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Our Commitment to First Nations Wellbeing, 
Culture, and Self-Determination 

We stand in strong support of First Nations Australians, affirming their inherent right to self -

determination, cultural preservation, and sovereignty over their land and traditions. We 

acknowledge that for First Nations peoples, mental health is inseparabl e from cultural, 

emotional, physical, and spiritual wellbeing —a holistic understanding maintained through 

thousands of years of continuous culture.  

 

The Gayaa Dhuwi (Proud Spirit) Declaration Framework and Implementation Plan, launched 

in Meanjin (Brisbane) on the lands of the Turrbal and Yuggera peoples where our office 

stands, provides a crucial 10 -year roadmap. QAMH fully endorses this community -led 

approach to integrating First Nations leadership, cultural knowledge systems, and healing 

practices into Australia's mental health frameworks.  

 

QAMH is committed to supporting truth -telling as a process of acknowledging the histories, 

lived experiences, and ongoing strengths of First Nations peoples, particularly in the 

context of mental health. By confronting the impacts of colonisation, intergen erational 

trauma, and ongoing systemic injustices, we can better address the historical and 

contemporary factors affecting the mental wellbeing of First Nations individuals and 

communities.  

 

In this submission, we emphasise the importance of holistic and healing approaches to 

mental health that incorporate the cultural knowledges, connection to Country, and spiritual 

practices of First Nations peoples. We are dedicated to ensuring that the pri nciples of self -

determination, cultural safety, truth -telling, and holistic health are central to the mental 

health initiatives and recommendations we propose. Our goal is to help build a future where 

mental health systems respect and respond to the unique  needs and strengths of First 

Nations Australians.  

 

Acknowledgement of Country 

 

QAMH acknowledges and pays deep respect 

to Aboriginal and Torres Strait Islander 

peoples as the Traditional Custodians of the 

lands and waters across Australia. We 

honour their Elders past and present, whose 

knowledge, leadership, and cultural practices 

have sustained these lands for millennia . 
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Who is QAMH  

The Queensland Alliance for Mental Health is the peak body for the Community Mental 

Health and Wellbeing Sector in Queensland, representing over 120 members and 

stakeholders involved in delivering Community Mental Health and Wellbeing Services.  

We work to reform, promote, and strengthen service delivery across the state through our 

influence and collaboration with members and strategic partners. Nationally, we contribute 

to key initiatives through our partnership with Community Mental Health Aust ralia and 

ongoing engagement with Mental Health Australia and the National Mental Health 

Commission.  

Who is MHLEPQ 

The Mental Health Lived Experience Peak Queensland (MHLEPQ) is the Peak Body for 

mental health consumers in Queensland. We provide policy advice and systems advocacy 

for consumers of mental health services of all ages in Queensland.  

Who is Arafmi   

Arafmi has provided free support for mental health carers in Queensland for over 45 years. 

Our services include a 24 -hour Carer Support Line, individual and group support, 

workshops and respite accommodation.  

As the peak body for unpaid mental health carers in Queensland, Arafmi advocates for 

systemic reforms to government and service providers.  

QAMH Contact Details 

For any further information please contact:  

Chloe Jesson  

Deputy Chief Executive Officer  

109 Logan Road, Woolloongabba QLD 4102  

Email : cjesson@qamh.org.au   |  Web: www.qamh.org.au  

 

Recognition of Lived Experience  

QAMH recognises that the Community Mental Health and Wellbeing Sector exists because 

of people with Lived Experience of mental distress, their families, carers and support 

people. We acknowledge the expertise and the courage of people with Lived Experience , 

and we commit to work with and alongside people with Lived Experience in all we do.  

mailto:cjesson@qamh.org.au
http://www.qamh.org.au/
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Disability Safeguards Consultation 
Queensland Alliance for Mental Health welcomes the Australian Government’s commitment 
to strengthening safeguards for all people with disability, including those with psychosocial 
disability who receive or need support both within and outside the NDIS. Our position 

reflects the experience of community -managed mental health organisations that deliver 
recovery -oriented, person -centred and culturally safe psychosocial support every day.  

