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Introduction 

The Queensland Independent Disability Advocacy Network (QIDAN) thanks the Department of 
Child Safety, Seniors and Disability Services (DCSSDS) for the opportunity to escalate feedback 
and provide recommendations regarding the Office of the Public Guardian (OPG). As disability 
advocates supporting people with disability and their families, we have identified a prevalence 
of ongoing issues with the OPG.  

In previous QDAP reporting ‘Guardianship and Administration’ was not recorded as a problem 
type therefore, we do not currently hold data on the prevalence of these types of issues that 
advocates are assisting with. As of July 2023, the QDAP reporting template has been updated to 
capture ‘Guardianship and Administration’ as a primary problem type. However, the issue that 
an individual is seeking advocacy for may not be in the first instance with ‘Guardianship or 
Administration’ but rather a NDIS, health, housing etc., therefore these matters would not be 
recorded in this way.  

Our report provides feedback, case studies and recommendations on these issues with the 
hope that we can raise awareness of the challenges and barriers faced by individuals who have 
engaged with the OPG.  

 

QIDAN’s recommendations 

1. Guardians should cultivate proactive and inclusive relationships with the individuals 

they are responsible for, while also embracing and implementing an effective 

supported decision-making framework.  

2. The OPG should prioritise the prompt and transparent provision of information 

regarding the extent of their authority and their interactions with the individual, 

including sharing relevant personalised contact details.  

3. The OPG should establish robust strategies aimed at expediting the decision-making 

processes, thereby preventing any adverse effects on individuals under their 

guardianship. 

4. The OPG should ensure accountability and independence from service provision and 

other governmental entities. Additionally, the OPG should offer clear transparency 

regarding any co-located services, outline the roles, maintain confidentiality, and 

specifying protocols for information sharing.  

5. The OPG should collaborate with QIDAN to develop a memorandum of understanding 

that establishes a strategic framework for cooperation. This document should outline 

the individual’s rights to access disability advocacy services, roles, responsibilities, and 

expectations of both parties including escalation pathways. 
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1. Office of the Public Guardian  

1.1 Individuals with the OPG appointed as their guardian have advised that they have never 
met with their guardians face-to-face and overall, they have had little interaction with the 
guardian.  

1.2 Individuals have experienced repeated changes to the delegated guardian, with reports of 
individuals having up to six different guardians.  

1.3 Advocates have learned of guardians sharing office spaces with mental health workers in 
public hospitals. There have also been reports of guardians discussing decisions about a 
person under guardianship with hospital staff. Advocates have concerns about the 
independence and confidentiality of these guardians.  

1.4 There is reportedly a one-year waitlist for OPG investigations into abuse, neglect, and 
exploitation. There have been instances where the OPG has recommended that advocates 
raise allegations with QCAT rather than the OPG. When this has occurred, advocates have 
reported difficulties in obtaining updates from guardians about how they are adhering to 
tribunal recommendations. 

1.5 Advocates have worked with clients subjected to unauthorised restrictive practices whilst 
under guardianship, where the appointed guardian has been aware of their use but have 
not actually investigated or challenged the practices. 

1.6 Advocates have received reports of guardians approving inappropriate accommodation, 
including SIL arrangements, for individuals under guardianship. For instance, one individual 
was moved away from their family to a shed that had been modified into a studio unit 
without a designated bathroom. The individual did not have a bedroom, and their bed was 
set up in the living area. The unit was not adequately weather resistant and provided little 
space and privacy for the individual.   

1.7 Individuals under guardianship of the OPG and their families have described feeling 
unsupported by guardians, and there are reported instances where the guardian appears to 
have taken the side of the service provider over the person under guardianship. For 
example, an individual reported to their guardian that they were assaulted by a support 
worker, but the claim was dismissed by the guardian without any investigation process or 
follow up.  

 

2. Decision making  

2.1 Advocates have observed guardians not considering or supporting the will and preferences 
of people under guardianship. For example, an individual expressed to their guardian that 
they did not wish to continue engaging with a particular support coordinator. The guardian 
ignored the individual’s wishes and continued to sign a new service agreement with the 
support coordinator. 
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2.2 Advocates have observed guardians taking significantly long periods to make crucial 
decisions on behalf of the individuals under their guardianship.  

