
accommodation support 
in a small 
residential/institution (7-
20 places) 

Additional support provided through an individualised 
funding allocation to an individual residing in a small 
residential/institution. 

The additional accommodation support is provided to 
enable the individual to remain in the accommodation 
arrangement i.e. their support needs are higher than the 
support provided as part of the place. 
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Output 
Category 

Output 
Code 

Output Code 
Descriptor 

Description 

Accommodation 
Support 

1.041 Accommodation support 
in a group home (<7 
places) that is owned or 
leased by the Service 
Provider 

Group homes provide combined accommodation and 
community-based support to less than 7 people in a 
residential setting. 

The funded service provider owns, leases or holds in 
trust the residence and is integral to  managing both the 
household and providing the direct support. 

Accommodation 
Support 

1.042 Accommodation support 
in a Group Home (<7 
places) where the 
residents are reliant on 
the provision of 
accommodation support 
and household 
management by the 
service provider 

Group homes provide combined accommodation and 
community-based support to less than 7 people in a 
residential setting. 

The funded service provider has no direct financial 
control of the residence but is integral to managing both 
the household and providing the direct support i.e.  
without the service provider the household could not 
continue to operate. 

Accommodation 
Support 

1.044 Additional 
accommodation support 
in a Group Home (<7 
places) 

Additional support provided through an individualised 
funding allocation to an individual residing in a group 
home. 

The additional accommodation support is provided to 
enable the individual to remain in the accommodation 
arrangement i.e. their support needs are higher than the 
support provided as part of the place. 

Accommodation 
Support 

1.05 Attendant care/personal 
care 

An attendant care program provides for an attendant(s) 
to assist people with daily personal care needs that they 
are unable to complete for themselves because of 
physical, intellectual or any other disability. 

Accommodation 
Support 

1.06 In-home accommodation 
support 

Support involves individual in-home living support and/or 
developmental programming services for people with a 
disability, supplied independently of accommodation. 
This can include assistance with shopping, banking, 
budgeting, etc. The primary focus of in-home 
accommodation support is to provide support to assist 
the service user to live in their own residence. 

If support is shared and the service provider is integral to 
the management of both the household and the direct 
support refer to either 1.041 or 1.042. 

Accommodation 
Support 

1.07 Alternative family 
placement 

Placements of a person with a disability with an 
alternative family who will provide care and support. 
Includes shared-care arrangements and host family 
placements. 

Accommodation 
Support 

1.081 Other accommodation 
support  

(Specialist 
services/further 
education) 

Provides short-term, one-off instances of accommodation 
support to individuals or families to access specialist 
services or further education. 

If the accommodation support is primarily for respite (i.e. 
involves the separation of the service user from their 
usual support arrangements or the addition of extra 
support in their current environment) please refer to 
service types 4.01 – 4.05. 

Accommodation 
Support 

1.082 Other accommodation 
support  

(Emergency and Crisis) 

Provides short-term, one-off instances of accommodation 
support in emergency or crisis situations e.g. following 
the death of a parent or carer. 

If the accommodation support is primarily for respite (i.e. 
involves the separation of the service user from their 
usual support arrangements or the addition of extra 
support in their current environment) please refer to 
service types 4.01 – 4.05. 
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Output 
Category 

Output 
Code 

Output Code 
Descriptor 

Description 

Accommodation 
Support 

1.083 Other accommodation 
support  

(Holiday 
Accommodation) 

Provides short-term, one-off instances of accommodation 
support in houses or flats for holiday accommodation. 

If the accommodation support is primarily for respite (i.e. 
involves the separation of the service user from their 
usual support arrangements or the addition of extra 
support in their current environment) please refer to 
service types 4.01 – 4.05. 

Community 
Support 

2.01 Therapy support for 
individuals 

Specialised, therapeutic care services including 
occupational therapy, physiotherapy and speech therapy. 
These services are intended to improve, maintain or slow 
deterioration of a person’s functional performance, and/or 
assist in the assessment and recommendation of 
equipment to enable people to perform as independently 
as possible in their environment. 

Community 
Support 

2.02 Early childhood 
intervention  

(children up to (but not 
including) 6 years of age 
with a developmental 
delay) 

Support services to assist children up to (but not 
including) 6 years of age with a developmental delay to 
integrate with peers into pre-schools and the wider 
community. This will include the full range of services 
that the child receives.   

Community 
Support 

2.021 Early intervention (infants 
and young children with 
a disability aged 0-8 
years) 

Services to assist young children with a disability and 
their families to develop sustainable mechanisms of 
support including the provision of information and support 
to access mainstream services.  

*Support provided with funding allocated under the early 
childhood initiative must use this output. 

Community 
Support 

2.03 Behaviour/specialist 
intervention 

These include the range of services relating to the 
management of challenging behaviours, including 
dangerous antisocial behaviour. Services include 
intensive intervention support, training and education in 
behaviour management, and consultancy services for 
other professionals. Behaviour/specialist intervention is 
often provided as a by-product of other services. 

Community 
Support 

2.04 Counselling 
(individual/family/group) 

Services that provide counselling to individuals, families 
or groups. 

Community 
Support 

2.05 Regional resource and 
support teams 

Regional resource and support teams are generally 
interdisciplinary teams that provide a combination of 
services in the categories 2.01, 2.02 and 2.03 that cannot 
be broken down into the component parts. Regional 
resource and support teams may also assist service 
users to access mainstream services and/or support 
mainstream funded agencies. Except for early childhood 
intervention teams, these teams usually have an 
individual, rather than a family, focus. 

Community 
Support 

2.062 Case management Case management services are targeted to individuals 
who require assistance, for a period of time, to access 
necessary supports, including help with service 
coordination and with assisting services to respond to 
their service needs. 

Community 
Support 

2.064 Community Development Community development involves working with the 
individual, family and/or carers and at the community 
level to facilitate positive changes that assist people with 
a disability to live and participate in the community and 
assist families in their continued provision of care. This 
includes services which offer a combination of 
information/referral and local community coordination 
and development where the two cannot be separated. 
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Output 
Category 

Output 
Code 

Output Code 
Descriptor 

Description 

Community 
Support 

2.066 Self Directed Support - 
Host Provider Support 
Plan Management and 
Administration 

The ongoing planning and management services of an 
individual’s self-directed support plan. Depending on the 
“package” of supports chosen this can include (though 
not limited to) planning and review, care coordination, 
case management and, the financial administration of the 
funding.  These supports are directly delivered by a Host 
Provider. Management and administrative activities 
related to an individual exiting a Host Provider are 
included in this output type. 