Our members work across NDIS and non -NDIS settings, including in rural, regional and 
remote communities where thin markets and limited service pathways heighten 

vulnerability. Effective safeguards must recognise this broader ecosystem and the realities 
of psychosocial disability, including trauma, fluctuating needs and reliance on strong 
relational and community -based supports.  Current  pricing and funding arrangements do 

not recognise the real cost of delivering the safe, high quality psychosocial support s our 

services offer . Tight margins place pressure on workforce capability, supervision, training 

and the environmental adjustments required for effective, trauma -informed and culturally 

safe practice. As quality standards evolve, it is essential that the Framework acknowledg es 
that quality has a cost and that fair, predictable funding is critical to sustaining it.  

Given these realities, the new Framework must adopt a unified, rights -based safeguarding 

approach that strengthens quality across registered and unregistered providers and  reflects 

how people with psychosocial disability move through the service system.  In addition, a co -

designed Framework and Strategy must operate across the broader system including 
housing, health, education and justice, recognising that harm and neglect often occur 

outside NDIS -funded supports. These reforms must also be aligned with eff orts to address 
the significant unmet need for psychosocial supports and the wider NDIS reform agenda.  

This submission was developed in consultation with and  is endorsed by Mental Health 

Lived Experience  Peak Queensland  (MHLEPQ), and ARAFMI (Queensland).  

Consultation Questions 

1. When you hear the words “safeguards” and “quality”, what does it 

mean to you?  

“Safeguards ” mean  measures or practices that  protect people’s rights, wellbeing and 
autonomy while ensuring they are, and feel , safe, included and respected.  

“Quality ” means personalised, recovery -oriented and culturally responsive  support that  is  

guided by self -determination and  support s  people  to live  meaningful li ves  in the ir 
communit ies . 

2. What do you like or dislike about the definition of safeguards? Is 

anything missing or confusing?  

The definition is clear but focuses mainly on preventing harm . The definition could more 
clearly state that safeguards are in place for both physical and psychosocial safety. 

Safeguarding must extend beyond risk mitigation to encompass the conditions that enable 

people to feel safe, respected and supported in ways that uphold their autonomy  and keep 
them psychosocially safe. At the same time, the framework must clearly identify and 
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prevent restrictive practices that are applied under the guise of care, which can undermine 

rights and autonomy.  

Safeguards can also include oversight and accountability mechanisms, such as regulators 

or complaints authorities, which play a role in enforcing duties on providers and systems to 

uphold people’s rights. Where oversight is part of the safeguarding framewo rk, it helps 
ensure that responsibilities are clear and that rights are not only recognised but actively 

protected.     

Safeguarding failures can also occur when NDIA decisions result in essential supports 
being denied, leaving people without the help they need to stay safe. For this reason, 
safeguarding must apply to both provider practice and system -level decision making.  

3. What do you like or dislike about the definition of quality? Is anything 

missing or confusing?  

The definition centres on compliance but does not reflect the elements of practice that 
genuinely support people with psychosocial disability to live well. Quality in psychosocial 

support is grounded in relationships, trust and cultural s ecurity , yet these crucial aspects 
are not captured. A focus on paperwork over practice risks overlooking what people value 
most: feeling heard, respected and supported in ways that align with their identity, goals 

and lived experience.  

Providers note that quality must include trauma -informed and polyvagal - informed  
approaches, as many people live with complex trauma that shapes how they engage with 
services. Therapeutic relationships and relational safety are central, particularly where 

people rely on consistent, trusted support workers rather than a rotating workfo rce. Quality 
also depends on the physical and sensory environment in which support is delivered. 

Sensory -informed and well -designed environments can reduce distress, support reg ulation 

and promote engagement , contributing to quality care.  

Finally,  the nuanced nature of the term “quality” signifies it should be measured with the 
intention of continuous improvement. Quality should be measured based on meaningful 

indicators, such as improved wellbeing, reduced crises, and reduced hospital admissions. 

Measurement should not rely solely on whether individual preferences are met, particularly 
where people may have adapted expectations shaped by past institutional or restrictive 
experiences but  should also draw on evidence -informed practice and the collect ive views 

of people with lived experience of those services.  

4. Do you have anything to add?  

Safeguards must apply across the whole ecosystem, not only NDIS -funded supports. 

Community -based psychosocial supports play a critical role and must be recognised. It 

should also be acknowledged that people often experience risk in mainstream services, 

housing, hospitals and justice settings.  

Questions 5 to 8: Not Applicable  
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Questions on Co -design and Participation  

9. What are ways we can support people with disability to shape their 

own support system?  

