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Foreword 

The report The Territory as Parent was presented to the ACT Government in May 2004. 
Since that time the government has acted swiftly to improve the child protection 
system. Additional resources have been committed, more child protection workers 
have been recruited and an implementation program is under way, bringing about 
changes to better protect vulnerable children and young people from harm and 
neglect. 

The report of the audit and case review has taken six months to complete. Paper files 
and electronic files holding information about the children subject to the audit were not 
organised or readily available for external audit scrutiny to be possible. A long lead 
time was required to collect all paper files relating to each child, to access electronic 
files and to bring files to a central location and prepare them for audit. Some files could 
not be found, so some information about children was not available. 

Child protection is regulated by statute. The protection of children and young people 
needs an organisation with the capacity to respond quickly and to exercise judgement 
within a child protection framework. This includes risk assessment, the accurate 
recording of information and a sound working knowledge of an up to date policy 
manual which interprets the legislation accurately. 

If the information held on files about this small group of 150 children at greatest risk 
was in such disarray it raises concerns about the records of all other children who have 
come into contact with the child protection system in the ACT.  

Apart from the imperative of statutory compliance, for many children and young 
people these territory records may be the only information about their history. As 
children and young people who have been in care in Australia reach adulthood they 
are beginning to ask for their records, to see what happened to them, and how the state 
cared for them while having parental responsibility. They may have no other way of 
piecing together the details of their childhood. 

The work of improving systems and practice, training staff, and organising the files 
and information about children is the highest priority. The outcomes of the audit and 
case review provide the framework for this work.  

The Director of Territory Records, responsible for monitoring compliance with the 
Territory Records Act 2002 is now working with the new child protection agency to 
develop a records management program under the provisions of this Act. This work 
will assist with record keeping and the recording of information. 

The records management program will be a public document setting out the functions 
of the agency and identifying those records the agency needs to create and manage in 
order to provide evidentiary value to the business operations of the agency. Accurate 
information about children and young people must be provided to the courts, and files 
both electronic and paper, may be scrutinised by the Auditor-General if she should 
determine at some point that child protection should be subject to audit as a matter of 
community interest.  



 

VI THE TERRITORY’S CHILDREN 

The role of the Children’s Commissioner will be significant in monitoring case 
management, including the conduct of regular audits of children’s files and other 
compliance matters. The audit tools and methodology developed for this audit and 
case review will provide an excellent basis for that work. 

Compliance with privacy requirements emerged as an issue during the audit. The 
provisions of the Privacy Act 1988 (C’wealth) which has applied to ACT agencies since 
1994 need to be better understood and interpreted. The Children and Young People Act 
1999 also has specific provisions around confidentiality of data. 

In child protection operations information must be exchanged appropriately and with 
an understood interpretation of both pieces of legislation. Privacy ‘rules’ are sometimes 
quoted inaccurately creating barriers which are to the detriment of children. 

Compliance with privacy legislation goes to the heart of the contractual arrangements 
with non-government agencies involved in child protection. Contracts with non-
government agencies need to have clear performance indicators around the recording 
and exchange of information about children and young people. The record keeping of 
non-government agencies needs be subject to scrutiny and audit in the same manner as 
government records. 

Ultimately it is the government which has responsibility for safety outcomes for 
children. 

The review was able to secure the services of Ms Gwenn Murray an independent 
reviewer with twenty years experience in practice and social policy relating to children 
and young people and an experienced reviewer of child protection matters including 
child death reviews. In 2003 Ms Murray conducted an audit for the Queensland 
Government of files relating to child protection notifications for children in care which 
led to major reforms in the Queensland child protection system. Ms Murray also 
worked on the overall review, providing advice and contributing to the report The 
Territory as Parent 

Ms Murray is a member of the Children Services Tribunal in Queensland and was 
formerly Chair of the National Children’s and Youth Law Centre in Sydney and the 
Director of the Youth Advocacy Centre in Brisbane. 

In her summary in this report Ms Murray says that the audit of the ACT child 
protection system ‘revealed that child protection service delivery in the ACT is 
inadequate and failing vulnerable children and young people’ and that there has been 
‘systematic neglect of Indigenous children’  

Her recommendations and findings will take the new agency forward and provide a 
strong basis for intensive training and improvement.  

Case studies in this report have been carefully modified to obscure the identities of the 
children and young people. 

 

Cheryl Vardon 
Commissioner for Public Administration 
July 2004 
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Summary 

Article 19 of the United Nations Convention on the Rights of the Child provides 
that: 

1. States Parties shall take all appropriate legislative, administrative, social and 
educational measures to protect the child from all forms of physical or mental 
violence, injury or abuse, neglect or negligent treatment, treatment or 
exploitation, including sexual abuse, while in the care of parent(s), legal 
guardian(s) or any other person who has the care of the child. 

2. Such protective measures should, as appropriate, include effective procedures 
for the establishment of social programs to provide necessary support for the 
child and for those who have the care of the child, as well as for other forms of 
prevention and for identification, reporting, referral, investigation, treatment 
and follow-up of instances of child maltreatment described heretofore, and, as 
appropriate, for judicial involvement. 

Article 20 provides that: 

1. A child temporarily or permanently deprived of his or her family environment, 
or in whose own best interests cannot be allowed to remain in that 
environment, shall be entitled to special protection and assistance provided by 
the State. 

2. States Parties shall in accordance with their national laws ensure alternative 
care for such a child. 

Introduction 

The Chief Minister, Jon Stanhope, MLA, announced the terms of reference for the 
Review of the Safety of Children in Care in the ACT and of ACT Child Protection 
Management on 21 January 2004; to be led by the Commissioner for Public 
Administration Cheryl Vardon. The Review is in response to allegations that the 
Department of Education, Youth and Family Services failed to comply with its 
obligations under s. 162(2) of the Children and Young People Act 1999 where the 
Chief Executive must provide the Office of Community Advocate with reports of 
abuse of children and young people while they are in the Chief Executive’s 
parental responsibility. 

The audit found that of the 241 reports that came within the provisions of s. 162(2) 
during the period under review—there was evidence that 19 reports were sent to 
the Manager, Child Protection Services for forwarding to the Community 
Advocate. Ninety-one reports were not sent to the Manager and in 131 reports it 
could not be determined from the records if they were sent to the Manager for 
forwarding to the Community Advocate. 
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Scope of the audit and methodology 

The period subject to audit was from when the Act was promulgated, 10 May 2000 
until 30 December 2003. Establishing the scope of the audit population was 
difficult as the Department did not keep statistical information on child protection 
reports on children in care. Data are not stored centrally and when the Department 
did provide the statistical information, it advised that the information was not 
reliable. 

In order to identify the population of the audit, Departmental staff needed to 
conduct a manual search of files. This work took six weeks to complete. A total of 
158 children and young people with respect to 250 child protection and 
consultation reports were initially identified for the period under review. At the 
completion of the audit it was ascertained that there were 241 reports that came 
within the provisions of s. 162(2) concerning 150 children and young people. These 
reports were subsequently forwarded to the Community Advocate at the 
completion of the records management search. 

A range of tools were developed to conduct the audit, including a set of criteria 
that asked questions about the recording of information, assessment and appraisal 
of reports, case work and practice and action taken. A database was constructed to 
record this information. Other audit instruments were developed to provide 
guidance to auditors in matters of ethics and possible conflicts of interest, and to 
ensure consistency in the auditor’s decision making. Protocols and spreadsheets 
for requesting, receiving, recording and tracking information were also developed. 

As the key question from the Chief Minister to Commissioner Vardon concerned 
the current and future safety of children—the audit needed to be action-based so as 
to alert officers immediately if follow up was required on individual children. The 
process for this was requests to regional offices and non-government agencies for 
particular information and action, through a liaison officer reporting to the 
Manager of Child Protection Services. 

Nine experienced departmental officers with child protection practice backgrounds 
were selected to undertake the audit, two of these officers had left the Department 
but returned to work on the audit. Due to day to day pressures on the Department 
in responding to current child protection work, four of the team were returned to 
their substantive positions, four weeks before the completion of the audit. 

Some social characteristics of the families of children in care 

Data reports were generated for each question and the reports are provided in 
Appendix A. A broad range of demographical information has been recorded 
about the children and their families and has highlighted some concerning social 
issues that families face. For example, 56 per cent of parents of the 150 children, use 
drugs and/or alcohol excessively and 49 per cent of the families had repeated 
incidents of domestic violence reported. Thirty-eight per cent of children had a 
parent with a diagnosed mental illness and 15 per cent of children had a parent 
with a criminal history or currently in jail. Seventy-eight per cent of the families 
had multiple social characteristics. 
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Of concern was that in almost 6 per cent of the families of children subject to the 
audit, another child in the family had died in infancy with all but one of these 
deaths being attributed to Sudden Infant Death Syndrome. This highlights the 
urgent need for child death review in the ACT. 

Indigenous children and young people 

Indigenous children and young people were significantly over-represented in the 
audit population. While only 2 per cent of the ACT population aged 0–17 years 
identified as Indigenous in the 2001 Census, 22 per cent of children whose records 
were audited were Indigenous and they were from 19 families. 

Audit findings show that child protection services in the ACT have been extremely 
poor for Indigenous children, particularly for those children who have been 
abused and neglected. There was evidence of systemic neglect of Indigenous 
children, their chronic neglect and abuse was frequently not recognised or 
minimised by child protection workers. Abuse in kinship care was of particular 
concern. The largest number of reports recorded about Indigenous children were 
reports made while the children were residing in non-government foster care. 
However, the person most frequently alleged to be responsible for the abuse was 
the parent or partner of the parent (this was also the case for non-Indigenous 
children). 

Frequently reports of abuse and neglect of the Indigenous children in the audit 
were insufficiently appraised, inappropriately unsubstantiated and the 
interventions that followed, if any, were inadequate to prevent further harm to the 
children. 

There is an urgent need to improve child protection responses for Indigenous 
children and young people, including the need for an Indigenous foster care 
program, better resources for the specialist Indigenous Unit, therapeutic responses, 
proper assessments of Indigenous kinship carers and for case plans to clearly 
articulate the care of each child with follow through. 

Children not within the scope of audit, requiring follow up 

During the course of the audit 47 children and young people were identified who 
were not part of the audit group but were believed to be at risk of significant harm. 
That is, for every three children subject to the audit, another child was identified as 
needing child protection intervention. These children were identified, as records 
had been poorly or incorrectly maintained. Some of these children were siblings of 
the audit group and others had no family services record at all. 

It is notable that these children’s families had an even higher concentration of 
indicators of family dysfunction than the audit group. 

Abuse while in care of the Territory 

The children and young people subject to the audit were on a range of orders that 
assigned the parental responsibility to the Chief Executive. Some of these children 
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remained living at home while on these orders, others were placed in foster care, 
kinship care or residential care and for others they often moved between 
placement types. The period of parental responsibility was fluid for some children 
when their orders ceased and returned home but further orders were taken out as 
a result of the re-occurrence of abuse. A range of important information about the 
children, such as with which foster family they are living or change of school, 
could not be determine as it was not recorded on their files, and may be held with 
the foster care agencies. This is information that the Territory as parent has a duty 
to obtain and record. 

Clearly the main group of people responsible for the abuse of children and young 
people when they are in the care of the Territory are their own parents and their 
parent’s partners. This shows that despite being taken into care because of their 
parents or parent’s partner’s abusive behaviours, children and young people are 
still not being protected from abuse. The audit recorded a range of abuse or 
concern types, 20 per cent of concerns related to multiple types. For example 
physical, emotional and neglect. Sexual abuse, physical abuse and emotional abuse 
causing significant harm were recorded approximately equally in the second 
highest category of concern. 

The second highest category of people responsible for the abuse of children and 
young people when they are in the care of the Territory are foster carers. 
‘Standards of care’, set out in the Standards for the Provision of Substitute Care in 
the ACT featured in audit findings. Concerns about standards of care such as 
corporal punishment, withdrawal of contact to significant people and humiliating 
or frightening punishment were commonly found in the records of the children 
and young people. 

Assessment and appraisal 

Record keeping and storage 

The audit team requested 1040 paper files with respect to the 150 children and 
young people; 130 of these files (10%) were ‘unavailable’. They could not be 
located by Records Management Unit or Regional Offices or they were deemed 
‘missing’, and some files were eventually found after the audit was completed. 
Other files contained incorrect trim numbers, some documents were ‘filed’ in 
manilla folders and not part of the official client file. 

Recording issues plagued the audit—in 72 per cent of audited cases there were 
recording issues such as errors, child protection reports recorded in case notes, 
information stored on CHYPS was inconsistent with paper files, information on the 
wrong child’s file, inadequate recording, documents were missing, incomplete or 
blank in other cases. 

The audit found many instances where information that constituted a child 
protection report was only recorded in progress notes. In some cases the 
information was appropriately followed-up but in other cases, it was not followed-
up at all. 
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Clearly a major over-haul of information and recording systems is fundamental to 
improving practice and outcomes for children and young people. 

Appraisal 

In 32 per cent of reports, the supervisor’s decision was that the matter should not 
proceed to appraisal. Nineteen per cent of children were the subject of reports that 
were not appraised even though they contained serious allegations of abuse. 

In 26 per cent of the appraisals, the subject child was not sighted when they should 
have been, in 28 per cent of appraisals the subject child was not interviewed 
privately when they should have been interviewed in this manner. In 10 per cent of 
appraisals, the foster carer was not interviewed when they should have been 
interviewed, and in 8 per cent of appraisals, the matter was not referred to the 
police when it should have been referred. 

The audit found appraisals were either comprehensive or sufficient for 58 per cent 
of reports that proceeded to appraisal, and 37 per cent of appraisals were 
insufficient. Auditors were not able to assess the standard of appraisal for 5 per 
cent of reports as the Appraisal Outcome Report contained insufficient information 
or was blank. 

Irrespective of whether a report proceeded to appraisal, the audit found that all 
recorded concerns were assessed adequately in only 53 per cent of cases. Further, 
while 71 reports met the criterion for a Special Appraisal, only 27 were actually 
referred for a Special Appraisal. That is, in 62 per cent of cases where Family 
Services policy required a Special Appraisal it did not occur. 

Substantiation 

The audit found 33 per cent of reports unsubstantiated by workers to be incorrectly 
classified. Auditors found a further 19 reports that should have been substantiated 
by workers that were unsubstantiated. 

The audit found some correlations between the outcome of appraisals and the 
person alleged responsible for the abuse. Reports appraised were most likely to be 
substantiated when it was a relative of the child who was alleged responsible for 
the harm—and least likely to be substantiated when it was a person in the out of 
home care environment who was alleged responsible for the harm. 

Safety decision 

For many reports the Full Danger Assessment was not completed or had a decision 
recorded that was inconsistent with the decision recorded on Appraisal Outcome 
Report. There was significant variation between workers’ safety decisions and the 
audit’s determination of safety decisions. While workers gave a decision of ‘safe’ in 
relation to 88 reports, the audit found that in 23 of these reports, children were 
only ‘conditionally’ safe or ‘unsafe’. Workers determined an ‘unsafe’ decision in 
relation to 5 reports. However, the audit found that children probably remained 
‘unsafe’ at the conclusion of 25 appraisals. 
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Effects of the child protection environment on workers 

The Review Report documented chronic under-staffing, under-resourcing, 
incapable information systems and excessive case loads: 

Further, that in late 1999 and early 2000, the intense demands of the new 
legislation, a new electronic database, out-sourcing of out-of-home-care, lack 
of quality placement options and the departure of senior staff all hit at once; 
the pressure on the system became acute. (The Territory as Parent, Vardon 2004) 

The effects of this environment have impacted on vital child protection practice 
and this is evident in the audited files of the children and young people. 

Further to this, the vicarious trauma of day to day child protection work and the 
exposure to high levels of violence and intimidation wears heavily on the 
emotional resilience of workers. 

Conclusion 

Whilst there have been positive outcomes of child protection intervention for some 
children whose records were audited, the audit has, however, revealed that child 
protection service delivery in the ACT is inadequate and failing vulnerable 
children and young people. 

The effects of poor, or no intervention are evident in children’s files. There is a lack 
of recognition or minimisation by workers of high levels of risk to the immediate 
safety and long-term well-being of children—particularly those exposed to chronic 
neglect and dangerous levels of domestic violence. The situation for Indigenous 
children and young people is particularly concerning. 

There is a high proportion of children and young people who have become 
progressively more developmentally delayed and emotionally damaged over the 
years. Many of these children have remained living with their parents in abusive 
situations, other children have moved through many placements, returning home 
to live periodically or on visitations. 

One of the key findings of the audit is that the main grouping of people 
responsible for the abuse of children and young people when they are in the care 
of the Territory, are their own parents. This group is followed by foster carers, 
children’s parent’s partners and then children themselves (through self-harm or 
absconding). That is, despite being taken into care because of their parents abusive 
and neglectful behaviours—children and young people are still not being 
protected from abuse. 

Another key finding of the audit, is the lack of placement options for children who 
can not safely remain at home. The lack of resources and expertise in out-of-home-
care has had a significant impact on child protection services to vulnerable 
children who have already been harmed. Therapeutic child care services, 
residential group homes and targeted intensive parenting support are some of the 
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urgent needs that are recommended for children and young people who have been 
abused and neglected. 

The deficiencies in the child protection system are not a new occurrence—the 
system has been on this trajectory for sometime. This was also found in the 
Review; the inefficient information and recording systems, the chronic under-
staffing, lack of quality placement options and the general neglect of child 
protection services have certainly been findings of the audit. The out-sourcing of 
out-of-home-care also needs urgent review and reconsideration. 

The audit has collated a range of demographical information about children, 
young people, their families, practice and services that has not been known by 
Family Services before, as it has not been in a position to undertake this form of 
research and review. 

The findings of the audit have revealed a number of serious issues that have led to 
a failing child protection system. The audit has, however, provided an opportunity 
to review practice, policy and systemic issues and make a range of 
recommendations that complement the structural recommendations from the 
Review in its report The Territory as Parent. 

The Review’s Implementation Structure has commenced the reform process and 
with the audit recommendations, will provide an opportunity to build a more 
responsive and comprehensive child-focused protection system in the ACT. This 
requires a whole-of-Government commitment, working in partnership with the 
community with the best interests of the child as the paramount consideration in 
safely keeping children out of the child protection system, and to better care for 
and protect the Territory’s children. 
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Recommendations 

The following are the recommendations that are contained in this report and the 
numbering corresponds with the chapter number. 

Territory as Parent 

1.1 It is recommended that s. 161(3) of the Children and Young People Act 1999 
be amended so as to ensure that the Chief Executive must act in relation to 
a report made to him or her under s. 158 or s. 159 in relation to a child or 
young person for whom the Chief Executive has parental responsibility. 

Children in need of care and protection 

It is recommended that: 

2.1 Statistical information concerning the number of children and young 
people in care and the number of child protection reports made with 
respect to these children, is accurately and systematically recorded and 
reported. 

2.2 A central unit be established within the department that would have duty 
of care functions and would have a central register to record and assess 
patterns of allegations of abuse. (See also recommendation 9.4) 

Best practice 

3.1 It is recommended that the risk assessment framework and training: 

• make it very clear which factors lead to endangered development 

• should highlight that repeated occurrences even if they are of lower 
severity neglect and emotional abuse require intervention 

• needs to impress on workers (through training and policy), the 
necessity of recording information that indicates increased risk of harm 
to a child as a report not as a progress note. 

• enhance workers ability to analyse reports within the risk assessment 
framework 

• provide guidance and training about identifying and interviewing key 
people in relation to reports 

• give clear guidance and training on recording, not just the presence of 
protective and risk factors, but also the absence of each variable and the 
degree to which it has an impact on the child. 
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Quality assurance 

3.2 It is recommended that the organisation have a Quality Assurance Unit 
staffed by professionals experienced in child protection and substitute care 
who are able to establish and analyse data collection and evaluation 
systems, and who are also able to transfer and communicate results into 
formats that child protection managers and workers can use to improve 
practice. It is important that the Quality Assurance Unit report directly to 
senior management. 

Effective intervention 

It is recommended that: 

3.3 Evaluation and regular monitoring of the effectiveness of child protection 
be implemented through a Quality Assurance Unit. 

3.4 Improved policy and practice standards are required particularly with 
respect to supervision of children under care orders, the lapsing of orders 
and the closure of cases. 

3.5 Social histories and family assessments be completed for all families whose 
children come into the legal care of the territory. 

3.6 A transition to independence program be established possibly alongside 
the Family Group Conferencing service, for all older teenagers under 
orders. 

3.7 An expanded range of intensive targeted family support programs be 
funded and provided, to include a therapeutic full-time child care service 
and consideration of an expanded ‘Families Together’ support program 
that is not time-limited. 

3.8 A Family Support program be funded specifically in response to parents 
who have drug and alcohol dependence where their children are at risk. 

3.9 Increased funding is made available to workers for their day-to-day 
interventions with clients, for example to fund holiday activities for 
children. 

3.10 A public sector foster care program be re-established, aimed at providing 
respite carers for children under care orders living with their parents, 
foster carers for adolescents, sibling groups, children for whom there is a 
realistic possibility of restoration to their parents. 

3.11 The department provide residential group homes for adolescents and 
sibling groups who cannot be suitably placed in kinship care or foster care. 

3.12 All foster carer general approvals be for a maximum of three foster 
children, unless all the foster children are siblings or an individual 
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exemption has been granted by the Chief Executive, as per South 
Australian standards. 

3.13 An education program be developed and regularly offered for magistrates 
and lawyers involved in Children’s Court matters regarding the risks to 
children from abuse and neglect and the outcomes for children who are the 
subjects of applications for care orders. 

Concerns about other children and young people identified in 
the audit 

It is recommended that: 

4.1 Current policy of recording all information about children in a family on 
the CHYPS record of the eldest child, be reviewed and amended. 

4.2 Child protection worker’s core training is revised so that workers are alert 
to the needs of all children in a family, and that appraisals are not 
automatically restricted to the child directly mentioned in a report. 

Children and young people not in the care of the Chief 
Executive 

It is recommended that: 

4.3 Additional funding is allocated to Regional Offices for family support 
purposes. 

4.4 To ensure accuracy of CHYPS records regarding the duration of Voluntary 
Care Agreements, a system be established whereby subsidies are not paid 
to carers until the signed Voluntary Care Agreement has been scanned 
onto CHYPS. (The scanning of the VCA must be done as soon as possible 
so as not to delay the payment.) 

4.5 The practice of backdating Voluntary Care Agreement ceases. 

Record keeping and storage 

It is recommended that: 

6.1 All Family Services records are separated from the Department of 
Education (this may occur as Child Protection and Youth Justice locates to 
the Chief Minister’s Department). The records should be located with, or 
adjacent to, the Centralised Intake Service. This would allow the CIS to 
access appropriate files when reports are received (to improve decision 
making) as well as allow caseworkers undertaking appraisals immediate 
access to client information. This should include all Family Services clients, 
both past and present, as well as Youth Justice files. 
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6.2 An efficient system for recording and tracking files be immediately 
implemented. 

6.3 Training is provided to all workers regarding the importance of 
appropriate client file maintenance and the Centralised Intake Service. 
There needs to be consistent and accessible guidelines about the recording 
and storing of information and records management. 

CHYPS 

It is recommended that: 

6.4 All information on CHYPS is immediately accessible. At present 
documents can be saved within one section but able to be located when 
viewing other sections. (For example, documents and case notes can be 
attached to a report or an event but be unseen when in the other section. 
This can lead to the impression that there are no other case notes or 
documents.) 

6.5 When a document or case note is entered on a client file, it should be 
automatically linked, or be able to be viewed, in all other sections. 

6.6 A summary of the clients’ history with Family Services and relationships 
be on the first screen relating to the client to give the user a clearer picture 
of the clients’ current situation. This would aid in appropriate decision 
making if the paper files were not available. (For example, a Client 
Information Sheet version incorporating the above information.) 

6.7 All sibling information be automatically linked. CHYPS requires the ability 
to prompt the user regarding possible sibling relationships (for example, ‘Is 
this child [Adam Smith] related to [Eve] Smith?’). 

6.8 CHYPS allow users to move on from a screen or document unless all 
information has been completed. This would help decrease the number of 
incomplete documents on the system. 

6.9 CHYPS check with the user when creating a new client file, if the new 
client relates to existing clients with similar names (for example, Does 
Tanya Clarrence [new client] relate to Tannya Clarrence; or does Eave 
Clark relate to Eve Clarke?). 

Indigenous children and young people 

It is recommended that: 

7.1 An Indigenous foster care program be established and operated by the 
Office of Children, Youth and Family Support. 

7.2 All Indigenous kinship carers be thoroughly assessed prior to placement of 
children and that monitoring and support be provided. 
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7.3 For Indigenous children who are living in out-of-home care, contact 
between them and their relatives needs to be carefully assessed and 
appropriately supervised to ensure children are protected from further 
abuse. 

7.4 Social histories and family assessments be completed for all families whose 
children come into the legal care of the Territory (through court orders or 
voluntary care agreement). 

7.5 Departmental policy regarding court orders and voluntary care agreements 
is clearly articulated and consistently implemented in practice for 
Indigenous children who are placed in foster care, kinship care or 
residential care. 

7.6 A targeted intensive parenting service (similar to ‘Families Together’ but 
not time-limited) be provided for Indigenous families where children are 
being neglected or abused, with a specific focus being given to the impact 
of domestic violence, alcohol and drug abuse. 

7.7 A therapeutic childcare service be established and funded to provide full-
time reparative childcare for children aged 0 to 5 years whose development 
has been compromised. This service should be available to Indigenous and 
non-Indigenous children and young people. 

7.8 Indigenous workers in the Office for Children, Youth and Family Support 
complete the entire standard child protection worker training, in order to 
increase levels of understanding of safety risks for children. 

7.9 Case plans are required for all Indigenous children that specify how the 
child’s caseworker will directly assess and monitor the care being 
provided, with regular home visits, sighting and privately speaking to 
children and obtaining information from teachers and other relevant 
agencies. 

7.10 A clear referral process be developed and incorporated into the procedure 
manual for all referrals of cases to Indigenous workers with agreed case 
plans developed that specify goals and steps that are to be taken by 
Indigenous workers, with written reports completed at regular intervals 
regarding work done and progress with each client. 