Community 
Support 

2.067 Self Directed Support - 
Host Provider 
Establishment 

One off activities or resources relating to the 
establishment of an individual’s self-directed support plan 
through an endorsed Host Provider. These supports or 
resources are generally provided initially to establish the 
requirements of the relationship between the person and 
the host provider. These can include (though not limited 
to) the provision of templates for reporting and financial 
acquittal and information resources for the person to 
manage their supports. Once these are provided the 
ongoing support provided to the individual is reported 
through 2.066. 

Community 
Support 

2.07 Other community support Community support services that do not work with an 
individual.  

Other community support is broken down into the 
following 3 sub categories 

- 2.071. The measure is a service report 

- 2.072. The measure is hour 

- 2.073. The measure is place 

Community 
Access 

3.01 Learning and life skills 
development 

Services that provide on-going day-to-day support for 
people with a disability to gain greater access and 
participate in community-based activities.  

May focus on continuing education to develop skills and 
independence in a variety of life areas (e.g. self-help, 
social skills and literacy and numeracy) or enjoyment, 
leisure and social interaction. 

Community 
Access 

3.02 Recreation/holiday 
programs 

Services that aim to facilitate the integration and 
participation of people with disabilities in recreation and 
leisure activities available in the general community. 
These services may also enhance the capacity and 
responsiveness of mainstream sport and recreation 
agencies and community organisations to provide for 
people with disabilities. 

Recreation/holiday programs is broken down into the 
following 2 sub categories 

- 3.02. The measure is hour 

- 3.022. The measure is a service report 

Community 
Access 

3.03 Other community access Community access services which do not fit 3.01– 3.02. 

Other community access is broken down into the 
following 3 sub categories 

- 3.031. The measure is a service report 

- 3.032. The measure is hour 

- 3.033. The measure is place 

Respite 4.01 Respite in own home Respite care provided in the individual’s own home 
location. 
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Output 
Category 

Output 
Code 

Output Code 
Descriptor 

Description 

Respite 4.021 Respite in centre-based 
respite/respite home 

Respite care provided in community setting similar to a 
‘group home’ structure and respite care provided in other 
centre-based settings.  

This output code must be used where respite is provided 
overnight i.e. the service user will be in the centre past 
midnight. 

Respite 4.022 Respite in centre-based 
respite/respite home 

Respite care provided in community setting similar to a 
‘group home’ structure and respite care provided in other 
centre-based settings.  

Output code 4.021 must be used where respite is 
provided overnight i.e. the service user will be in the 
centre past midnight  

Respite 4.031 Host family respite Host family respite provides a network of ‘host families’ 
matched to the age, interests and background of the 
individual and their carer. These services are usually 
provided on a voluntary basis. 

Respite 4.032 Peer support respite Peer support respite is generally targeted at children or 
young adults up to 25 years of age, and matches the 
individual with a peer of similar age and interests, usually 
for group activities. These services are usually provided 
on a voluntary basis. 

Respite 4.04 Flexible respite Respite services that offer any combination of own home 
and host family/peer support respite (output code 4.01 
and 4.03) where they cannot be separated. Includes 
social activities for respite and day outings.   

Respite 4.051 Other respite   

(Crisis respite) 

Respite provided in emergency or crisis situations. 

Respite 4.052 Other respite  

(Holiday respite) 

Respite provided where the primary intention of the 
service is to provide respite support (rather than primarily 
a holiday experience) and the service user is generally 
separated from their usual support arrangements, e.g. 
family. 

Advocacy, 
information and 
alternative forms 
of communication 

6.01 Advocacy Services designed to enable people with a disability to 
increase the control they have over their lives through the 
representation of their interests and views in the 
community. Examples include: 

 self advocacy/individual advocacy; 

 citizen advocacy; 

 group advocacy; and 

 system/systematic advocacy 

Advocacy, 
information and 
alternative forms 
of communication 

6.02 Information/referral Information services provide accessible information to 
people with disabilities, their carers, families and related 
professionals. This output code provides specific 
information about disability-specific and generic services, 
equipment, and promotes the development of community 
awareness. Information includes contact by phone, print 
or email that refers a person to another service. 

Advocacy, 
information and 
alternative forms 
of communication 

6.03 Combined 
information/advocacy 

Services that offer a combination of information/referral 
and advocacy services (6.01 and 6.02) to individuals 
where these two output codes cannot be separated. 

Advocacy, 
information and 
alternative forms 
of communication 

6.04 Mutual support/self-help 
groups 

Focus or special interest groups to provide support and 
assistance for people with disabilities, their families and 
carers. These groups promote self advocacy through the 
provision of information, support and assistance. 
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Output 
Category 

Output 
Code 

Output Code 
Descriptor 

Description 

Advocacy, 
information and 
alternative forms 
of communication 

6.05 Alternative formats of 
communication 

Includes alternative formats of communication for people 
who by reason of their disabilities are unable to access 
information provided in the standard format. May include 
interpreter services, radio and alternative formats of print 
medium, e.g. TTY, Braille, etc. 

Other support 7.01 Research and evaluation Research and evaluation with respect to the provision of 
services funded under the NDA for people with 
disabilities. This includes the investigation of the need for 
new services or enhancement of existing services and 
the measurement of outcomes for people with disabilities 
using these services. Responsibility for this output code 
is shared between the Commonwealth and state/territory 
governments. 

Other support 7.02 Training and 
development 

Training and development services may be funded, for 
example, to train disability-funded agencies to deliver 
higher quality or more appropriate services to people with 
disabilities or develop materials or methods that promote 
service system improvements. 

Other support 7.03 Peak bodies Peak bodies are generally funded to support non-
government disability-funded agencies in achieving 
positive outcomes for people with disabilities. 

Other support 7.04 Other support services Services that are completely outside any of the defined 
output codes above (that is, outside output codes 1.01–
1.08, 2.01–2.07, 3.01–3.03, 4.01–4.05, 6.01–6.05 and 
7.01–7.03). This output code also includes the provision 
of one-off funding for a defined event (e.g. for 
promotional activities) or for the purchase of aids and 
equipment for a community facility (not for an individual). 

Family Support 
Program 

50.01 Discretionary funding – 
service delivery 

This output code is only to be used for FSP discretionary 
funding for the delivery of services which cannot be 
quantified against any output code above.  