Ensuring inclusion of people with disability at decision -making levels and in key 

conversations is critical. In addition, pay people for their expertise, provide accessible 
materials, use peer facilitators, embed co -design in service funding contracts and ensure 
First Nations, CALD and psychosocial perspectives are represented.  These approaches 

align with emerging lived -experience governance models, such as the National Mental 

Health Consumer and Carer Forum’s Lived Experience Governance Framework , which 
ce ntre’s  identity, human rights and shared decision -making and is likely to inform future 

expectations for community -managed mental health organisations. 1  

10. Do you have anything to add?  

Co -design must influence real decisions, not act as a consultation  practice  after decisions 

are made. The lived experience workforce and those with relevant lived expertise  should be 
properly resourced to participate fully. This includes culturally secure  processes, genuine 

partnership, and shared decision -making . Best practice co -design also requires First 

Nations peoples to take the lead in determining priorities, shaping solutions and defining 
what quality and safety mean for their communities.  Where app ropriate and chosen by the 

person, co -design should also include family members, carers or other supporters of their 
choosing, supported by a workforce equipped to navigate these relationships in ways that 
uphold the person’s autonomy.  

Questions on Person -Centred Support  

11. What does person -centred support look like to you?  

Person -centred support is flexible, relational and culturally safe, shaped around a person’s 

strengths, goals and identity. It is delivered with people, not for them, and is grounded in 

deep listening and human rights . In addition, it  involves creating familiar, safe and sensory -

informed environments, and recognising the importance of community, culture and 

connection in supporting people to live well.  Person -centred support recognises that 

people with psychosocial disability often need consisten cy in support and workers to build  

trust.  

12. How can services get better at putting the person first?  

S ervices can put the person first by creating the conditions for consistent, trusting 

relationships. This means investing in workforce capability, cultural safety, trauma -informed 

practice and a peer work force , and designing funding models that allow flexibility in how, 

when and where support is delivered  (to the extent their contractual obligations will allow) . 

Reducing rigid program rules that limit flexibility and giving workers time to build trust and 

respond to fluctuating needs are also critical. Supp ort is more person -centred when 

workers are stable, skilled and supported to focus on relationships rather than just tasks.  

 



  

7 

 

13. Do you have anything to add?  

Person -centred support must recognise that wellbeing is shaped by community, culture, 
housing, discrimination, sensory needs and other social determinants of health, not only 

individual service interactions.  Person -centred practice must therefore integrate a “with , not 
for,” approach, value lived experience leadership, and work alongside families, cultural 

supports and community networks to create a holistic model of care.  

 

Questions on Accountability  

14. Do you think the services you receive are held accountable to 

deliver quality and safe services?  

Accountability across the disability support ecosystem is uneven . C ommunity  mental health 

servic es  consistently demonstrate  strong relational, recovery -oriented and culturally secure 
practice , yet oversight remains fragmented, especially outside the NDIS. A key concern is 

that only a small proportion of NDIS providers are registered with the NDIS Quality and 
Safeguards Commission. In 2022 –23, fewer than one in ten NDIS providers were registered, 

meaning the majority of providers operated outside formal audi ting and ongoing regulatory 

oversight .2  

More broadly, accountability arrangements are not always aligned with the level of authority 

or risk exercised across the system. Different parts of the service system operate under 
different oversight and reporting frameworks, which can result in varying levels of 

transparency and external scrutiny. Community mental health services are often subject to 
significant regulatory and reporting requirements, despite typically exercising fewer coercive 

powers than other parts of the system.  

This contributes to an accountability landscape in which expectations and oversight are 

applied inconsistently, making it harder to ensure quality and safety are being upheld in a 
proportionate and coherent way.  

Providers also highlight that accountability must extend to NDIA decision -making. When 

supports assessed as reasonable and necessary are not funded or are withdrawn, people 
can be left without essential help. These gaps can lead directly to harm and should  be 
recognised as safeguarding failures, not simply funding issues.  

 

15. Are there other forms of accountability you think would increase 

quality and safety?  

Improved accountability requires a coherent, risk proportionate approach that applies to all 
providers, whether registered or unregistered. This includes clearer practice standards, 
transparent reporting of outcomes, and monitoring that extends into settin gs where people 

frequently experience harm, such as housing, hospitals and justice services. Strengthening 

accountability also involves addressing system level gaps, such as lengthy and inaccessible 
dispute resolution processes and the power imbalance betw een participants and the NDIA. 

More timely, independent mechanisms for resolving disputes  may be considered.  
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16. What could be changed to keep services accountable?  

