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Foreword: 
 
The submission that follows: firstly, noting the December 2010 Discussion Paper invites 
submissions that "may answer all or some of the questions" contained therein, mainly 
addresses questions 3 ("Access to education and training opportunities") and 5 
("Awareness and recognition") of the Discussion Paper; secondly, compiles arguments 
from Brain Injury Australia's long-standing interest in issues relating specifically to 
children with the disability, including its 2007-2008 and 2009-2010 policy papers - 
prepared for the Australian Government's Department of Families, Housing, Community 
Services and Indigenous Affairs (FaHCSIA) – on "Children, Young People and Acquired 
brain injury" and "Inflicted Traumatic Brain Injury in Children", respectively; and, thirdly, 
on a Brain Injury Australia’s precursor, the Head Injury Council of Australia's (HICOA) 
submission to the Senate Employment, Workplace Relations and Education References 
Committee 2002 Inquiry into the Education of Students with Disabilities.  
 
As per the Discussion Paper, Brain Injury Australia provides this submission as a 
"peak/community organisation". Brain Injury Australia is the national peak acquired brain 
injury (ABI) advocacy organization representing, through its State and Territory member 
organizations and network relationships, the needs of people with an ABI, their families 
and carers. The major components of Brain Injury Australia’s role are: advocacy for 
Australian Government program allocations and policies that reflect the needs and 
priorities of people with an ABI and their families, and the provision of effective and timely 
input into policy, legislation and program development through active contact with 
Australian Government ministers, parliamentary representatives, Australian Government 
departments and agencies, and national disability organizations. 
 
 

Background: 
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Acquired brain injury (ABI) refers to any damage to  the brain that occurs after 
birth.  Common causes of ABI include accidents, stroke, infection, alcohol and other drug 
abuse and degenerative neurological disease. Traumatic brain injury (TBI) is an ABI 
caused by a traumatic event, from an external force  applied to the head from an 
assault, a fall a motor vehicle accident.   ABI is common in Australia. In 2003, 
432,700 people (2.2% of the population) had an ABI with “activity limitations” or 
“participation restrictions”1 due to their disability.2 317,900 Australian children were living 
with a disability, about 1 in 12 of all Australian children. 162,800 children had 
“physical/diverse disabilities” - an estimated 22,8 00 of whom were children with 
an ABI. 3 
 
Of the 432,000 Australians with an ABI: 

� One in four reported four or more disability groups , compared with one in 
eighteen of all people with disability. 

� One in three people with an ABI reported 5 or more health conditions , 
compared with about one in eight of all people with disability. 

� Only 12,000 of them accessed Commonwealth State/Ter ritory Disability 
Agreement (CSTDA)-funded services in 2004-05.  

� People with an ABI accounted for 6% of all CSTDA service users. 
� About half (51%) of service users with ABI had a carer, compared with 42% of 

CSTDA service users generally. 
� More than two-thirds (68%) of service users with an ABI were male, compared with 

56% of CSTDA service users overall.4 
 
The international literature shows that ABI is 10 t imes more common than spinal 
cord injury and produces, on average, 3 times the l evel of disability. 
 
Nearly all of the children (90%) who were identifie d as having an ABI - as a “main” 
or “associated disabling condition” - had “severe o r profound core activity 
limitations”; 11,400 of 12,700 children. A total of  38,382 children aged 0–14 years 
accessed CSTDA-funded services in 2003-04.  The vast majority (87%) of children with 
disabilities accessing CSTDA-funded services accessed community support services. 
The next most commonly accessed CSTDA-funded service was respite—accessed by 
18% of children. Brain Injury Australia estimates that – from their proportion of the total 
identified as having “physical/ diverse disabilities” – only 445 children with an ABI 
accessed CTSDA-funded services. 5 

 
In 2004–05, there were 21,800 admissions to Australian hospitals for which  a 
diagnosis associated with TBI  was recorded as either the principal or an additional 
diagnosis.  
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� 3,700 of those admissions were for children aged 0- 14 years.  
� Approximately 6,000 for young people aged 12-24.   
� Males accounted for more than two-thirds (69%) of a dmissions.  