7.11 Consideration be given to base two full-time experienced social workers at 
the Jervis Bay primary school. One worker would focus on community 
development and the other worker would have a child protection role. This 
dual approach would work towards addressing alcoholism, drug use, 
violence and sexual abuse issues in the Wreck Bay community. It is 
imperative that an adequate, immediately accessible child protection 
service is provided as a matter of urgency to Wreck Bay. 
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‘Other’ children and young people identified in the audit 

7.12 It is recommended that child protection worker’s core training is revised so 
that workers are alert to the needs of all children in a family, and that 
appraisals are not automatically restricted to the child directly mentioned 
in a report. 

Investigation and appraisal 

It is recommended that: 

8.1 Any information relating to an open case that constitutes a Report should 
be recorded as a Report and formally appraised. 

8.2 The roles and responsibilities of child protection workers and the police be 
clearly articulated in the procedures manual and in training. In particular, 
that child protection work must continue during any police investigation 
and that it is not the role of police to undertaken child protection work. 

8.3 Information about children and young people self harming or absconding 
should not be recorded as a report. It would be more appropriate to record 
the harm under another category such as ‘incident report’ which needs to 
be investigated and responded to appropriately. 

8.4 When a child is on an order and there is a report of harm being caused to 
them by an adult in the place of residence, a special appraisal needs to be 
conducted regardless of whether the child is living at home or in care. 

8.5 Only staff with specialist assessment skills, preferably assessment unit 
staff, should conduct special appraisals. 

8.6 Core training for child protection workers includes a greater emphasis on 
the effects of domestic violence on children and young people. 

8.7 The meaning of, and what constitutes a substantiation needs to be clearly 
articulated in the Procedures Manual and in training. 

8.8 Clarification needs to be made in the Procedures Manual and in training 
about what the safety decision refers to, how and when to arrive at that 
decision and then record it. 

8.9 There is a review of the usefulness of the Initial Danger Assessment and 
Full Danger Assessment forms and the outcome documented in policy and 
the Procedure Manual. 

After Hours Service 

8.10 The role of AHS and the current staffing levels of the AHS is reviewed with 
consideration given to increasing the size of the Team. Once this is clarified 
the role of the AHS needs to be clearly documented in the Policy and 
Procedure Manual. 
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8.11 Systems are developed and implemented to monitor workload and the 
quality of interventions provided by AHS. 

Abuse while in care 

It is recommended that: 

9.1 A comprehensive recruitment campaign commences for the recruitment of 
foster carers for the ACT 

9.2 Training, supervision and support of residential workers, kinship carers 
and foster carers be provided to improve the standard of care for children 
coming into the system. In particular, carers and workers need the skills 
particularly concerning, age appropriate discipline, behaviour 
management techniques, age appropriate developmental expectations, 
knowledge regarding the special needs of children in care and a 
comprehensive understanding of the importance of maintaining a child or 
young persons familial relationships, in order to manage and work 
effectively with children and young people. 

9.3 A review is undertaken of all assessments of kinship carers currently 
caring for children and young people in the care of the Chief Executive. 
That child protection workers are trained in kinship care assessments. That 
consideration be given to the establishment of a dedicated team (most 
likely part of the Children on Orders Team) who are skilled in the 
assessment of kinship carers. 

9.4 A central unit be established within the Department to ensure that 
appropriate screening, assessment, support, supervision and training of 
residential carers, foster carers and kinship carers. This unit would have a 
role in reviewing and auditing service providers against standards. The 
Unit would have a duty of care function, whereby it would have a central 
register to record and assess patterns of allegations against carers. (See also 
recommendation 2.2). 

9.5 Resources are immediately invested into developing a range of residential 
options for clients in the child protection system. These would include 
residential assessment units for mothers where there are risks to babies or 
young children; receiving centres where children and young people can be 
placed and assessed prior to being transitioned to independent living or 
foster care; intensive therapeutic assessment centre where young people 
with high needs can be appropriately assessed and a range of supports put 
in place. 

9.6 At a senior level in Government, across-agency protocols are developed 
that prioritise children in the care of the Territory for service. 
Consideration should be given to the concept of ‘Best Endeavours’ from 
the NSW legislation and whether this may be helpful in the Territory. 
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9.7 Training and awareness be provided in other government services with 
regard to the safety of children and young people in the territory and their 
responsibilities 

9.8 Negotiations occur with NSW Office of the Children’s Guardian to adapt 
the NSW Out of Home Care Standards to the ACT. 

9.9 Investigation is undertaken to develop systems for employment screening, 
similar to ‘Working With Children Checks’ conducted by the NSW 
Commission for Children and Young People. 

9.10 Consideration is given to the establishment of similar roles in Child 
Protection taken by the NSW Ombudsman. This responsibility could sit 
within the Children’s Commissioner’s Office or the Commonwealth 
Ombudsman’s office. 

9.11 Funding is provided for and a tender process be developed for the 
provision of contact centres and a transport service for children in care in 
order to reduce the amount of abuse children and young people receive 
when having contact with their family of origin. 

9.12 Thorough screening, training and support is provided to drivers of 
children in care and that there is a thorough process for handling and 
investigating concerns. 

9.13 There is a review of the Abuse in Care Policy and protocols with non-
government agencies, Foster Care Association and CREATE Foundation. 
Develop protocols procedures in which Family Services and non-
government agencies roles in assessing and actioning recommendations of 
concerns and abuse in care allegations are clearly defined and followed up. 

Implementation 

11.1 It is recommended that the audit recommendations are implemented 
within the Review’s Implementation Structure (as described in Section 10.1 
of the Review Report The Territory as Parent). The Implementation Team 
would therefore, also oversee the audit recommendations. 

 It is critical that an advisory committee of child protection practitioners 
and people with child protection experience be established to provide 
advice to the Implementation Team on the audit recommendations. 
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1 Review of the Safety of 
Children in Care in the 
ACT and of ACT Child 
Protection Management 

1.1 Introduction 

The Chief Minister, Jon Stanhope, MLA, announced the terms of reference for the 
Review of the Safety of Children in Care in the ACT and of ACT Child Protection 
Management (the Review) on Wednesday 21 January 2004. It was led by the Public 
Administration Commissioner, Cheryl Vardon. Within the terms of reference of the 
Review, was an audit of the files with respect to children and young people in the 
care of the Territory. 

The Review Report was provided by Commissioner Vardon to the Chief Minister 
on 17 May 2004. At that time the audit had not been completed. 

1.2 General principles for the Review 

The general principles used to guide the work of the Review drew on the 
following: 

• A child or young person in the care of the Territory should be in a better 
position than they were before being placed in that care. 

• The ‘Territory Parent’ has a statutory responsibility to know the identity of 
each child and young person in its care, the location of that child or young 
person, and information about their health and well-being. 

• Family members, foster parents and staff who support children and young 
people in care are critical to the future development and growth of those 
children and young people. 

• In child protection matters the Territory Parent is accountable to the 
Community Advocate, the ACT Government and, through the Legislative 
Assembly, the community. 

1.3 The Review’s methodology 

The Review’s terms of reference required an investigation of the Department’s 
statutory obligations under s. 162(2) of the Children and Young People Act 1999, 
together with an audit of the files of those children and young people for whom 
the Chief Executive has responsibility and who have been the subject of a report of 
concern between the period under review, 10 May 2000 to 31 December 2003. 
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The methodology for the Review involved the following: 

• An investigation of the circumstances in which the Department was said to 
have failed to honour its statutory obligations under s. 162 of the Children and 
Young People Act 1999. 

• A chronological review that surveyed the creation of the reporting 
arrangements between the Chief Executive and the Community Advocate and 
examined how they were managed during the period in question. 

• An analysis of information and data held by the Department, the Office of the 
Community Advocate, other relevant agencies, and the report of the Standing 
Committee on Community Services and Social Equity, The Rights, Interests and 
Well-being of Children and Young People. 

• The audit of files to determine whether written records were kept of reports 
made under ss. 158 and 159 of the Act, whether child protection appraisals 
were undertaken and to review departmental practice and action relating to 
allegations of abuse of children in care. 

The audit and case review was not completed at the time that the Commissioner 
presented the Review Report to the Chief Minister on 17 May 2004. 

• A wide-ranging consultation process with individuals and representatives of 
organisations. In addition, public submissions to the Review were invited and 
received by the Review Team. 

• Governance and resource allocation of child protection services were 
examined. 

Recent state and territory reports into child protection services were analysed 
to determine whether initiatives in other jurisdictions are relevant to the ACT. 

• Interviews with relevant personnel, including the Chief Executive of the 
Department, the Executive Director of Children’s, Youth and Family Services, 
the Director of Family Services, the Community Advocate, and staff of Family 
Services. 

• An analysis of procedures and practices governing the Department’s relations 
with the Office of the Community Advocate and other relevant agencies. 

• An implementation plan was set out in the Report to offer the Government and 
the Department a guide for future governance, service provision and 
resourcing. 

• Other child protection matters were considered within the terms of reference in 
order to review any other matters relating to child protection in the ACT, at the 
direction of the Commissioner or the Chief Minister. 

The Review Report deals with a broad range of matters relating to the 
management of child protection in the ACT. On 3 February 2004 the Chief Minister 
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referred to the Commissioner a letter from the Community Advocate and asked 
the Commissioner to consider the failure of many professionals to comply with the 
mandatory reporting requirements under the Children and Young People Act 1999 
and the ignorance of mandated professionals of their legal obligations under that 
Act. Mandatory reporting and child death reviews are also discussed in Chapter 6 
of the Review Report. 

1.4 The Territory as parent 

The Review focused on the best interests of the child as paramount and 
correspondingly, considered the role of the Territory as parent, as defined in the 
Children and Young People Act 1999. The Act sets out the principles and 
responsibilities associated with this role and the duties of the Chief Executive of 
the Department of Education, Youth and Family Services. Once the Children’s 
Court makes an order to remove (wholly or in part) parental responsibility from 
birth parents, this responsibility becomes that of the Chief Executive, acting on 
behalf of the ACT community. 

1.4.1 Parental responsibility 

‘Parental responsibility’ means taking on all the duties, powers and responsibilities 
parents normally have by law in relation to their children. Once the Territory 
becomes the parent, the Government assumes responsibility for all matters to do 
with the day-to-day care or long-term care, welfare and development of the child 
or young person concerned. 

Section 17 of the Act describes ‘parental responsibility’ in the following terms: 

Parental responsibility for a child or young person, means all the duties, 
powers and responsibilities parents ordinarily have by law in relation to their 
children. (Power includes authority see Legislation Act, dict pt1). Parental 
responsibility includes responsibility for the day-to-day or long term care, 
welfare and development of the child or young person. 

Section 18 of the Act sets out who has parental responsibility, and s. 19 describes 
who can exercise parental responsibility for a child or young person. Section 20 
details parental responsibility for day-to-day care, welfare and development, and s. 
21 deals with long-term care, welfare and development. 

Implicit, is the idea that the Territory as parent will do the job better than the birth 
parents. The expectation is that, having been removed from their family through 
the serious process of an order of the court, the child or young person will be safe, 
will grow and will have their needs attended to with care and respect. If a child or 
a young person is the subject of a child protection notification while in care, the 
expectation is that the notification will be investigated immediately. 

The Review found that various statistical information could not be provided about 
these children within a timely fashion or with sufficient accuracy. The Review 
acknowledged that data are kept in relation to children in care, but the figures are 
not up to date. Information is available but recorded in many different ways across 
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a number of locations. The information systems are simply not capable of 
providing important information on children. Further to this, the audit found that 
in many cases, case work and other child protection information was not recorded. 

In response to Review requests for specific information, this could not be provided 
until a manual records management search was undertaken which took six weeks 
to complete. 

It is not possible to do the job of Territory Parent alone. Child safety is not just the 
business of the Department: it requires a whole-of-government and whole-of-
community response. The responsibilities of the Territory Parent are also shared 
with other government agencies. 

Table 1.1 shows the number of children and young people in the care and 
protection of the Chief Executive between 10 May 2000 and 31 December 2003, as 
found by the Review. It is important to note that during this period 150 of these 
children and young people were subject to 241 child protection notifications that 
were not forwarded to the Office of the Community Advocate under s. 162(2) of 
the Children and Young People Act. It is the files of these children and young people 
that are the subject of the audit. 

For 62 per cent of children and young people for whom the Chief Executive had 
parental responsibility, this responsibility was conferred by means of residential 
orders of the ACT Children’s Court. Voluntary care agreements were the second 
major category (33 per cent of children and young people) whereby parental 
responsibility was conferred on the Chief Executive. 

Table 1.1 Children and young people in the care and protection of the Chief Executive, 10 May 2000 to 
31 December 2001 

Order type 

10 May 
2000 to 

30 June 
2000 

1 July 
2000 to 

30 June 
2001 

1 July 
2001 to 

30 June 
2002 

1 July 
2002 to 

30 June 
2003 

1 July 
2003 to 
30 Dec 

2003 

10 May 
2000 to 
31 Dec 

2003 
Residential Order (incudes foster 
care/kinship care/group home care) 

193 243 270 296 310 407 

Supervision order with Chief Executive 
having parental responsibility (usually at 
home supervision) 

0 0 0 0 0 0 

Voluntary care agreement (usually out of 
home care) 

30 90 80 92 57 219 

Emergency action 3 8 6 4 3 19 
Director’s special approval (previous Act) 4 5 4 3 3 5 
Total children in care of the Chief 
Executive  

230a 346a 360a 396a 379a 656 

a. figures represent children and young people in care during the year for period lasting from a few days or months to a whole year or many years of 
continuing care: that is the figure fluctuates. Over time, however, the figure is increasing—and recently at a rapid rate. 
Notes: If a child or young person has been on more than one type of order in a counting period the order counted is the last order they were placed on in 
that period. 
These figures are only as reliable as the CHYPS electronic database allows. 

1.4.2 Chief Executive acting in relation to reports 

Under s 161 of the Act, the chief Executive may, after consideration of such a 
report, act in relation to it. Further, s. 161(3) states, ‘Nothing in this Act requires the 
Chief Executive to act in relation to a report made to him or her under s. 158 or 
s. 159. 
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It is concerning that the Chief Executive is not required to act in relation to a report 
under s. 159 or s. 159 relating to a child or young person for whom the Chief 
Executive has parental responsibility. The Department has a statutory 
responsibility for these children. 

This matter requires closer examination. There should be a very high standard of 
care for a child or young person in care because that person has already been 
harmed and is vulnerable. If a child or young person is removed from their natural 
family as a result of abuse or neglect, they must be placed somewhere better and 
safer. Further, if a child remains living at home with their parents and is placed on 
an order assigning parental responsibility to the Chief Executive, then there is a 
responsibility on the Chief Executive to ensure the monitoring and safety of that 
child so that the abuse or neglect does not continue. 

Recommendation 

1.1 It is recommended that s. 161(3) of the Children and Young People Act 1999 be 

amended so as to ensure that the Chief Executive must act in relation to a report 

made to him or her under s. 158 or s. 159 in relation to a child or young person for 

whom the Chief Executive has parental responsibility. 
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2 Children in need of care 
and protection 

2.1 Social context placing children at risk 

The social fabric of Canberra is changing; increasing poverty, greater substance 
and alcohol abuse, and increasing levels of mental illness have caused a 
breakdown in parenting. These factors in turn result in rising rates of domestic 
violence where children are part of the ‘collateral damage’. These matters and the 
introduction of mandatory reporting in 1997 have had an effect on the increasing 
rate of reporting child abuse and children coming into care in the ACT. 

These social issues are risk factors that need to be balanced with protective factors. 
Much of the crime prevention literature also examines the importance of building 
protective factors in families and communities to ameliorate risk factors in the 
community which increase the possibility of a person becoming involved in crime 
or anti-social behaviour. National Crime Prevention (1999) in its Pathways to 
Prevention report, provided early intervention approaches to crime. The research 
found evidence that child abuse and neglect are risk factors that are of particular 
importance for the emergence of later problems, including aggression, juvenile 
offending and substance abuse. Similarly the research of New South Wales Bureau 
of Crime Statistics (Weatherburn and Lind 1997) found that young people involved 
in the youth justice system were more likely to have been in the care and 
protection system. The study found links in social and economic stress, child 
neglect and juvenile delinquency. 

The audit and case review found risk factors such as substance and alcohol abuse 
and domestic violence featured heavily within the recorded matters of concern in 
child protection reports and on children’s files. (These matters are further 
commented on in the sections of this report). 

In the ACT child protection is a statutory function regulated by the Children and 
Young People Act 1999. The government agency responsible for child safety is Care 
and Protection Services. It is located in the Family Services Branch, soon to become 
Child Safety and Youth Justice Service which will be located in the Chief Minister’s 
Department as a result of recommendations from the Review. The reason for this 
move is to raise the profile and importance of child safety in the ACT. 

The Children and Young People Act 1999 defines a child as a person aged less than 12 
years and a young person as a person aged between 12 and 18 years. Chapter 7 of 
the Act sets out general principles and definitions relating to abuse and neglect, 
making reports when a child is in need of care and protection, the obligations of 
the Chief Executive in responding to reports, and general responses for children 
and young people. The Act describes abuse of children and young people as 
physical, sexual or emotional abuse (including psychological abuse) if the child or 
young person has suffered, is suffering or is likely to suffer in a way that causes 
harm to their well-being or development. Harm is also defined as being, or being 
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likely to be, exposed to behaviour that is a domestic violence offence within the 
meaning of the Protection Orders Act 2001. 

Children who enter the formal care and protection system are among the most 
vulnerable children in Australia: this was evident in the Australian Law Reform 
Commission and Human Rights and Equal Opportunity Commission 1997 Inquiry 
into Children and the Legal Process. The National Inquiry’s report, Seen and Heard, 
provided evidence that children who are victims of abuse, neglect and family 
breakdown often do not have support from their extended family and are often 
educationally and socio-economically disadvantaged. The Inquiry received 
evidence that the support offered to children in care is grossly inadequate and too 
often fails to redress their disadvantage. In addition, Indigenous children, who are 
generally disadvantaged on many scales, are particularly over-represented in the 
care and protection systems in Australia (Stanley, Tomison & Pocock 2003), and 
this too was a finding of the audit and case review. 

The Inquiry heard evidence that as a community, we are failing many of our most 
vulnerable children. It also reported that the voices of children and young people 
are not heard: they are often not involved in decision making; they have little 
contact with their case worker; they are often not listened to or believed; and they 
often do not have an avenue for voicing their concerns. This was a finding of the 
Foster Carer Audit in Queensland (Murray 2003), in South Australia (2003) in the 
Layton Report and now in the ACT audit. 

Additionally, the Inquiry found that all child protection jurisdictions in Australia 
experience similar problems, among them heavy reliance on other government 
services and agencies, poor management, lack of coordination, delays in 
investigating or deciding placements for children, and a dearth of reliable 
information. A number of jurisdictions have recently been or are currently 
reviewing and considering reform of their child protection systems. 

2.2 Prevention, early intervention and family support 

The reasons that bring children and young people into the formal child protection 
system are complex. The need for family support to help children to safely stay at 
home was evident in the submissions to the Review and also in the audit and case 
review of files. 

There is an increasing number of children and young people coming to the 
attention of the ACT care and protection system and has placed the system under 
great strain. This has highlighted the need for broader based child and family 
support services to prevent harm in the first place. A lack of intensive support 
services to strengthen families and help them keep their children safely at home 
creates an over-reliance on alternative care—in particular, foster care and 
residential care (Churches Community Services Forum 2001). 

Well-appointed government services directed at early intervention, prevention and 
family support operate as a ‘catchment’, preventing an excessive flow of children 
and young people into alternative care. There is a need for a balanced continuum 



 

THE TERRITORY’S CHILDREN 9 

of family and youth support services and out-of-home care services and a need for 
better collaborative planning between government and the community. 

The Review considered that there is a pressing need for a responsive, well-
balanced and cohesive range of prevention and protection services to manage the 
numbers of ACT children and young people coming into contact with the care and 
protection system. At present the care and protection system does not provide 
adequate care options for the children and young people entering it, and this was a 
clear finding in the audit and case review. 

2.3 Children and young people on orders 

Children and young people can be placed on orders that assign parental 
responsibility to the chief executive and they can remain living at home with their 
natural families. Other children and young people can be placed in substitute care 
and be placed in kinship, foster or residential care. The conditions regarding 
contact with natural families will vary for each child. 

Out-of-(the child’s) home care or an alternative care system needs a range of 
options and responses. Contemporary concepts of child protection and family 
preservation place alternative care as one phase or stepping stone in the broader 
child protection process. When parents are unable, unwilling or deemed 
unsuitable to care for and protect their offspring, alternative care is a temporary 
intervention until safety and stability at home can be assured and the child or 
young person can return (Sultmann & Testro 2001). There is a variety in the type of 
care offered through alternative care. This is discussed further in the findings of 
the audit with recommendations for a range of placement types. 

• foster or community care—where services are provided by one or more adults 
or ‘foster carers’ who are paid an allowance to provide support for a child or 
young person 

• relative or kinship care—where services are provided by family members other 
than the child or young person’s natural or adoptive parents 

• residential care—where services are provided by paid staff. 

For some children and young people who cannot be safely returned to their family 
home, foster care becomes a long-term option. 

Foster care is family-based care provided by approved carers in their own homes. 
Four agencies funded by the Department of Education, Youth and Family Services 
approve all foster carers in the ACT. An individual can be a foster carer or a couple 
or a team of adults can take on the role. Carers can be approved as general carers 
or as kinship carers; they can also have limited approval status. A set allowance is 
paid as reimbursement for the cost for caring for a child or young person. Research 
findings such as those presented in the McHugh report (2002) show that the 
allowance is insufficient to fully cover care and ‘one-off’ expenses such as birthday 
and Christmas presents and clothing. The McHugh report recommended a 
national framework for payments; some agencies have recommended that foster 
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caring should be professionalised, with accredited training and adequate 
remuneration. 

Some children and young people thrive in foster families; others do not. In fact, for 
some children and young people, foster care is either not available or, because of 
individual needs or the damaging effect of abuse suffered, not an option. The 
Review was informed that there is a critical shortage of foster placements, for 
young people in particular. Further, the audit validated this finding. This 
conclusion was also reached by the recent ACT Legislative Assembly Standing 
Committee on Community Services and Social Equity (2003). Although foster care 
is not the answer for many high-needs children and young people, the Review was 
informed that there is a critical shortage of suitable alternatives. 

The Marlow facility operated by the Richmond Foundation, for instance, offers 
short-term (21 day) placements for 11–15 year old males and females under court 
orders. It is frequently over-stretched however, and sometimes used by Family 
Services as a stop gap for young people who are hard to place, with some residing 
there for up to a year.1 Damaged and vulnerable children and young people often 
move in and out of facilities such as Marlow or Supported Accommodation 
Assistance Program youth refuges because viable alternatives are limited or do not 
exist. Some children end up ‘sleeping rough’.2 Twenty-two per cent of children and 
young people in care in the ACT are in residential care. The audit found that for 
some young women, particularly those who had been sexually abused, residential 
facilities with young men were not appropriate. 

2.4 Developing more quality placement options 

The Review found there is a critical lack of quality placement options for children 
and young people needing the care and protection of the Territory Parent. The 
ACT is too reliant on foster care placement and needs greater residential care 
capacity, more therapeutic care options, and other innovative care facilities. The 
audit and case review validated this assessment as it has been an over-whelming 
finding of the audit and case review that a shortage of quality placement options is 
a major issue. 

Additional resourcing is necessary, but so too is clever, innovative policy work 
aiming to expand care options and create better solutions for individual children. 

In particular, the ACT needs greater residential care capacity, more therapeutic 
care options, as well as other facilities such as small group homes for young people 
of a suitable age, and emergency placements. This has been a finding in other 
jurisdictions in particular, Queensland, New South Wales and South Australia. 

                                                        
1 Interview with CEO of Richmond Fellowship Inc. (Vardon 2004). 
2 Interview with children and young people under care orders (Vardon 2004). 
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2.5 Need for recruitment of and support for foster carers 

The Review and the audit found that there is a need to examine departmental 
policy and procedures relating to recruitment, assessment, approval, support, and 
the provision of ongoing training for foster carers. During consultations with foster 
carers and the Foster Care Association, it became clear that foster carers feel under-
valued and struggle for support in the difficult role of providing care for 
vulnerable children and young people who have been abused by their natural 
families. 

Approximately 70 per cent of children and young people in care are placed in 
family-based care in the ACT, with either foster or kinship carers. The risk has 
been increasing in foster care settings across Australia, particularly because the 
sector is over-burdened and there is little monitoring and regulation of out-of-
home care. The following are among the risk factors that require addressing in the 
recruitment of and training and support for foster carers: 

• poor or insufficient assessment of foster carers 

• a lack of initial training for foster carers, in particular in specific matters such 
as caring for children who have been sexually abused or in the development of 
children 

• poor communication with foster carers and inappropriate responses to carers 
when ‘things go wrong’ 

• lack of placement options, which can result in an excessive burden on current 
foster carers with too many children or young people in one placement. Some 
children need one-to-one care and cannot cope in a household with other 
children 

• poor matching of children and young people with foster carers, often a result 
of the lack of placement options 

• a lack of information about the child or young person provided to the carers in 
advance, so they are better prepared for caring for individual children 

• for agency staff, lack of training about alternative care, the assessment of carers 
and the re-approval process. 

2.6 Abuse in care 

The reason for removing a child or young person from their natural family is to 
ensure safety from further harm. Indeed, they should be promised that they are 
being moved to a place that is better and safe. Children and young people in care 
are vulnerable to a number of complex and interrelated risks. For example, the 
characteristics of the carers; inadequate training and support for carers, who can be 
caring for other children who have high care needs; the characteristics of the 
natural family and its contact with the child; and socio-economics pressures on the 
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placement. Further, harm to children during visitations with their natural families 
has been found in the audit and during submissions to the Review. 

The audit found that some children and young people on orders remaining at 
home with their parents are continuing to be abused by their parent or parent’s 
partner. The use of these orders and support to safely keep children at home is in 
need of urgent review. 

Insufficient research has been undertaken on the abuse of children in care 
(Australian Foster Care Association 2001). However, the fact that some children are 
harmed while in care, is well documented in child protection reports and 
appraisals recorded by Family Services in the ACT and in the reports of inquiries 
and audits elsewhere in Australia. Reported abuse in care is not confined to one 
type of care: it covers the spectrum of available options. Further, it is not unusual 
for children and young people to move constantly between a variety of placements 
and their family home; this has been well described by young people through the 
CREATE Foundation (FACE to FACE 1999). 