Accountability will improve when regulatory requirements are clear, proportionate, 

resourced,  and achievable for providers of all sizes, especially small community -based and 

First Nations -led organisations. Psychosocial providers already comply with multiple 

accreditation systems, so any new standards must avoid duplication (including of reporting 

requirements) and be backed by funding and pricing models that reflect the real cost of 

delivering safe supports.  

17. Do you have anything to add?  

Accountability must recognise that safe, high -quality  support depends not only on provider 

practice but also on the broader system conditions in which services operate. Fair, 
predictable and sustainable funding is essential, as providers cannot meet quality 

expectations or maintain a skilled, stable workforc e without adequate resourcing. 
Accountability should also encompass transparent and timely NDIA decision -making, 
accessible dispute resolution processes and safeguards that function consistently across a ll 

settings where people rely on support. When funding, regulation , and systems work 
together  and are trusted to be accountable and fair , accountability becomes meaningful 

and directly contributes to better quality and safer outcomes for people . 

 

Questions on Coordination (18 –21) 

18. Do you have any examples of when services have worked well 

together?  

Effective collaboration occurs when services are supported to work around the person 

rather than in silos. Psychosocial support providers report strong outcomes when warm 
referral pathways exist between community -managed services, hospitals and PHNs, and 

when joint care planning supports people during transitions from acute care to the 
community. Peer workers and link workers , whose role it is to guide appropriate referral 

pathways based on an individual’s needs and experiences,  play a crucial role in bridg ing 
systems, sharing information safely and building trust . This  helps people remain engaged 
and reduces the likelihood of crisis escalation. These examples show that when 

relationships are intentional and resourced, coordination leads to safer, more consistent 

support.  

19. Are there things that stop services working well together in your 

experience?  

Coordination is often hindered by fragmented systems, inconsistent eligibility rules, and 

limited information sharing between programs such as the NDIS, mental health services, 
housing and justice. Providers report that privacy legislation is interpreted d ifferently across 
agencies, leading to uncertainty and risk aversion. Workforce shortages, high turnover and 

insufficient time for relationship building also limit coordination. Funding silos and unclear 

accountability between the Commonwealth and states f urther undermine collaborative 
practice, a point reinforced in the Productivity Commission’s interim report. 

Providers also emphasise that NDIS pricing does not reflect the complexity of psychosocial 

support compared with many physical supports, including higher supervision needs, 
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specialised training, insurance costs and trauma responses. Small specialist psychosocial 

providers can achieve strong outcomes but are often financially unviable under current 

pricing.  These groups are unable to effectively collaborate with other services or entities 
given these limitations.  

20. Do you have anything to add?  

Improving coordination requires clearer guidance on information sharing, locally  designed  
pathways and investment in roles that connect the system, such as peer workers and link 

workers. Co -design with people with lived experience, families , carers,  and local 

communities is essential to ensure coordination strategies reflect real needs and local 
contexts, particularly in rural, regional and remote areas. Psychosocial support relies heavily 

on continuity and trust, so collaboration across services is not opt ional but fundamental to 
safe and effective care.  

21. How else can we make safeguarding better?  

Safeguarding will be strengthened when people can access psychosocial support early 
rather than only in crisis. This requires investment in workforce capability, including training 

in trauma  informed practice , co -occurring conditions and culturally s ecure  approaches . 

Providers also need fair and predictable funding that reflects the true cost of high -quality  
psychosocial support, including supervision, environmental safety and specialist training.  

Introducing mandatory, risk -proportionate registration for all providers may improve 

consistency, but it must be implemented carefully to avoid destabilising thin markets or 
disadvantaging First Nations , peer led  or small community based providers. Ensuring 
people have access to independent advocacy and trusted avenues to raise concerns will 

further enhance safety , autonomy  and confidence in the system . Meaningful outcome 

measurement, such as reduced crisis presentations and improved connection to 
community, should also inform future safeguarding approaches.  

Safeguarding and oversight must be strengthened to protect the rights of the community. At 

the same time, adequate and long -term investment in services, particularly community 

mental health services, is essential to enable quality to improve. These element s must 

progress together. Strengthening safeguards without funding security creates risk, while 

funding without appropriate oversight limits impact. Together, they support shared and 

sustainable improvements.  

Finally, quality standards should be easy to access and understand, including for families 

and carers, so all stakeholders are clear about service expectations and can support 

collaboration, transparency and shared accountability.  
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