 

“Over one-third of all deaths in Australia for chil dren are from injury. About one in 
five people admitted to hospital due to injury in 2 001-02 were children.  Falls were 
the most common cause (43%). Transport accounts for fewer cases (14%) but these tend 
to be severe. The special vulnerability of toddlers to injury is indicated by the prominence 
of drowning and pedestrian injuries in this age group. For older children, the prominence 
of injuries related to cycling and falls…reflects the exploratory and adventurous character 
of this stage of life.”6 

 
The limitations that apply to national level data on the incidence of ABI also apply to any 
assessment of the causes of ABI. The NSW Brain Injury Rehabilitation Program provides 
treatment to people with a severe TBI and other sudden onset ABI. Of the 261 new 
admissions of children aged 0-14 years to the NSW B IRP during 2006-07 :  
 
� 27% were the result of a fall or dive 
� 9% were passengers in a motor vehicle accident 
� 9% were pedestrians hit by a motor vehicle 
� 7% were assault/non-accidental (largely the result of child abuse or domestic 

violence) 7 
� 6% cerebral haemorrhage 
� 5% were sport-related 
� 16% were non-traumatic brain injury 8 

 
“Children from low socioeconomic backgrounds and Indigenous Australian 
children…have a higher risk of injury and death from injury than other Australian children. 
Children from low socioeconomic groups are more likely to suffer injury from certain 
causes, such as house fire or assault, which are more often fatal than other causes of 
injury. The likelihood of a child being injured or killed has also been associated with single 
parenthood, low maternal education, young maternal age at birth, poor housing, large 
family size, and parental drug or alcohol abuse.”9 
 
The consequences of an ABI in a child or young person can be profound, complex and 
multiple. The physical problems commonly reported by people with an ABI include 
headaches, fatigue, seizures, poor balance and coor dination, visual and hearing 
disturbances, chronic pain, paralysis and epilepsy . Many children and young people 
with an ABI experience cognitive problems, including poor memory and concentration, 
reduced ability to learn, plan and solve problems.  
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Even given the limitations in the incidence data detailed above, crucial to any 
understanding of the costs of ABI to individuals, families and communities is that its 
incidence is highest in children needing to learn a nd form relationships and young 
people in the prime of life, coinciding with import ant events such as completing 
secondary education, entering further study or empl oyment and establishing their 
own families.   
 
In that context the psychosocial-emotional problems consequent to ABI can be 
debilitating - emotional instability, irritability, and impulsive or inappropriate behaviour are 
common. These can, in turn, lead to the onset of depression and other mental illness 
related to many factors including grief, loss of self-esteem and self-confidence, the loss of 
friends and social networks and employment, enforced dependency and, in certain 
circumstances, drug and alcohol abuse, criminal activity and homelessness. But ABI is 
often referred to as the “invisible disability”  because its consequences (above), even if 
observable, are often not associated with disability generally nor ABI specifically. This is 
especially the case with people with a mild or moderate ABI.  
 
The Australian Bureau of Statistics’ 2003 Survey of Disability, Ageing and Carers 
provides information on need for assistance across 10 “life domains” - three core 
activities (mobility, self-care and communication) and seven “non-core activities”. The 
area with which people with ABI most commonly required assistance was cognitive 
and emotional tasks.  Over 100,000 people, or more than one-third of all people with 
ABI aged under 65 years, reported needing help in t his area. Compared with people 
with disability generally, people with ABI were more likely to need assistance with 
mobility, self-care, cognitive and emotional tasks, paperwork, transport, health care and 
meal preparation. Almost 30% of people with ABI aged under 65 years l iving in 
households needed help with at least one core activ ity, and 4% needed help with 
all three core activities. In comparison, 26% of pe ople with disability generally 
needed help with at least one core activity, and 2%  needed help in all three areas. 
 