2.3 Advocates have observed ongoing issues around decision-making during the transition 
period that occurs when a new guardian is appointed. For instance, an advocate was 
working with a client who wanted to relocate to an aged care facility closer to their family. 
The aged care facility had limited rooms available, and an advocate helped to secure a room 
for the client. The client required a guardian to approve the move. However, the guardian 
was in the process of changing, and no one was available to make the decision. A decision 
was not received in time, and the room was taken by another person.  

2.4 Advocates report guardians’ neglecting to clearly define the roles and responsibilities of 
service providers, particularly around decision making. For instance, a guardian was aware 
that an individual under their guardianship was prohibited by the service provider from 
seeing their family. The decision to restrict contact with the family was made by the 
individual’s service provider, not the individual or their guardian.  

2.5 Advocates have been informed by Guardians that their role is limited to decision-making 
and does not encompass assisting individuals in exploring options like housing or support 
services. Consequently, in cases were individuals do lack advocacy support, this stance has 
led to a situation where they are hindered from making necessary life changes, as their 
need for support decision-making remains unmet.  

 

3. OPG and disability advocates  

3.1 Individuals have often reported that they do not perceive the OPG to be independent of 
their service providers, so the role of independent disability advocacy is essential.  

3.2 Advocates report instances where guardians have not allowed a person under guardianship 
to engage with independent advocacy services. 

3.3 There have been various instances where guardians have misunderstood the role of 
disability advocacy and insisted that advocates require consent from the guardian to speak 
with stakeholders. Furthermore, there are many examples where this consent has not been 
provided, and all communication with stakeholders has been channeled through the 
guardian. Often, the guardian can take several days to relay information and messages, 
delaying the advocacy process significantly.  

3.4 Advocates report instances where relationships with guardians are worsened after the 
advocate has challenged a guardian’s decision. 
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4. Case studies  

Case Study provided by Independent Advocacy in the Tropics 

Tiana* is a woman living with intellectual disability and autism spectrum disorder who requires 
24/7 care. In 2020, QCAT appointed the OPG as Tiana’s guardian, and Tiana was placed with 
two separate guardians between 2020 and 2021. During this period, Tiana was hospitalised 
twice and experienced health issues like reoccurring urinary tract infections, severe 
constipation, significant weight loss, significant dental injuries, and malnutrition. Tiana 
continues to live with the aftereffects of these health issues today.  

Guardian #1 

Tiana’s first guardian was delegated for two months in late 2020. It is reported that the 
guardian had a poor understanding of his role and was confused about whether the OPG was 
appointed to make decisions for Tiana’s health issues. As a result of the confusion, Tiana 
suffered greatly. For instance, Tiana experienced significant tooth pain, requiring dental 
services. The first guardian did not support Tiana to access dental services, and Tiana was 
placed on a waitlist in the public health system. Tiana waited over two years for a dental 
appointment after this, where it was discovered that she had a broken tooth and an abscess in 
her mouth. In another instance, Tiana missed her regular De Provera injection because the first 
guardian failed to provide her doctor with permission to administer the injection.  

Tiana’s family repeatedly advised the first guardian that they were having trouble contacting 
her. The first guardian did not investigate the issue, nor did he respond to the concerned family 
members. Also, during this time, the first guardian moved Tiana away from her hometown 
without consulting or notifying her or her family. This was the first of many times that Tiana 
was separated from her family by the OPG. 

Guardian #2 

Tiana’s second guardian was delegated for one year between 2020 and 2021. At the time, Tiana 
lived in NDIS Supported Independent Living (SIL) accommodation. The relationship between 
Tiana’s SIL provider and specialist support coordinator was fraught with issues, and eventually 
the relationship deteriorated entirely. The relationship breakdown led to nonpayment of bills, 
rent and groceries for Tiana. The problems between the two parties and the subsequent 
consequences were known to the second guardian, who failed to address the issues.  

