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INQUIRY INTO SERVICES FOR PEOPLE WITH AUTISM SPECTRUM
DISORDER

Introduction to Lancaster Consulting Australia
Vision Statement:

Enhancing Quality of Life for All
Mission Statement:
At Lancaster Consulting Australia our Mission is:
1. To enhance the quality of life for people with disabilities and their families through
improvements to participation, choices, voice, connectedness, independence and direction.
2. To demonstrate the broad applicability of the positive behaviour support framework by
using the philosophy and practice of PBS with each other, in our holistic practice and
engagement with others.
3. To be individually focused: providing flexibility in service delivery and our working
conditions; responsive to others and being adaptable to outside influences.
4. To innovatively strive for excellence and new approaches to achieve outcomes, but not lose
the fun aspects of working creatively.

Lancaster Consulting was launched by Cat Lancaster in 2005 as a way of taking on the challenge that
“there’s always a different way”. Since its humble beginnings as a sole trader business, Lancaster
Consulting Australia (LCA) has grown to be a name synonymous with the application of the positive
behaviour support framework. Initially a specialist assessment service, in 2009 it launched a
targeted training arm offering professional development to disability support workers, educators
and families in understanding Autism Spectrum Disorders (ASD) and Positive Behaviour Support
(PBS).
Through this professional engagement, Cat Lancaster developed The Three Windows, a framework
for understanding, assessing and supporting individuals with an Autism Spectrum Disorder. This
framework focuses attention on three key areas of understanding and support for individuals on the
Spectrum; Anxiety, Sensory Processing and Communication.

While simultaneously recognising the individual manner in which ASD impacts each person, this
framework acknowledges the role each of these Windows has and provides specific tools to evaluate
and develop targeted supports. LCA consultants use this framework within the context of their
Positive Behaviour Support assessments, as well as the various Autism Spectrum Disorder Training
Packages offered.
Over the years, LCA has expanded to tackle larger systemic issues and commenced broader levels of
support to organisations regarding cultural change and targeted professional development in
supporting individuals with complex presentations. This reach continued to expand and in 2015
Lancaster Consulting was announced as the sole provider of PBS training to the Department of
Health and Human Services (DHHS) disability accommodation staff; established itself as a preferred
provider for the National Disability Insurance Agency (NDIA) Barwon pilot area and was contracted
to a two year cultural change project for Wesley Mission. The year culminated in the transition to
the new corporate entity Lancaster Consulting Australia Pty Ltd in October 2015.
At Lancaster Consulting Australia we provide the following products and services:


Individualised assessments and advice, including but not limited to in depth PBS
assessments, Functional Behaviour assessments, Clinical Risk assessments, Ecological
assessments, and Sensory assessments



Professional development to staff in the disability, mental health and education sectors via
formal trainings, tailored team development sessions, reflective supervision and on the
ground coaching and mentoring



Family education and in home support



Individual and system advocacy, creating linkages between family, staff, professional’s
services and government.