Traditionally, children have been reported to have better outcomes from ABI than adults. 
This is thought to be due to the child’s brain’s increased plasticity – its capacity for repair. 
However, cognitive deficits and psychosocial-emotional problems may not become 
apparent until later in the child's development. These pose difficulties for parents, 
teachers and healthcare workers. There is often a poor fit between the needs of children 
with ABI, and both mainstream and “special” school educational programs. Parents and 
teachers often face many challenges, including coping with a child with an ABI’s changed 
learning capacity and academic performance, changed behaviour and friendship 
networks, a changed self-identity.10  
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The socioeconomic profile of Australian families that have a family member with a 
disability indicates a strong association between the prevalence of disability and low 
income. “In 1998, 70% of household-living Australians aged 1 5–64 years with a 
profound core activity restriction, and 56% of thos e with severe restrictions, were 
in the two lowest income quintiles, compared with 3 1% of people without a 
disability. Poverty rates almost double with the ad dition of a disabled child: 7.4% of 
Australian households without a disabled child are poor, compared with 12.3% of 
households with a disabled child.  Australian households with a disabled child are more 
than twice as likely to experience financial hardship, restricted social participation, unmet 
needs and a lack of support.”11  

 
A large population-based study of 8,000 families in the UK found that couples who have a 
child with a disability were at an 80% increased risk of living in poverty. Three-quarters of 
UK families with a disabled family member are located in the bottom half of income 
distribution. Three-quarters of British families with a child with a disability surveyed during 
1985 and 1988 reported not having enough money to care for their child. They face, on 
average, three times the financial costs of parents who do not have children with a 
disability.12 Another UK study of parents of 100 children with a TBI found that majority of 
them had either taken significant unpaid leave or given up work entirely within twelve 
months of their child’s injury.13  
 
“Research estimating equivalence scales for Australian households - comparing the 
relative financial wellbeing of those with, versus without, a disabled member - found that 
when taking the cost of disability into account, the poverty rate for households with a 
disabled adult jumped from being 1.2 times that of households without a disabled adult to 
6.6 times. The resulting poverty rate of 29.7% amongst households with a disabled adult 
suggests a major public policy failure.”14  Both the findings of the Australian research and 
results of the UK studies, described above, directly coincide with the response to the 
extensive consultations with parents, carers and service providers conducted by Brain 
Injury Australia as part of the preparations for this paper. 
 

 

Education: 
 

In 2003, 97% of children with a disability aged 5–14 years were attending school - 89% of 
them in mainstream schools and 9% in “special” schools. While the mainstreaming of 
children with disabilities within the education system has increased substantially over the 
last 20 years, the proportion of students with disabilities attending mainstream schools in 
the government sector varied greatly between jurisdictions, from 95% in Tasmania and 
the Northern Territory to 66% in Victoria. Similarly, in the non-government sector, the 
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proportion attending mainstream schools varied from 88% in New South Wales to 100% 
in the Northern Territory.15 

 