Even though annual minimum hours are captured 
against 50.01, service delivery may be a combination of 
output codes. The services delivered are then to be 
recorded and reported against the relevant output code, 
and not against 50.01.                                                                                                 

Family Support 
Program 

50.02 Discretionary funding – 
non-service delivery  

This output code is only to be used for specific instances 
of allowable one-off purchases as per the FSP 
Guidelines i.e. purchase of goods and/or equipment.  
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Appendix 4: The Guidelines 
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2 

INTRODUCTION 
 
The prevalence of intellectual disability in the Australian population has been estimated at 
1.86%.1  People with an intellectual disability are the largest group of disability services 
users in Queensland with approximately two-thirds (67.3%) reporting their primary disability 
as intellectual.2   The 1997 Mental Health and Wellbeing: Profile of Adults, found that almost 
one in five (18%) Australians had a mental disorder at some time during the 12 months prior 
to the survey.  
 
Prevalence estimates of mental illness amongst people with an intellectual disability (dual 
diagnosis) range widely due to differences in methodology and definitions, varied 
interpretations of challenging behaviour, and according to the population studied.  
Nonetheless, it is accepted that the likely prevalence exceeds that for the general 
population, ranging between 30 – 40% across the different mental disorders and levels of 
intellectual impairment.3      
 
Serious mental health problems and mental illness occur amongst people with an intellectual 
disability 3 – 5 times more frequently than the general population.  The existence of an 
intellectual disability provides no protection from mental disorder4.  Adults with an intellectual 
disability experience the full range of mental disorders found in the general population5. 
 
The increased risk of people with an intellectual disability to developing a mental health 
problem has attracted growing attention over the last few years. The Second National Mental 
Health Plan (1998) recognised a range of target groups for whom improved mental health 
service access and better service responses are essential.  One of the target groups 
identified is people with mental illness and intellectual disability.  The Strategic Plan for 
Psychiatric Services and Support 2000-2005 also identifies people with a dual diagnosis as 
amongst those who need improved access to the broad range of government and non 
government services. 
 
Adults with an intellectual disability who have a mental illness (dual diagnosis) often have 
complex and high-level support needs.  There has traditionally been a great deal of energy 
directed towards determining which is the appropriate service to support people with a 
mental illness and an intellectual disability – disability services or mental health services. 
This can result in people receiving fragmented services or even no services.  People with 
these complex needs often present in crisis which results in reactive service responses 
rather than a planned, proactive approach. There is nationally a paucity of the specialist 
expertise required to appropriately assess, support and provide ongoing management for 
this group of people.  
 
In response to this identified need the Queensland Government’s Human Services Chief 
Executive Officer’s Committee has implemented the project: Improved Access to Services 
and Support to People with a dual Diagnosis of Mental Illness and Intellectual Disability. 
 

                                                 
1 Wen X, 1997.  The definition and prevalence of intellectual disability in Australia.  AIHW cat. No. DIS2. 
Canberra: AIHW. 
2 Disability Services Queensland, 1999. Disability: a Queensland Profile.  Brisbane. 
3 Queensland Centre for Intellectual and Developmental Disability, University of Queensland, Sand in Society’s 
Machine: Models of Service Provision to Adults with an Intellectual Disability with Coexisting Mental Illness (Dual 
Diagnosis) August 2002 
4 Harris J, 1998, Developmental Neuropsychiatry V2: Assessment, Diagnosis and Treatment of Developmental 
Disability, Oxford University Press, New York 
5 Holland AJ and Koot HM, 1998, Mental health and intellectual disability: an international perspective, Journal of 
Intellectual Disability Research, V42, pp 505-512 
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The project aims to establish and maintain collaborative practices between mental health 
and disability service providers as a fundamental step in improved quality of service 
provision for people with intellectual disability and mental illness.  This will be achieved by 
establishing formal systemic mechanisms for collaboration at an organisational and 
individual level 
 
A  planned approach to collaborative service delivery in local services will result in increased 
health and well being, increased community participation and quality of life for people with 
intellectual disability and coexisting mental illness by: 
− Better meeting individual service and supports needs within local communities. 
− Increasing stability of support arrangements and reducing crises. 
− Increasing access to individualised, timely, planned and coordinated service mix. 
 
 
GUIDING PRINCIPLES 
 
1. People with an intellectual disability and a mental illness (a dual diagnosis) have the 

same rights to access appropriate mental health, disability and generic services as other 
members of the community. 

2. Quality of life is ultimately benefited by innovative and flexible service practices and a 
commitment to the needs of people with a dual diagnosis. 

3. Coordinated, individualised services that meet the needs of people with a dual diagnosis 
are best achieved by collaborative service partnerships and direct clinical and support 
services based on mutual respect, cooperation and shared principles. 

4. Services to people with a dual diagnosis are provided within the existing legislative and 
policy frameworks, principles and standards underpinning each agency’s philosophies, 
policies and practices. 

 
PURPOSE 
 
The purpose of these Guidelines is to provide a broad framework for the provision of 
services to people with an intellectual disability and mental illness using a cooperative, 
collaborative approach that focuses on the needs of the person with a dual diagnosis. 
 
 
HOW TO USE THE GUIDELINES 
 
These Guidelines identify points in service provision where collaborative approaches are 
required.  Agencies should implement these guidelines by undertaking the Actions as set out 
in each section.  All inter-agency processes should reflect the both the Guiding Principles 
(below) and the specific Principles described in each section.  The Features described in 
each section provide suggested strategies and processes that may assist agencies to 
develop local procedures in line with the identified principles.  These local procedures will 
combine to act as agreed service delivery protocols between the agencies involved.  
 
Attachments to these Guidelines provide examples of forms and procedures as developed 
as a result of implementing collaborative arrangements between mental health and disability 
services in local areas.  These attachments are examples only and were developed to meet 
the specific needs of local areas.  They may be helpful in assisting areas to develop local 
processes but do not necessarily reflect the arrangements other areas may wish to make. 
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FRAMEWORK FOR THE DELIVERY OF MENTAL HEALTH AND DISABILITY SERVICES 
IN QUEENSLAND 
 
Mental Health Services 
 
The primary goal of Queensland mental health services is to provide specialised clinical 
treatment and rehabilitation services that reduce the symptoms of mental illness and 
facilitate the recovery process. In doing this mental health services are responsible for a 
range of specialist services and supports that assist those most severely affected by mental 
illness, their families and other providers. Mental health treatment and rehabilitation services 
are provided by primary health care providers and specialised mental health services.  
Specialised mental health services are secondary and tertiary services, which are delivered 
by specialist mental health personnel.  
 