Literature from the United Kingdom and Canada suggests that two factors 
contributing to abuse in care are a lack of community connections and lack of 
support for the foster carers. Other literature has found that many foster carers 
begin with an unrealistic expectations of caring for a foster child or young person. 
It is not uncommon for the carer to experience difficulties with their own children, 
with the important role that carers’ own children play in the fostering situation 
often being overlooked or under-valued. These children can help foster children 
settle in, but they are also asked to share their belongings, their parents, their 
siblings and their life (Australian Foster Care Association 2001). 

2.7 Reporting of abuse in care 

Official reporting of the abuse of children and young people in care remains 
problematic. Recording methods vary from state to state, so comparisons cannot be 
easily made. Although the Australian Institute of Health and Welfare publishes 
national statistics on child protection in Australia, there is no reporting on the 
extent of abuse in care (such as the number of recorded child protection 
notifications concerning children in care). The Productivity Commission has 
responded to this anomaly by introducing its Pathways Project, which seeks to 
develop and test methods that allow states and territories to calculate more 
meaningful, comparable and robust efficiency measures for the protection and 
support services they deliver. 

In gathering data for the Review and to set the parameters and methodology for 
the audit, various statistical information was requested from the Department. Most 
of this information could not be provided in a timely fashion and the Department 
reported that some of this information when provided, was not reliable. In 
particular the number of child protection reports made with respect to these 
children need to be accurately and systematically recorded and reported. 
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Recommendation 

It is recommended that: 

2.1 Statistical information concerning the number of children and young people in care 

and the number of child protection reports made with respect to these children, is 

accurately and systematically recorded and reported. 

2.2 A central unit be established within the department that would have duty of care 

functions and would have a central register to record and assess patterns of 

allegations of abuse. (See also recommendation 9.4) 

2.8 Making a better alternative care system 

Carter (2002) argues that governments and their partners should be prepared to 
‘fix up’ foster care for moral reasons—‘to ensure that children and young people in 
the care of the state receive the affirmative policies, programs, practices … and 
love … they deserve’. Adults have obligations and duties towards all children. 
Children should be treated as ends, not as means, with human rights and needs 
sufficient in themselves for action. Carter argues that there are also pragmatic and 
technocratic reasons for redeveloping foster care within the scope of good 
governance and that these reasons carry more power in social policy. It would 
seem that when foster care ‘goes well’ it can have enormous benefits for both the 
child and the state from the economic, health, legal and moral perspectives. 
Murray (2003) summarises the reasons for reforming foster care as set out in Carter 
(2002): 

1. To improve the economic health of the nation. Australia needs a productive 
and competitive highly skilled workforce in the next 30 years. At present too 
many ‘graduates’ of foster care become caught up in the juvenile justice, 
homelessness, mental health, social security and unemployment systems. This 
is a costly and detrimental outcome for these children and for the future of the 
country. 

2. To reduce the government’s exposure to risk. Maintaining risky situations, 
or turning a blind eye to the existence of such, is no longer a moral or legal 
defence. Allowing risks to continue without taking adequate precautions may 
invite future legal actions. If foster care constitutes a risk and possible hazard 
for children it is not prudential to ignore this. Indeed it was reported in The 
Courier Mail on 2 December 2003 that a class action involving notices of claim 
under the Personal Injuries Proceedings Act have been delivered to the 
Department of Families by a group of 12 former foster children who allege 
they suffered sexual, physical and emotional abuse and are suing the state 
government for damages in their lack of care. 
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3. The state as parent. A further governance reason for reform is based on the 
principle that essentially the government acquires by law the guardianship or 
custody of most foster care children, which means that there is a legal duty to 
care for these children. These children have been removed from parents 
deemed to have failed in their parental duties. The government assumes the 
role of parent, and becomes the ‘corporate parent’ when it passes the role to 
foster carers. 

4. The benefit/cost reasons for rethinking foster care. There is a large cost to 
the government, in child protection proceedings, child protection workers 
salaries and any related health and education cost of the child. Carter (2002) 
argues that the cost of foster care is miniscule compared to the costs of 
residential care and the long term institutional and public health costs. She 
asks the question, ‘is a child in foster care receiving the benefit that he/she 
should receive from the costs of care’? 

5. International Convention on the Rights of the Child. Foster care represents 
an opportunity for governments to work together on the principles of the 
Convention. Carter argues that if governments took their roles to be the 
support of children within the framework of the Convention, many of the 
policy dilemmas around foster care would disappear. 
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3 Best practice 

3.1 Child focused 

The Review based its methodology on the best interests of the child and discussed 
the importance of developing a child-centred system that listens to children and 
young people, is prepared to believe them and to act. Indeed, the framework and 
methodology of the audit and case review was solidly based on this philosophy. 

The Review Report also discussed ‘best practice’ and set out some overarching 
principles for this derived from the law and the United Nations Convention on the 
Rights of the Child. 

The participation of children and young people and their competency to be 
involved in decision making was discussed in the Review Report and it made 
recommendations in respect of this. The Review also recommended a Charter of 
Rights. 

3.1.1 The UN Convention on the Rights of the Child 

The United Nations Convention on the Rights of the Child has been ratified by 191 
of the 193 member nations. Australia became a signatory on 22 August 1990, and 
the Convention became binding on Australia on 16 January 1991. 

The near-universal ratification of the Convention reflects a global commitment to 
the principles of children’s rights. By ratifying the Convention, governments 
announce their intention to put this commitment into practice. The Articles 
provide for a wide range of rights, including a child’s right to express their own 
opinion (Article 12) and to live with their parents unless it is not in their best 
interests (Article 9). Article 19 provides for a child’s protection from all forms of 
maltreatment, and Article 20 provides for special protection for a child deprived of 
their family environment and for ensuring that appropriate alternative family care 
or an institutional placement is made available, taking into account the child’s 
cultural background. 

States Parties shall ensure that the institutions, services and facilities responsible 
for the care or protection of children shall conform with the standards established 
by competent authorities, particularly in the area of safety, health, in the number 
and suitability of their staff, as well as competent supervision. 

3.1.2 The best-interests principle 

Section 12(1)(a) of the Children and Young People Act 1999 provides that, in making 
decisions and taking action under the Act in relation to a child or young person, 
the best interests of the child or young person should be the paramount 
consideration—the best-interests principle. Section 13 of the Act sets out how to 
apply this principle. 
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Section 12(2) of the Act states that, when a decision is to be made under the Act, 
the children or young people concerned should be given sufficient information, in 
a language and way they understand, to allow them to fully participate in the 
process and express their views. These views should be taken into account in the 
decision. 

Best interests also means that when an adult makes a decision about or for a child 
they make it in the child’s best interests. The child’s views and wishes should, 
however, be taken into account in a way that has regard to their age and degree of 
maturity. 

Article 3 essentially sets out the best interests of the child: 

• In all actions concerning children by social welfare institutions, courts of law, 
administrative authorities or legislative bodies, the best interests of the child 
shall be the primary consideration. 

• States Parties must ensure such protection and care as is necessary for his or 
her well-being, taking into account the rights and duties of his or her parents, 
legal guardians or other individuals legally responsible for him or her, and 
take all appropriate legislative and administrative measures. 

On every occasion, professional decision making in child protection must be based 
on the best interests of the child—this must be paramount. 

3.2 Best practice 

Best practice in child protection case management must be based on child-focused 
frameworks and this was a feature of the findings of the Review Report. It was not 
part of the Review’s terms of reference to evaluate the Department’s programs. It 
was important, however, to identify the essential elements of best practice as a 
framework for developing best-practice models for child protection in the ACT. 

Frameworks should have overarching principles that seek to achieve the following: 

• value children and young people, listen to them, and help them to be involved 
in decision making about their lives 

• provide child-focused service delivery to children and young people 

• strengthen families and communities 

• develop partnerships and cooperation between agencies and with the non-
government sector 

• ensure accountability mechanisms, a regulatory framework, and monitoring of 
children and young people 

• encourage learning and development. 
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Best practice in child protection is about creating the conditions for positive change 
within families so that children can maximise their potential within stable and safe 
environments. International research confirms that the most effective catalyst for 
change is respectful, responsive, collaborative relationship-based practice. This 
type of practice requires time, continuity of workers and support from the 
organisation. 

Elements of best practice: 

• a shared view of child protection 

• reduced caseload—so that it is possible for workers to achieve a 
comprehensive understanding of the case history, get to know the clients and 
build an individualised relationship with them 

• accessible professional supervision 

• increased services to meet the needs of children and families 

• more fiscal resources to meet the legislated mandate 

• employer acknowledgement of the challenges and complexities of child 
protection work 

• visible recognition of good practice 

• comprehensive high quality training for all new staff at the very start of their 
employment regardless of their educational or employment background 

• ongoing opportunities for professional development provided or enabled by 
the employer 

• the organisation regularly updating front line practitioners with findings from 
important child protection research. 

Impediments to best practice: 

• limited resources within the agency and in the broader community is a chronic 
impediment 

• insufficient time and attention to recording child protection information, and 
systems that are inefficient to assist in this work 

• practice decisions being fiscally driven 

• child protection staff feeling vulnerable—fear for their personal safety and fear 
of liability and lack of confidence in the employer’s support in high profile 
cases 

• failure to implement recommendations from reviews and inquiries 
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• lack of opportunity for increased pay and status within the system without 
taking on supervisory responsibilities 

• lack of expertise of supervisors—professional supervision requires particular 
skill and understanding 

• supervisors often being unavailable to staff and preoccupied with 
administrative tasks 

• staff turnover and high caseloads compromising continuity and relationship-
based work. 

3.2.1 Risk assessment 

The use of structured guides or tools for assessing risk in child protection contexts 
has become widespread in Australia, Canada, the UK and the US over the last two 
decades. The reasons for this development included substantial increase in reports 
of child abuse and neglect over the period, the need to screen out inappropriate 
reports and refer to other services, and direct scarce resources to the most high-risk 
cases. 

Risk assessment tools can assist child protection workers in decision making and at 
times can be compromised by the highly pressured and emotionally charged 
environments in which they work. Risk assessment tools are therefore aimed to 
identify situations that require a statutory child protection intervention, improve 
consistency of service and assist workers prioritise work with their existing 
caseloads. 

There are essentially two types of risk assessment models used in Australia and 
internationally: Risk assessment tools that are statistically based and actuarial in 
nature and risk assessment guides or frameworks that are intended to guide and 
support professional judgements. There is ongoing debate about which model is 
most efficacious, but child protection services in the ACT have, and continue to 
use, models at the professional judgement end of the spectrum. The framework 
introduced in April/May 2001 was based on the Queensland Department Families, 
Youth & Community Care Practice Guide for the Assessment of Harm and Likely Harm 
(1999). The current framework is based on the current New South Wales and 
Victorian frameworks. 

The audit has found numerous instances where risk assessment by child protection 
workers was inadequate. The major reason for assessments being inadequate was 
that workers did not sufficiently access information that was available to them at 
the time. In other cases records were so poorly kept with unrecorded information, 
missing information or files, that it is difficult to gather the history of the case. 

In many cases, workers have not read through all existing files and assessed the 
new information in the light of known family history. In other cases workers did 
not contact key people who could have provided valuable contextual information. 
In addition there are cases where workers did not appear to have appreciated the 
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significance of particular pieces of information in terms of what this meant about 
the level of risk to which a child was exposed. 

Sometimes workers inappropriately recorded important information in progress 
notes and failed to review their previous risk assessment in light of the new 
information. In other cases workers incorrectly classified information, for example, 
reports of events not of a sexual nature being recorded as reports of sexual abuse 
and reports about age inappropriate sexualised behaviour was not recorded as 
possible sexual abuse. 

Case example from the audit 

A Schools as Communities worker communicated eight different concerns about three 
primary school age children in one family to Family Services. The concerns included the 
children having been absent from school for weeks at a time, having inadequate food 
and clothing, not having their medical needs attended to and being exposed to severe 
domestic violence and emotional abuse. These concerns were recorded in a case note 
and the need for protective intervention was not reviewed. 

The fact that both the immediate past and current frameworks were imported from 
other jurisdictions and modified only to comply with the ACT’s legislation, not 
with reference to the particular demographic, climactic, cultural and practice 
contexts of the ACT may be problematic. A recent review of child protection 
services in Victoria (September 2003) found that the risk assessment guide used 
there was highly effective in identifying and responding to significant harm of an 
episodic nature (such as severe sexual or physical abuse) but less effective in 
identifying cases of a chronic nature such as neglect and emotional abuse. Children 
living in low immediate risk situations over a long period may actually experience 
greater damage to their overall development that those exposed to occasional 
higher immediate risk incidents. The audit found that a significant number of 
children whose overall development was seriously endangered and in some cases 
permanently compromised because they were left in chronic conditions. Severity 
of risk from neglect and emotional abuse needs to be more clearly articulated in the 
risk assessment framework. 

However, a risk assessment model in itself, can not remedy other issues such as 
inadequate resources, high levels of inexperienced staff and high levels of staff 
turnover. It needs to be considered whether factors other than risk have played a 
significant role in decision making during the period audited. For example, 
management styles, and the availability of resources have had considerable impact 
on decision-making processes at all levels of Family Services over the last few 
years. Collaborative case work with relevant agencies has also had an effect on the 
delivery of child protection services. It is these organisational and context factors 
as much as inexperience on the part of workers, that could in part, account for the 
undeniably poor outcomes in some cases audited. 
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Recommendation 3.1 

It is recommended that the risk assessment framework and training: 

• make it very clear which factors lead to endangered development 

• should highlight that repeated occurrences even if they are of lower severity neglect 

and emotional abuse require intervention 

• needs to impress on workers (through training and policy), the necessity of recording 

information that indicates increased risk of harm to a child as a report not as a progress 

note 

• enhance workers ability to analyse reports within the framework 

• provide guidance and training about identifying and interviewing key people in relation 

to reports 

• give clear guidance and training on recording, not just the presence of protective and 

risk factors, but also the absence of each variable and the degree to which it has an 

impact on the child. 

3.3 Quality assurance in child protection and substitute care 

The audit has illustrated the dismal long-term outcomes for many abused and 
neglected children from chronically dysfunctional families, despite repeated 
intervention by child protection services. The audit highlighted the crucial need for 
Family Services to put in place a Quality Assurance framework to provide accurate 
information, evaluate performance, provide feedback to managers and workers 
and to have input into policy and practice improvements. 

Traditionally quality assurance in child protection and substitute care has been 
based on infrequent, once-off audits of individual case records and on limited data 
collection. For example, the numbers of children in foster and residential care, 
child protection reports received, the rate of substantiation of child abuse 
allegations and whether appraisals of reports are commenced within required 
timeframes. The focus of such activities has been on compliance monitoring rather 
than on outcomes for children. 

A much broader quality assurance system is required that will assess practice and 
outcomes, as well as compliance and that emphasises continuing quality 
improvement. 

Some Australian jurisdictions have recently developed quality assurance in child 
protection, such as Queensland and New South Wales. Essentially this has focused 
on three broad key areas of child safety; stability and well-being. These areas are 
then channelled into learning and development. 

In the United States the Children’s Bureau has implemented federal review 
processes for state child welfare agencies (National Child Welfare Resource Centre 
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for Organisational Improvement 2002). Under the Child and Family Services 
Review process, state officials, federal officials and community partners work 
together to assess state performance on seven outcomes and seven systemic factors 
supporting the achievement of the outcomes. The seven outcomes are divided into 
the broad areas of safety, permanency and well-being: 

• safety—to ensure children are protected from abuse and neglect and that 
standards for investigation are high and thorough 

• stability—children have permanency and stability in their living situations and 
there is continuity of their relationships and emotional connections is 
preserved 

• well-being—children attain their maximum potential in all areas and they 
receive appropriate services to meet their educational, physical health and 
mental health needs 

The seven systemic factors relate to the state agency’s capacity to deliver services 
leading to improved outcomes for children and families. The processes encourage 
states to examine these systems and make necessary improvements on a regular 
basis. One of the key principles is partnership and engaging with the community 
and families with training in related skills. The systemic factors are defined as: 

• statewide information system 

• case review system 

• quality assurance system 

• staff training 

• service array 

• agency responsiveness to the community 

• foster and adoptive parent licensing, recruitment and retention. 

There are Commonwealth quality assurance measures in place in child care that set 
good examples for ensuring quality practice and care that could be used in child 
protection and in substitute care. These measures in child care require funded 
services to undertake and provide self-studies against defined criteria and 
undertake regular surveys of client parents and older children. There are some 
examples of measures used by child protection agencies in the United States that 
could usefully be applied to quality assurance in child protection in the ACT. For 
example, there are some measurable standards used for completing social histories 
of families within thirty days of cases being opened, and for external case reviews 
being undertaken at regular intervals.  

A standard could be developed that sets defined limits for the work of each staff 
member, team and office and would be evaluated routinely by someone external to 
the office with appropriate, understandable feedback being provided and changes 
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recommended. The limits or ratio of allocated work could be determined by the 
level of competence demonstrated previously. 

The expectation would become that compliance with clear standards would be 
measured and also that the effectiveness of interventions with families and 
children would be evaluated. 

Recommendation 3.2 

It is recommended that the organisation have a Quality Assurance Unit staffed by 

professionals experienced in child protection and substitute care who are able to establish 

and analyse data collection and evaluation systems, and who are also able to transfer and 

communicate results into formats that child protection managers and workers can use to 

improve practice. It is important that the Quality Assurance Unit report directly to senior 

management. 

3.4 Effectiveness of intervention 

3.4.1 Positive outcomes of intervention 

The outcomes of the intervention of child protection services for some children 
whose records were audited have been positive. Those children who, after removal 
from abusive or neglectful parents, were placed in situations where they 
experienced good quality care and stability. The key characteristic of these 
children’s experiences appear to be that, following removal from their parents, 
they usually had only one kinship care or foster care placement that became their 
permanent home. 

Case example from the audit 

Jessie, now aged two, came into care as a result of emergency action being taken when 
she was four months old. This followed a report being made by a relative alleging 
neglect and physical abuse of Jessie by her mother and by her mother’s boyfriend. It was 
also alleged that Jessie’s mother was mixing methadone with milk in Jessie’s bottle to 
get her to sleep. A number of interventions were taken with Jessie and her mother 
including: full developmental assessment of Jessie, neuropsychological assessment of 
her mother, parenting courses and contact with Jessie’s father and assessment of his 
capacity to care for her. Kinship care options were explored and Jessie was placed with a 
paternal aunt where she has remained. Residential orders were sought and granted. 
Good casework with a clear focus on Jessie’s best interests was evident throughout the 
records. 

There were other case examples in the audit that demonstrated sustained, 
intensive efforts being made by child protection caseworkers committed to 
supporting parents to provide adequate, safe care for their children. While these 
efforts did not always result in parents being able to make and maintain the 
changes needed for their children to live safely with them, these children were 
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protected from harm both in the short-term (while intensive efforts were made to 
support their parents to care for them) and also in the long-term. 

Case example from the audit 

Ben, now aged three, has been known to child protection services since his birth when 
the hospital reported that his mother was intellectually disabled and his father was 
mentally ill and aggressive. His parents appeared unable to care for themselves. Ben 
was placed on a supervision order and intensive support was provided for three years 
by a range of government and non-government services. Ben attended childcare five 
days a week. Ben has recently been placed in foster care, as his mother has found caring 
for him too difficult even with intensive support. Long-term residential orders are being 
sought. While this outcome is not what was originally aimed for, the consistent support 
and close monitoring provided throughout his life has resulted in Ben now appearing 
relatively undamaged. He is attaining normal developmental milestones and gradually 
becoming emotionally attached to his foster carers. 

In other cases severely disturbed young people who have been rejected by their 
parents have been the subjects of extensive intervention by child protection 
workers. Although the prognosis for some of these young people remains poor as 
a result of the extensive neglect and abuse, current interventions by child 
protection services are providing them with a chance for positive outcomes. In 
many of these cases, the limited range of residential treatment options available 
hampers efforts and some exceptionally expensive arrangements have been made 
for individuals. In a number of cases young people have been placed interstate in 
individual houses with 24 hour staffing. 

Case example from the audit 

Throughout child protection services’ involvement with John there is a documented 
history of extreme behaviours by him such as verbal and physical assaults against 
residential staff and foster carers and numerous reports of him absconding. Child 
protection workers have utilised all options available to ensure he has been 
accommodated in a safe environment. There has also been a concerted effort to address 
John’s behaviours through counselling, paediatricians and an individual residential care 
environment. 

3.4.2 Effects of poor intervention 

Other children whose records were audited have had much less positive outcomes 
as a result of ineffective child protection intervention or lack of intervention. 
Auditors found many cases where harm had been minimised, and not responded 
to at all in other cases. There was also a pattern of a lack of recognition by child 
protection workers of high levels of risk both to the immediate safety and to the 
future well-being of children was evident throughout the audit. This lack of 
recognition of the dangerousness of some family situations for children was 
particularly apparent in both chronic neglect and exposure to domestic violence 
cases. Child protection services’ interventions appear most likely to occur and are 
most likely to be sufficiently comprehensive and intensive to be effective in cases 
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of severe physical abuse (when detected by paediatricians) and severe sexual 
abuse (when police intervention). 

The poor outcomes for children who experience chronic neglect has been 
recognised previously in the relevant literature and termed ‘the neglect of neglect’. 
The Pathways to Prevention report (1999) found neglect to be a more powerful 
predictor of juvenile criminal behaviour than is abuse. 

In the audit group of 150 children’s cases, there was a high proportion of children 
who have become progressively more developmentally delayed and intellectually 
disabled over the years while they have resided with their parents, despite child 
protection services being repeatedly and sometimes extensively involved in their 
lives. There was also an unusually high rate of deaths of very young children 
amongst the families of children whose records were audited. These occurrences 
were defined as from Sudden Infant death Syndrome. 

Children who, despite being known to child protection services since infancy due 
to reported neglect and abuse, have acquired intellectual disabilities, provided the 
most tragic examples of lack of effectiveness of child protection interventions. 
Other children have become emotionally and mentally disturbed and/or 
developed personality and conduct disorders as a result of being abused and 
neglected for many years. These children appear destined to be dependent on 
intensive support services for the remainder of their lives, at very high cost to the 
community. 

Case example from the audit 

Harmony now 16 years has been known to child protection services since she was an 
infant. Her mother also has a long history with child protection services as a child due to 
her father’s alcoholism and physical abuse of his children. Harmony’s mother is 
illiterate, of low intelligence and has an Anti-Social personality disorder. When 
Harmony was a baby there were concerns about her mother leaving her alone and about 
her father’s alcohol overuse, mental health, criminal activities and violence. Over the 
years many reports were made about Harmony and her younger siblings being left 
unsupervised, having bruises, having cigarette burns, having broken limbs and being 
neglected. Harmony was thrown against a wall as a young child by one of her parents 
and consequently suffered head trauma. Health professionals working with her as a 
young child repeatedly advised that her delayed development was being further 
impaired by ongoing neglect and abuse. Harmony and her siblings were placed in 
substitute care at various times but then returned to their parents despite the children 
being abused while on contact visits to their parents. When she was eight, Harmony was 
permanently removed from her parents and she now resides in residential care. She will 
need twenty-four hour care and supervision for the rest of her life as she is now severely 
intellectually disabled. 

3.4.3 Effects of child protection work on workers 

The lack of effective intervention by child protection services in such cases is due 
in part, to the well-recognised lack of resources and lack of experienced competent 
child protection workers. However there are many other factors that contribute to 
the denial and minimisation of abuse and neglect that seems to influence the 
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decisions and actions of child protection workers. There is an emotional toll placed 
on workers who are constantly being exposed to harm to children. Workers may 
become desensitised to the severity of some situations through familiarity with the 
families. Workers have been exposed to threats of violence and intimidation and 
become fearful and try to avoid confrontation with parents. 

Day to day protection of children and exposure to their suffering can lead to 
workers vicarious trauma. Workers are also exposed to high levels of violence, 
threats and intimidation as they perform their duties. This was evident in a recent 
national study conducted by the Australian Institute of Criminology (Briggs, 
Broadhurst & Hawkins (2004). 

There can be immediate negative consequences for child protection workers 
making a decision to proceed to appraise a report, substantiate the abuse and to 
decide to pursue a court application to remove a child from the child’s parents. In 
these situations workers can receive hostility from a number of different parties, 
including their own managers when aggrieved clients make complaints to the 
Minister or senior directors. This was a finding in the Briggs et al (2004) study. By 
contrast there may be fewer negative consequences for a child protection worker in 
deciding that a concern should only be recorded as a case note rather than a report, 
that a child protection report should not be appraised, or if appraised should only 
be briefly appraised before being unsubstantiated. Substantiated abuse cases can 
be quickly closed. 

There also appears to be a level of acceptance or complacency about damage being 
done to children, that pervades child protection services. That is, an underlying 
belief that little can be done to prevent abuse in communities. Workers express 
concern about not being able to convince magistrates and lawyers of the future 
risks for children in certain situations. For many workers there are few options 
available to them, such as a lack of appropriate and/or stable foster care or 
residential care placements for vulnerable children, few therapeutic responses and 
little resources. 

Case example from the audit 

Amy, now aged seven, first came to the attention of child protection services as a young 
child due to sexual abuse by her mother’s partner. Further concerns continued to be 
reported about the mother’s mental health. Amy’s mother showed signs of distorted 
and inconsistent thinking and she suffered hallucinations, possibly as a result of drug 
use. Several professional assessments have concluded that Amy should be placed in 
long-term foster care due to her mother’s rejecting her and projecting blame on to her. In 
the past four years Amy has had at least six different foster placements, five of which 
were intended to be long-term. Not all her foster care changes may have been recorded. 
She is now back living with her mother, although this is known to be detrimental to her, 
as no stable placement is available for her. 
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3.4.4 Crisis driven with few options 

The audit revealed many child protection interventions to be episodic responses to 
immediate demands and crisis driven. Responses that were too brief and not 
sufficiently targeted or not intensive enough to make any long-term improvements 
to the parenting capacities of the exceptionally dysfunctional adults at whom the 
interventions were predominantly aimed. 