1. “Question 5 Awareness and recognition” of the Revie w’s Discussion Paper  
asks; “do you think the Standards have raised awareness and increased 
understanding of the issues affecting people with disability and their rights to 
access and participate in education and training?” Brain Injury Australia believes 
that public understanding of ABI lags around 20 to 30 years behind that of other 
disabilities. ABI is often referred to as the “hidden” or “invisible” disability. This 
operates in at least four ways. Firstly, at the level of population; in official estimates 
of prevalence significant numbers of Australians with an ABI are simply unknown 
to government. For example, one of the fundamental documents in estimating the 
prevalence of disability in Australia - the Australian Bureau of Statistics’ Survey of 
Disability, Ageing and Carers (last conducted in 2003) - significantly 
underestimates the number of people living with an ABI. The ABS Survey’s sample 
comprised “14,000 private dwellings and 300 non-private dwelling units”, covering 
“people in both urban and rural areas in all states and territories, except for those 
living in remote and sparsely settled parts of Australia.” Estimates of the 
prevalence of ABI in Aboriginal and Torres Strait Islander (ATSI) communities 
generally, and in the Northern Territory specifically (where ATSI comprise 30% of 
the population) indicate rates up to three times that for non-ATSI communities. The 
ABS Survey estimated that 432,700 Australians (2.2% of the population) had an 
ABI with “activity limitations” or “participation restrictions” because of their 
disability. Due to the deficiencies in the ABS Survey’s sampling, Brain Injury 
Australia is confident that over 500,000 Australians have an ABI. Secondly, due to 
the severity, multiplicity and complexity of disability experienced by children with 
an ABI, or the circumstances in which their brain injury was acquired (physical 
abuse during their first year of life, for example), many children “hidden” from such 
government surveys may not know that they have a disability. Conversely, 
HICOA’s 2002 submission noted that ABI-specific services “believe there are 
much larger numbers of children with milder head injuries who still have significant 
learning and behavioural issues resulting from these injuries.  It is unlikely that 
many of these children will come to the attention of these services or the education 
system, certainly not without a proactive approach including education and 
awareness training of school staff”. Thirdly, due to the circumstances in which their 
brain injury was acquired, or as a function of the resulting disability, many children 
with an ABI may have a reluctance to disclose their disability. Feelings of 
embarrassment, guilt or shame are powerful deterrents to talking openly about 
disability. The ABS Survey recognised this: “A number of people may not have 
reported certain conditions because of: the sensitive nature of the condition... [and] 
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a lack of awareness of the presence of the condition on the part of the person 
reporting…” Also, “the need for help may have been underestimated, as some 
people may not have admitted needing help because of such things as a desire to 
remain independent…” Fourthly, lack of societal awareness compounds the 
problem. The majority of children with an ABI make a good physical recovery and 
often they will show no outward signs of disability. The common effects of injury, 
such as poor short-term memory, fatigue or irritability can be misinterpreted as 
simply flaws in the person. Children are often mistaken as unintelligent, 
uncooperative, unmotivated or alternatively aggressive and unpredictable. Brain 
Injury Australia believes that public understanding of ABI lags around 20 to 30 
years behind that of other disabilities. Such a lack of public understanding of ABI is 
doubly disabling for the child affected: not only are these “invisible” disabilities not 
recognised as resulting from an ABI, they are seen as a function of who the person 
really is. 

 

Even if Brain Injury Australia thought “awareness” and “understanding of the 
issues affecting” students with an ABI had “increased” since the introduction of the 
Standards, it would remain pure speculation. There is little, if any, data to measure 
changes, even in the inclusion of students with specific disabilities. 

 
As part of the preparation of its 2007-2008 paper for FaHCSIA on "Children, 
Young People and Acquired brain injury", Brain Injury Australia contacted the 
“students with disabilities” section of each State’s and Territory’s department of 
education as well as the relevant non-government schools’ representatives 
requesting information about: their numbers of students with an ABI and enrolment 
information and eligibility criteria for their Australian Government-funded Literacy, 
Numeracy and Special Learning Needs (LNSLN) Programs – that “improve the 
literacy, numeracy and other learning outcomes of disadvantaged students, 
including those with disability” - and Non-Government Centres Support (NGCS): 
funding “targeted to support learning and educational development opportunities 
for children with disability who are below school age to prepare them for 
integration into regular pre-schools or schools; assist school-aged children with 
severe disability by improving their access to educational programs; or assist 
children with disability in residential care.”16 

 
No government or non-government primary or secondar y education body 
collected statistically reliable information about students with disabilities by 
disability type . A 2002 survey of Australia’s Vocational Education and Training 
(VET) students conducted by the National Centre for Vocational Education 
Research (NCVER) found that: 2.0% of all students with a disability (1856 students 
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of 91, 439) “reported that they had” an ABI; a “very high proportion of students” 
with ABI reported multiple disabilities; the proportion of students with ABI who 
completed an Australian Qualifications Framework (such as diplomas or certificate 
IIIs) was “markedly lower” than that for all VET students and their employment rate 
was “lower than that for most other disability categories”.17 

 
Brain Injury Australia’s 2007-2008 policy paper recommended that, in order to 
assess whether Australian Government-funded programs are meeting the needs 
of all students with disabilities, FaHCSIA work with the Department of Education, 
Employment and Workplace Relations to ensure that all State and Territory 
Government and Non-Government education providers maintain records on the 
numbers with students with disabilities, by disability type – including, by students 
with acquired brain injury. 