Service delivery in Queensland is underpinned by the First, Second and Third National 
Mental Health Plans and the Queensland Mental Health Plan 1994 and the Ten Year Mental 
Health Strategy for Queensland 1996. 
 
The Mental Health Unit, Corporate Office is responsible for progressing the development of 
mental health services. This includes coordinating the statewide policy directions and 
strategic framework for service development, supporting the development of the non-
government sector, and the administration of the Mental Health Act and Regulations. 
 
Public mental health services in Queensland are delivered at the District level by mental 
health professionals and organised according to geographically defined populations.  Acute 
services (community and inpatient) encompass integrated processes for referral, 
consultation, liaison, assessment and treatment using a case management approach.  All 
referrals are managed by the intake procedures established in each district mental health 
service.  Under National and State directions for mental health reform, these services are 
particularly targeted to those people with mental disorders and serious mental health 
problems.  This is to ensure that the people most at risk receive the treatment they need.  
This does not exclude access to treatment for people with a range of mental health problems 
which are serious in terms of their impact on quality of life or have adverse social 
consequences. 
 
A dual diagnosis clinical program has been established as one of five extended treatment 
programs developed under the Ten Year Mental Health Strategy for Queensland (1996).  
This program targets people with a mental illness and a concomitant intellectual disability 
who require extended treatment and rehabilitation on a medium to long term basis.   
 
Disability Services Queensland – Direct Services 
 
Disability Services Queensland was established in December 1999 to provide a strong focus 
on disability across the Queensland Government.  
 
Disability Services Queensland provides direct services to adults with an intellectual 
disability and high or complex support needs.  
 
These services include:  
• accommodation support in community and centre-based settings; 
• therapy and specialist intervention; and  
• support for individuals, families, and carers. 
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Services are provided in local communities through Area Offices.  Each Area Office may 
vary in the type and extent of services it provides. 
 
Disability Services Queensland – Funding Programs 
 
Disability Services Queensland provides some funding to individuals in order to obtain 
services and supports that will best suit their individual needs.  People may receive funding 
under the Adult Lifestyle Support, Post-School Services or Family Support Programs.  Each 
program varies slightly in the way it is administered and applied.  Funding is allocated on the 
basis of priority of need.  People who wish to apply for individualised funding must register 
with Disability Services Queensland and submit an application for funding. 
 
Once people have funding allocated to them a Supports Facilitator is identified to work with 
the person.  The Supports Facilitator works with the person and/or their family to assist them 
identify their needs and put in place the services and supports to meet those needs. 
 
Funded Disability Services 
 
Disability Services Queensland provides some funding to a range of non-government, 
community-based organisations that support people with a disability.  
 
Agencies may provide one or more service types.  Under the Commonwealth State and 
Territories Disability Agreement, Disability Services Queensland funds the following service 
types: 

• Accommodation support; 
• Community support; 
• Community access; 
• Respite; and 
• Advocacy. 
 

Agencies vary in the extent and type of services they provide and in their identified client 
group.   
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WHO SHOULD USE THE GUIDELINES 
 
These Guidelines apply to Disability Services Queensland, Queensland Health, Mental 
Health Services and funded disability services supporting a client who requires the services 
of more than one of these agencies. 
 
The person will be an adult who has: 
 

• a dual diagnosis of intellectual disability and mental illness; or 
 

• an intellectual disability and may have a mental illness; or 
 

• a mental illness and may have an intellectual disability. 
 
 
 
Mental Illness The Mental Health Act 2002 defines mental illness as “a condition 

characterised by a clinically significant disturbance of thought, mood, 
perception or memory”.  The decision must be made in accordance 
with internationally accepted medical standards. 
 

Intellectual 
Disability 

Significantly below average intellectual functioning with onset before 
age 18 years and concurrent deficits or impairments in adaptive 
functioning (DSM-IV,1994). Adaptive behaviour refers to the 
effectiveness with which a person meets the demands of daily living 
(such as eating and dressing, communication, locomotion, socialisation 
and responsibility). 
 

Dual Diagnosis This term is used to refer to people who have been diagnosed with two 
coexisting conditions.  In the context of these Guidelines, it refers to 
people with an intellectual disability who also have a mental illness. 
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COMMUNICATION BETWEEN SERVICES 
 
Principles 
 
Identified communication channels are essential to facilitate an ongoing collaborative 
approach to service delivery.   
 
Communication processes need to be jointly identified and formalised.  They should be at 
two levels - a systems level, relating to organisational functioning and a work practice level 
relating to individual client issues. 
 
Action 1: Operational Management Committee 
 
Local mental health and disability service providers will establish an Operational 
Management Committee. 
 
All Agencies should have a sound understanding of the services, available resources, 
eligibility criteria and priorities of all other agencies involved. 
 
Action 2: Service Information Sharing 
 
Agencies involved in implementation of the Guidelines will develop a process for sharing 
information that ensures agencies are aware of the type and extent of services available 
locally. 
 
 
Features 
 
The purpose of the Operational Management Committee is to provide a forum to promote 
coordination between service providers and to ensure the effective and efficient delivery of 
services to meet the needs of people with a dual diagnosis.  It will identify issues at the 
systems level and make decisions about collaborative work practice. It has a role in the 
resolution of service responsibility issues. This group will comprise senior representatives of 
the participating agencies.   
 
The Operational Management Committee will be responsible for: 

• the development of a shared management approach; 
• the sharing of information (within legislative and policy requirements); 
• raising and resolving issues which arise at the agency and work practice level; 
• monitoring the quality and consistency of joint individual service delivery; 
• implementing data collection processes to enable monitoring of joint service delivery; 
• progressing and monitoring the ongoing implementation of the Guidelines; and 
• meeting and conducting business as specified under the Terms of Reference. 

 
The Operational Management Committee may involve a combination of managers and direct 
service providers.  A coordinator or chair of the Operational Management Committee should 
be identified.  This role may be shared across agencies. 
 
The Operational Management Committee will also be responsible for overseeing 
implementation of these Guidelines.  This role may include: 

− Establishing and maintaining effective mechanisms of communication between 
services. This may involve the provision of information about service roles and 
responsibilities and maintaining formal links with the other agencies; 
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− Coordinating the development of collaborative processes regarding work practice 
activities between the two services; 

− Monitoring and facilitating implementation of collaborative processes; 
− Establishing and maintaining appropriate links with other stakeholders; and 
− Identifying training needs and opportunities for meeting those needs, particularly in 

identifying opportunities for training between agencies. 
 