Changing Landscape of ASD Support
In our experience over the past 11 years there has been an immense shift in the overall
understanding of ASD. When we initially began offering services, little distinction was made between
ASD and Intellectual Disability (ID). There was also no conversation around the cognitive triad
(impaired theory of mind, weak central coherence and impaired executive functioning) and the
unique challenges individuals on the spectrum face. If an individual had a diagnosis of ID, there
might be some mention that they had “ASD traits”, but there would be no push for a full ASD
diagnosis to be pursued as there was no access to further funding or specialised supports. Where a
secondary diagnosis of ASD did exist, its essential role in shaping how that person views themselves
and others wasn’t acknowledged. The concept of “dual disability” was only for those with an
Intellectual Disability and a mental health condition. Individuals with an ASD who did not have an
Intellectual Disability were excluded from the system and unable to access the supports they
required. In December 2008 the Victorian Government recognised ASD as a neurological
impairment under the state Disability Act 2006, and this led to an important, and long overdue, shift
in the conversation An understanding began to emerge that there was a difference between ASD
and ID. This was demonstrated in the disability sector through a push for ASD specific training for
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disability support staff with a major role out of Introduction to ASD training undertaken throughout
the Melbourne metropolitan area for staff in the Disability Accommodation Service (DAS) at DHHS.
This initial role out of training was provided by LCA.
Much progress has been made over the past 11 years in relation to the supports provided to
individuals with a diagnosed Autism Spectrum Disorder. This is demonstrated by the below example:
Lancaster Consulting Australia was contracted to provide a Positive Behaviour Support
Assessment for a then 52 year old male who had transitioned into community based
disability accommodation in the 2 years prior to our engagement. As a very young child, he
had been diagnosed as having “childhood schizophrenia” a term, at the time, frequently used
synonymously with Autism. Initially he was placed in an institution for children with
disabilities, however, after a significant incident which resulted in temporary hospitalisation,
an interpretation of this diagnosis determined he had a psychiatric disorder and he was
transitioned to a psychiatric institution. He transitioned between disability and psychiatric
institutions until 2012. During this time he was “treated” with an incredible array of
psychotropic medications. This continued despite recognition by a mental health review
panel in 1989 that he did not have a psychiatric disorder but rather an Intellectual Disability
and Autism. Although significant assessment and consultation with vast numbers of
professionals had occurred over the years following the review panels determination, it was
another 23 years before a community-based placement could be found. Even then there
continued to be a significant lack of individualised care for this gentleman, and a lack of
awareness of how to provide supports based on his Autism Spectrum Disorder. Due to high
levels of behaviours which caused significant self-harm, this gentleman continued to spend
long periods of time in hospital, often mechanically restrained to the hospital bed with
shackles on each admission. In 2014 a support model operated by Life Without Barriers
providing individualised accommodation and targeted staff training specific to his ASD was
established. Since moving into this targeted support model, due to the increased ASD specific
supports provided to him, he has increased his community engagement, developed a number
of independent living skills, expanded his weekly activities, and there has been a significant
decrease in self-injurious behaviours. It can be seen that the supports in place now has led to
a significant increase in this gentleman’s quality of life overall. This was as a direct result of
the service system recognising and responding to his individual needs, and in particular,