 
2. “Question 3 Access to education and training opport unities” of the Review’s 

Discussion Paper asks:  “have you or a person you know with disability, 
experienced difficulties enrolling in an educational institution or participating in 
educational activities on the same basis as people without disability?” 

 
Brain Injury Australia’s precursor, the Head Injury Council of Australia (HICOA) 
was commissioned in 1994 by the then Commonwealth Department of 
Employment, Education and Training (DEET) to write a comprehensive survey of 
the experiences of students with an ABI in Australian primary and secondary 
schools. HICOA’s report noted that the “definitions of disability vary in each 
state, as do the criteria for determining eligibili ty for special education 
services” .18 Work completed for the Commonwealth Department of Education, 
Science and Training (DEST) six years later confirmed “a lack of uniformity across 
Australia in the way in which students with disabilities were identified with different 
criteria being used for operationalising the definitions across the states and 
territories. Our findings also suggested it was possible for stu dents who are 
not in the DETYA [Commonwealth Department of Educat ion, Training and 
Youth Affairs] categories to be unidentified or for  there to be under-
identification. ” Furthermore “most states and territories did not have a 
definition of disability per se , and most education departments referred to 
students with disabilities as a group or to categor ies of disability…There 
was considerable variability as to which categories  of disabilities were 
provided for” .19  

 
Brain Injury Australia’s 2007-2008 policy paper recommended that FaHCSIA work 
with DEEWR to standardise the definitions of disability across all Australia’s States 
and Territories - applying equally to both government and non-government 
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education providers - to ensure students with disabilities are not discriminated 
against purely on the basis of where they live and also to ensure the portability of 
access to educational supports across jurisdictions. 

 
Brain Injury Australia also believes that access to  educational supports for 
students with disabilities should be consistent bet ween jurisdictions , not the 
least reason for which is the need for portability of benefits - families of children 
with disabilities should be able to move interstate as freely as any other. Almost 17 
years after HICOA’s report, Brain Injury Australia notes that little progress has 
been made towards uniformity, even with the passing of the Disability Standards 
for Education in 2005 that; mandated “reasonable adjustments” be made by all 
public and private educational institutions, primary and secondary schools, and 
tertiary institutions such as Technical And Further Education (TAFE), private 
colleges and universities to meet the terms of the Disability Discrimination Act, 
1992 (DDA) and made it unlawful for an educational authority to discriminate 
against someone on the basis of their disability.  

 
However, “while the Australian Government provides substantial funding to the 
States and Territories for schools, including targeted funding to support 
educationally disadvantaged students, the State and Territory education 
authorities determine how these funds should be used and are responsible for the 
day-to-day operation of their schools and related student support services.”20 As 
with the eligibility criteria for income support vi a Centrelink, Brain Injury 
Australia, while not having evidence (apart from th e anecdotal experience of 
parents) for the systematic exclusion  of students with an ABI from access to 
the educational supports required under the legisla tion, neither has any 
evidence of the positive inclusion  of students with an ABI in any educational 
jurisdiction. As Brain Injury Australia believes th ere should be uniformity in 
eligibility for educational supports for students w ith an ABI between States 
and Territories and that access to those supports s hould not be at a 
jurisdiction’s discretion, it also believes in equa lity of access to those same 
supports across disability types and categories . Brain Injury Australia could 
not find an educational jurisdiction that either; n amed ABI as a qualifying 
subcategory  for access to LNSLN or NGCS supports or indicated “Cognitive 
Disability” as a non-categorical major grouping alo ngside, for example, 
“Intellectual Disability” or “Autism Spectrum Disor der”/ “Asperger 
Disorder”. Brain Injury Australia is not reassured by promises that students 
with an ABI are “usually identified under the broad  disability types listed 
above” 21 when its consultations with parents prove otherwis e, when 
community  awareness about ABI is low and there is little tea cher training in 
general disability, and even less specifically in A BI. As one NSW paediatrician 
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put it during the consultations that inform this paper, the only teacher training 
available is “having one [a student with an ABI]”. 