Suggested Terms of Reference for the Operational Management Committee are provided in 
Attachment 1. 
 
Action 3: Liaison Officers 
 
Each agency involved in implementation of these Guidelines will identify an agency Liaison 
Officer 
 
 
Features 
 
Identifying designated liaison officers within each service will ensure smooth communication, 
strengthen links and improve relationships between the services and other related 
stakeholders.  A member of the Operational Management Committee may fulfil this role. The 
duties and particular amount of time devoted to this role will be determined at the local 
service level.  
 
The role of the liaison officer will primarily be as a first or central point of contact into the 
agency particularly for information and referral purposes.  Other liaison duties may be 
carried out by the liaison officer or another officer(s) as determined by the Operational 
Management Group. 
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REFERRAL 
 
Principles 
 
An individual’s access to an appropriate ‘mix’ of services is facilitated by service providers 
making, receiving and responding to referrals in a timely and appropriate manner.  
 
Referral at the earliest possible time facilitates better outcomes for the individual. 
 
People with complex support needs require more comprehensive and rigorous referral 
processes so that agencies may accurately ascertain eligibility for services.  
 
Individuals may be in receipt of services from one or more agencies simultaneously.   An 
offer of support from one agency does not prevent access to other service types. 
 
Agencies may have expertise to offer in supporting people with complex needs who are not 
eligible for that agency’s services.    Agencies may provide consultation, advice and support 
when a person is not eligible for ongoing services. 
 
Action 4: Referral Procedure 
 
Agencies represented on the Operational Management Group will develop an agreed 
procedure for referrals between agencies. 
 
Features 
 
The referral process should: 
 
1. Reflect existing local referral procedures and meet existing organisational requirements 

including requirements for Information Privacy. 
 
2. Identify a primary contact person for referrals in each agency. This person may be the 

liaison officer.  This person will monitor the referral process by: 
− ensuring the use of the agreed referral process; 
− notifying  other agencies of pending referrals; 
− accepting referrals and directing them appropriately within the agency;  and 
− tracking outcomes of referrals. 

 
3. Identify: 

− timeframes for response; 
− requirements for written documentation; 
− information required to accompany a referral; including: 

 consent for the referral and release of information 
 agreement within the referring agency on the need for the referral  
 previous assessments / screening assessments eg. the PAS-ADD checklist; 

− processes for determining and communicating the outcome of referral; and 
− processes for ongoing consultation and advice where a person is not eligible for 

services. 
 
Example referral forms can be found in Attachment 2. 
 
 

NOT G
OVERNMENT P

OLIC
Y



Guidelines for Collaboration between Queensland Health – Mental Health Services, Disability Services Queensland, 
and Funded Disability Services in the Provision of Services to people with a dual diagnosis of intellectual disability 

and mental illness 

10 

ASSESSMENT  
 
Principles 
 
Assessment can have multiple functions such as: 

− making a diagnosis; 
− determining eligibility and priority for services; and 
− determining individual needs and service delivery goals. 

 
Assessment to determine the presence of intellectual disability or mental disorder alone 
does not constitute assessment for service eligibility.   
 
Both mental health and disability service providers have a role in assessment of dual 
diagnosis. 
 
For people with intellectual disability, the symptoms and presentation of mental disorder and 
capacity of individuals to participate in assessment processes may vary.  
 
Accurate assessment for people who may have a dual diagnosis usually requires: 
− modified or specialised assessment tools and processes; 
− multiple assessment sessions or an ongoing assessment approach; 
− a collaborative approach to assessment between disability and mental health services; 
− input of the person, their carers, family and friends; and 
− familiar and/or multiple settings for assessment. 
 
 
Action 5: Assessment Processes 
  
Agencies will establish links and processes to allow for specialised and collaborative 
assessment of individuals who may have a dual diagnosis. 
 
Features 
 
Agencies should establish collaborative assessment processes where appropriate, that seek 
to: 
− modify assessment procedures where appropriate to meet the needs of individuals 

including undertaking: 
 collaborative planning of assessment activities, 
 assessment in familiar or multiple environments, and/or  
 assessment over multiple assessment sessions; 

 
− use specialised assessment tools where appropriate eg the Psychiatric Assessment 

Schedules for Adults with Developmental Disability ( PAS-ADD), 
 

− involve the person, their carers, family and friends in the assessment process; 
 

− meet existing organisational assessment requirements including provision of information 
in accordance with Information Privacy standards; and 
 

− seek additional expertise in dual diagnosis where required. 
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JOINT SERVICE PLANNING AND MANAGEMENT FOR INDIVIDUALS 
 
Principles 
 
Individuals who have a dual diagnosis may require the services of more than one agency. A 
collaborative approach by all stakeholders to ongoing joint planning, management and 
support will optimise the provision of care and support to this group of people.   
 
All planning, management and support will be based on the individuals’ need and specific 
requirements. An approach which establishes a climate of joint responsibility, rather than 
primary responsibility, will ensure the efficient and effective use of interagency resources 
and reduce the need for crisis intervention.  
 
Effective service planning requires the involvement of all stakeholders. The level of  an 
agency’s direct responsibility for service provision may vary, depending upon the current 
needs and circumstances of the person. 
 
Action 6: Joint Service Planning 
  
Agencies will develop forums and processes to facilitate joint planning and service 
coordination for individuals. 
 
Features 
 
Any agreed process for Joint Service Planning and Management should meet existing 
service policies and requirements and should seek to incorporate the following features: 

 
• Each service will continue to provide service coordination, specialist advice, support and 

consultation in relation to the person’s ongoing management irrespective of the service 
setting (inpatient or community).   

 
• Service delivery for an individual will be planned, implemented and reviewed 

collaboratively with the person with a dual diagnosis, service providers and where 
possible, the person’s family, carer or advocate. 

 
• Roles and responsibilities of each stakeholder will be agreed and documented.  
 
• The agency who will take the lead responsibility needs to be identified where 

appropriate.  This agency would be responsible for ensuring coordination, 
communication and overall monitoring. 

 
• A nominated staff member from each service will be identified and be responsible for the 

ongoing communication and coordination of service delivery. 
 