those challenges arising for his ASD.
Whilst these improvements show hope, major gaps remaining across the disability, health and
education sectors in relation to the supports provided for individuals with ASD.

Workforce Issues
As mentioned above, there has been a significant shift in the general understanding that ASD is a
unique area and that workers in the field require ASD specific training. However, in our experience
the level of knowledge held by workers in the field is often superficial and although workers may be
able to recognise some symptoms of ASD (such as preferences for structured routine, difficulties
with change/transition, communication challenges), they do not know the reasons behind these
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symptoms (i.e. the cognitive triad and “Three Windows” mentioned above), and do not know how to
develop and implement appropriate and effective supports. Most staff are operating from outdated
or lay-person views about how to support someone with ASD. This lack of understanding is
particularly prevalent in those providing supports to individuals without an ID or to those who have
a severity rating 1 (formally Asperger’s Syndrome). The lifelong nature of ASD also appears to be
poorly understood, though there have been some positive shifts in this with the onset of the
National Disability Insurance Scheme (NDIS).
There also appears to be a continued misunderstanding at the management level about the amount
of training required to have a thorough understanding of ASD. Therefore, many disability support
staff complete a 1 or 2 day training in ASD and are seen as “ASD trained”. This level of training is not
sufficient. While it allows staff to begin to understand the distinctions between the autistic and
neurotypical mind, applying that knowledge to a range of individuals and contexts requires coaching,
mentoring and reflective supervision.
It is of course unrealistic to expect that all staff members receive extensive training in ASD. As an
alternative, fewer staff members should be given extensive training and they would form an expert
base within their organisation.
Within the disability support sector we do recommend that all staff have a minimum of Certificate IV
in Disability – this is not currently the case and some organisations have now dropped this as a
mandatory qualification. Without this, people come into the sector with no background knowledge
of what the role of a disability support worker is, the legislation and policy that guides practice or
even a solid understanding of human rights. For example:
We recently observed a group of staff supporting a resident in an accommodation service
with ASD and behaviour of concern. Staff were providing care aligned with the “hotel” model
of support (e.g. they were stripping resident’s bedding and washing it; they served a glass of
water to a resident who was more than capable of getting his own drink) and therefore
missing the opportunity to engage the residents in person-centred active support. Upon
discussion with one of the staff members, it was revealed that he had previously been a
landscaper and he came into the disability sector with no background information or
qualifications
A minimum qualification of Certificate IV in Disability would set up the foundation for understanding
human rights, the role of a disability support worker and the legislation/policy from which we work
in the sector. However, this is woefully insufficient training for staff to be able to support someone
with ASD. Staff require a solid background in Positive Behaviour Support (PBS), which will give them
a foundation in being able to critically analyse behaviour and understand its true meaning, and
therefore respond appropriately. Once that foundation is set, staff need specific training in ASD
which includes:
 Diagnosis of ASD and clinical features of ASD
 Common myths surrounding ASD (as these are prevalent in the sector, given the lack of
appropriate training)
 An understanding of sensory processing and how this impacts on a person with ASD
 An understanding of anxiety and how this impacts on a person with ASD
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An understanding of social communication and how this impacts on a person with ASD