In other jurisdictions, such as Canada, increasing attention is being paid to the 
concept of the ‘endangered development ‘of children. Child protection services in 
the ACT must become focused on assessing and monitoring the impact on children 
of the care they are receiving, rather than focusing primarily on investigating (or 
ignoring) individual incidents of abuse or neglect. Initial thorough social histories 
and comprehensive family assessments, evaluation of the effectiveness of all child 
protection interventions and acknowledgment of the extent of risk to children’s 
intellectual, emotional, educational and physical development that is being 
managed is essential. Training around assessment of the probable long-term 
implications of abuse and neglect for children’s development is required. 

For some of the audited cases, there was evidence of appropriate planning to 
prepare older teenagers for transition to independent adulthood. Satisfactory 
planning and support for this transition appeared more prevalent for young 
people who were under residential orders until eighteen, though this was not 
consistently the case. There appeared to be less transition planning being done for 
children whose residential orders were due to end when they turned 16 and there 
was a pattern of orders lapsing when children turned 16, if they were perceived to 
be ‘difficult’ and non-compliant. Despite some disturbed young people clearly 
being ill prepared to care for themselves, orders had lapsed and their cases were 
closed. 

3.4.5 Out-sourcing of out-of-home care 

In 2000, the Department privatised its out of home care program, the largest in the 
ACT, and contracted out all foster care to the private sector. The decision to 
privatise the department’s foster care program was made following a review. This 
review acknowledged that a large number of negative effects for children in the 
NSW substitute care system were the direct result of moving responsibility for 
service provision from government to the private child welfare agencies (Clark 
1998). 

The conclusion of the Clark review report was that ‘… innovation, effectiveness, 
consumer satisfaction or even efficiency, do not appear to be the natural preserve 
of one side or the other’. For example the Department’s foster care program’s costs 
were neither the cheapest nor the most expensive for similar children. However 
the report concluded there would be economies of scale gained from having fewer 
foster care programs in the ACT, with the resources being used to support six 
different infrastructures being reduced and savings made available for reallocation 
for the benefit of clients. There was no definitive recommendation to privatise the 
public sector foster care program however this was the decision made and 
implemented by the Department. 
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The results of the outsourcing of out of home care services have not been as 
envisaged. The audit has identified some deficiencies in practice standards, such as 
low standards of care being provided to children placed with one agency in 
particular, and inconsistent and inadequate foster carer assessments being done by 
more than one agency. Additional problems have been a contraction in the 
availability of foster families for children who are past infancy, children being 
subjected to multiple placement changes and siblings being separated and placed 
in different foster homes. A desire to maintain program funding despite having 
few carers available may have led to very large numbers of children being placed 
together in foster homes. 

Case example from the audit 

Kayla aged three has been known to child protection services since she was a baby due 
to concerns about exposure to domestic violence, emotional abuse, drug use by her 
mother and neglect. Intensive support services have been provided to Kayla’s mother to 
assist her to care for Kayla and her other children. Kayla was eventually removed from 
her mother twelve months ago. She has had at least seven placement changes since 
entering foster care. 

One unintended outcome of the closure of the Department’s program was that 
most of the staff that had previously worked in that program chose afterwards to 
leave rather than work in general child protection areas. Staff now employed in the 
service improvement area have no direct experience in managing foster care 
programs. The loss of specialist skills has been identified in the relevant literature 
as a critical disadvantage of contracting out of public services, often resulting in 
public servants attempting to manage contracts covering activities well beyond 
their own experience. 

Recommendations 

It is recommended that: 

3.3 Evaluation and regular monitoring of the effectiveness of child protection be 

implemented through a Quality Assurance Unit. 

3.4 Improved policy and practice standards are required particularly with respect to 

supervision of children under care orders, the lapsing of orders and the closure of 

cases. 

3.5 Social histories and family assessments be completed for all families whose children 

come into the legal care of the territory. 

3.6 A transition to independence program be established possibly alongside the Family 

Group Conferencing service, for all older teenagers under orders. 

3.7 An expanded range of intensive targeted family support programs be funded and 

provided, to include a therapeutic full-time child care service and consideration of an 

expanded ‘Families Together’ support program that is not time-limited. 

3.8 A Family Support program be funded specifically in response to parents who have 

drug and alcohol dependence where their children are at risk. 
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3.9 Increased funding is made available to workers for their day-to-day interventions with 

clients, for example to fund holiday activities for children. 

3.10 A public sector foster care program be re-established, aimed at providing respite 

carers for children under care orders living with their parents, foster carers for 

adolescents, sibling groups, children for whom there is a realistic possibility of 

restoration to their parents. 

3.11 The department provide residential group homes for adolescents and sibling groups 

who cannot be suitably placed in kinship care or foster care. 

3.12 All foster carer general approvals be for a maximum of three foster children, unless 

all the foster children are siblings or an individual exemption has been granted by the 

Chief Executive, as per South Australian standards. 

3.13 An education program be developed and regularly offered for magistrates and 

lawyers involved in Children’s Court matters regarding the risks to children from 

abuse and neglect and the outcomes for children who are the subjects of 

applications for care orders. 
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4 The audit and case 
review—context and 
background 

The purpose of the Review of the Safety of Children in Care in the ACT and of 
ACT Child Protection Management is to secure the safety of children and young 
people in care in the ACT and to redress deficiencies in current policies, 
procedures and practices for supporting those children and young people for 
whom the Chief Executive of the Department of Education, Youth and Family 
Services has parental responsibility. 

The Review’s terms of reference include an audit of all files relating to children and 
young people in care for whom the Chief Executive had parental responsibility 
between 10 May 2000 and 31 December 2003. 

The question from the Chief Minister to Commissioner Vardon was: are the 
children for whom the Chief Executive has/had parental responsibility safe? 

In order to answer this, the files of all of the subject children, needed to be audited, 
and the audit therefore could not be random. The methodology needed to be able 
to identify practice, procedural and policy gaps and be action-based in order to 
report immediately on findings and request specific action in response. 

Some of the following information in this chapter and in the following chapter (5) 
concerning the methodology and interim findings were provided in the Review 
Report of 17 May 2004, and has been updated for this audit report. 

4.1 The population under discussion 

4.1.1 Obtaining reliable data 

It became apparent to the Review team that the Department’s data systems were 
outdated and insufficient. Specific information was not kept centrally by Family 
Services and could not be provided to the Review in a timely fashion. Further the 
Review was advised by the Chief Executive that some information provided to the 
Review was not reliable. Data reports provided to the Review for some periods 
changed constantly. 

In order the identify the population and define the parameters of the audit, the 
Review sought data on the number of child protection reports Family Services 
received with respect to children for whom the Chief Executive had parental 
responsibility during the said period. This information was not readily available 
because the Department’s information system—CHYPS, or the Children and 
Young People’s System—could not generate it. It took six weeks for the 
Department to manually retrieve and provide this information. In the absence of 
data, therefore, the scope of the audit and the methodology could not initially be 
determined. 
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It is concerning that Family Services’ information system is so poor that the data 
the Review asked for could not be obtained for many weeks and, once obtained, 
could not be regarded as reliable. The Standards of Practice for the Provision of 
Substitute Care Services in the Australian Capital Territory clearly set out the 
requirements for non-government agencies in relation to ‘abuse in care allegations’ 
(6.3) and ‘care records’ (7). Agencies must collect and record data and ensure that 
the data are well organised and accessible, subject to audits and securely archived. 
The Department must be subject to the same scrutiny; in fact, expectations of 
reliable and accessible data are higher for the Department since it is the statutory 
agency responsible for the children and young people at issue. Poor information 
systems have prevented this kind of accountability. 

The Commissioner for Public Administration was informed in February 2004 that 
there were 260 reports of concern relating to children and young people who came 
within the provisions of s. 162 of the Act. However, Family Services expressed 
some uncertainty about the reliability of this information. Subsequently, in mid-
February 2004, the Review was provided with further data on the number of child 
protection reports and consultation reports for the period from 10 May 2000 to 
31 December 2003. This information showed that there were 310 reports and 
consultations with respect to 227 children. 

Also in February 2004, the Commissioner was advised that only the number of files 
concerning children for whom the Chief Executive had parental responsibility 
could be identified—not the number of reports that came within the provisions of 
s. 162 of the Act. The advice was that there were 2191 files concerning 676 children 
in care. Further, this information was not readily available, and a records 
management search had to be done to identify the number of reports connected to 
those children. However, such a search would not isolate files containing any 
reports of concern about abuse of children in care or details of appraisals of the 
files: it was purely the number of files associated with children in care for the 
period in question. 

The Chief Executive advised the Review that the Department was conducting an 
internal file audit to locate these reports and that this would take until the end of 
February to do this. As they were identified, the reports and appraisals would be 
forwarded in batches to the Community Advocate (Chief Executive, 
correspondence with the Review, February 2004). 

4.1.2 Reports and consultations 

Director’s Instruction no. 2, issued to Family Services staff on 17 January 2002, 
instructed that a new definition of ‘report’ would come into effect from 27 January 
2002, replacing the use of the term ‘consultation report’. A ‘report’ is defined in the 
Children and Young People Act 1999 as information provided by the public that 
meets any of the following criteria: 

• The caller says they have formed a reasonable belief that a child or young 
person has been abused or is at risk of abuse. 
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• The caller says they have formed a reasonable belief that a child or young 
person is in need of care and protection. 

• The content of the information suggests that a child or young person has been 
abused or is at risk of abuse. 

• The content of the information suggests that a child or young person is in need 
of care and protection. 

As a result of its records management search for child protection reports, Family 
Services forwarded 38 reports as they were identified to the Office of the 
Community Advocate under the provisions of s. 162(2) of the Act. The Community 
Advocate found matters of concern that, in her opinion, should have been 
recorded as reports but had not been recorded this way. There has also been 
debate between the Department and the Office of the Community Advocate about 
what constitutes a report: the Community Advocate stated in her February 2004 
preliminary report on the 38 reports that she had made representations to the 
Department to the effect that a report is ‘a report’, that there is no discretion, that 
defining reports as consultations contravened the provisions of the Act, and that 
she had obtained legal advice on this matter. Director’s Instruction Number 2, 
abolished consultation reports on 27 January 2003 so that staff are required to 
record any matter that the caller wanted recorded as a child protection report, to be 
recorded as such. The audit found 87 per cent of reports were recorded as child 
protection reports and 13 per cent were recorded as consultation reports. 

4.2 Unallocated files 

The question of the files of children and young people not being allocated to a 
Family Services officer was raised as a concern in submissions and during 
consultations with the Review. It was suggested that some children and young 
people could wait up to several months before a Family Services officer was 
allocated responsibility for files. The frequency of visits to children and young 
people in care was also raised: some were said to see their Family Services officer 
very rarely, despite policy to the contrary. 

In its submission to the Review, Family Services stated that a file is deemed 
‘unallocated’ when a report requiring appraisal cannot be allocated for 
investigation or when a case has been delegated to an out-of-home care agency and 
foster carer and no immediate case work is required by the Department. 

Family Services submitted to the Review that, although the actual number of 
unallocated cases varies from time to time, it estimated that there were 180 child 
protection cases unallocated. It was stated in the submission that the number of 
unallocated cases in regional offices was of concern to the Department and that a 
revised workload-management tool had recently been introduced to minimise the 
number of staff members with unrealistic workloads—sometimes two or three 
times the recommended case load of 12 to 15 cases per worker. 
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The issues concerning unallocated files presented problems for the audit team 
when some missing files to be audited were found to be ‘unallocated’ files. When 
the team audited the records and identified issues that needed to be addressed 
concerning a child not allocated a worker, there was no one to undertake this 
follow up work. 

4.3 Stage one of the audit and case review—records 
management search 

The Chief Executive advised the Review that the Department was conducting an 
internal file audit in order to locate the data required for the Review’s audit of 
records. The Department had set up the Practice, Evaluation and Implementation 
Team (PEI Team) to perform this task. In particular, Family Services needed to 
conduct a records management search to determine the number of reports 
concerning children and young people for whom the Chief Executive had parental 
responsibility. 

This task was labour intensive. It required a comprehensive manual search and, as 
noted, took six weeks to complete, largely because statistical information on 
reports concerning children in care is not held separately and can be found only by 
examining files. Departmental officers and the PEI Team therefore generated data 
reports and manually searched files and other documents that are located in 
various areas, not centrally on children’s files to ascertain the population for the 
audit and reported this information. 

4.3.1 Section 162(2) of the Children and Young People Act 

For many children who are in the parental responsibility of the Chief Executive, 
this period of care can be quite fluid, with parental responsibility moving at times 
between their natural families and the Chief Executive. At other times parental 
responsibility can be shared, as is the case with voluntary care orders. The 
PEITeam searched by report date, being mindful that reports could have been 
made after a child’s period in care (although the audit revealed that 12 of the 241 
reports were with respect to past concerns). For other children, the report was 
what brought them into care. The PEI Team therefore needed to examine reports 
and consultations to ascertain whether the concerns related to a period when the 
Chief Executive had parental responsibility. 

Further to this, s. 162(2) states, ‘If the chief executive has parental responsibility for 
a child or young person about whom a report under ss. 158 or 159 is made at the 
time of reporting, the chief executive must provide a copy of any record mentioned 
in subsection (1)(a) about the report to the community advocate as soon as 
practicable’ [emphasis added]. The PEI Team sought legal advice from the 
Government Solicitor in order to clarify s. 162(2) and the parameters of the audit as 
determined by the Review’s terms of reference. 
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Beginning in late January 2004, the PEI Team took the following steps: 

• identified, through data reports and a manual sort, child protection and 
consultation reports for the period 10 May 2000 to 31 December 2003 

• isolated those records where the report was received or the concerns were 
about the period when the Chief Executive had parental responsibility 

• recorded where action with respect to s. 162(2) required follow-up or 
clarification 

• referred copies of all reports required under s. 162(2) to the Director of Family 
Services, through the Manager of Child Protection Services, for forwarding to 
the Office of the Community Advocate 

• took into account legislation, policies, procedures and practices that were 
relevant to this period. 

The team then searched CHYPS and developed a list of children and young people 
who came within the terms of the audit. From the CHYPS data, the team 
considered information from the following sections: 

• the Events page 

• the Cases page 

• the target child protection report 

• the target initial danger assessment 

• the target appraisal outcome report, if applicable 

• the target full danger assessment, if applicable. 

This was done to determine whether a particular child protection report came 
within the provisions of s. 162(2). A checklist was then completed, recording the 
following information about the child or young person: 

• the date the report or consultation was made 

• whether the elements just listed were contained in the report 

• whether there was an appraisal and, if so, its outcome 

• the decision. 

The team then recorded whether the report met the provisions of s. 162(2). Copies 
of this information were forwarded to the Manager of Child Protection Services to 
be provided to the Office of the Community Advocate. 

The team identified where possible the location and number of paper files for each 
of the subject children and young people. 
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4.3.2 Data report on stage one: defining the population of the audit 

At the completion of stage one, the records management search, data reports were 
generated that provided the following: 

• a list of children and young people for whom the Chief Executive had parental 
responsibility and who had been the subject of a child protection report or 
consultation during the time of the parental responsibility. These reports were 
forwarded to the Manager of Child Protection Services daily for referral to the 
Office of the Community Advocate 

• a list of definitions, including the types of orders that come within the scope of 
the audit. 

Throughout the records management search, data and the manual analysis 
continued to identify further children and reports. At the completion of the first 
stage, on 8 March 2004, the process had identified 158 children who were the 
subject of 247 child protection reports and consultation reports and who came 
within the terms of the audit. A further 174 reports were found not to come within 
the provisions of s. 162(2). At the completion of the audit, it was determined that 
there were 150 children and young people the subject of 241 reports. 

4.4 Children and young people not in the care of the Chief 
Executive 

Fourteen of the 150 children and young people whose records were audited would 
not have been included in the audit group if their records had been maintained 
more accurately. For each of these children it appeared that they were in the care of 
the Chief Executive at the time Family Services received a report about them, but 
on closer examination it became apparent that the reports did not meet the 
requirements of s. 162. 

In most cases the inaccuracy was traced back to accidental, faulty or confused data 
entry. In some cases it appeared that a report leading to the child being placed on 
an order had been received after the child was in the care of the Chief Executive. 
This happened several times when the police took Emergency Action late at night 
and the report was not entered on CHYPS until the following day. In other cases it 
was a typing error with regard to dates. In some cases the report contained 
information about risk to other children in a family from which the subject child 
had already been removed. 

Case example from audit 

Henry had been in long-term foster care for several years and only had occasional 
supervised access with his mother. The report that included him in the audit was about 
his mother’s ongoing neglect of his two younger sisters who still lived with her; it 
contained no allegations of harm, or even risk of harm, to Henry at all. 
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For children and young people’ files that were audited and then determined that 
the child or young person did not come within the scope of the audit, referrals for 
follow up were made where necessary. 

There is also a difficulty in the current policy of recording all information about 
children in a family on the CHYPS record of the eldest child. If a report is received 
about a younger child in the family and the information has no bearing on the 
safety of the eldest child it is inappropriate and misleading to record it as a report 
of the oldest child. Equally, it is inappropriate and potentially dangerous to only 
record a report against the name of the eldest child if it contains information 
relevant to the welfare of the younger children in the family. 

Recommendation 4.1 

It is recommended that: 

4.1 The current policy of recording all information about children in a family on the 

CHYPS record of the eldest child, be reviewed and amended. 

4.2 Child protection worker’s core training is revised so that workers are alert to the 

needs of all children in a family, and that appraisals are not automatically restricted 

to the child directly mentioned in a report. 

In some cases CHYPS entries indicated that there was an order in place despite 
there being no original documents on the file and progress notes and reports do 
not support a scenario of the child being in the care of the Chief Executive. In other 
cases there was no evidence either on CHYPS or in the file that the child was on an 
order that conferred parental responsibility to the Chief Executive. 

In several cases the reasons for an incorrect impression of the child’s status were 
not accidental. The audit found in some cases, Voluntary Care Agreements had 
been deliberately backdated on CHYPS (in all cases it was kinship carers). This 
would then provide additional financial support for kinship carers. Back dating 
records in this way blurs the reality of legal responsibility and exposes the child 
protection service to additional unnecessary risk. 

Recommendations 

It is recommended that: 

4.3 Additional funding is allocated to Regional Offices for family support purposes. 

4.4 To ensure accuracy of CHYPS records regarding the duration of Voluntary Care 

Agreements (VCA), a system be established whereby subsidies are not paid to 

carers until the signed VCA has been scanned onto CHYPS. (The scanning of the 

VCA must be done as soon as possible so as not to delay the payment). 

4.5 The practice of backdating Voluntary Care Agreement ceases. 
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There were also several children and young people who appeared to have had 
more than one report made about them while in the care of the Chief Executive, 
however on closer examination some of these reports did not meet the 
requirements of s. 162 for the reasons already mentioned above. 

Findings: stage one, the records-management search 

In the first stage of the audit process a number of problems emerged in connection with the 

recording of information on the Children and Young People’s System and the System’s 

limited capacity: 

• Data were not readily accessible. Data reports changed constantly as more files and 

children came to light. Information about a child is not stored centrally or in one 

location. It can be on CHYPS, in paper files and in a variety of the Department’s areas—

for example, the Assessment Unit, the Indigenous Unit, the Court Unit or the Director’s 

Office. It took six weeks to determine the number of children and young people, and the 

corresponding child protection reports or consultations, for whom the Chief Executive 

had parental responsibility between 10 May 2000 and 31 December 2003. Since there 

is no centralised data system for recording or identifying the number of child protection 

reports received about a child for whom the Chief Executive has parental responsibility, 

files for each child in care for the period in question had to be manually processed to 

determine whether a child protection report had been raised. 

• Because CHYPS is not time-sensitive, many of the children and young people initially 

identified had had child protection reports made on the day they came into care; that is, 

they came into care as a result of the child protection report and therefore did not come 

within the provisions of s. 162(2). The date and time of the reports had to be manually 

sorted. 

• A recent legal opinion is that a supervision order alone does not constitute parental 

responsibility for the Chief Executive and that such an order would be included in the 

audit only if the order specifically provides the Chief Executive with parental 

responsibility. The wording and conditions of each supervision order had to be 

considered. 

• The Practice, Evaluation and Implementation Team asked the Family Services Court 

Unit to confirm the status and dates of orders to ensure that the children and young 

people on the final list were in care on the date of the child protection report. Only 

recently has the Court Unit begun updating information on orders on CHYPS. Further, 

the termination date of orders is not consistently entered on CHYPS. 

• The Practice, Evaluation and Implementation Team asked for further CHYPS reports that 

might identify additional children and young people who came to the Department’s 

attention towards the end of 2003, when case workers might not have entered data until 

quite recently. 
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• It is of concern that some child protection reports were not identified in the initial data 

reports from CHYPS. Additional child protection reports that come within the provisions 

of s. 162(2) have been identified by the Practice, Evaluation and Implementation Team 

in the course of the records-management search. This information was not part of the 

electronic data reports. 

• At present there is no coding to identify children on orders who continue to reside (or 

reside for certain periods) with their parents. This means that orders can appear to have 

terminated when in fact it is only the substitute care case that has terminated. Now that 

this problem has been identified, a system has been implemented to redress it, 

although it will not be retrospective. 

In summary, the only accurate way of determining which children and young people came 

within the ambit of s. 162(2) was through a data report and a manual read of documents. In 

some cases the documents on CHYPS are not clear in relation to orders and periods of 

care; in these cases reviewers consulted the Court Unit. 
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5 The audit and case 
review—methodology 
and scope 

5.1 The audit and case review team 

It had been the Review’s intention to establish an independent audit team made up 
of senior child protection staff who were working in or had recently left the 
Department. It was important that the auditors were experienced with a child 
protection background if they were to assess departmental practice. They also 
needed to be conversant with the Department’s electronic and paper records 
system. 

Expressions of interest were invited from throughout Family Services, and a team 
of senior departmental staff, which included some of the PEI Team, was selected. 
The equivalent of eight full-time workers made up the audit and case review team. 
Two members of the team were at the time involved in the direct delivery of child 
protection services, so their positions were back-filled. Two team members were 
from other Government agencies but had worked for Family Services in the recent 
past. Due to the day to day pressures of current child protection matters, four 
weeks prior to completion half of the team (4 members) were returned to their 
substantive positions. 

5.2 The audit methodology, scope and processes 

In light of the difficulties in obtaining reliable data and other problems noted in the 
previous section, the audit methodology needed to properly respond to the 
Review’s terms of reference which called for an ‘audit’ and not full case reviews. 
The methods had to be rigorous but also be realistic due to the limitations. Full 
case reviews of each child, their siblings, and possibly other children in the same 
placement were not conducted: this could haven taken up to a year to complete. 
The audit needed to be comprehensive and robust and to point out possible safety 
problems and refer cases back to the regional offices for follow-up. 

The audit methodology and tools were designed to allow an assessment of the 
appropriateness or otherwise of departmental action taken. Information or action 
was sought from regional offices with respect to child protection reports, 
consultations and concerns when a child or young person was in care during the 
period covered by the Review (10 May 2000 to 31 December 2003). In particular, 
the audit considered practice, action and contextual matters such as the policies 
and procedures in operation at the time a record was made or when the concerns 
arose. It also had regard to the legislative framework provided by the Children and 
Young People Act 1999. 

The audit reviewed reports, consultations and appraisals and considered other 
information contained on the files—such as progress notes and medical and 
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psychological reports. In some cases information in progress notes suggested that 
matters should have been dealt with in a report, rather than in case notes. In some 
cases, appraisals had not been carried out when they should have been 
undertaken. 

As noted, the sorting process to ascertain the scope of the audit was intensive, with 
PEI Team members conducting a comprehensive search of files and other 
information not kept centrally on the files in order to identify the relevant reports 
and consultations. It was accepted that reports and concerns about events during 
the period in question will have been recorded outside that period: the audit team 
took this into account. The team has been careful to include all relevant children 
and young people and all the available information relating to reports and 
concerns. But the systems are so poor that the team cannot be confident that all 
reports and concerns have been accessed and assessed. 

5.3 The audit instruments 

A variety of instruments were developed to conduct and support the audit: 

• The audit tool involved an application of criteria that auditors used to assess 
the recording of information, practice and action taken by the Department, and 
whether reports had been referred to the Office of the Community Advocate in 
accordance with the provisions of s. 162(2) of the Act. 

• A database was constructed to record responses to each question in the audit 
tool, so that data reports could be generated at the completion of the audit and 
findings in each category reported. The findings will also assist the 
Department in pursuing best practice in child protection work and identify 
gaps in policy or where policy and legislation are inconsistent. Further, the 
database can be used by Family Services in the future for recording quality 
assurance work. 

• A protocol to ensure consistency in auditors’ decision making sets out matters 
of ethics and where conflicts of interest could arise. A protocol for internal 
processes was also developed, setting out the audit function, the process for 
requesting files and further action, the role of the liaison officer, and processes 
for the regional offices when forwarding reports of action taken in response to 
the audit team’s requests. 

• Specified processes were used for requesting and receiving files and 
information. 

• A manual was developed to provide explanatory notes for each question in the 
audit tool and was a guide for completing the audit tool and audit report that 
requested information or action and for entering data into the database. 

• Templates were used to record emerging concerns and to advise the Director of 
Family Services and the Manager of Child Protection Services where there was 
a request for immediate action or about a child who did not come within the 
scope of the audit but required follow-up action. 
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• A range of spreadsheets were developed to record and track files and 
information. 

It was decided that the audit should not simply report on the findings but that it 
should also be action-based. To this end, a range of outcomes were developed so 
that the auditors could record their findings about whether a case required follow-
up action. If a case required something further, it was referred back to the relevant 
area office through the Manager of Child Protection Services. This mechanism also 
affords an opportunity for feeding back positive findings about particular 
practices. 

5.4 Types of orders that assign parental responsibility 

The audit reviewed the files of children and young people on a range of orders. 
The Review also sought legal advice, through Court Services, about where parental 
responsibility rests in the case of young people in detention centres. 

A voluntary care agreement 

Under s. 182 of Act, the Chief Executive may enter into a written voluntary 
agreement with a person with parental responsibility for a child or young person 
to share that parental responsibility for the period of the agreement. Such an 
agreement cannot extend for longer than six months in a 12-month period. 

A residential order with the Chief Executive having parental responsibility 

The court can make either interim or final orders giving the Chief Executive 
parental responsibility for a child. Parental responsibility for a child or young 
person entails all the duties, powers, responsibilities and authority parents 
ordinarily have by law in relation to their children, including the power to decide 
where the child will reside. It includes responsibility for the day-to-day or long-
term care, welfare and development of the child or young person. 