 
Brain Injury Australia’s 2007-2008 policy paper recommended that that the 
FaHCSIA work with DEEWR to standardise the definitions of disability across all 
Australia’s States and Territories - applying equally to both Government and Non-
Government education providers - to include the category “Cognitive Disability” as 
being eligible for Australian Government-funded programs for students with 
disabilities and that category subsume “Acquired brain injury”, by name. 

 
A number of jurisdictions responded that eligibility for educational supports for 
students with an ABI “varies depending on the level of impact of the ABI and many 
students are ineligible.”22 Based on the extensive consultations conducted as part 
of the preparations for its 2007-2008 paper, Brain Injury Australia remains 
unconvinced that Australian schools are always able  to access the expertise 
to judge either the severity or impacts - short or long-term - of ABI in 
students. The Head Injury Council of Australia’s 1994 report noted that “traditional 
school-based psychological testing…has been found to be inadequate in 
thoroughly describing the cognitive, behavioural and psychosocial function” of 
students with an ABI. Furthermore, HICOA noted “a student with a mild-to-
moderate acquired brain injury can perform relatively well in this kind of contrived 
situation and therefore is not considered ‘severe’ enough to require any student 
services support. However, within a classroom situation, where there are 
distractions, where they are left to work alone and are required to initiate, organise, 
plan and judge, a student with an acquired brain injury is unable to adequately 
access the curriculum or engage in the education opportunities provided within the 
classroom. These students, the quiet ‘non-achievers’ who pose no problems but 
fail to achieve their personal best, or the  ‘behaviour problems’ who are 
aggressive, frustrated and incorrectly labelled, begin their downward spiral at 
school, often ending in truancy and low student retention and participation.” 

 
The lack of recognition of the impact of brain injury on educational outcomes quite 
often means that appropriate low-cost, early intervention strategies are not 
implemented in a timely manner. In circumstances where a student’s ABI is 
identifiable from, for instance, the report of a health professional a 
comprehensive neuropsychological assessment – compr ising measures of 
intelligence, emotion and behaviour, attention, mem ory and learning, 
planning and organization, language, perceptual and  motor abilities – is the 
only valid and verifiable tool for evaluating the e ducational (and other) needs 
of a child or young person with an ABI.  In spite of the mandate provided by the 
Disability Standards for Education in 2005, that all “education providers…must 
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take reasonable steps” to “ensure that the student has access to…specialized 
support services necessary for the student to be able to participate in the activities 
for which he or she is enrolled”, the same consultations (above) have 
demonstrated that a neuropsychological assessment for students with an ABI 
is not the norm and that the default assessment too l for a student with an 
ABI is an Intelligence Quotient (IQ) test.  IQ tests have been demonstrated as 
failing to pick up the “specific neurobehavioural domains that are particularly 
vulnerable to the impact of ABI, for example, attention, speed of processing, 
memory and learning.” Moreover, “IQ measures are unable to detect the subtle 
shifts occurring as a consequence of mild TBI”23 (the majority of TBIs, above) and 
“often place the performance of students with an ABI within normal limits, despite 
the presence of ‘significant processing and learning disorders.”24 

 
Brain Injury Australia’s 2007-2008 policy paper recommended that that FaHCSIA 
work with DEEWR to ensure that the services of a neuropsychologist - to provide 
comprehensive assessments of students with an acquired brain injury - are made 
available across all Australian States and Territories’ educational jurisdictions and 
to both government and non-government education providers. 