From experience disability staff require at minimum a 3-4 day course in PBS, plus an additional 2-3
day course in ASD in order to effectively support people with ASD. We frequently find they also
require further follow-up clinical support to enable them to translate the information from training
to apply in their workplace
Most staff groups referred for PBS and ASD training are referred because they are supporting one or
more people with complex behavioural presentations. In these situations, the support has been so
poorly matched to the person’s needs over time that the person has developed ingrained behaviours
which are difficult to intervene with, leading to intensive and expensive interventions. Furthermore,
access to additional services to support staff, such as specialist behavioural teams, are limited by
both financial restraints and capacity, meaning that staff with limited skills and knowledge are
responsible for the development and implementation of strategies to support the individuals with
ASD and complex care needs.
Training in PBS should be mandatory for all disability support workers, and training in ASD should be
mandatory for those working in organisations supporting those with ASD. This would lead to a much
better quality of support for those with ASD and also enable early intervention with behaviour of
concern which is cheaper and more effective to implement, yet this is not common practice, with
the majority of disability support staff remaining undertrained with a lack of opportunity for skill
development.

Health Services
It is widely known that individuals with ASD require consistency, predictability and structure.
However, the health sector does not provide these basic needs for individuals accessing their
services. Nor does it allow for a smooth transition between the health and disability services. Often
individuals with an ASD who enter the health service, whether this is for medical or mental health
services, are not provided the adequate individualised care needed due to a lack of understanding
and knowledge by health services surrounding ASD.
General Practitioners often have a limited understanding of the use of behavioural supports that can
be utilised to assist individuals with an ASD, and have limited referral mechanisms for behavioural
specialists. This often results in a reliance on medication to attempt to assist individuals who may be
exhibiting signs of anxiety due to a lack of supports in the individuals’ day-to-day life.
If a person on the spectrum is in need of hospitalisation, staff often do not have the skills or
knowledge to support their admission, often relying on family or disability support staff to assist
whilst they are hospitalised. In a number of situations, there is increased use of restrictive
interventions, such as chemical, physical or mechanical restraint used whilst that person is admitted.
For example, it is not unusual for the waiting list to access DHHS’s internal specialist behavioural
teams to be six months or longer. When support from specialist behavioural teams is provided, it has
often failed to address the gaps in staff knowledge and practice, in part due to the relatively brief
interventions offered without the benefit of staff training and follow-up clinical support.
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Unfortunately, we have often experienced situations where the specialist behavioural teams have
been unable to offer services at all due to the lack of expertise of staff within their teams.
There are limited specialists, including Psychiatrists, who have a thorough understanding of the
impact of ASD on an individual who presents with dual conditions, such as ASD and mental health
conditions, and even fewer who have expertise in providing services to individuals who may exhibit
behaviours of concern. Those services that do provide expert knowledge on dual disability (e.g. the
Victorian Dual Disability Service and the Centre for Developmental Disability Health Victoria) are
seriously understaffed and underfunded.