A supervision order with the Chief Executive having parental responsibility 

The court can order that the Chief Executive supervise the care and protection of a 
child in relation to matters mentioned in the order. It is uncommon for supervision 
orders to assign parental responsibility to the Chief Executive, but on some 
occasions supervision orders have been made with provision for parental 
responsibility to be shared between the Chief Executive and the parent or parents. 

Wardship 

Under the previous Act, an order for wardship, which is equivalent to the Chief 
Executive having parental responsibility, could be made in relation to a child. 
Some young people in the ACT are still the subject of wardship orders. There is no 
provision for wardship in the Children and Young People Act. 
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Emergency action resulting in the Chief Executive having parental 
responsibility 

If the Chief Executive or a police officer reasonably believes that a child or young 
person is in immediate need of care and protection, or would be endangered if 
immediate care and protection were not provided, the Chief Executive or the 
police officer may arrange for the child’s care and protection, in a particular 
premises or place or by moving the child or young person from one place to 
another. The Chief Executive has parental responsibility for the person concerned 
if a police officer notifies the Chief Executive that the officer has taken emergency 
action or if the Chief Executive takes emergency action. The Chief Executive or the 
police officer may retain parental responsibility for the child or young person 
without the need for an order of the court for a period of two working days, 
beginning after the day on which the emergency action was taken or, if that period 
is interrupted by a Saturday, Sunday or public holiday, for the period from the day 
the emergency action was taken until the next sitting day of the court. 

Community Youth Justice orders 

The Review also sought from Court Services legal advice in relation to young 
people in Quamby Detention Centre and those on community Youth Justice orders 
and whether the Chief Executive has parental responsibility for these people. 

The advice was that the Chief Executive would not have parental responsibility 
solely as a result of a young person residing in Quamby or being on a community 
Youth Justice order: nothing in the Act gives the Chief Executive such authority, 
and provisions such as s. 129 make it clear that the Chief Executive does not have 
parental responsibility in these circumstances. 

The Chief Executive has some powers over the young person by reason of their 
conviction or sentence, but that does not in itself assign parental responsibility to 
the Chief Executive. For example, s. 114 of the Act provides for the court to order 
that a young person reside as directed by the Chief Executive but does not provide 
for parental responsibility. 

Where Family Services received a child protection report for a young person in 
detention between 10 May 2000 and 31 December 2003, this person will come 
within the scope of the audit and will appear in the initial list. The audit will not, 
however, pick up concerns for these people, as recorded in case notes on their 
Youth Justice files. This matter will be referred to the Director of Family Services 
for follow-up. 

5.5 Setting priorities and gathering other information 

Of the 150 children and young people identified as coming within the scope of the 
audit, 38 were the subject of multiple reports during the period subject to the audit. 
It was decided that the audit would begin with the files of these children and 
young people. 
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Information is stored across the Department’s electronic information system and 
on paper files. Other relevant information is stored in specific areas and not 
necessarily on the child’s file. Area managers with a list of the relevant children 
and young people were therefore asked to provide the audit team with any further 
information that could be held elsewhere—for example, in the Director’s Office, 
schools and communities, the Assessment Unit, the Office of the Manager of Child 
Protection Services, the Adoption Unit, the Indigenous Unit, the Court Unit, or 
Family Group Conferencing. 

5.5.1 Placement history 

Some important information, such as where a child or young person is currently 
placed or their placement history, is not always contained in the departmental 
records. Nor is particular information about carers always to be found in 
departmental records; it might, however, be found in the files of agencies that 
place children and young people. This created difficulties in conducting the audit 
and determining the safety of the children. The list of children whose files were 
audited therefore were cross-referenced with another data set to show which 
agency had responsibility for each child. The Review sought this information from 
the agencies. 

5.6 Reports forwarded to the Office of the Community 
Advocate under s. 162(2) 

The audit team found evidence that, in files concerning 10 children the subject of 
19 reports, reports had been forwarded to the Office of the Community Advocate 
in 2001. The Review contacted the Office of the Community Advocate about this 
and in correspondence dated 29 April 2004 the Office confirmed that the reports 
had been received. These reports were, however, sent by Family Services at the 
Office’s request. 

In summary, the Office of the Community Advocate advised the Review that in 
each case there is evidence in the OCA file of a request to Family Services for the 
reports to be provided, following the Office’s examination of s. 267 reports. The 
requests noted the Chief Executive’s obligation under s. 162(2) and stated that the 
Office had not received the reports. 
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6 Record keeping and 
storage 

The audit team had access to CHYPS and requested all paper files and records 
concerning the children and young people identified as coming within the audit. 
Due to files and information not located in a central area, a request was made to 
the regional offices and the various Family Services areas. 

Table 6.1 Files for audit and case review 

Total number of files requested 1040 
Number of files audited 874 
Number of files ‘unavailable’ 130 
Number of files not required 36 

 

6.1 Reasons for file unavailability 

Some files were not available at the time they were requested as they were in use 
and required by a departmental officer, some of these files were forwarded at a 
later date. Other files were missing and could not be located, other files were 
‘unallocated’. Some of the reasons for file unavailability included: 

• files were unable to be located by the Records Management Unit or Regional 
Offices 

• files were simply ‘missing’ 

• two files were officially listed as ‘Location unknown’ by Records Management 
Unit 

• there were eight occurrences where documents were placed into manila folders 
and were not in official client files with trim numbers. The Records 
Management Unit was unable to track these 

• eleven files were only located after the audit was completed for those 
particular children. The audit generally experienced a slow delivery of files 

• in one incident, the file was cancelled by Records Management Unit 

• there were incorrect trim numbers on files and in some cases caused difficulty 
in locating the files 

• in some incidents, files were physically merged into one file but still listed as 
having two trim numbers. 
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6.2 Issues 

The difficulties in locating files raised a number of issues. For example, there does 
not appear to be effective systems in place to track client files accurately, and 
current processes are not being followed. The majority of unavailable files were 
due to neither Records Management Unit nor the Regional Office responsible for 
the particular child, knowing where the files were currently located. 

Files were not able to be located quickly, or at all, within the Regional Offices. 
Some reasons for this may be: 

• files being left in unused filing cabinets when caseworkers leave Family 
Services 

• documents are not placed on official files but in manila folders as the 
caseworkers do not know how to request new client files 

• caseworkers incorrectly label new files when sent labels from Records 
Management Unit. 

Files listed as being located with Substitute Care or Adoptions were often incorrect 
due to the Substitute Care Unit being disbanded a few years. 

Other issues emerged about record keeping and storing included, files located 
outside of Records Management Unit in other facilities take extra time to be located 
and delivered. This resulted in files not being available for Audit purposes as, in 
some cases, it took several weeks to receive the files. 

Table 6.2 Record keeping issues 

Issue in reports or file information 
Number of 

incidents of issues 
Percentage of 

total issues  
CP Report recorded as case notes/consultation 50 26.9 
Inadequate information recorded on file 40 21.5 
No or incomplete documents  28 15.1 
Incorrect information located on file 41 22.0 
Missing files (if noted by auditor) 27 14.5 
Total 186 100 

Source: Audit and case review data 

6.3 Client information 

The audit and case review team identified a range of issues concerning client 
information that was not recorded, inaccurately recorded, misplaced or lost. The 
following are issues identified by auditors that occurred frequently during the 
audit. 

• Conflicting and/or incorrect data entries on CHYPS—for example, for AORs, 
both substantiated and unsubstantiated were recorded; care order case vs. 
Child Protection Follow up. 



 

THE TERRITORY’S CHILDREN 47 

• The spelling of client’s names was a frequent issue. This can cause important 
information to be lost or incorrectly placed on another client’s file. For example 
each time the client’s name is misspelt CHYPS will create a new client name. 

• Progress notes entered on CHYPS by a case aid from a worker’s notes or by the 
case worker, and the progress note being incomprehensible. 

• In one case, progress notes for a 5 month period were entered as one CHYPS 
entry. 

• There were large gaps of time where there was no progress note entries and it 
was not clear why (such as whether the case was unallocated or if there was no 
casework for that period). 

• In one case, progress notes were entered 7 months after the events. 

• Reports not recorded against child’s siblings. Inaccurate and/or incomplete 
information entered, particularly common was the omission of information 
regarding siblings. 

• Inability to search on CHYPS for adult names (for example, foster carers linked 
to child protection reports on children in care of chief executive). In one case, 
one of the carer’s own children was allegedly sexually abused by another child 
or young person in the home. The record of the report and investigation was 
unable to be located on CHYPS. 

Case example from audit 

In a child protection report, the outcome of the appraisal was recorded in CHYPS as 
unsubstantiated however the hard copy indicated that the report was substantiated. The 
supervisor had commented that the report could not be substantiated, as ‘E’ would not 
validate the information to SACAT. There was very little information contained in the 
AOR and therefore, it was not clear whether the concerns were fully addressed (There 
was also a missing file on this child). 

6.4 Records management 

The issues concerning the management of records remained an on-going theme 
throughout the audit and highlighted an immediate need for consistent guidelines 
available to staff during their core training. The following are examples of some 
issues that were frequently problematic during the audit. 

• problems with dual systems of record keeping—documents on CHYPS and not 
on paper file and vice versa 

• no order to paper files; where there are separate folders, documents filed in 
incorrect folder 

• excess pages on files (the majority of files had one and a half times the 
recommended pages on file, which made reviewing the case unwieldy) 
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• many paper files have information or documents relating to other non-related 
children 

• lack of folio numbers 

• number of loose pages 

• numerous copies of the same document on files 

• decisions to close cases but the case review or closure was not completed, nor 
were progress notes printed and placed on paper file 

• in many cases, caseworkers did not obtain previous client or family files (some 
history pre-CHYPS appears to have been lost) 

• for some child protection reports the supervisor’s decision has been to proceed 
to appraisal and later a decision regarding substantiation has been entered and 
an appraisal outcome report document (AOR) finalised on CHYPS. However 
the appraisal outcome report has no information written on it. It is presumed 
that in most of these cases no appraisal happened but the AOR was opened 
and finalised and a decision regarding substantiation entered to comply with 
reporting requirements. This means that children may have been left in unsafe 
circumstances and also that the statistics being provided regarding 
substantiation rates for reports in the ACT are inaccurate. 

Case example from audit 

Two reports have been recently received regarding an 11-year-old girl who has 
previously been the subject of residential care orders in the A.C.T. following her near 
death as a toddler and her father’s incarceration for causing grievous bodily harm to his 
partner. The intake worker checked that there was a pre-CHYPS record but did not 
obtain the paper file. No appraisal has been done. 

 

Recommendations 

Record keeping 

It is recommended that: 

6.1 All Family Services records are separated from the Department of Education (this 

may occur as Child Protection and Youth Justice locates to the Chief Minister’s 

Department). The records should be located with, or adjacent to, the Centralised 

Intake Service. This would allow the CIS to access appropriate files when reports are 

received (to improve decision making) as well as allow caseworkers undertaking 

appraisals immediate access to client information. This should include all Family 

Services clients, both past and present, as well as Youth Justice files. 

6.2 An efficient system for recording and tracking files be immediately implemented. 
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6.3 Training is provided to all workers regarding the importance of appropriate client file 

maintenance and the Centralised Intake Service. There needs to be consistent and 

accessible guidelines about the recording and storing of information and records 

management. 

CHYPS 

It is recommended that: 

6.4 All information on CHYPS is immediately accessible. At present documents can be 

saved within one section but able to be located when viewing other sections. (For 

example, documents and case notes can be attached to a report or an event but be 

unseen when in the other section. This can lead to the impression that there are no 

other case notes or documents.) 

6.5 When a document or case note is entered on a client file, it should be automatically 

linked, or be able to be viewed, in all other sections. 

6.6 A summary of the clients’ history with Family Services and relationships be on the first 

screen relating to the client to give the user a clearer picture of the clients’ current 

situation. This would aid in appropriate decision making if the paper files were not 

available. (For example, a Client Information Sheet version incorporating the above 

information.) 

6.7 All sibling information be automatically linked. CHYPS requires the ability to prompt 

the user regarding possible sibling relationships (for example, ‘Is this child [Adam 

Smith] related to [Eve] Smith?’). 

6.8 CHYPS allow users to move on from a screen or document unless all information has 

been completed. This would help decrease the number of incomplete documents on 

the system. 

6.9 CHYPS check with the user when creating a new client file, if the new client relates to 

existing clients with similar names (for example, does Tanya Clarrence [new client] 

relate to Tannya Clarrence; or does Eave Clark relate to Eve Clarke?). 
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7 Audit demographical 
information 

7.1 Some Family Services statistical information 

Family Services provided a range of statistical information to the Review so as to 
identify in statistical terms, the children who have come to the attention of the 
Territory’s child protection system. 

As at 30 June 2003 there were 78 000 people aged 0–17 years living in the ACT 
(Australian Bureau of Statistics, census information). 

Table 7.1 Number of child protection reports and consultations received by Family Services, 
by reporting period, 10 May 2000 to 31 December 2003 

Period Number 
10 May 2000 – 30 June 2000 446 
1 July 2000 – 30 June 2001 2 297 
1 July 2001 – 30 June 2002 2 302 
1 July 2002 – 30 June 2003 3 109 
1 July 2003 – 31 December 2003 2 179 
10 May 2000 – 31 December 2003 10 333 

Source: Family Services. Department of Education, Youth and Family Services 

Table 7.2 Number of children and young people subject to child protection reports or consultations, by 
reporting period, 10 May 2000 to 31 December 2003 

 Age (years) 
Period 0–4 5–9 10–14 15–17 Unknown Total 
10 May 2000 – 30 June 2000       

No. of children 110 123 132 31 9 405 
% of ACT children 0.5 0.6 0.6 0.1  0.4 

1 July 2000 – 30 June 2001       
No. of children 452 499 473 173 53 1650 
% of ACT children 2.1 2.3 2.1 0.7  1.8 

1 July 2001 – 30 June 2002       
No. of children 522 509 489 166 34 1720 
% of ACT children 2.5 2.3 2.1 0.7  1.9 

1 July 2002 – 30 June 2003       
No. of children 606 595 643 230 38 2112 
% of ACT children 2.9 2.7 2.8 0.9  2.3 

1 July – 31 December 2003       
No. of children 450 426 449 173 20 1518 
% of ACT children 2.1 1.9 2.0 0.7  1.7 

10 May 2000 – 31 December 2003       
No. of children 1666 1624 1596 602 145 5633 
% of ACT children 7.9 7.3 7.0 2.4  6.2 

Source: Based on Australian Bureau of Statistics census information. 
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Table 7.3 Number of Indigenous children and young people subject to child protection reports or 
consultations, by reporting period, 10 May 2000 to 31 December 2003 

Period 
No. of Indigenous 

children 
% of Indigenous 

child populationa 

Rate per 1000 of 
Indigenous child 

populationa 
10 May 2000 – 30 June 2000  30 2.0  
1 July 2000 – 30 June 2001 128 8.5 46.5 
1 July 2001 – 30 June 2002 121 7.6 29.1 
1 July 2002 – 30 June 2003 148 8.2 66.2 
1 July 2003 – 31 December 2003 85 4.7  
10 May 2000 – 31 December 2003 363 20.2  

a. Based on figures published in the SCRGPS Report on Government Services 2004 (Table 15A.23 and 15A.129). 
Note: rate per 1000 is based on notifications of abuse and neglect only, whereas the percentage figure is based on all child protection reports and 
consultations. 

Table 7.4 Number of children and young people for whom the Chief Executive had parental 
responsibility, by reporting period, 10 May 2000 to 31 December 2003 

 Age (years) 
Period 0–4 5–9 10–14 15–17 Total 
10 May 2000 – 30 June 2000      

No. of children and young people 47 69 77 37 230 
% of children in ACT 0.2 0.3 0.3 0.2 0.3 
No. of Indigenous children and young people 6 20 10 6 42 
% of Indigenous children in ACT     2.8 

1 July 2000 – 30 June 2001      
No. of children and young people 71 105 110 60 346 
% of children in ACT 0.3 0.5 0.5 0.2 0.4 
No. of Indigenous children and young people 9 22 22 8 61 
% of Indigenous children in ACT     3.8 

1 July 2001 – 30 June 2002      
No. of children and young people 63 113 122 62 360 
% of children in ACT 0.3 0.5 0.5 0.3 0.4 
No. of Indigenous children and young people 2 20 21 6 49 
% of Indigenous children in ACT     2.7 

1 July 2002 – 30 June 2003      
No. of children and young people 84 105 148 59 396 
% of children in ACT 0.4 0.5 0.7 0.2 0.4 
No. of Indigenous children and young people 10 19 27 2 58 
% of Indigenous children in ACT     3.2 

1 July – 31 December 2003      
No. of children and young people 81 89 145 64 379 
% of children in ACT 0.4 0.4 0.6 0.2 0.4 
No. of Indigenous children and young people 12 16 23 4 55 
% of Indigenous children in ACT     3.1 

10 May 2000 – 31 December 2003      
No. of children and young people 148 162 216 130 656 
% of children in ACT 0.7 0.7 0.9 0.5 0.7 
No. of Indigenous children and young people 18 30 39 12 99 
% of Indigenous children in ACT     5.5 

Note: Age is at order end date or last day of counting period if the order is current at the end of the period. 

7.1.1 Children and young people with high support needs 

Most children and young people who have been harmed by and removed from 
their families have suffered emotionally, physically and developmentally and face 
a range of challenges in the future. Some of these children present with challenging 
behaviours and need particular support, nurture and love. Information was 
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presented to the Review by Family Services about children and young people with 
‘high support needs’. 

It was reported that of the 433 children who experienced a period in care between 
1 January and 31 March 2004, 17 per cent, or 72 children and young people were 
identified as having high support needs—that is, children and young people who 
present with multiple problems or harms and come from families that are 
themselves experiencing multiple difficulties. Many other problems, such as 
poverty, homelessness and a transient lifestyle, limited education, family 
breakdown and multi-generational deprivations of care or maltreatment, are also 
often evident. As a result, the problems confronting these children and young 
people and their families are significantly underestimated. 

Additional problems such as learning difficulties, poor school attendance, lack of 
vocational preparation and employment and high mobility, are also likely to have 
a major impact on the child or young person. 

About half of the 72 children and young people are living either at home or with 
kin; the remainder are in foster care or residential care. 

In terms of their legal CINOC (children in need of care) status, 78 per cent are the 
subject of a residence order (they would almost always be the subject of a 
supervision order as well), about 12 per cent are not the subject of any order or 
agreement, and about 10 per cent are the subject of a supervision order. The Chief 
Executive has parental responsibility for about 80 per cent of this group of children 
and young people. 

The Review was informed that Family Services does not have a specific, defined 
strategy for identifying children and young people with high needs. 

The Review recommended that robust and consistent strategies need to be 
developed to provide for the identification of children and young people with high 
support needs. Further, that therapeutic services and placements for children and 
young people with high needs in the ACT be developed and piloted. 

7.2 Territory’s children 

The audit database recorded a range of information about the children and young 
people who were subject to the audit. The following information describes the 
demographical characteristics of the children and young people in the care of the 
Territory. 

7.2.1 Age 

The children and young people subject to the audit were similar to the general 
ACT population in terms of age. 

The only notable variation was in relation to 11–15 year olds who constitute 29 per 
cent of under 18 year olds in the ACT (2001 Census), but constituted 37 per cent of 
the audit cohort.  
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Figure 7.1 Comparison of children and young people subject to the audit by age group with those in 
the general ACT population 
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Source: Audit and case review data 

Children and young people in the 11–15 year age group were also most likely to 
have been reported more than once during the audit period.  

Figure 7.2 Comparison of number of children with number of reports by age 
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Source: Audit and case review data 

The over-representation of 11–15 year olds may reflect the higher level of acting 
out behaviour by the lack of options for this age group. 



 

THE TERRITORY’S CHILDREN 55 

7.2.2 Gender 

Proportionally more males (58%) than females (42%) were subject to the audit 
process than was representative of the total ACT population of under 18 year olds 
(51% and 49% respectively) and of the total population of children and young 
people on orders in the ACT. 

Figure 7.3 Children and young people by gender 
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Source: Audit and case review data 

Females however were more likely to have been subject to multiple reports than 
males. Females averaged 1.79 reports each while males averaged 1.47 reports each. 

7.2.3 Indigenous status 

Indigenous children and young people were significantly over represented in the 
audit population. While only 2 per cent of the ACT population aged 0–17 years 
identified as Indigenous in the 2001 Census, 22 per cent of children whose records 
were audited were Indigenous. (See the following section Indigenous children and 
young people). 

7.2.4 Regional offices 

There was significant variation between the total number of children and young 
people on orders by regional office and the number of children and young people 
on orders subject to the audit by regional office. Different demographics, 
thresholds for recording reports or levels of intervention, between the two offices 
could account for this difference. 
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Table 7.5  Children and young people by responsible regional office 

Regional office with case work responsibility  
Children and young people on 

orders (%) 
Children and young people 

subject to the audit (%) 
Northern Regional Office 39 57 
Southern Regional Office 61 43 
Total 100 100 

Source: Audit and case review data. 

7.2.5 Type of order 

Most children were on a number of different orders during the period subject to 
the audit. Data were recorded about the type of order each child was under at the 
time that the report(s) were made. 

Case example 

At the start of the audit period David was known to Family Services but not on any 
order. In June 2001 David’s mother entered a Voluntary Care Agreement because she 
was finding it difficult to cope and David was cared for by his paternal grandmother for 
two weeks. During this time a report was received about the grandmother neglecting 
David. David then returned to his mother’s care but Family Services took Emergency 
Action a week later because of violence between his mother and her partner. David was 
placed in foster care and Family Services obtained Residence Orders. A second report 
was received about David when he was having contact with his mother and her partner 
and on the residence order. 

The majority of reports were received about children on Residence Orders (62%) 
followed by Voluntary Care Agreements (24%). 

Fourteen children were not on any type of order at the time the report was made, 
however they were identified as part of the audit because of recording issues. 

Note: Of the 240 audited reports, 12 reports were with respect to past events.  
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Figure 7.4 Reports by type of order at the time the report was recorded 
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Source: Audit and case review data 

7.2.6 Type of placement 

The largest proportion (38%) of reports were made about children in non 
government foster care, but the majority of these reports were not allegations 
about the foster carers. 

The second largest proportion of reports were about children on orders and living 
at home (27%). Only 12 reports (5%) were made about past concerns, that is, 
reports of abuse or neglect that occurred before the child was living in their current 
placement. The majority of the reports of past concerns were disclosures by 
children while in out of home care of abuse or neglect and the concerns had 
occurred while they had been living at home. There was one report, however, of 
past concerns that came from a child disclosing to his natural family that abuse 
occurred while he had been in respite care. 

Identified Indigenous children and young people were more likely to have a report 
made about them when in non-Indigenous out of home care, (55% of reports 
concerning Indigenous children) than when in Indigenous out of home care (45% 
of reports). 
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Figure 7.5 Reports by type of placement and Indigenous status 
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Source: Audit and case review data 

7.2.7 Types of reports—child protection and consultation 

At the commencement of the audit period, 10 May 2000, Family Services policy 
allowed for reports of concerns about children to be recorded as either Child 
Protection Reports or Consultation Reports. Concerns of a general nature or that 
indicated the family was in need of support, but that did not require a statutory 
intervention were recorded as Consultation Reports (Family Services Manual of 
Policy and Procedures, May 2000). 

Consultation Reports were not subject to a formal appraisal process but workers 
often provided advice and/or referral to the caller. On 27 January 2003 Director’s 
Instruction No 2 effectively abolished Consultation Reports and required staff to 
record any matter that the caller wanted recorded as a Child Protection Report to 
be recorded as such, regardless of whether it contained any information related to 
the possible abuse or neglect of a child. The majority of reports audited were 
recorded as Child Protection Reports (87%). 
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Figure 7.6 Types of reports—child protection and consultation  
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Source: Audit and case review data 

7.2.8 Person(s) alleged responsible 

In the majority of reports (58%), the person believed responsible for the alleged 
abuse or neglect was a relative of the child. Of these relatives, in 

• 41 per cent of reports it was alleged that it was the child’s parent 

• 8 per cent of reports it was alleged that it was the child’s parent’s partner 

• 5 per cent of reports it was alleged that it was another relative of the child 

• 4 per cent of report it was alleged that it was a kinship carer. 

The second largest category of persons alleged to be responsible were people who 
had contact with the child through the child being in care (21%). Of these people, 
in 

• 15 per cent of reports it was alleged that it was the foster carer who was 
responsible 

• 3 per cent of reports it was alleged that it was a residential care worker 

• 3 per cent of reports it was alleged that it was another child in the same 
placement. 

7.2.9 Notifiers 

Allegations of abuse and neglect were made by people from a large range of 
backgrounds. 
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• Professionals reported in 57 per cent of cases (but no single occupational group 
reported more frequently than any other occupation) 

– substitute care agency workers (11%) and school personnel reported in 
11 per cent of cases 

– residential care workers (9%) and police officers reported in 9 per cent of 
cases, a range of other professionals total 17 per cent. 

• 31 per cent of reports were made by people reporting in a non-professional 
capacity, such as 

– parents and other relatives (23%) 

– friends and neighbours (6%). 

 Others (12%). 

Figure 7.7 Reports by category of notifier 
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7.3 Indigenous children and young people 

The Review found that Aboriginal and Torres Strait Islander children are more 
likely to be the subject of a substantiated child protection report than other 
Australian children (Australian Institute of Health and Welfare’s Child Protection 
2002–03, p. 19). Measures that focus on community based responses that empower 
Indigenous Australians are needed, in order to protect Indigenous children from 
serious levels of abuse which they are presently experiencing.(SNAICC 2003). 

The AIHW (2002–03 p. 36) reports that the rate of Indigenous children on care and 
protection orders was 6.1 times higher than the rate for other Australian children. 
In all jurisdictions there were higher rates of Aboriginal and Torres Strait islander 
children in out-of-home care than other Australian children. (p. 47) 
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Figures supplied by Family Services show that, of the 396 children in the care and 
protection of the Chief Executive between 1 July 2002 and 30 June 2003, 58 were 
Indigenous children. In the ACT and at Wreck Bay 3.2 per cent of Indigenous 
children were the responsibility of the Territory Parent; for other children the 
figure was 0.4 per cent. In the same period 8.2 per cent of Indigenous children in 
the ACT and at Wreck Bay were the subject of child protection notifications. 