 
Brain Injury Australia is unaware of any local studies examining the frequency of 
outcomes from ABI in childhood that result in difficult or “challenging behaviours”; 
impulsivity, overactivity, verbal and physical aggression, disinhibition etc. A British 
study of 70 school-age children with TBI found that two-thirds of students with an 
ABI “exhibited significant behavioural problems…significantly more” than control 
groups of children without ABI. Moreover, the study found a “strong link” between 
school performance and behavioural problems, over three-quarters of children 
identified by teachers as having serious behavioural problems also had difficulties 
with schoolwork.25 A US study of 190 children found that TBI was “associated with 
an increased rate of behaviour problems that persisted for several years after the 
injury” and that those problems “were a significant predictor of…deteriorated 
classroom academic performance”, even when accounting for race, 
socioeconomic status, and the child’s “academic skill”.26 The difficulties Australia’s 
teachers experience in managing the challenging behaviours of students with 
disabilities have been well researched. A 2001 study of 571 primary school 
teachers in Queensland found that the difficult or challenging behaviour of 
students with “special needs” was not only a signif icant stressor but also 
represented an occupational health and safety issue  for teachers  who 
reported a wide range of serious and sometimes dangerous situations with which 
they had to cope on a daily basis.27  However, educational outcomes for 
students with an ABI like those recorded in the Hig h Court of Australia’s 
2003 decision in Purvis v New South Wales (Departme nt of Education and 
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Training) may have been avoided if education staff training in ABI was made 
available.  A two-year long survey of 8 Australian families of adolescent students 
returning to school after an ABI found that hospital rehabilitation teams, school 
executive staff, counsellors and parents needed to “teach the teachers” about what 
they may expect: “participants reported that many classroom teachers did not have 
a sufficient level of understanding of ABI and consequent academic needs.”28 
HICOA’s 2002 submission noted “many young people who have not been linked in 
with school-based support services or allied health consultation services have 
reported that: their teachers have not understood them or their needs; they have 
experienced bullying and discrimination; and their resulting distress has been so 
great that they have wanted to leave school.” 

 
Purvis v New South Wales (Department of Education and Training) related to a 13 
year-old boy, Daniel Hoggan, whose encephalitis at six months of age left him with 
a severe ABI, vision impairment, epilepsy and “challenging behaviours” that 
resulted in six suspensions then finally expulsion from a NSW high school - for 
verbal and physical aggression towards other students as well as teachers. The 
Human Rights and Equal Opportunity Commission (HREOC) found that the State 
had discriminated against Hoggan on the grounds of his disability. The State 
sought judicial review in the Federal Court of Australia, which set aside HREOC’s 
decision. The Full Court of the Federal Court unanimously dismissed the foster 
father’s (Alexander Purvis) appeal and his appeal to the High Court upheld the Full 
Court’s verdict. Initially, HREOC’s Hearing Commissioner had found that 
ignorance and a prejudicial bias had informed Hoggan’s “Individualized 
Behaviour Management Plan” and that it had been dev eloped by the school 
without seeking expertise, specifically, in behavio ur management or, 
generally, in special education.  The Commissioner’s view was “if schools are 
able to receive accurate and informed advice on the current nature of a student’s 
disability and the educational needs of each student then stereotypical 
assumptions are less likely to impinge on decision-making.” In light of the Purvis 
case, Brain Injury Australia remains concerned that, in some jurisdictions like 
Tasmania, determination of eligibility of students with an ABI for Australian 
Government-funded programs like LNSLN and NGCS continues to be “discussed 
and negotiated at the school level, involving personnel within the school and 
support personnel.” 29  

 
Results published in 2007 from a DEEWR-funded survey of a 103 teachers from 
all States and Territories and from primary, secondary and post-compulsory 
sectors recorded a need for professional development in “special education”; that 
is “provided by experts and/or other teachers to directly support their current 
needs” and “involves learning from others’ experience through networking, visiting 
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and observing.”30 1994’s National Policy On Services For People With Acquired 
Brain Injury, developed by Commonwealth, State and Territory Governments 
stated: “effective service delivery depends on staff expertise and understanding of 
the special problems – physical, cognitive, social and behavioural – of people with 
acquired brain injury.  Not only should curricula for health and community service 
workers incorporate packages on ABI, but in addition, short briefing courses 
should be available for staff, such as school teachers and home care workers, to 
assist them in dealing with one-off situations.” HICOA’s 2002 submission 
commented;  “this statement is a clear recognition of the need for education 
programs for staff training in acquired brain injury as well as relevant professional 
expertise within student support units.” 

 
Brain Injury Australia’s 2007-2008 policy paper recommended that that FaHCSIA 
work with DEEWR and with Brain Injury Australia - and its State and Territory 
member organisations - to make teacher-training (undergraduate, postgraduate 
and in-service) in Acquired brain injury available in all State and Territory 
educational jurisdictions and to both Government and Non-Government education 
providers. 
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