Education
In our work in the education system, we have observed a widespread lack of understanding of ASD
in teachers and support staff across primary and secondary schools. This is demonstrated in many
different ways, for example:








Teachers who openly report that they have not received any training in ASD, and feel lost in
how to support students with a diagnosis in their classrooms. These teachers can be open to
advice and suggestions
Teachers who have a very superficial understanding of ASD and will often “diagnose”
students themselves based on traits such as lining up toys and not making eye contact. This
can reinforce stereotypes and misunderstandings about ASD across school communities
Teachers who have been informed that they have a student with ASD in their classroom, but
report that they do not have the time or resources to implement supports and appropriate
modifications in the classroom. Or, they will provide supports short term, and then once the
student is functioning better, they will remove those supports. This is particularly the case
for secondary teachers who teach dozens of students across the week
Teachers who implement strategies based on “gut instinct” rather than evidence based
practise

There are also significant issues in the requirements for Program for Students with Disabilities (PSD)
funding for students with ASD, where the student must score 2 standard deviations below the mean
on a standardised language assessment to be provided additional funding within Department of
Education schools. This requirement implies that only those students with an ASD and a language
disorder require additional support at school, and supports our observations of the dearth in
understanding of the underlying deficits in ASD, which have implications for all areas of learning and
the school experience. Overall, students with ASD are not provided appropriate supports at school,
and time and time again are let down by the education system. This is demonstrated in the following
case study:
A 12 year old boy with ASD, Obsessive Compulsive Disorder and a history of trauma who
attended year 7 at a mainstream secondary school, and did not receive PSD funding was
removed from the care of his mother by DHHS and lived with his grandmother. He
experienced frequent bullying at school from other students in the classroom and the
playground. He also frequently refused to come to school, sometimes for a month at a time.
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His teachers reported that he would spend the majority of lessons sitting at his desk playing
on his iPad, and was unresponsive when they gave the class instructions and when they
approached him individually. His teachers’ response to his presentation in class varied; some
would avoid him entirely and he would be left to his own devices for entire lessons, and some
would come back again and again to present him instructions (which he rarely followed). His
teachers were given the opportunity to meet with a psychologist for advice on how to
support him on a number of occasions, and their attendance fluctuated. Reasons for nonattendance ranged from having to attend yard duty instead, that the union stated that they
did not have to attend any additional meetings, or that they had to teach all 6 periods that
day and they needed to have a break. For those teachers who did attend the meetings, the
predominant message was that they did not know what to do. It was apparent that none of
his teachers had any training in ASD. Although some teachers displayed some eagerness to
learn more about ASD, most said they did not have the time to do extra training. When
strategies were suggested, some teachers would state that they just didn’t have the time to
do “extra work” and that he “should just do what the other students do”. For those who did
attempt to implement strategies, there were no support structures at the school for the
teachers to discuss how this was going, or to problem solve solutions when the strategies did
not work. There were also issues with the management structure at the school, where there
was no key contact person for him, and therefore non-attendance was not followed up for
long periods of time, and limited means for his teachers to discuss how he was going.
Accommodation
In 2010, DHHS (then DHS) began exploring accommodation models that were variations on the
commonly established group home model. This was based on recognition that many of those who
presented with complex behaviours were individuals with a dual diagnosis, ID and ASD, and
struggled with the inherent challenges of collective living. A specific home in the Outer East of
Melbourne was identified as an exemplar of the failings of the standard model with several of the
residents subjected to high levels of restrictions to manage their presenting behaviours of concern.
In response to the needs of this specific cohort a reference group was formed to explore the notion
of an “ASD Specific Build”. As lead clinician for this group home, Cat Lancaster joined with other
leading experts in the field, along with senior DAS management, to form a critical reference group
that met monthly to evaluate global and national research in this area. The reference group
researched different building principles and what that meant for support mechanisms and the use of
space. This was a very promising project, however, when it came to building the house, restrictions
developed due to DHHS budgets, policies and an overarching focus on closing contingency
placements. As such, many aspects of the build changed and the integrity of the project was
damaged. Frequently, we have observed good intentions become undone by these sorts of
constraints and the needs of individuals lost in focus to meet budgetary or other management
requirements. Whilst these determinations may meet short term budgetary or policy targets, there
seems to be a lack of focus on the long term benefits of investments into person-centred
accommodation options, often resulting in continued costs associated with not providing
appropriate supports, such as ongoing maintenance, workcover claims and, more importantly,
continues negative impacts on the individuals quality of life.
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Since that time many other models have been trialled with varying success. These have included the
combination of group environments with individualised units; motel style rooms or fully contained
units under a shared roofline with shared staffing supports. The underlying belief driving these
models appears to be “individuals with an ASD either do not want to or cannot live with others”. This
again demonstrates a more surface understanding of ASD. An individual on the spectrum is as likely
to be extroverted or introverted as their neurotypical counterparts and thus have varying needs for
social engagement, however the manner in which this is supported and managed changes. While
we are supportive of increasingly individualised accommodation models across the sector and have
seen this as a positive impact of the NDIA within the Barwon region the solution is not simply a
bricks and mortar one. Rather one that must consider structure, fittings (particularly in relation to
sensory processing issues), and support systems including material supports but even more
importantly the model of support provided by carers.
As mentioned above, the introduction of the NDIS has led to some improvements in this area and
this will be discussed below.