No jurisdiction in Australia has managed to reduce the proportion or begun to 
report sustained improvements for Indigenous children and young people. The 
Review was informed by Indigenous leaders, children and organisations and made 
assessments and recommendations about the over-representation of Indigenous 
children in the child protection system in the ACT. 

7.3.1 Indigenous status 

Indigenous children and young people were significantly over represented in the 
audit population. While only 2 per cent of the ACT population aged 0–17 years 
identified as Indigenous in the 2001 Census, 22 per cent of children whose records 
were audited were Indigenous. 

As there were slightly fewer multiple reports about Indigenous children on orders 
during the period audited, a lesser proportion of reports (19%) related to 
Indigenous children. 

For 7 per cent of children subject to the audit, there was no information recorded 
about their Indigenous status. 

Figure 7.8  Number of children and reports by Indigenous status 
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7.3.2 The inadequacy of the child protection system for Indigenous children and 
young people 

The picture that has emerged from the audit is that the child protection service in 
the ACT has been inadequate for Indigenous children, particularly for Indigenous 
children and young people who have been abused and neglected. 

Thirty-two Indigenous children’s cases were audited (22% of the audit population 
of children and young people). Theses children and young people were from 19 
families. Large sibling groups were more prevalent than for the rest of the children 
subject to the audit. There were three sets of four or more Indigenous siblings 
included in the audit. The audited cases revealed a level of response to the 
reported abuse and neglect of Indigenous children that was less effective than the 
level of response to the reported abuse and neglect of non-Indigenous children. 

Figure 7.9  Percentage of type of concern, by Indigenous and non-Indigenous status 
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The prevalence of some types of concern in the 46 reports recorded about 
Indigenous children varied from the prevalence of those types of concern in the 
195 reports recorded about non-Indigenous children (see Figure 7.9). 

Neglect, child abandonment, physical abuse and ‘standard of care in out of home 
placements’ were the concerns recorded as reports for a greater percentage of 
Indigenous children than for non-Indigenous children. This difference has 
implications for deciding the nature of appraisals/assessments and protective 
interventions required for Indigenous children. 
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Case example from the audit 

The foster care agency reported to child protection services that a six-year-old had told 
her foster carers she had been sexually abused by her uncle. The foster carers later 
directly voiced their concern about the girl and her siblings’ sexualised behaviours. 
None of these concerns were recorded as child protection reports and there is no 
indication the concerns were addressed in any way at all. The girl remains in foster care 
and appears to have ongoing contact with the uncle. The audit team requested a range 
of actions including appraisals of the concerns. 

The chronic neglect and abuse experienced by Indigenous children was not 
recognised and in some instances was not recorded by child protection workers. 
For example, a file note recorded that a school twice telephoned a child protection 
regional office about several serious concerns for a family of Indigenous children, 
who had open cases in the office. This information was not recorded at all on the 
first occasion, further, it was not recorded as a child protection report when the 
school again reported the same concerns. A pattern of serious child protection 
concerns about Indigenous children being ignored or inadequately recorded was 
prevalent throughout the audit. 

The largest number of reports recorded about Indigenous children were reports 
made while the children were residing in non-government foster care followed by 
kinship care (see Figure 7.10). 

Figure 7.10 Percentage of type of placement, by Indigenous and non-Indigenous status 
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Figure 7.11 Percentage of person alleged responsible, by Indigenous and non-Indigenous status 
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Unfortunately even when concerns are recorded as child protection reports and 
appraised, there appears little likelihood that the outcome for the child will be 
much improved as a result of the appraisal. Frequently reports of abuse and 
neglect of the Indigenous children in the audit were insufficiently appraised, 
inappropriately unsubstantiated and the interventions that followed, if any, were 
inadequate to prevent further damage being done to the children. 

Case example from the audit 

Police found two young children wandering the streets in the middle of the night after 
their parents had abandoned them. There was a long history of chronic neglect, abuse, 
exposure to extreme domestic violence and lack of supervision of the children. Neither 
parent could be located and the children were placed in kinship care for three months. 
Their parents made no contact with them during this time. No care application was 
made and the children were later returned to their parents without any indication that 
their home situation had improved in any way. Reports have continued to be received 
about them. 

Two sibling groups audited were from Wreck Bay and both highlighted 
distressingly similar concerns about the quality of the child protection service 
available to children in that community. The remainder of the audited cases 
involved Indigenous children residing in Canberra and these cases regrettably also 
demonstrated a less than effective child protection service being provided. 

While Indigenous relatives, elders and community organisations are being 
appropriately consulted in child protection cases, Indigenous children are not 
being effectively protected from abuse and neglect. Too often in the cases audited 
the focus of child protection workers’ involvement and almost all their direct 
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contact, seems to be with adults and attention may have been diverted from the 
needs of very damaged children. 

Case example from the audit 

A family of six children have been known to child protection services for over ten years. 
The concerns reported frequently over the years have been of neglect, poor health, 
physical abuse, sexual abuse and the children being left without adult supervision. 
Reports alleging that the smaller children were going to neighbours’ houses seeking 
food, that an older girl was self-harming by cutting herself, that injuries and illnesses 
were not receiving medical treatment, that the children’s school attendance and 
behaviour was very poor and that the father was chronically intoxicated were reported 
by entirely credible sources but were either not investigated at all (the most common 
response) or were unsubstantiated when denied by the father. It appeared that the 
children were almost never sighted or directly interviewed by child protection workers. 

In the majority of Indigenous children’s cases audited, social histories or family 
assessments were not undertaken, or undertaken years after serious concerns first 
became evident. The result for many of the Indigenous children subject to the 
audit, there is evidence of serious intellectual, physical and emotional damage. 

Case example from the audit 

Child protection services first became involved with a family of three children when 
reports were received of sexual abuse. The mother had had other children previously 
removed from her care by an interstate welfare department but no details of this history 
were obtained. Reports were then received from doctors and social workers stating that 
the baby had been hospitalised repeatedly with untreated serious infections and 
severely delayed development due to neglect. While it was known that both parents 
overused alcohol, that the father had a history of being violent, had suffered brain 
damage and sometimes behaved in a bizarre manner and the mother was known to be 
of low intellect and appeared depressed, comprehensive assessments of parenting 
capacity and risk to the children were not done. Intensive support services were 
provided to the parents without success but it took years before the children were 
eventually removed from their parents. The children have permanent intellectual 
disabilities and conduct disorders. 

The out of home care arrangements for Indigenous children in some cases have 
been far from satisfactory with very large numbers of children being placed 
together in some Indigenous foster homes. Children who have been in some 
approved non-government Indigenous foster care placements have sometimes 
disclosed that they were hit, sworn at and emotionally abused by their foster 
carers. The specialised non-government Indigenous foster care program has now 
closed—after many problems became evident—and there is a need for a specific 
Indigenous foster care program to be re-established with improved standards of 
practice and monitoring. 

The Department has advised that, following the recommendations of the Gurney 
Review into Indigenous Foster Care in the ACT, the Department has created IFCAG 
(Indigenous Foster Care Advisory Group), a representative steering group made 
up of relevant departmental and community representatives. There has been a 
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substantial period of consultation with the Indigenous community in the ACT. The 
Department is planning to establish an Indigenous Foster Care Program and in 
twelve months time review the possibility of moving the program into a 
community based Indigenous service. It is proposed that a project officer will 
commence work in the near future with the Indigenous Unit. The officer will 
examine assessment and training packages in other jurisdictions and will initially 
recruit six respite foster carers and then increase this number. A reference group 
will be established to guide this development. It is proposed that there will be a 
service by November 2004. 

The audit found that some Indigenous kinship care arrangements have also been 
far from satisfactory, as the arrangements have been for non-Indigenous children. 
Very few kinship carer assessments appear to have been undertaken. 

Case example from the audit 

One child removed from her parents after suffering chronic neglect and abuse for years 
was placed with her grandmother despite the child protection service being aware that 
the grandmother was alleged to suffer from alcoholism and that another adult in the 
home had a lengthy police record for violence and was also an alcoholic. No kinship 
carer assessment had been undertaken for either adult, even after child protection 
workers became aware that the child’s parents were also now living in the home. Police 
later removed the child from the home after she was assaulted. Complaints relayed by 
others from the child of neglect by her kinship carer had previously been completely 
ignored. 

There appears to be a practice of not taking court action, this is evident in many of 
the Indigenous children’s files. This maybe a misinterpretation of the Act, or a 
view about keeping Indigenous children with their families or a view that court 
orders are inappropriate for Indigenous children. It is recognised that child 
protection workers need to be sensitive to Indigenous history and culture but this 
needs to be considered in the context of their primary responsibility of protecting 
children from current and future abuse and neglect. 

Figure 7.12  Percentage of order type, by Indigenous and non-Indigenous status 
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A high number of Indigenous children were found to be in long-term foster care or 
kinship care without a court order or voluntary care agreement being in place (see 
Figure 7.12). This is contrary to departmental policy and also results in lack of 
clarity about where parental responsibility lies. Consideration should be given to 
developing a standard letter that could be sent to all person/s who have parental 
responsibility, that clearly states that although the Chief Executive is supporting 
their child financially, no parental responsibility is being exercised by the Chief 
Executive and that the person/s being written to retain all parental responsibility 
for the child. 

The audit showed that Indigenous workers have often been expected to operate as 
child protection caseworkers and have also been made solely responsible for 
assessing and monitoring the safety and well-being of Indigenous children. They 
have experienced difficulties in performing this role and have also provided 
financial or emotional support to, or advocacy for parents. Information has not 
been directly available and there has been limited face-to-face contact with 
children or with parents. 

It is understood that the appropriate use of Indigenous workers as family support 
workers is beginning to occur. It is therefore essential that child protection 
caseworkers maintain direct active involvement in all cases. 

Case example from the audit 

In one case of a child under a long-term residential order there was no record of the 
child being directly sighted or interviewed over very lengthy periods of time. 
Indigenous workers have instead maintained contact through infrequent and occasional 
telephone calls to adults and through rare home visits, at times when the child has not 
even been present. The validity of some recorded information is questionable. For 
example the child is said to be very happy when it is clear that the worker has had no 
direct contact with the child and has not spoken to anyone who could be fully relied 
upon to provide objective information. 

A long-standing systemic issue clearly illustrated by the audited children’s cases is 
the appalling standard of child protection service provided to Wreck Bay. It is 
understood that one proposal currently being explored is the possible option of the 
NSW Department of Community Services taking over responsibility for the Jervis 
Bay area. 

Another option may be to base two full-time experienced social workers at the 
Jervis Bay primary school, one as a combined community development worker 
and child protection role to attempt to address alcoholism, drug use, violence and 
sexual abuse issues in the Wreck bay community. It is imperative that an adequate, 
immediate accessible child protection service is provided as a matter of urgency to 
Wreck Bay. 
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Recommendations 

It is recommended that: 

7.1 An Indigenous foster care program be established and operated by the Office of 

Children, Youth and Family Support. 

7.2 All Indigenous kinship carers be thoroughly assessed prior to placement of children 

and that monitoring and support be provided. 

7.3 For Indigenous children who are living in out-of-home care, contact between them 

and their relatives needs to be carefully assessed and appropriately supervised to 

ensure children are protected from further abuse. 

7.4 Social histories and family assessments be completed for all families whose children 

come into the legal care of the Territory (through court orders or voluntary care 

agreement). 

7.5 Departmental policy regarding court orders and voluntary care agreements is clearly 

articulated and consistently implemented in practice for Indigenous children who are 

placed in foster care, kinship care or residential care. 

7.6 A targeted intensive parenting service (similar to ‘Families Together’ but not time-

limited) be provided for Indigenous families where children are being neglected or 

abused, with a specific focus being given to the impact of domestic violence, alcohol 

and drug abuse. 

7.7 A therapeutic childcare service be established and funded to provide full-time 

reparative childcare for children aged 0 to 5 years whose development has been 

compromised. This service should be available to Indigenous and non-Indigenous 

children and young people. 

7.8 Indigenous workers in the Office for Children, Youth and Family Support complete 

the entire standard child protection worker training, in order to increase levels of 

understanding of safety risks for children. 

7.9 Case plans are required for all Indigenous children that specify how the child’s 

caseworker will directly assess and monitor the care being provided, with regular 

home visits, sighting and privately speaking to children and obtaining information 

from teachers and other relevant agencies. 

7.10 A clear referral process be developed and incorporated into the procedure manual 

for all referrals of cases to Indigenous workers with agreed case plans developed 

that specify goals and steps that are to be taken by Indigenous workers, with written 

reports completed at regular intervals regarding work done and progress with each 

client. 

7.11 Consideration be given to base two full-time experienced social workers at the Jervis 

Bay primary school. One worker would focus on community development and the 

other worker would have a child protection role. This dual approach would work 

towards addressing alcoholism, drug use, violence and sexual abuse issues in the 

Wreck Bay community. It is imperative that an adequate, immediately accessible 

child protection service is provided as a matter of urgency to Wreck Bay. 
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7.4 Characteristics of the families of children 

Auditors noted some characteristics common to the families of the children and 
young people subject to the audit. Of the 150 children from 110 families: 

• in 56 per cent of the families, parents used drugs and/or alcohol excessively 

• 49 per cent of families had repeated incidents of domestic violence reported 

•  38 per cent of families had a parent with a diagnosed mental illness or 
personality disorder 

• 15 per cent of families had a parent with a criminal history or a parent 
currently in jail. 

Seventy-eight per cent of families had multiple concerning characteristics with 
30 per cent having three or more concerning characteristics. 

Thirty-eight per cent of families were characterised by both parental domestic 
violence and parental drug and alcohol overuse—the highest group with multiple 
characteristics. 

Of particular note was an unusually high occurrence of cot death, noticeable for the audited 

children’s families. In almost 6 per cent of the families of children subject to the audit, 

another child had died in infancy with all but one of these deaths being attributed to Sudden 

Infant Death Syndrome. The one other child death recorded (of a primary school-aged 

sibling) was clearly the result of natural causes. 

7.5 Concerns about ‘other’ children and young people 
identified in the audit 

During the course of the audit 47 children and young people were identified who 
were not part of the audit group but were believed to be at risk of significant harm. 
That is, for every three children subject to the audit, another child was identified as 
needing child protection follow up or intervention. Eleven of these ‘other’ children 
had no Family Services record at all. The majority of the 47 children and young 
people (36) were siblings of members of the audit group. This highlights, and was 
a recurring issue in the audit, that quite commonly individual children and young 
people received attention from Family Services but the needs of their siblings, even 
when in the same environment, were minimised or ignored. 
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Case example from the audit 

Family Services received a report that a current client, Maria, had left her partner, 
Darren, after a series of violent assaults. Maria and her two young daughters were now 
living with her sister. The supervisor found that the children were therefore safe and 
Family Services did not need to take protective action. This was despite the fact that the 
caseworker had recorded in the report that Darren’s other daughter was still living with 
him and had witnessed several of the assaults. No protective action was taken with 
regard to this older child. 

Eleven of the 47 ‘other’ children were not siblings, but were close relatives of 
children and young people subject to the audit. It is particularly concerning that 
three of these ‘other’ children were children of young people subject to the audit. 
Child protection services should have an increased duty of care to the children of 
people who have been in the care of the Territory. Despite Family Services being 
aware of the birth of all three children to very young mothers and the substantial 
literature about the inter-generational dynamics of child abuse and neglect, 
inadequate supports have been provided for them. 

As all of the other children were related in some way to the children subject to the 
audit, it is not surprising that their family characteristics were found to be similar. 

What is notable is that the ‘other’ children’s families had an even higher 
concentration of indicators of family dysfunction than the audit group: In the 
families of ‘other’ children and young people, 

• 56 per cent of the families had strong signs of neglect 

• 55 per cent of the families a parent was being physically abusive 

• 51 per cent of the families, parental substance abuse was an issue 

• 51 per cent of the families a parent’s mental health was an issue 

• 49 per cent of the families children were being exposed to domestic violence. 

Two of the other children were children on orders and in kinship care. In neither 
case was there any evidence that the carers had been assessed or police checks 
undertaken. 

Recommendation 7.12 

It is recommended that child protection worker’s core training is revised so that workers are 

alert to the needs of all children in a family, and that appraisals are not automatically 

restricted to the child directly mentioned in a report. 
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8 Investigation and 
appraisal 

8.1 Assessment 

Assessment, in particular risk assessment, should be an ongoing activity in child 
protection work. Children will not be effectively protected by a system where risk 
assessment is restricted to the appraisal of individual reports. Child protection 
workers need to use the assessment framework as the lens through which they 
view every interaction with, and every piece of information about, the child, their 
caregivers and other relevant people. It is also important that reports are assessed 
in relation to the family’s entire history. 

A range of assessment issues were identified in the audit, such as failure to 
undertake comprehensive family assessments, especially in relation to the safety of 
siblings; failure to thoroughly assess kinship carers and failure to follow up on 
issues raised by these assessments if completed. 

Fifty-five per cent of children had one or more assessment issues and 34 per cent of 
children had not had a comprehensive family assessment, which often meant their 
siblings’ safety was not assessed. In 23 per cent of cases, children had not had 
kinship carers adequately assessed prior to their placements, either for placement 
or contact and in 23 per cent of cases issues raised in the assessment had not been 
followed up. 

8.1.1 Initial decision making about recording information 

Issues identified relating to recording included: child protection reports recorded 
in the form of case notes or consultations instead of reports; inadequate recording, 
documents missing or incomplete; incorrect information and missing files. Both 
paper and electronic files were audited. 

A very large number of cases—72 per cent had one or more recording issue, 33 per 
cent had a report recorded as a case note (for some children multiple reports) and 
27 per cent of cases had inadequate recording. Twenty-seven per cent had some 
incorrect recording. In 19 per cent of cases there were documents missing or 
incomplete. In 17 per cent of cases some parts of paper files were unable to be 
located and were therefore not audited. 

The audit found many instances where information that constituted a child 
protection report was only recorded in progress notes. While the information was 
followed up appropriately in some instances, in other instances there was no action 
taken on child protection information was not acted on. It is time consuming for 
workers to record information in the report format and therefore reduces the time 
available to the worker to actually address the concerns. However, when serious 
concerns are only recorded in progress notes it creates a distorted picture of the 
child’s overall history and compromises the ability of workers to understand the 
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child’s history. This is particularly important for After Hours workers and 
caseworkers receiving a new case. Further, when the information is not recorded 
through the formal mechanism of the child protection report it does not receive a 
formal response through the appraisal. This also affects statistical recording and 
reporting the true extent of child abuse. 

Case example from the audit 

The police called Family Services After Hours Service (AHS) for advice about where to 
place Josie (10 years) as they had just arrested her father (Josie’s parent’s were separated 
and she normally lived with her father) and he was to be gaoled overnight. AHS officer 
was about to leave the office to take emergency action for a baby, but quickly searched 
Josie’s CHYPS record. They advised the police that she could be placed with her mother. 
The police called AHS back to advise that they had a record that Josie’s mother was 
being investigated for a serious physical assault of Josie on her last access visit, so they 
would not place her there. On returning to the office the AHS worker found a brief 
progress note recorded on Josie’s CHYPS record of the allegations of the assault and 
referral to the police. The information was not recorded as a report. 

8.1.2 Decision to proceed to appraisal 

Issues identified relating to decision making included: not appraising; erroneous 
safety decisions; letting orders lapse and closing cases prematurely. 

Thirty per cent of children were identified as having one or more issues relating to 
decision making and 19 per cent were the subject of reports that were not 
appraised even though they contained serious allegations. It should be noted that 
many of these children were the subjects of more than one such report. 

In 17 per cent of cases auditors found that a decision was made that a child was 
safe when the evidence on file did not support this. 

For 92 of the 241 reports (38%) (60 child protection reports and 32 consultation 
reports), the supervisor’s decision was that the matter should not proceed to 
appraisal. Thirty-two of the 92 reports were consultation reports, which by 
definition were not appraised, although some were vigorously followed up. 

The most frequent reasons for deciding not to appraise the remaining 60 child 
protection reports were: 

• It was thought that the concerns would be addressed through ongoing 
casework (23%). However in many cases there was no evidence that the 
concerns were in fact addressed by the caseworker. 

• The matter was being, or had been, investigated by the police (11%). This is not 
consistent with Family Services’ legislated responsibility to undertake child 
protection work; this is not the function of police. Further, it does not recognise 
the differing levels of ‘proof’ required to ensure the safety of children 
compared with proceeding to prosecution. 
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• The report was about the same or a similar incident already known to family 
services (21%). 

• In 16 per cent of reports no reason was documented for the report not 
proceeding to appraisal. 

Recommendations 

It is recommended that 

8.1 Any information relating to an open case that constitutes a Report should be 

recorded as a Report and formally appraised. 

8.2 The roles and responsibilities of child protection workers and the police be clearly 

articulated in the procedures manual and in training. In particular, that child 

protection work must continue during any police investigation and that it is not the 

role of police to undertaken child protection work. 

Reports were most likely to proceed to appraisal when it was the child’s parent’s 
partner who was alleged to be responsible (70% of these reports proceeded to 
appraisal). Reports were least likely to proceed to appraisal when it was the child 
or young person who was alleged to be responsible for their own harm (45% of 
these reports proceeded to appraisal). 

Recommendation 8.3 

It is recommended that information about children and young people self harming or 

absconding should not be recorded as a report. It would be more appropriate to record the 

harm under another category such as ‘incident report’ which needs to be investigated and 

responded to appropriately. 
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Figure 8.1 Supervisors decision to appraise reports 
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Source: Audit and case review data 

Of the 148 reports where the supervisor’s decision was to proceed to appraisal 127 
reports were formally appraised. Twenty-seven of these appraisals were ‘Special 
Appraisals’ (Chapter 12 Procedures Manual). Twenty-one reports (14%) were not 
formally appraised despite the supervisor’s decision that they should be. 5 of these 
reports were referred to other agencies, such as community support, health 
services and the Australian Federal Police. Another eight reports were dealt with 
by other means such as change of placement or through ongoing casework. The 
final 8 reports do not appear to have been addressed by child protection services in 
any way whatsoever. 

Case example from the audit 

Jade (8) was on a Residence Order and living with foster carers when Family Services 
received a report that her mother’s partner had sexually abused her during a contact 
visit. The supervisor’s decision was that the report would not be appraised. Two months 
later Family Services received another report containing similar allegations. This time 
the decision was to appraise the report but file records indicate no such appraisal has 
taken place. 

 

Case example from the audit 

Family Services received two reports about Gemma (13) while she was on a Voluntary 
Care Agreement and staying in a non-government residential care facility. Both reports 
alleged that she was engaging in self-damaging behaviour through using a range of 
illegal substances including heroin and amphetamines and having unprotected sex with 
multiple partners. The supervisor’s decision was to proceed to appraisal on both 
occasions. However, file records provide no evidence that an appraisal occurred in 
relation to either report. 
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Irrespective of whether a report proceeded to appraisal the audit found that all 
recorded concerns were assessed adequately in only 53 per cent of reports. 

8.2 Appraisal 

The audit found that appraisals of reports were highly variable. Staff did not 
appear to follow any common protocol when conducting appraisals. While 71 
reports met the criterion for a Special Appraisal only 27 were actually referred for a 
Special Appraisal. In other words in 62 per cent of cases where Family Services 
policy required a Special Appraisal it did not occur. This does not mean that no 
appraisal occurred, but because the appraisal was not treated as a Special 
Appraisal some procedural requirements, such as forwarding the AOR to the 
Office of the Community Advocate, did not occur. 

The audit evaluated appraisals as either comprehensive, sufficient, insufficient or 
unable to be determined. An appraisal was evaluated as comprehensive when: 

• the child or young person was interviewed or observed (depending on age of 
child) in relation to allegations made in the report 

• if a physical injury was alleged the child or young person was checked for 
physical evidence of the injury in a timely manner 

• everyone relevant to the report was interviewed 

• interviews are conducted in an appropriate order (children interviewed before 
alleged perpetrators) and individuals are interviewed privately and separately. 

An appraisal was evaluated as sufficient when: 

• the child/young person was interviewed or observed (depending on age of 
child) in relation to allegations made in the report 

• adult carers, including father/foster father, were interviewed 

• there was a judgement about level of harm occurring to the child and the 
ongoing relationship between the alleged perpetrator and the child 

• the information gathered during the appraisal was adequate in justifying the 
substantiation decision. 

In a sufficient appraisal, people may not have been interviewed in the appropriate 
order, or in sufficient depth, all of the concerns may not have been addressed, or 
covered in the write up and agencies involved with the family may not have been 
interviewed. 

An appraisal was evaluated as insufficient when: 

• the child or young person was not interviewed or observed 

• other key people were not interviewed 
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• all of the allegations were not addressed in the interviews 

• the allegations were denied, and the denial was accepted without challenge 

• the worker minimised the concerns 

• the child or young person was seen to be responsible for the behaviour 
reported 

• responsibility for addressing the concerns was passed to another agency (eg 
police, substitute care agency) 

• the timeframes for the appraisal were inappropriate (eg observing the child 
weeks after allegations of physical abuse were received and the injury was no 
longer visible). 

The audit found appraisals were either comprehensive or sufficient for 58 per cent 
of reports that proceeded to appraisal. For 88 reports (37%) the appraisal was 
insufficient. Auditors were not able to assess the standard of appraisal for 5 per 
cent of reports because the appraisal outcome report (AOR) did not contain 
enough information to make an informed judgement. In several of these cases the 
AOR was blank. 

Figure 8.2 Standard of appraisals 
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Source: Audit and case review data 

In many cases the appraisal was found to be insufficient because the worker had 
not interviewed the necessary people. There were: 

• 62 reports (26%) where the audit found the subject child should have been 
sighted as part of the appraisal, but was not sighted 

• 68 reports (28%) where the audit found the subject child should have been 
privately interviewed, but this did not occur 
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• 37 reports (15%) where the audit found other children in the same placement 
should have been interviewed, but were not interviewed 

• 34 reports (14%) where the audit found the child’s mother should have been 
interviewed, but was not interviewed 

• 28 reports (12%) where the audit found the child’s father should have been 
interviewed, but was not interviewed 

• 16 reports (7%) where the audit found the child’s mother’s partner should have 
been interviewed, but was not interviewed 

• 7 reports (3%) where the audit found the child’s father’s partner should have 
been interviewed, but was not interviewed 

• 40 reports (17%) where the audit found the child’s siblings should have been 
interviewed, but were not interviewed 

• 13 reports (5%) where the audit found residential carers should have been 
interviewed, but were not interviewed 

• 24 reports (10%) where the audit found the foster carer or kinship carer should 
have been interviewed, but was not interviewed 

• 18 reports (8%) where the audit found the matter should have been referred to 
the police, but was not referred. 