Whilst under the guardianship of the second guardian, Tiana suffered various health problems 
related to the poor support she received from her SIL provider. The second guardian only began 
investigating the health issues after Tiana’s family informed the guardian that she had rapidly 
lost 15kg. In this period, Tiana was hospitalised twice. Her family was not notified of the 
hospitalisations. Additionally, Tiana was prescribed sleeping medication because she could not 
sleep due to the pain caused by her dental issues. The sleeping medication was highly addictive 
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and made her unsteady on her feet. The second guardian was aware of the problems she 
experienced with the medication and the reason why it was prescribed.  

The second guardian was aware that Tiana was subjected to restrictive practices at the hands of 
her SIL provider. Tiana was repeatedly wrapped in sheets at night as an attempt to prevent self-
harm. Her arms and upper torso were also restrained with scarves on several different 
occasions. The second guardian did not address the use of restrictive practices and allowed it to 
continue. 

Tiana’s family tried several times to connect with the guardian and raise their concerns and 
complaints about her service provision. Their complaints were ignored, and the family 
escalated their complaints to the NDIS Quality and Safeguards Commission and to the Minister. 
After the family escalated their complaints, the second guardian instructed Tiana’s individual 
disability advocate, service provider and specialist support coordinator that they were not 
allowed to share any information with Tiana’s family, stating that they were “toxic”. From this 
point, Tiana was shut off from her family, and the second guardian failed to reply to any contact 
made by her family.  

Tiana was moved a total of six times whilst under the OPG’s guardianship. The moves caused 
her great distress which contributed to her self-harm. Whilst under the care of the OPG, Tiana 
was subjected to negligence, preventable health issues, separation from her family, trauma, 
and restrictive practices. 

Tiana’s two sisters were eventually appointed as her guardians in 2022. The second guardian 
failed to provide any handover to the sisters. 

*name changed to protect confidentiality 

 
Case Study provided by Speaking Up For You 

Shay* has an acquired brain injury (ABI) and was held in hospital for over a year without the 
prospect of discharge. Shay engaged with an individual disability advocate to support her in 
transition out of the hospital, and the advocate was able to liaise with Shay’s delegated 
guardian and negotiate the discharge within a few months. During this period, the advocate 
identified that it was essential for Shay to complete a change of circumstances form to ensure 
that she had adequate NDIS support and services in place. 

Shortly after Shay was discharged from the hospital, she was delegated a new guardian. The 
new guardian instructed all of Shay’s NDIS services that they could not share any information 
with her advocate. This included Shay’s support coordinator, service provider, support workers 
and occupational therapist. Shay experiences difficulties with communication and technology 
and relies on her advocate to support her in communicating with her guardian and her NDIS 
services. Shay reported feeling extremely disempowered by the guardian’s decision.  
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Shay’s advocate expressed their concerns with the guardian and explained that the directive 
impeded the efficiency of Shay’s advocacy. The guardian eventually allowed Shay’s advocate to 
send emails to the NDIS services. However, the services were not allowed to respond directly to 
the advocate. Instead, all responses had to be channeled through the guardian. The guardian 
insisted this was protocol, and the advocate requested copies of any relevant guidelines or 
policies that supported this claim. The advocate received no response. The advocate requested 
the guidelines and policy again, after which a new guardian was delegated. 

The newly delegated guardian agreed to provide consent for the advocate to communicate 
with all NDIS services and involved the advocate in all correspondence and stakeholder 
meetings regarding Shay’s NDIS. The new guardian enabled effective and efficient advocacy and 
supported Shay to achieve her goals. 

*name changed to protect confidentiality 

 

Conclusion 

QIDAN recognises that advocates often establish effective relationships with the OPG, leading 
to positive outcomes for people with disability. Building upon this foundation, QIDAN would like 
to work with the OPG further enhance the quality of life for people with disabilities.  

QIDAN thank the Department of Child Safety, Seniors, and Disability Services (DCSSCS) for the 
opportunity to report on some of the issues faced by people with disability and their families 
who are engaged with the OPG. QIDAN appreciates the DCSSCS raising our feedback and 
recommendations with relevant Departments, and for listening to people with disability, their 
families, and their advocates. We hope that our recommendations can be considered by the 
OPG for the improvement of collaboration, future operations, and service delivery. 

 