Integration across Services
As demonstrated in previous sections, there is widespread lack of integration across the health,
disability and education sectors. In addition to the cross-service challenges, there is also a lack of
integration within the ASD service sector also.
The introduction of the Helping Children with Autism funding in 2006 provided a much needed
investment into supports for the ASD community, yet the major focus on Early Intervention within
this funding package, whereby children aged between 0 – 7 years of age are eligible for up to
$12,000 in therapy and services, fails to recognise the ongoing nature of support needs for people
with ASD. It is true that Early Intervention can play a pivotal role, and the focus on this age group has
promoted a growth in the number of practitioners with ASD knowledge within paediatrics, yet there
still remains a limited number of practitioners with expertise in supporting adults with ASD,
especially within the complex care space.
With the rollout of the NDIS, there is continued need for practitioners with expertise in ASD
throughout the lifespan, so we are hopeful that this increase in scope of service will lead to a general
upskill of practitioners who are willing and able to support individuals with ASD from early years
through to older adults.

Impact of the NDIS
In our work in the Barwon Region, we have seen firsthand how the implementation of the NDIS has
impacted services for ASD. The NDIS has introduced a number of benefits. In particular, the ability to
use different accommodation options (e.g. private builds and rentals) opens up the possibilities to
explore what option suits the individual’s needs. The NDIS also has a proactive approach towards
service provision, which is extremely important for all individuals with disabilities, as opposed to the
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more reactive tendency seen in past years when additional supports, including assessment and
training, are only implemented when there is a crisis, a time when they are least effective.
An excellent example of this proactive approach has been a project targeting a specialised
accommodation model operated by Gateways Support Services. This model provides support
provision for seven individuals with complex presentations, six of whom have an Autism Spectrum
Disorder. The structure of the model combines a group home environment, for three of the
residents, and four self-contained units situated at the rear of the property. The individuals
identified for this model had experienced multiple failed placements previously and/or presented
with a level of behaviour of concern that, by its frequency or intensity had been challenging for the
existing service sector to support effectively. In the end of its first year of operating, the support
team had successfully transitioned all the residents into their new accommodation and had begun
the task of identifying and establishing the individual support programs. At this point LCA was
brought in to provide extensive training to the staff and to assist in the development of their support
models. This has involved formal training in ASD and PBS supported by on the ground coaching,
reflective supervision and targeted assessments.
In the months of our engagement we have seen the staff grow significantly in their knowledge and
confidence around ASD and PBS. While there are still challenges, as there always will be with such a
complex mix, their systems reflect much of what is considered best practice with firmly established
individual routines, targeted addressing of individual sensory processing needs, consistent use of
active support and a range of communication supports. They have become strong advocates for the
residents, challenging other providers to be more aware of the impact of anxiety, sensory
processing, communication and the cognitive differences presented by individuals on the spectrum.
In contrast, we have also observed multiple failed models of support as agencies struggle to come to
grips with unique needs of individuals on the spectrum. This has included implementation of risk
management policies that pull out/remove supports as individuals show signs of anxiety
unsurprisingly leading to significant incidents within the community; and an inability to effectively
assess an individual’s capacity as they lack the knowledge of the cognitive triad to understand the
implications for problem solving, initiation/motivation, planning and decision making. Many
agencies claim to have “autism specific” supports or staff trained in this area, but observations of
practice continually demonstrate this knowledge is still very superficial and far more training and
support is required across the sector.
As mentioned above, there is a significant problem in the integration of services across sectors, but
in particular in relation to the interface between disability, health and mental health. This challenge
has been much discussed and various initiatives such as the creation of the Centre for
Developmental Disability Health Victoria (CDDHV), The Victorian Dual Disability Service (VDDS) and
the Multiple and Complex Needs Initiative (MACNI) have developed to try and address this. While
the CDDHV and VDDS have excellent practitioners and provide a service that is desperately needed,
the level of funding provide via the Health system is inadequate for the amount of demand. There
was hope amongst practitioners, such as ourselves, that the legislation underpinning the NDIS would
continue to address this recognising the specialised, disability specific knowledge and care necessary
within the health sector for this cohort. However, this has not been the case as demonstrated
through the following case study.
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A 25 year old man living in the Barwon regions presents with ASD, ID and Schizophrenia. He
developed schizophrenia at sixteen years of age and has had multiple psychotic episodes over
the years. LCA has been involved with him and his support team for 12 months and have
identified a concerning deterioration in his presentation. It is our belief that his mental
health is no longer stable. However, as that is not our area of clinical expertise we have
engaged the mental health sector. He was seen by his long time treating psychiatrist who
felt that because his level of behaviour was not at the intensity/severity it was when he was
an adolescent that he wasn’t sure it warranted intervention (behaviours observed were of a
more withdrawing/regressive/paranoid nature). However, the psychiatrist openly
acknowledges a lack of confidence in dealing with the interplay of ASD and psychosis. This is
particularly concerning as he is one of the few practitioners in the Barwon region working in
the dual disability space. A proposal was put forward for a secondary assessment by the
CDDHV along with targeted capacity building to the psychiatrist and staff team around dual
disability. The CDDHV were open to the proposed supports, but under their existing funding
had no capacity for an extended period and wouldn’t be able to provide the level of training
requested. However, even though the supports are specifically related to the interplay of his
ASD, are minimal in allocation compared to other supports and will enhance the capacity of
the sector it is unable to be funded by the NDIA.

Conclusions
As can be seen throughout this submission, there are still significant gaps between what is best
practice in supporting individuals with ASD and what is currently in place within the disability, health
and education sectors. Whilst there are great changes being made through the rollout of the NDIS,
and a push for greater awareness of Autism throughout each of the sectors listed, as well as the
general community, there is still significant scope for improvement in the way in which we
understand and support people with ASD in the community.

Submission developed by the following staff at Lancaster Consulting Australia Pty. Ltd.:
Cat Lancaster, Executive Director
Adam Lyons, Clinical Director
Rosie Batten, Principal Clinician
Danielle Clark, Principal Clinician
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