• Regular case conferences, involving all key stakeholders will be conducted to 

coordinate, monitor and review service delivery. 
 
• Agencies will identify strategies to avert crisis situations and to determine contingencies 

should a crisis occur.   
 
• All information, decisions and actions will be documented and shared. 
 
An example Joint Service Planning and Management for Individuals Flow Chart is provided 
in Attachment 3. 
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CRISIS MANAGEMENT 
 
Principles 
 
Some crisis or emergency situations can arise without warning, while others are possible to 
anticipate.   Where possible, every action should be taken to avert or reduce the impact of a 
future crisis situation. 
 
Individuals in crisis require the swiftest possible collaborative action from all stakeholders 
who may be able to offer a response to their needs. 
 
Good communication processes can lessen the impact of crisis situations. 
 
Safety of the person, their carers and the community is the primary consideration in an 
emergency situation. 
 
Emergency arrangements are short term in nature.  Planning for long term arrangements 
should occur as soon as emergency arrangements are in place.  
 
Action 7: Crisis Management 
 
Agencies will develop processes to facilitate collaborative responses to emergency and 
crisis situations. 
 
Features 
 
Where possible, agencies should establish procedures to facilitate collaborative crisis 
responses that: 
• Establish communication networks between stakeholders best placed to respond in 

emergency/crisis situations; 
• Make known the available emergency response options in their area/agency and the 

situations under which these responses can be used;  
• Establish links with other community services such as police and emergency services, 

hospital emergency departments; and 
• Incorporate procedures for review of emergency arrangements. 
 
To the extent possible, agencies should identify people at high risk of entering a crisis 
situation and should make contingency plans for situations that can be reasonably 
anticipated.  This work should occur within the framework for Joint Service Planning and 
Management for Individuals.  
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RESOLUTION OF SERVICE RESPONSIBILITY ISSUES 
 
The objective of this process is to guide discussions and provide a framework to resolve disputes 
between service providers regarding responsibility for service provision to the person with a dual 
diagnosis.   
 
Principles 
 
The person with a dual diagnosis, or their nominated support person, is able to pursue existing 
complaint or grievance mechanisms within Queensland Health and Disability Services Queensland. 
The person with a dual diagnosis, or their family, and service providers are able to seek the support 
of an advocacy group at any stage of the dispute resolution process. 

Decisions about service provision are to reflect the responsibilities of service providers outlined in 
the Guidelines. 
 
Dispute resolution is to be based on the expectation that all responses by service providers remain 
focussed on the best available and most appropriate response to meet the needs of the person 
with a dual diagnosis. 
 
Service responsibility issues should be resolved at a local level and in a timely manner. 
 
Mutually accepted outcomes should be documented and shared with all stakeholders.  

Action 8: Service Responsibility Issues 
 
The Operational Management Committee will develop a process for resolving service responsibility 
issues. 
 
Features 
It is likely that service responsibility issues will fall into two major categories: 

1. Issues impacting on services received by clients. 
These issues should initially be addressed through an informal process with the immediate officers 
involved. If service providers are unable to resolve a service delivery issue around an individual at 
this level, then it should be referred sequentially, until resolved to the following forums: 

I. The joint planning and case conference meeting for the individual. 

II. The immediate supervisors involved and/or the Operational Management 
Committee. 

III. The appropriate management level.   

IV. Ultimate responsibility for resolution of service responsibility issues lies with the 
Executive Officers of each agency. 

2. Issues around the operation/work practices of agencies. 
I. Systemic issues will be progressed initially through the Operational Management 

Group.  

II. Systemic issues unable to be resolved at this level should be referred for cross 
agency discussion and resolution at the appropriate management level.  

III. Ultimate responsibility for resolution of systemic issues lies with the Executive 
Officers of each agency. 
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Operational Management Committee 

 

TERMS OF REFERENCE 
 
 
Purpose  
The purpose of this committee is to provide a forum to promote a coordinated  
system of care  to ensure effective and efficient delivery of services to meet the needs of people 
with mental illness and intellectual disability in the ..........District/Region.   
 
The goals of the Operational Management Committee are to: 
 
1. implement the Guidelines for Collaboration in the Provision of Services to Adults with and 

Intellectual Disability and a Coexisting Mental Illness; 
2. identify and promote opportunities for collaboration to enhance operational outcomes for the 

clients of the agencies; and 
3. improve outcomes for clients through early intervention and the effective management of 

emerging crises. 
 

Responsibilities 
  
This committee will: 

• progress and monitor the implementation of the guidelines 
• develop a shared management approach 
• share information 
• raise and address issues at a systems level 

• resolve issues that arise at the work practice level   
• develop and implement changes in work practise to improve the quality and efficiency of 

care for people with mental illness and intellectual disability 
• monitor the quality and consistency of individual management plans 
• assist in the coordination of training and education for staff of participating agencies 

 
Membership 

 
Mental Health Service 
 Manager/Director 
 Team Leader for the first point of service entry 
 Team leaders of other relevant teams 
 Designated liaison officer 
 Representative from Emergency Department 
 Where appropriate, representative from Dual Diagnosis extended unit 
 
DSQ 

Area Manager(s) 
Unit Manager(s) 
Manager Professional and Specialist Services 
Senior Resource Officer/Supports Facilitators 
Representatives from relevant specialist teams 
Designated Liaison Officer 
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Funded Service Providers 
Manager/Coordinator 
Representatives from relevant service units 
Representatives from relevant teams 
Designated Liaison Officer 
 
Other members from these agencies may be invited to discuss issues as the need arises. 

 
 
Meeting Protocols 
 
Secretariat  

 Convening of the meetings and preparation of an agenda and minutes of the meeting will be 
the responsibility of ........................... 
 

Chair 
To be determined by the committee and will be rotated according to the  agenda. 

 
Quorum 

All nominated members need to be represented by a delegate to enable the committee to 
carry out its purpose, particularly with regard to the resolution of issues. 

 
Frequency of meetings 
 

Day:   The first Tuesday of each month, to be held monthly and to be   
 reviewed in .............. 

 
Time:   9.00am to 10.30am 
 

Venue 
..................... 

 

Reporting relationships 

Members of the Operational Management Committee will report to their respective senior officers 
on progress and issues arising from the meeting. 

Changes to the Terms of Reference 
 
These Terms of Reference may be altered following recommendations by the Operational 
Management Committee to the respective Directors/Managers. 