Figure 8.3 Reports where relevant people were not interviewed by category of person 
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Source: Audit and case review data 

In 35 per cent of audited reports, the appraisals were found to be less than 
comprehensive because the worker did not seek information from other relevant 
services, such as substitute care agency workers, school personnel or health 
workers. 
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Figure 8.4 Agencies that should have been contacted 
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Other examples of actions that compromised the standard of appraisals were: 

• The order in which people were interviewed was counterproductive to 
obtaining genuine statements. 

• Insufficient attention was paid to family dynamics. 

Case example from the audit 

When appraising allegations of physical abuse and neglect, the mother of the children 
concerned was only interviewed in the presence of her husband and his extended family 
members. The worker was aware of a long history of domestic violence from the father 
to the mother and intimidating and controlling behaviour towards her from other family 
members. It was at best naive to think that the mother would disclose abusive behaviour 
by her husband in his presence or in front of members of his extended family. 

• Delays in starting the appraisal when evidence of physical injury was reported. 

• Failure to obtain a medical examination, or obtain the examination within a 
reasonable time frame or follow up on the results of a medical examination. 

• Workers deferring to the wishes of parents about conducting interviews rather 
than following through on their statutory responsibilities. 
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Case example from the audit 

Family Services called Aiden’s mother, Jenny, to arrange a home visit after receiving a 
report from the school that she seemed to be having difficulty coping with Aiden and 
his two younger sisters, all of whom were on Supervision Orders. Jenny told the worker 
it was not convenient to have a visit that day as her boyfriend was visiting. The worker 
agreed not to visit and had no further contact with Jenny until the following week 

• Child protection being overly influenced by another agency’s assessment of the 
concerns. It is notable that when concerns recorded in a Family Service report 
were also being investigated by the Australian Federal Police or a substitute 
care agency Family Services used the other agency’s assessment outcome as the 
Family Service appraisal outcome. 

• In many cases it appeared that the caseworker had little knowledge of the child 
or family’s history and did not appraise the current concern in the context of 
that history. 

Recommendations 

It is recommended that 

8.4 When a child is on an order and there is a report of harm being caused to them by an 

adult in the place of residence, a special appraisal needs to be conducted 

regardless of whether the child is living at home or in care. 

8.5 Only staff with specialist assessment skills, preferably assessment unit staff, should 

conduct special appraisals. 

The audit found some concerning correlations between the type of concern 
reported and the standard of appraisal. Reports of exposure to domestic violence 
were insufficiently appraised in 50 per cent of cases and none were 
comprehensively appraised. Over 40 per cent of reports of neglect and of sexual 
abuse were insufficiently appraised. 

Recommendation 8.6 

It is recommended that core training for child protection workers includes a greater 

emphasis on the effects of domestic violence on children and young people. 
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Figure 8.5 Standard of appraisal by type of concern 

0

0.1

0.2

0.3

0.4

0.5

0.6
Pe

rc
en

ta
ge

 o
f a

pp
ra

is
al

s

Emotional DV Neglect Physical abuse Sexual abuse

Comprehensive
Sufficient
Insufficient
Not able to determine

 
Source: Audit and case review data 

The audit found a significant relationship between the standard of appraisal and 
the category of person alleged to be responsible. Appraisals were far more likely to 
be comprehensive or sufficient when it was a person in the out of home care 
environment who was alleged responsible for the harm (70% of appraisals in these 
cases were found to be comprehensive or sufficient). It most likely to be an 
insufficient appraisal when it was either the child or young person themselves 
alleged responsible, such as through self harm or absconding (58% were 
insufficient). It was also more likely to be insufficient if another relative was 
alleged responsible for the harm (53% of these reports were assessed to have been 
insufficiently appraised). 
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Figure 8.6 Standard of appraisal by person alleged responsible for harm 
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Source: Audit and case review data 

8.3 Substantiation 

The audit found some correlations between the outcome of appraisals and the 
person alleged responsible. Reports appraised were most likely to be substantiated 
when it was a relative of the child alleged responsible and least likely to be 
substantiated when it was a person in the out of home care environment alleged 
responsible. Seventeen appraisals (13%) were not completed and so no 
substantiation decision was reached. 

Figure 8.7 Outcome of appraisal by person alleged responsible 
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Source: Audit and case review data 



 

82 THE TERRITORY’S CHILDREN 

These findings need to be read with an awareness of the significant difference 
between the number of substantiations made by workers and the audit decisions 
about substantiation. The audit found 33 per cent of reports unsubstantiated by 
workers to be incorrectly classified as unsubstantiated. The audit also found that 
19 reports had not been substantiated by workers when they more than likely 
should have been substantiated. 

It appeared that some workers feel unable to substantiate if they cannot name a 
person believed to be responsible, if the child denies the allegation, retracts their 
statement or disclosure, or if the police have decided not to pursue their own 
investigation of the matter. 

Case example from the audit: 

Teachers at Jordan’s school held many concerns about his well-being as he had come to 
school several times with physical injuries, such as facial bruising and lacerations. In 
several instances Jordan (7years) told his teacher that his father had caused the injuries, 
but withdrew the allegation when later questioned by Family Services. On one occasion 
Family Services workers noted that Jordan had a badly bruised nose but did not arrange 
a medical assessment and did not interview his father and the officer unsubstantiated 
the allegation of physical abuse. 

Figure 8.8 Comparison of child protection substantiation decision with audit substantiation decision 
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Source: Audit and case review data 

Recommendation 8.7 

It is recommended that the meaning of, and what constitutes a substantiation needs to be 

clearly articulated in the Procedures Manual and in training. 
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8.4 Safety decision 

The audit found a widespread lack of clarity and certainty about the meaning of 
and purpose of the safety decision. Some workers appear to have made the safety 
decision about whether the child was in danger of the abuse alleged at the time the 
allegation was made. Other workers made the safety decision about the safety of 
the child at the end of the appraisal process. It appears that many workers 
completed the safety decision solely in regard to the incident reported and the 
safety decision did not apply to issues or events outside the report. 

For many reports the Full Danger Assessment was not completed or had a decision 
recorded that was inconsistent with the decision recorded on the Appraisal 
Outcome Report. The audit considered the safety decision should be a decision 
about the holistic safety of the child, not simply their safety in relation to the 
incident(s) reported. It is not surprising therefore that there was significant 
variation between worker’s safety decisions and the audit’s determination of safety 
decisions. While workers gave a decision of ‘safe’ in relation to 88 reports the audit 
found that in 23 of these reports children were only conditionally safe or unsafe. 
While workers only came to a safety decision of ‘unsafe’ in relation to 5 reports, the 
audit found that children were probably still unsafe at the conclusion of 25 
appraisals. 

Figure 8.9 Comparison of child protection safety decision with audit safety decision 
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Source: Audit and case review data 

Recommendations 

It is recommended that: 

8.8 Clarification needs to be made in the Procedures Manual and in training about what 

the safety decision refers to, how and when to arrive at that decision and then record 

it. 
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8.9 There is a review of the usefulness of the Initial Danger Assessment and Full Danger 

Assessment forms and the outcome documented in policy and the Procedure 

Manual. 

8.5 Follow up action 

A range of issues were identified in the audit that related to failure to or lack of 
follow-up action. Fifty-five per cent of children had one or more follow-up issues. 
In 60 per cent of children: 

• 21 per cent were referred to SACAT without follow up 

• 20 per cent had not had their past child protection concerns followed up 

• 19 per cent of cases there was failure to recognise indicators of abuse. 

In 13 per cent of cases issues with carers were not followed up. Other matters 
included: unallocated cases; failure to obtain orders; not following up in a 
reasonable time frame and failure to follow up concerns about carers. 

The audit found that follow up action had been: 

• comprehensive or sufficient in relation to 53 per cent of reports 

• insufficient in relation to 37 per cent 

• unable to be determined in relation to 10 per cent. 

Requests for specific further action were made in relation to 74 individual reports: 

• 38 reports contained information that required follow up about the subject 
child or another child 

• 16 reports contained information about carers that required follow up 

• 14 reports required appraisal or reappraisal 

• 9 reports contained information that required immediate action to assess the 
level of risk to the subject child or referral to ARC. 

As already noted in relation to appraisals, there was a significant relationship 
between the category of person alleged to be responsible for abuse and/or neglect 
and the standard of follow up action. Follow up action was much more likely to be 
comprehensive or sufficient when it was a person in an out of home care 
environment alleged responsible and more likely to be insufficient when it was the 
natural parent, the child or young person themselves or another relative alleged 
responsible. 
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Figure 8.10 Standard of follow up by person alleged responsible for harm 
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Source: Audit and case review data 

The audit found a larger proportion of children and young people required follow 
up because of information not actually contained in the reports that were audited. 
Much of this information was found in progress notes and occasionally in family 
assessment reports. In many instances the information should have generated a 
child protection report. 

Figure 8.11 Types of follow up required 

0

20

40

60

80

100

120

N
o.

 o
f c

hi
ld

re
n/

yo
un

g 
pe

op
le

Follow up required in
relation to a report of an

audit child 

Follow up required in
relation to other

information about an audit
child

Follow up required in
relation to a child not
subject to the audit

 
Source: Audit and case review data 
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8.6 After Hours Service 

The After Hours Service (AHS) is staffed by four senior Family Services Workers, 
who work in pairs, on a seven-day on and off rotating roster. The AHS workers are 
based at the Centralised Intake Service during their core hours (evenings) and 
during restricted hours they work from out of office locations, responding to 
emergency calls through a pager system. 

Auditors documented a number of issues that related to the AHS. 

Appraisals undertaken by AHS are sometimes not completed, as it is the role of the 
AHS worker to concentrate on an immediate issue, rather than conduct a full 
appraisal of the family’s situation. These appraisals are usually recommended by 
AHS to be followed up by the Regional Office. Sometimes these appraisals receive 
no further attention. 

AHS only has access to CHYPS records, there is no access to paper files. Access to 
CHYPS is only available when workers are in the office. As there are only two AHS 
workers rostered at any one time to cover the whole of the ACT, it is often the case 
that workers are out of the office when they need to access CHYPS. There were 
concerns documented about CHYPS not being up to date and information 
recorded on CHYPS in the incorrect place, resulting in the AHS making incorrect 
decisions about situations. 

AHS deal with several critical matters at one time. For example, while taking 
Emergency Action with a young child, the AHS can be contacted by Police 
regarding placement of another child. This has implications for the workers ability 
to adequately assess situations and make high-quality decisions. 

AHS appraisals are not signed off by a supervisor so inadequate appraisals are not 
noted by a supervisor. 

Recommendations 

It is recommended that: 

8.10 The role of AHS and the current staffing levels of the AHS is reviewed with 

consideration given to increasing the size of the Team. Once this is clarified the role 

of the AHS needs to be clearly documented in the Policy and Procedure Manual. 

8.11 Systems are developed and implemented to monitor workload and the quality of 

interventions provided by AHS. 
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9 Abuse while in care: 
audit and case review 
findings 

Neither the outcries of public indignation, nor trial by newspaper, nor 
emotionally tinged accusations against individuals are conducive to the 
atmosphere necessary for a sober appraisal and step-by-step examination of 
such events. (Goldstein, J. et al 1979 Before the Best Interests of the Child, New 
York: The Free Press. Sited in Reder, Duncan & Gray (1993). 

9.1 Issues emerging about foster, kinship and residential 
care 

Foster carers are ‘volunteers’ contracted by non-government agencies to provide 
care in their own homes for children for whom the Chief Executive has 
responsibility. Carers are paid a subsidy for the care of these children. non-
government agencies recruit, assess, train and support foster carers. Family 
Services approves carers issuing a General Parental Authority to care under s31 the 
Children & Young People Act 1999. 

Kinship carers are usually related to the child in care. They could be an aunt or 
grandparent or any relative. In meeting the best interests of the child, child 
protection workers will seek out kin to place children with, in the first instance. 
Kinship care placements often raise complex and difficult issues for families 
especially where restrictions may be placed on the parents access to children. 
Kinship care assessment remains the responsibility of Family Services. 

Residential care workers are employed by agencies who provide residential care. 
Usually this is a house in the community with 24 hour staffing. These workers are 
subject to police checks and should receive training and supervision. 

9.1.1 Persons believed responsible for harm 

There were a total of 271 reports concerning the audit question about the ‘Person(s) 
Alleged Responsible’ for the harm, as there can be more than one person reported 
the same incident. Of the 271 reports: 

• the vast majority related to the parent or parents (112 reports) 

• partner of parents accounted for 23 reports 

• foster carers accounted for 41 reports 

• kinship carers 10 

• residential care workers 8 
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• the categories of person responsible in the remaining reports were other 
relatives, other children in the placement, self and no recording of the person. 

Clearly the main grouping of people responsible for the alleged abuse of children 
and young people when they are in the care of the Territory are their own parents. 
This is followed by foster carers, the children’s parents partners and themselves. 

This is significant, as it indicates that despite being taken into care because of their 
parents’ abusive and neglectful behaviours, children and young people are still not 
being protected from this abuse and neglect. 

Figure 9.1 Person alleged responsible by child protection appraisal outcome 
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Source: Audit and case review data 

Figure 9.1 details the person alleged responsible (foster care, kinship care and 
residential care) against the appraisal outcome. ‘Not Applicable’ in most cases 
refers to child protection reports which did not proceed to appraisal. In most cases 
the reports were unsubstantiated.  
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Figure 9.2 Person alleged responsible by audit appraisal outcome 
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Source: Audit and case review 

Figure 9.2 relates to the auditors view after reviewing the reports and documenting 
assessments and decision making. Of note are the areas ‘appraisal incomplete’ and 
‘outcome unknown or unclear’. 

In terms of kinship care there were some examples of a small number of very 
thorough assessments. In contrast to these there were a greater number of files 
audited where questions were raised about the thoroughness of assessment of 
kinship carers. While the explanation for this could be pressure on staff to find 
placements for children quickly, it is certainly concerning that children are 
potentially exposed to additional harm if placed with family members where 
appropriate assessment and checks are not made. 

Case example from audit 

In one child’s files reviewed by the audit, the child was on an order until 18 years and 
was placed with an aunt. No assessment had been undertaken of the aunt prior to 
placement. A previous assessment of the aunt by the Child At Risk Assessment Unit 
found significant concerns in relation to the aunt’s previous abuse and neglect of an 
unrelated child in her care. Also of concern is that it appears that the aunts partner has 
not had a police check and indeed there was a record on the file that he had refused a 
police check. There is concern about ongoing conflict in the household and the child’s 
school has expressed concern about the child’s relationship with the aunt. 

9.1.2 Placement type 

It is clear there is a crisis in the out-of-home care in the ACT as there is, in other 
jurisdictions. This crisis is about an inability to recruit and retain enough 
appropriate people to care for children and young people in the community. The 
demand for care of children and young people who are coming into care is out-
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numbering the supply of appropriate options to place these children and young 
people. 

In his article Is There a Future for Residential Care in Australia? Bath (2001) (a former 
Director of both Barnardos and Marymead in the ACT) argues the movement in 
out of home care in Australia from residential care to foster care has significantly 
disadvantaged children in the system. He argues that especially for high support 
needs young people, targeted residential care meets their needs better than foster 
care: 

The incredibly high placement breakdown rate in foster care and the 
sometimes unbelievable number of placements some children experience attest 
to the misuse of this valuable resource and the harm this does to the 
community’s most vulnerable children. Can we really claim that our almost 
total reliance on foster care, a reliance that is substantially greater than that of 
comparable western countries, is in the best interests of the children? (Bath 
2001). 

A clear theme from the audit reflects the daily crisis that child protection workers 
face in this jurisdiction of, a lack of placement options. In some cases it would 
appear the lack of options influences decisions on whether to remove children and 
breakdown in foster placements sometimes lead to returning children prematurely 
and sibling groups are sometimes inappropriately placed, moved around the 
system or separated. 

Figure 9.3 Type of placement when abuse/neglect occurred  
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Source: Audit and case review data 

Figure 9.3 clearly shows that when children and young people are in care and 
placed out of home, the majority of abuse occurs when they are placed in foster 
care. (This graph should also be considered in the context of graph 9.6 as when 
children and young people are placed in non-government foster care it is evident 
that both their parents and foster carers are almost equally responsible for the 
alleged abuse. 
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Figure 9.4 Person alleged responsible for harm when child placed at home 
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Source: Audit and case review data 

When children and young people are placed at home it is clear that the main 
person alleged responsible for the abuse is their parent. 

Figure 9.5 Person alleged responsible when child in kinship care 
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Source: Audit and case review data 

When children and young people are placed in kinship care it is clear that the main 
person alleged responsible for the abuse is their parent. This may be a reflection of 
inadequate and unclear contact agreements. 

When children and young people are placed in non-government foster care it is 
evident that both their parents and foster carers are almost equally responsible for 
the alleged abuse. 
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Figure 9.6 Person alleged responsible when child in non-government foster care 
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Source: Audit and case review data 

When children and young people are placed in non-government residential care 
there are a variety of people alleged responsible for their abuse, although it is 
primarily residential care workers, the child or young person themselves, their 
parents or other children or young person in the same facility. The high instances 
of children and young people self harming is often a reflection of their emotional 
pain, self destructive behaviours, or they have absconded and it is recorded as 
‘self’. The high instances of self harm indicates the need for specialist services and 
support to deal with this behaviour, including the assistance of therapeutic mental 
health services.  

Figure 9.7 Person alleged responsible when child in non-government residential care  
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9.2 Types of abuse 

The following example relate to actual instances of differing types of abuse whilst 
children and young people have been placed in substitute care. They are 
representative of the harm recorded on files and not isolated or extraordinary 
cases. 

9.2.1 Sexual abuse 

Case example 

An adolescent female disclosing that a previous male foster carer had touched her 
genitals. Whilst this information was recorded on the adolescent’s paper file there is no 
evidence of any investigation being conducted. 

9.2.2 Emotional abuse 

Case example 

A 7-year-old child being verbally abused by a carer and told to ‘shut the fuck up’ and on 
another occasion said to her ‘fucking shit come here’. 

 

Case example 

A domestic violence incident between carers resulting in their own children being 
reported to Family Services. The incident had involved a loud and abusive argument 
between the two carers and included the male carer smashing windows. Children were 
heard crying and screaming. Police attended but no arrests were made. It appears that 
no Family Services clients were placed with this couple at the time of this incident. This 
matter was referred to the foster care agency for further follow-up, however the 
outcome of the follow-up was not documented. 

9.2.3 Neglect 

Case example 

Several instances of a foster carer leaving her own young daughter to care for two foster 
children aged 5yrs and 7yrs resulting in a lack of supervision of the foster children. 

In another situation a foster carer would not allow foster children to shower regularly. 
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9.2.4 Physical abuse 

Case example 

An intellectually disabled six-year-old boy, who was incontinent, had his face rubbed in 
his soiled pants whenever he soiled his pants. This information was recorded as a 
Consultation Report and was never addressed. 

 

Case example 

In one instance a carer was noted to have hit a four-year-old foster child in the face, 
resulting in the child having a bruised lip. 

 

Case example 

A foster child was medically assessed due to cigarette burns after stating that another 
foster child in the same placement had burned her. Neither the other foster child nor the 
foster parents were interviewed by Family Services. This incident was passed onto the 
foster care agency with no records of an outcome. 

 

Case example 

Derogatory comments being made to foster children during travel. In one incident a 
young person was grabbed by the hair and thrown into the car. The driver admitted 
antagonising the young person and threatening to hit him ‘under the ear’. 

9.3 Matters of concern 

What constitutes a ‘concern’ is set out in the Standards of Practice for Substitute Care 
Agencies. This document states that organisations providing foster care or 
residential care programs ‘should have a written policy on positive approaches to 
behaviour management that is clearly communicated to all foster carers, residential 
workers and staff’. The policy should ensure that the following measures are 
considered to be unacceptable: 

• corporal punishment, or any punishment which takes the form of 
immobilisation or force feeding 

• the withholding of food 

• the withdrawal of contact to family and/or significant people who are 
specified in the care plan 

• discipline which is humiliating to, or ridicules children and young people 

• threat of or breaking commitments made in the care plan 
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• withdrawal of access to education services 

• actions which are humiliating and frightening, or which cause ridicule. 

The Standards also state that: 

• restraint only be used in exceptional circumstances for example, to prevent self 
injury and injury to others 

• children and young people in care should receive their pocket money 
regularly, be encouraged to be actively involved in school and community 
recreational, special interest and sporting activities, receive regular health and 
dental checks 

• children and young people in care should be supported and encouraged to 
maintain relationships with important people in their lives and express their 
own cultural and religious identity 

• children and young people with identified learning needs will be provided 
access to remedial services. 

9.4 Standards of care 

The following concerns are recorded under a specific Standard of Care from the 
Standards for the provision of Substitute Care in the Australian Capital Territory 
January 2001. These Standards have been agreed upon by the Substitute Care 
Providers and are part of the contractual and funding arrangement with the 
Department. 

The following examples illustrate some of the issues identified in the audit with 
regard to foster carer, kinship carer and residential carer concerns. 

9.4.1 Corporal punishment, or any punishment which takes the form of 
immobilisation or force feeding 

Case examples 

A 13 year old being hit around the head with a newspaper, slapped on the head and 
being pushed over by a carer. 

A carer using smacking with her hand and with various implements to discipline foster 
children. 
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9.4.2 The withholding of food 

Case example 

A child protection report was received about a carer and a member of her family with 
regard to smacking and during an interview of the carer she informed the worker she 
had sent the child to school without play lunch and lunch because she had not eaten her 
lunch from the previous day. The carer said that the child was constantly leaving her 
uneaten lunch in her school bag until it went mouldy and therefore she would not send 
her to school with lunch if it were going to be wasted. In this case on the advice of 
Family Services the foster care agency acted promptly and appropriately to withdraw 
the carers authority to care for children. 

9.4.3 The withdrawal of contact to family and/or significant people who are 
specified in the care plan 

Case example 

In a review of a child who is in a kinship care placement there were clear issues around 
obstruction of contact and telephone contact with the mother and grand parents. The 
kinship carer also insisted that the children be treated no differently to her own children 
and not be given access to camps or overnight visits to other relatives. 

9.4.4 Actions which are humiliating and frightening, or which cause ridicule 

Case example 

A Child Protection Report was made in relation to a child in which he was held upside 
down, out of an upstairs window and threatened by a carer that he would be dropped 
onto concrete. 

Other concerns of note in records included: 

• In some cases a lack of training, comprehensive assessment and record checks 
of carers. 

• Overcrowding of placements with carers. In one instance 3 children were 
placed with a family which already had 5 children and the female carer was 
pregnant in another instance where the carer was caring for 11 children. 
Carers, with 6 children of their own, having an additional 4 foster children 
placed with them. 

• One instance of foster children being removed from the care of foster carers, 
due to a poor standard of care, only to have foster children subsequently 
placed in their care by an other agency. 

• Despite widespread bruising indicating non-accidental injury on a child in 
care, there was no evidence on the records reviewed that the carers were 
interviewed. 
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• A pattern of allegations of abuse by foster carers being documented only in 
progress notes. Implications of this practice are that some allegations against 
carers are not being subject to an assessment of risk to those children and 
young people being placed in their care. There is no central register to 
recapture and assess patterns of allegations against any given carer. 

• The Family Services record of a report and investigation, regarding a foster 
carer’s own child being sexually abused by another child in the same home, is 
not able to be located. 

• Family Services not being provided with foster carer profiles. 

• There is evidence of a pattern of a lack of kinship carer assessments. 

• Despite the physical and verbal abuse of foster children the foster carer’s 
General Parental Authority was not completely withdrawn until 18 months 
after the incident. 

• A highly anxious long-term foster child who is adversely affected by large 
numbers of other foster children repeatedly coming into the carer’s home. 

• Several instances in which Family Services informed the substitute care 
agencies of concerns for particular carers and the outcome of those concerns 
were either not know or not documented by Family Services. 

9.5 Standards, approval, review and monitoring 

Approval of foster carers occurs through the issuing of a General Parental 
Authority under s31 of the Children and Young People Act 1999. There is a concern 
that this approval occurs somewhat in a vacuum and that the Department, having 
outsourced recruitment, assessment, training and support of foster carers approve 
carers without sufficient assessment. The Department can access carer records and 
this has been done periodically. 

A partnership approach to approval would be more desirable whereby foster carer 
assessments and review of withdrawal of service to provide care would come 
before a representative panel from the Department and community sector. Matters 
could be discussed, approval could be considered and a level of consistency could 
be achieved over time. Such a panel could also review approvals and recommend 
withdrawal of approval to care in situations were there were concerns. 

Consideration should also be given to accrediting out of home care agencies and 
registering carers. The Department would require a designated unit of staff to 
support partnership development in the sector, process approvals, initiate quality 
improvement, audit services. The Office of Child Care in the ACT already provides 
a good model for regulation of services which could be adapted and copied. 

One of the longstanding concerns in the ACT for foster caring has been the lack of 
an appeals structure for decisions. While the Department can review a decision 
(which could be about: non-approval to care; concern about case decisions; 
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disputes about reimbursement) there is no external body with formal processes to 
hear concerns and arbitrate decisions. The Children’s Commissioner in 
Queensland has this ability, as does the Queensland Children Services Tribunal. 
While conflict in this area is inevitable all parties would benefit from the 
independence of such arbitration and decision making. 

Family Services currently works to the Standards of Practice for the Provision of 
Substitute Care Services in the Australian Capital Territory (January 2001). While 
this document provides a guide to standards, it needs to be reviewed and updated. 
Significant work has been done on Out of Home Care Standards in several states 
especially NSW and Victoria. A good set of standards will set a foundation for 
accreditation (as it has done in NSW) and auditing and review processes. 

While there are current checks on foster carers entering the system which include 
police checks and a check of the Child Protection data base, it is concerning that 
this does not extend to staff of the Office of Children Youth and Family Support or 
to staff of agencies funded by the Office. While there is an understanding about 
funded agencies informing the Office if they decide to appoint staff, for example 
someone with a criminal record, there is no formal protocol. In essence there could 
be better screening of staff (including contracted staff) and carers through: some 
tightening of screening procedures; development of protocols; specified processes 
and reporting through service agreements. The Working with Children Checks in 
NSW and Queensland provide good models that could be emulated in the ACT. 