Date of Review 

............... 
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REFERRAL TO: 
 WEST MORETON INTEGRATED MENTAL HEALTH SERVICE 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

REFERRED BY:  _________________________ 
 DESIGNATION:  _________________________ PHONE: ____________ 
 AGENCY:  _________________________ 
 

Reason for 
referral 

 Psychiatric 
Assessment 

 Medication review  Shared care  Consultation/Liaison 
type: ___________ 

               ___________ 
               ___________ 

Where to be 
seen 

 Place of 
residence 

 Outpatient clinic  hospital  

Urgency  Priority  Moderate  Non urgent  
 

Risk Indicators  Suicidal 
____________ 
____________ 
____________ 
____________ 

 Self harming 
___________ 
___________ 
___________ 

 Aggressive to 
others: 

________________
________________
__________ 

 Aggressive to 
environment: 

_________________ 
_____________________
_________________ 

  Sexual 
inappropriate 
behaviour 

_____________
___________ 

 Non-compliance to 
care ie: running 
away/refusing 
medication 

 Dramatic Change 
in behaviour 

______________ 
______________ 
______________ 
______________ 

 Other 
___________________ 
___________________ 
___________________ 
___________________ 
___________________ 
___________________ 

 NAME:  ________________________  AGE:   DOB: 
 
ADDRESS:  ________________________ 
 
                   ________________________ 
 
                   ________________________      
 
Next Of Kin/Guardian 
 ________________________   contact no. _____________ 
Statutory health Attorney 
________________________   contact no. _____________ 

 Hostel/boarding houses 
 Own home/Independent 
 ALS 
 Group home 
 Institution 
 Family/Carer 
Other 

CARE PROVIDERS    LEVEL OF INVOLVEMENT 
 General Practitioner   involved in referral 
 Family     full-time/part-time/casual 
 Other …………………………………….  full-time/part-time/casual  

NOT G
OVERNMENT P

OLIC
Y



Attachment 2 
Expample Referral Forms 

(Ipswich/West Moreton) 

17 

DEVELOPMENTAL DIAGNOSIS: 
……………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………… 
 
REASON FOR REFERRAL: 
……………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………….. 

 
PRESENTING ILLNESS SYMPTOMS: 
………………………………………………………………………………………………………………………………………………………….. 
………………………………………………………………………………………………………………………………………………………….. 
………………………………………………………………………………………………………………………………………………………….. 
………………………………………………………………………………………………………………………………………………………….. 
………………………………………………………………………………………………………………………………………………………….. 
 
SHORT HISTORY (SUMMARY) 
……………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………… 
……………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………… 
 
MEDICATION: 
………………………………………………………….  ……………………………………………………………………… 
………………………………………………………….  ……………………………………………………………………… 
………………………………………………………….  ……………………………………………………………………… 
………………………………………………………….  ……………………………………………………………………… 
 
 
 
 
 
    

SUPPORT NEEDS: 
 Physical 
 Interpreter 
 Support person 
 Other_______________ 

CHECK LIST: 
 Consent 
 GP's  approval 
 Previous assessments 
 Fax back form 

 

PHYSICAL SCREENING 
(indicate any recent screening that has 

occurred) 
 Thyroid Function Test 
_____________________ 

 Full Blood Count 
_____________________ 

 Full physical 
_____________________ 
_____________________ 
_____________________ 
_____________________ 

 

NOT G
OVERNMENT P

OLIC
Y



Attachment 2 
Expample Referral Forms 

(Ipswich/West Moreton) 

18 

WEST MORETON INTEGRATED MENTAL HEALTH SERVICE 
REFERRAL FEEDBACK TO 

DISABILITY SERVICES, QUEENSLAND 
 

 
 
 
 
 
 
 
 
PLEASE BE ADVISED THAT THE REFERRAL FOR THE ABOVE CLIENT HAS BEEN: 
 

 NOT ACCEPTED + Does not met the 
criteria 

 For further 
information please 
contact: 

   ________________ 
   ________________ 
 

 ACCEPTED + IMHS will contact you 
to develop an 
Assessment Plan 

 Contact Person: 
     ________________ 
     ________________ 
     ________________ 
 

 REQUIRES 
FURTHER 
INFORMATION 

+ IMHS will contact you 
for further information 

 Contact Person: 
     ________________ 
     ________________ 
     ________________ 
 

 
 
THANK YOU FOR YOUR REFERRAL. 
 
REGARDS, 
 
 
 
LIASON OFFICER 
WEST MORETON INTEGRATED MENTAL HEALTH SERVICE 
___/___/___ 

 
NAME OF PERSON: ………………………………………………………… 
 
DATE OF REFERRAL:  ………………………………………………………… 
 
REFERRED BY:   ………………………………………………………… 
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REFERRAL TO:  
 DISABILITY SERVICES QUEENSLAND 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

 
REFERRED BY:  _________________________ 
 DESIGNATION:  _________________________ PHONE: ____________ 
 AGENCY:  _________________________ 

 
 

Reason for 
referral 

 Case Management 
(including 
Behaviour Support) 

 Application 
for funding 

  
Behaviour 
Support  

  
Linking 
to 
services 

 Consultation/ 
Liaison   

 Other  
   

Where to 
be seen 

 Place of residence  Outpatient 
clinic 

 hospital   Other 
  

Urgency  Priority  Moderate  Low  
 

Risk 
Indicators 

 Suicidal 
____________ 
____________ 
____________ 
____________ 

 Self 
harming 

___________ 
___________ 
___________ 

 Aggressive to 
others: 

_______________
_______________
____________ 

 Aggressive to 
environment: 

_________________ 
___________________
___________________ 

  Sexual 
inappropriate 
behaviour 

______________
__________ 

 Non-
compliance 
to care ie: 
running 
away/refus
ing 
medication 

 Dramatic 
Change in 
behaviour 

______________ 
______________ 
______________ 
______________ 

 Other 
___________________ 
___________________ 
___________________ 
___________________ 
___________________ 
___________________ 

 NAME:  ________________________  AGE:   DOB: 
 
ADDRESS:  ________________________ 
 
                   ________________________ 
 
                   ________________________      
 
Next Of Kin/Guardian 
 ________________________    contact no. _____________ 
Statutory health Attorney 
________________________    contact no. _____________ 

 Hostel/boarding houses 
 Own home/Independent 
 Group home 
 Institution 
 Family/Carer 
 Other …………………………………… 

CARE PROVIDERS    LEVEL OF INVOLVEMENT 
 General Practitioner   involved in referral 
 Family     full-time/part-time/casual 
 Service Provider     full-time/part-time/casual 
 Other …………………………………….  full-time/part-time/casual  
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DEVELOPMENTAL DIAGNOSIS: 
……………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………… 
 
REASON FOR REFERRAL: 
…………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………
………….. 

 
PRESENTING ILLNESS SYMPTOMS: 
……………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………….. 
 
SHORT HISTORY (SUMMARY) 
……………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………… 
……………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………… 
 
MEDICATION: 
………………………………………………………….  ……………………………………………………………………… 
………………………………………………………….  ……………………………………………………………………… 
………………………………………………………….  ……………………………………………………………………… 
………………………………………………………….  ……………………………………………………………………… 
 
 
 
 
 
     

SUPPORT NEEDS: 
 Physical 
 Interpreter 
 Support person 
 Other_______________ 

CHECK LIST: 
 Consent 
 Previous assessments 
 Fax back form 
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DISABILITY SERVICES, QUEENSLAND 
REFERRAL FEEDBACK TO 

WEST MORETON INTEGRATED MENTAL HEALTH SERVICE  
 
 
 
 
 
 
 
 
PLEASE BE ADVISED THAT THE REFERRAL FOR THE ABOVE CLIENT HAS 
BEEN: 
 

 NOT ACCEPTED + Does not met the 
criteria 

 For further 
information please 
contact: 

   ________________ 
   ________________ 
 

 ACCEPTED + DSQ will contact you to 
develop an appropriate 
response 

 Contact Person: 
     ________________ 
     ________________ 
     ________________ 
 

 REQUIRES 
FURTHER 
INFORMATION 

+ DSQ will contact you 
for further information 

 Contact Person: 
     ________________ 
     ________________ 
     ________________ 
 

 
THANK YOU FOR YOUR REFERRAL. 
 
REGARDS, 
 
 
 
LIASON OFFICER 
WEST MORETON INTEGRATED MENTAL HEALTH SERVICE 
___/___/___

 
NAME OF PERSON: …………………..………………………………….. 
 
DATE OF REFERRAL:  ……………………………………………………….. 
 
REFERRED BY:   ……………………………………………………….. 
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DUAL DIAGNOSIS INTEGRATED RESPONSE PATHWAY 

 
     1 
 
 
 
 
 
 
 
2 
 
 
 
 
 
 
 
 
 
 
 
3 
 
 
 
 
 
4 
 
 
 
 
  
 
   5 
              
 
 
 
     6 
 
         
        7 
 
                                                        
 
 

 8       
 
  

Other 
Counselling. 
Service 

Client enters 
through any 

route 
Education 
Hospital 
Local GP 

Other 
Generic 
Service 

Dual Diagnosis Liaison/Referral Form 
(incls. Info sharing authority) 

Agency or Service completing the referral form becomes the 
Interim Case Manager 

No further 
action: 
advise 
referrer

“Bridging the Gaps” 
network: Consultation 

between relevant 
services  

Ongoing 
preparation & 

Liaison (eg DDU 
Links): services do 

detailed 
assessments 

Lead Agency 
Case Manager 

Identified 

P-C Case Mgmt plan 
identified & roles/ 
responsibilities of 

services negotiated. 

Service providers implement plans & inform 
lead agency Case Manager of changes in 
condition/situation. Review back through B 
the G Group, or exit to a single service when 
complex needs addressed or simplified 

Support 
NGO. 
Respite 

Disability 
Services 
Queensland 

Mental 
Health 

PERSON-CENTRED 
PLANNING MEETING 

Preferably with client 

 
Client needs 

identified 

Other 
Police 
Family 

Usual gatekeeping incorporated in complex needs 
process 
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Appendix 5: Reference Group Workshop Summary 
 

REFERENCE GROUP MEETING: SUMMARY OF ISSUES AND RECOMMENDATIONS 

DOMAINS Identified Gaps Identified Reference/ opportunity 

The Guidelines  Not utilised 

 Unknown to some service providers 

 Not comprehensive enough to address local needs in collaborative 
processes 

 Lack of process for identifying a lead organisation to ensure 
implementation 

 Lack of evaluation in the use of the Guidelines to ensure the 
framework is comprehensive and effective for use 

 Do not identify a cohort age 

 Based on assumptions that assessment and confirmation of DD is 
recognised practice for services and that the skills and capacities of 
the existing workforce is available. In practice there is limited 
service capacity to diagnose and respond to DD. 

 Not recognise systemic challenges which contribute to the lack of 
collaborative efforts and may continue to hinder attempts at 
collaboration.   

 A document to guide and improve collaboration and communication 
between services 

 Alternative local processes eg. MOU  utilised instead of the Guidelines 
RECOMMENDATIONS: 

 Group recommends against revising Guidelines 

 Group recommends development in areas of; Service system 
enhancement for integration/ access/accommodation, Workforce, DD 
Training, Resources and Culture and Attitude change. 

Service Systems  Lack of mechanism to make it work 

 Lack integration of services 

 Fragmentation of systems 

 Lack of understanding of service delivery across systems 

 Service operating in silos 

 Lack of evidence/lack of record keeping 

 ATSI population needs, access not well understood 

 CALD population needs , access not well understood 

 Not urban centric 

 Addressing inefficiencies 

 Not just medical focus 

 Commitment across key stakeholders (Health, DET, DCCSDS, Justice) 

 Recognition and application of continuum of care approach 

 Flexible service boundaries 

 Hub and spokes model 

 Improve communication between stakeholders 

 Clearly share roles, responsibility, differences/complimentary 

 Advocacy in system, for individuals 
Monitoring in education system 

 Early intervention, not just at diagnosis, also in infancy and early 
childhood NOT G
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REFERENCE GROUP MEETING: SUMMARY OF ISSUES AND RECOMMENDATIONS 

DOMAINS Identified Gaps Identified Reference/ opportunity 

Families/Carer  Barriers to access across services 

 Lack of safe accommodation 

 Recognition of impact of intergenerational disability 

 Impact on family members 

 Recognition of trauma 

 Consumer advocacy across service boundaries 

 Meaningful engagement of C&C 

 Support family member, carers  
 

Workforce and 
Training 

Required  Trauma informed practice 

Resource/ 
Funding 

Limited Enhanced 

Research/ 
Evaluation 

Required Required 

Attitude/Culture Discrimination 
Lack of understanding 
DD issues but seen in silo services 
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