In NSW the Ombudsman has a role under the Ombudsman Act 1974 to monitor the 
investigation of allegations and convictions of child abuse against employees of all 
government and certain non-government agencies in NSW and to scrutinise their 
systems for preventing child abuse. Under Section 25B of the Ombudsman Act the 
office is required to scrutinise the systems for preventing child abuse by employees 
and the systems for handling and responding to child abuse allegations against 
employees. One of the ways that the office does this, is by auditing agencies. The 
purpose of the audit is to assist agencies to improve their systems and practices for 
protection the children in their care from abuse. It is also to identify and promote 
good practice across agencies. This is done by assessing the policies and practices 
within the agency and providing it with direct advice regarding any good practice 
or areas of improvement. 

9.6 Partnerships—working with other agencies 

It is clear from the audit that child protection is not the business of one agency. 
There were many examples where child protection staff seek information from 
other agencies about the progress of parents of children in care in order to make a 
determination about future arrangements. The response from some agencies has 
been dismissive and minimal. Without the cooperation of agencies in the Territory 
it will continue to be difficult to guarantee the safety of children in the care of the 
Chief Executive. This was also found in the Review submissions and consultations. 
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Case example 

In one case a drug and alcohol program refused to give a client’s details to Family 
Services. The information was sought as part of an annual review of a mother whose 
drug and alcohol problems were a major factor in assessing the safety of her child and 
the need to extend court orders. 

In order to provide service and support to children in the care of the Territory 
there needs to be significant work across government to develop partnerships and 
collaborative approaches. Particularly with health, mental health, disability, 
housing, education and drug and alcohol services having a significant role in 
supporting children and families in the child protection and out of home care 
systems. In some ways it is seen as a disadvantage to be a Family Services’ client as 
there is an assumption from some agencies that Family Services will provide 
everything for the client. 

In Reder, Duncan and Gray (1993) examine the reviews into 35 child deaths in the 
United Kingdom. The authors conclude: 

If one feature of the thirty-five inquiries stands out above all others, it is the 
panels’ repeated conclusions that inter-agency communication was flawed. 
Report after report highlights how crucially relevant information was not 
passed on to new workers or agencies and that information was not shared 
amongst concurrently involved professionals. 

Recommendations 

It is recommended that: 

9.1 A comprehensive recruitment campaign commences for the recruitment of foster 

carers for the ACT. 

9.2 Training, supervision and support of residential workers, kinship carers and foster 

carers be provided to improve the standard of care for children coming into the 

system. In particular, carers and workers need the skills particularly concerning, age 

appropriate discipline, behaviour management techniques, age appropriate 

developmental expectations, knowledge regarding the special needs of children in 

care and a comprehensive understanding of the importance of maintaining a child or 

young persons familial relationships, in order to manage and work effectively with 

children and young people. 

9.3 A review is undertaken of all assessments of kinship carers currently caring for 

children and young people in the care of the Chief Executive. That child protection 

workers are trained in kinship care assessments. That consideration be given to the 

establishment of a dedicated team (most likely part of the Children on Orders Team) 

who are skilled in the assessment of kinship carers. 
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9.4 A central unit be established within the Department to ensure that appropriate 

screening, assessment, support, supervision and training of residential carers, foster 

carers and kinship carers. This unit would have a role in reviewing and auditing 

service providers against standards. The Unit would have a duty of care function, 

whereby it would have a central register to record and assess patterns of allegations 

against carers. (See also recommendation 2.2) 

9.5 Resources are immediately invested into developing a range of residential options for 

clients in the child protection system. These would include residential assessment 

units for mothers where there are risks to babies or young children; receiving centres 

where children and young people can be placed and assessed prior to being 

transitioned to independent living or foster care; intensive therapeutic assessment 

centre where young people with high needs can be appropriately assessed and a 

range of supports put in place. 

9.6 At a senior level in Government, across-agency protocols are developed that 

prioritise children in the care of the Territory for service. Consideration should be 

given to the concept of ‘Best Endeavours’ from the NSW legislation and whether this 

may be helpful in the Territory. 

9.7 Training and awareness be provided in other government services with regard to the 

safety of children and young people in the territory and their responsibilities. 

9.8 Negotiations occur with NSW Office of the Children’s Guardian to adapt the NSW Out 

of Home Care Standards to the ACT. 

9.9 Investigation is undertaken to develop systems for employment screening, similar to 

‘Working With Children Checks’ conducted by the NSW Commission for Children and 

Young People. 

9.10 Consideration is given to the establishment of similar roles in Child Protection taken 

by the NSW Ombudsman. This responsibility could sit within the Children’s 

Commissioner’s Office or the Commonwealth Ombudsman’s office. 

9.11 Funding is provided for and a tender process be developed for the provision of 

contact centres and a transport service for children in care in order to reduce the 

amount of abuse children and young people receive when having contact with their 

family of origin. 

9.12 Thorough screening, training and support is provided to drivers of children in care 

and that there is a thorough process for handling and investigating concerns. 

9.13 There is a review of the Abuse in Care Policy and protocols with non-government 

agencies, Foster Care Association and CREATE Foundation. Develop protocols 

procedures in which Family Services and non-government agencies roles in 

assessing and actioning recommendations of concerns and abuse in care 

allegations are clearly defined and followed up. 
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10 Follow up action 
required for individual 
children 

The audit requested follow up action with respect to the reports, as well as for 
follow up on matters that were found in children’s and young people’s records and 
not contained in reports. For example, in some cases progress notes indicated 
concerns that should have been recorded as reports and appraised, but were not 
recorded this way and appraised. 

Follow up action was requested of the Department for 103 of those children (68%). 

No follow up was considered necessary in 47 cases (32%). Whilst the audit found 
that less than adequate intervention had occurred in some of these 47 cases, either 
the child’s changed circumstances or the length of time since a particular concern 
was reported or is evident meant no useful follow up action was now possible. 

10.1 Range of follow up action requested 

Table 10.1 Outcomes of audited cases and requests for follow up 

Audit outcome Number of requests for follow up 
Immediate action required to assess level of risk 7 
Refer to Department for appraisal or re-appraisal 19 
Refer to Department for consideration of CINOC (ARC) 17 
Further information sought from Department 1 
Refer to Department for follow-up regarding subject child 
Assessment of contact arrangements 
Re/assessment of child’s circumstances 
Advice to other agencies 

(132) 
35 
75 
22 

Refer to Department for follow-up regarding carers 62 
Refer to Department for follow-up regarding other child 37 
Refer to Department for follow-up regarding recording issues 29 
Total number of requests for follow up 304 

Note: There may have been more than one request for follow-up action per child 

10.1.1 Immediate action required to assess level of risk 

The audit concluded that in seven cases, insufficient recognition was currently 
being given of the high level of immediate risk of significant harm to those 
children and immediate action was needed to prevent further harm occurring. 
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Case example from the audit 

There is a long history of the two children being left unsupervised, emotional abuse, 
domestic violence, abandonment, living in refuges, transient lifestyle, failure of the 
parents to provide food and clothing and neglect of the children’s medical and 
educational needs. The mother has chronic depression, a gambling addiction and a long 
history of substance addiction. The mother and her partner have a violent relationship 
with frequent separations. One child has told police that her mother’s partner has 
repeatedly sexually abused her. He has physically abused her brother. The two children 
remain in the home. No care application has ever been made. Note: the audit strongly 
recommended that court action be taken to have these children removed from their 
mother’s care and placed in kinship or foster care. 

10.1.2 Refer to Department for appraisal or reappraisal of a report 

Nineteen requests were made for either appraisals or reappraisals to be 
undertaken. Some requests involved cases where the audit found that a child 
protection report had been inadequately appraised at the time the report was 
made, the child was still potentially at risk from the alleged perpetrator and it was 
still possible for a more thorough investigation to be done. In other cases, a serious 
concern should clearly have been recorded as a report and been appraised at the 
time but was only recorded as a progress note and was not appraised or addressed 
in any way and the child therefore, remained at risk. 

Case example from the audit 

Two girls and a boy reside in kinship care with their aunt. Two years ago one of the girls 
said that an uncle (who does not live in the home but who is a frequent visitor) came 
into the bathroom when she or her sister were naked to look at them, had shown them 
his penis and had asked them to suck his penis. Both the police and the caseworker 
interviewed the girl and the police believed charges could be laid but apparently did not 
proceed to do so. The caseworker interviewed the kinship carer but not the other girl or 
the alleged perpetrator. The report was unsubstantiated apparently because the kinship 
carer did not believe the girl’s allegations. The uncle is still having very frequent 
unsupervised contact. The audit concluded that the girls were still potentially at risk of 
sexual abuse by their uncle and it was still possible for this report to be thoroughly 
appraised. 

10.1.3 Refer to Department for consideration of Child In Need of Care action 

In seventeen cases the audit concluded that interventions to date, current 
arrangements and case plans were insufficient to ensure the safety and the long-
term well-being of children in abusive and/or neglectful home situations. It was 
concluded that court action was required to protect these children. 
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Case example from the audit 

Three small girls have been known to ACT child protection services since they were 
infants due to substantiated exposure to severe domestic violence and suspected drug 
abuse by their mother. Their father has spent several periods in gaol following assaults 
of their mother and other people. An early family assessment concluded the children 
were strongly attached to their mother and recommended that intensive support 
services be provided to enable her to care for them. They were placed on supervision 
orders that have now lapsed. Intensive supports have been provided over the years with 
the children having had several placements in foster care under voluntary care 
agreements when their mother has been unable to cope with caring for them. The 
Families Together program has worked with the mother and childcare and financial 
support have been provided. 

The mother continues to maintain contact with the children’s father and continues to be 
assaulted by him, including in front of the children. The children are very aggressive 
and one has been suspended from school several times. Assessments have concluded 
that the cause of their disturbed behaviours is continued exposure to violent behaviour. 
The audit concluded that the children needed now to be placed in long-term out of 
home care. 

10.1.4 Further information sought from Department 

In one case the audit found that the current caseworker was doing excellent work 
with the family however further information was needed to determine whether the 
case plan was still appropriate. 

Case example from the audit 

Two young adolescent girls have been known to ACT child protection services for over 
ten years. Their parents are separated. The children live with their father and are the 
subjects of residential and supervision orders. The orders were sought because of lack of 
supervision, chronic absenteeism from school, criminal activities by both children and 
drug and alcohol abuse by the parents. The audit noted that the police had been 
investigating a sexual assault allegation made against the father by an unrelated young 
person earlier this year. The audit requested information regarding the outcome of the 
police investigation and also confirmation that this information was being considered in 
determining the father’s suitability to continue to care for the children. 

10.1.5 Refer to Department for follow up regarding subject child 

One hundred and thirty-two requests were made for follow up regarding children 
who were the subjects of the audit. Of these requests: 

• 35 were requests for contact arrangements to be changed or reviewed 

• 75 were requests for assessments to be done (through court order if needed) 

• 22 involved advice to other agencies. 
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The 75 assessments requested highlight the alarmingly high number of cases 
where family assessments had not previously been undertaken, despite serious 
concerns being repeatedly reported. 

Case example from the audit 

A primary-school aged brother and sister were placed in foster care two years ago as a 
result of their mother’s severe alcoholism and consequent neglect of them. The children 
have extensive unsupervised contact with their mother despite observations that she has 
been drunk when they have been dropped off for contact and two reports having been 
received of the children having been sexually abused by her boyfriend. These reports 
were to have been appraised however it appears no appraisal occurred. A psychologist 
has recommended that the children have no contact with their mother’s boyfriend 
however no action has been taken to prevent him having contact. In addition to 
requesting that an appraisal now be done of the reports of sexual abuse the audit also 
requested that contact arrangements be reviewed. 

 

Case example from the audit 

Police removed a toddler from his parents after a severe domestic dispute. Four 
statements made by the attending police officers clearly indicate that the incident 
exposed the child to emotional abuse and placed him at risk of physical harm. Despite 
this the caseworker returned the child to his mother the next day and unsubstantiated 
the report. Little follow up work appears to have been done. Several further reports 
have since been received alleging domestic violence, drug and alcohol overuse and 
mental health concerns. The case was due to be closed despite recent substantiated 
reports of emotional abuse due to exposure to domestic violence and continuing drug 
and alcohol issues. The audit requested that the case not be closed and that instead a 
Family Assessment be completed to fully assess the level of risk for this child. 

 

Case example from the audit 

In another case the Domestic Violence Crisis Service reported the exposure of a three-
year-old boy to significant domestic violence over an extended period. It was alleged 
that the child’s father had involved the child and forced the child to also hit the mother 
and verbally abuse her. It appears that little work was done with the family by the child 
protection caseworker. The family later left the ACT and moved to NSW. There was no 
indication that the Department of Community Services (DoCS) was advised of the 
concerns for the child. The audit requested that DoCS be advised of the history. In 
response to this advice DoCS provided the information that the child had been removed 
from his parents in NSW when he had been hospitalised after injury. 

10.1.6 Refer to Department for follow up regarding carers 

Sixty-two requests were made for follow-up of matters involving kinship carers 
and foster carers. Many of the requests were for kinship carer assessments to be 
undertaken as the audit found that in many cases where children had been placed 
in kinship care, either no assessment had been done or the assessment was 
inadequate. Other matters related to concerns about the behaviour of foster carers 
that had either not been addressed adequately or that had been referred to the 
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foster care agency for follow up and no information was recorded about the 
actions taken by the agency or outcome of the actions. 

Case examples from the audit 

A six-year-old boy on a long-term residential order was placed with an uncle and aunt 
four months ago after his foster placement broke down. No kinship carer assessment 
has yet been done, despite a history of the uncle having previously belted the child and 
his sister to the extent of causing welt marks and bruising. There were notes in the 
records of the uncle being violent. The audit requested that a comprehensive kinship 
carer assessment be completed with police record checks of the kinship carers to be 
done immediately. 

A nine-year-old girl was the subject of a child protection report after she told her own 
parents about domestic violence that she had been exposed to while in foster care. While 
the foster carers denied that the fight had been physically violent, the child gave a 
detailed account of the foster father being drunk and hitting the foster mother in the 
face. The child was therefore removed from these carers and placed with different 
carers. The appraisal of this report was inadequate with the response of the caseworker 
being to request the agency to follow up the matter with the carers. A limited 
investigation was later done. It is unclear from the child’s records what further action 
was then taken with regard to the foster carers. Clarification of the foster carers’ current 
approval status was requested and also a reassessment of their suitability to be foster 
carers. 

10.1.7 Refer to Department for follow up regarding other children and young people 

A strong pattern was detected during the audit, of caseworkers’ attention being 
focused on one child only (the child who was the subject of the care order, or of the 
child protection report) and obvious concerns for the other children in the family 
repeatedly being overlooked. Sometimes the names and ages of younger children 
in the family were not recorded despite clear indications that they also 
experienced, or will in future experience, the same level of abuse or neglect as the 
subject child. 

Another strong pattern that emerged was that of a disregard of history of abuse to 
children when a new baby was born, even where older siblings have been 
removed from parents. The history of a lack of parenting capacity is viewed as 
irrelevant in determining risks for subsequent children. 

In the audit or records of the 150 children, auditors concluded there were serious 
concerns about the safety of 37 other children that had not been recognised or 
assessed sufficiently. 
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Case example from the audit 

A teenage boy was known to child protection services since his infancy due to neglect, 
exposure to domestic violence and sexual abuse. Eight years ago this boy was removed 
from his mother and placed under a long-term residential order after several 
substantiated reports of physical abuse. The other children remained with their parents 
despite family assessment reports concluding that all the children were at risk of harm 
and should be removed. One sibling subsequently ran away from home and now lives 
independently at a young age. Further reports were then received regarding physical 
abuse of the two children remaining in the home and another child was removed and 
placed in long-term foster care following an assault by the mother. Psychological 
assessments of this child indicate she has suffered extreme emotional, social and 
psychological damage as a result of chronic neglect and abuse of her by her mother. The 
youngest child remains in the family home and there is no monitoring of his care. No 
CHYPS record exists for him. 

The audit requested that a case be opened for that child and that a family assessment be 
completed to assess risks for him in the care of his mother. 

10.1.8 Refer to Department for follow-up regarding recording issues 

Many recording issues were apparent in the audit. Some of the recording issues 
were relatively minor (information about one child being misfiled on a totally 
unrelated child’s records) while other recording issues were major, for example 
appraisal outcome documents being completely empty. The audit requested follow 
up action only when it was believed that correcting or completing the records 
would be important in decision making in the future. 

Twenty-nine requests were made for recording issues to be attended to. This is 
further discussed in Record Keeping and Storage. 

Case example from the audit 

The audit discovered that a toddler who was the nephew of a child subject to the audit, 
had notes recorded that indicated concerns for him in both his mother’s and his uncle’s 
case records. He also had two separate CHYPS records of his own under two different 
surnames. His own two case records were not connected on CHYPS. 

A request was made for his records to be linked on CHYPS. 
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11 Implementation 

The Review report provided an Implementation Plan and structure and noted the 
legislative reform, policy development, infrastructure, compliance action, 
governance and accountability that are necessary to implement the 
recommendations of the Review. 

The audit recommendations need to be implemented within the Review’s 
Implementation Structure (as described in Section 10.1 of the Review Report The 
Territory as Parent). The Implementation Team would therefore, also oversee the 
audit recommendations. It is critical that an advisory committee of child protection 
practitioners and people with child protection experience be established to provide 
advice to the Implementation Team on the audit recommendations. 

The audit recommendations primarily focus on practice, policy, procedures and 
training within a child-focused framework. This is the child protection business—
the day-to-day delivery of services. In addition, the audit welcomed the Review’s 
recommendation for a statutory Commission for Children and Young People in the 
ACT with advocacy, investigation, intervention and Tribunal powers. Among its 
functions, the Commission will form an important function in the monitoring of 
children and young people in care. The audit also welcomed the Review’s 
recommendations concerning Child Death Review in the ACT. 

Each of the recommendations of the audit are high priority for the newly forming 
Child Safety and Youth Justice ACT agency. A summary of the recommendations 
appear at the beginning of this report. 

Recommendation 11.1 

It is recommended that the audit recommendations are implemented within the Review’s 

Implementation Structure (as described in Section 10.1 of the Review Report The Territory 

as Parent). The Implementation Team would therefore, also oversee the audit 

recommendations. 

It is critical that an advisory committee of child protection practitioners and people with child 

protection experience be established to provide advice to the Implementation Team on the 

audit recommendations. 
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Appendix A Audit questions 

Gender Reports Children 
Male 128 87 
Female 113 63 
Total 241 150 

 

Age Reports 
0 9 
1 7 
2 11 
3 14 
4 17 
5 7 
6 10 
7 12 
8 15 
9 12 
10 12 
11 18 
12 27 
13 19 
14 23 
15 12 
16 10 
17 6 
Total 241 

 

Q1. Indigenous Status Reports 
Aboriginal or Torres Strait Islander 47 
Not recorded 0 
Not known 14 
Not Aboriginal or Torres Strait Islander 180 
– 0 
Total 241 

 

Q2. Type of Order Occurrences 
Voluntary Care Agreement s182 58 
Residential with CE having PR 150 
Supervision with CE having PR 4 
Wardship 14 
CE has PR after emergency action 1 
– 14 
Total 241 
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Q3. Type of Placement Occurrences 
Non-government residential care 35 
Non-government foster care 85 
Non-government Indigenous foster care 7 
Kinship care 27 
Kinship care — Indigenous 11 
At home 65 
Independent 3 
Interstate foster care 0 
Quamby 4 
Other 4 
Total 241 

 

Q4. Type of concern Occurrences 
– 8 
Absconding 14 
At risk of emotional abuse 22 
At risk of neglect 23 
At risk of physical abuse 2 
At risk of sexual abuse 8 
Child Abandoned 16 
Child's behavioural indicators of abuse/neglect 5 
Concern not believed to constitute a report 7 
Emotional — direct causing significant harm 52 
Emotional — exposed to domestic/family violence causing significant harm 18 
Financial Explotation 0 
Household member has killed/abused/neglected 2 
Household member threats to kill/injure 3 
Interstate Order non-compliance 0 
Multiple entries 103 
Neglect causing significant harm 50 
Past concern 12 
Person with PR Deceased 0 
Person with PR unable to be found 4 
Person with PR unable to provide adequate care & protection 6 
Physical abuse 66 
Self Damaging 14 
Serious/Persistant Conflict 5 
Sexual Abuse 58 
Standard of care issue 18 
Total 516 

 

Q5. Concern recorded on file as Occurrences 
CP Report 209 
Consultation Report 32 
– 0 
Total 241 
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Q6. Concern raised by Occurrences 
– 0 
Anonymous 5 
Child 9 
Child care centre personnel 3 
Departmental Officer 10 
Family day care personnel 0 
Family Services Worker 1 
Foster Carer 5 
Friend/neighbour 16 
Hospital/health Centre personnel 20 
Kinship Carer 2 
Not stated 2 
OCA 5 
Other 22 
Other Child in same placement 0 
Other relative 14 
Parent/guardian 27 
Police 22 
Residential care worker 22 
School personnel 27 
Sibling 4 
Social worker 2 
Substitute care agency 27 
Total 245 

 

Q7. Person(s) alleged to be responsible Occurrences 
– 1 
Adult visitor to carers home 2 
Another foster child in same placement 8 
Carer's own child 2 
Child care worker 0 
Foster Carer 41 
FSW 0 
Kinship carer 10 
N/A 0 
Not Recorded 7 
Other 14 
Other agencies worker 1 
Other relative of child 9 
Parent(s) 112 
Partner of parent 23 
Peers 10 
Residential worker 8 
Self 20 
Sibling 3 
Teacher 0 
Total 271 

 

Q8. Supervisors decision to proceed to Appraisal Occurrences 
– 0 
Do not proceed 60 
Not Applicable 25 
Not recorded 8 
Proceed 148 
Total 241 
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Q9. How was concern addressed Occurrences 
– 11 
Case returned to Children's Court 0 
Change of placement 19 
Concern not addressed 30 
Concerns addressed via ongoing case work 47 
Contact with parent suspended 0 
Low level concern documented — no action necessary 3 
Multiple report — same concern 3 
Not possible to determine 9 
Referred for Family Assesment 0 
Referred for MRR 3 
Referred for special appraisal 27 
Referred to AFP 32 
Referred to Community Support Agencies 11 
Referred to Families Together 1 
Referred to Family Court 1 
Referred to Family Group Conferencing 0 
Referred to Health Services 24 
Referred to Interstate Authority 4 
Referred to QE2 0 
Referred to senior management 10 
Referred to Youth Justice 3 
Report considered malicious / inaccurate 6 
Substitute care agency to follow up 15 
Was Appraised 108 
Workload managed 0 
Total 367 

 

 Yes No Unknown N/A – Total 
Q10. Was the child/YP sighted? 117 62 6 56 0 241 
Q11. Was the child/YP privately interviewed? 90 68 15 68 0 241 
Q12. Were all relevant foster children same placement interviewed? 33 37 6 165 0 241 
Q13. Was the child's mother interviewed? 76 34 9 122 0 241 
Q14. Was the child's father interviewed? 29 28 4 180 0 241 
Q15. Was the mother's partner interviewed? 11 16 8 206 0 241 
Q16. Was the father's partner interviewed? 4 7 3 227 0 241 
Q17. Were child's siblings interviewed? 37 40 7 157 0 241 
Q18. Were relevant residential care workers interviewed? 18 13 3 207 0 241 
Q19. Were relevant kinship/foster carers interviewed? 51 24 8 158 0 241 
Q20 Was the matter referred to police if neccessary? 49 18 5 169 0 241 

 

Q21. Were relevant agency(s)/individual(s) contacted if appropriate? Occurrences 
N/A 18 
No 64 
Yes 159 
Total 241 
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Q22. Which other agency(s)/individuals should have been contacted? Occurrences 
– 12 
All relevant parties were contacted 156 
CAMHS 3 
Child care service 3 
Drug and alcohol services 7 
Family support worker 5 
Medical practitioner 9 
Other 20 
Other health 15 
School personnel 13 
Sustitute care agency worker 20 
Youth Justice 2 
Total 265 

 

Q23. What was result of appraisal? Result 
What should the result 

have been? 
– 0 0 
Appraisal incomplete 14 14 
Conflicting entries 4 0 
Not Applicable 83 81 
Outcome unknown or unclear 10 21 
Substantiated 58 77 
Unsubstantiated 72 48 
Total 241 241 

 

Q24. Safety Decision Report 
What should the result 

have been? 
Safe 88 65 
Conditionally safe 43 97 
Unsafe 5 25 
Not Applicable 82 53 
None recorded 23 1 
– 0 0 
Total 241 241 

 

Q25. Were ALL recorded concerns assessed adequately Occurrences 
Yes 127 
No 103 
N/A 11 
Total 241 

 

Q26. Was the Appraisal/Assessment of these concerns Occurrences 
Comprehensive 38 
Sufficient 88 
Insufficient 103 
Unable to determine 8 
– 4 
Total 241 

 

Q27. Was a Care Conference held? Occurrences 
Yes 11 
Total 11 
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Q28.Was the follow-up action by Family Services after appraisal/assessment Occurrences 
Comprehensive 34 
Sufficient 95 
Insufficient 90 
Unable to determine 22 
–   
Total 241 

 

Q29. Requests from ACRT for further action Occurrences 
– 3 
A Statement of Reasons to be requested from the Department re appraisal/decision 1 
Further information sought from Department 4 
Immediate action required to assess level of risk. 4 
Multiple 15 
No further follow up *168  
Other 2 
Refer to Department for appraisal or reappraisal 14 
Refer to Department for consideration of CINOC (ARC) 5 
Refer to Department for follow-up regarding carers 16 
Refer to Department for follow-up regarding other child 11 
Refer to Department for follow-up regarding recording issues 9 
Refer to Department for follow-up regarding subject child 27 
Total 279 

*relates to reports. Note: the files of 103 of the 150 children required follow-up action. 

Q30.Was there contact with the OCA about this concern for this child? Occurrences 
Yes 16 
No 125 
Unknown 100 
Total 241 

 

Q31.Was a report sent to the Manager, Child Protection Services for forwarding to the OCA under 
s162(2)? Occurrences 
Yes 19 
No 91 
Unknown 131 
Total 241 

Note: 
– = A database artefact that represents deleted entries and has no meaning to the table. 
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