
 

Office of the  
Children’s Guardian 
 
Review 

Safety in care 
October 2025  

 

 

 

About this report 

In 2022, the Office of the Children’s Guardian (OCG) commissioned the University of Sydney’s 
Research Centre for Children and Families to undertake a rapid evidence review and desk-based 
document review, to inform a safety in care project undertaken at the request of the then Minister 
for Families and Communities.  

The OCG has used the report prepared by the University of Sydney to inform the development of the 
Code of Practice for Out-of-Home Care (OOHC) and adoption service providers, which commenced 
on 1 October 2025. The report highlights service system issues relevant to improving safety for 
children in care.  

The OCG has drawn on this report in developing resources to support the new Code of Practice and 
is publishing the report to benefit the broader child protection and OOHC sector to assist with 
ongoing reform work in the sector.   

 

https://ocg.nsw.gov.au/sites/default/files/2025-03/g-soohc_codeimplementation.pdf
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Section 1 - Executive Summary 

Aim 

The Research Centre for Children and Families (RCCF), at the University of Sydney completed a rapid evidence review 

and desk-based document review for the Safety in Care project. The review reports on evidence about the safety risk 

and protective factors for children in care, and documents previous investigations and recommendations to improve 

responses by the out-of-home care system. The report will form the basis of an Issues Paper for the Office of the 

Children’s Guardian. This will inform consultation with the out-of-home care sector on the development of a risk 

framework for organisations that provide alternative, family-based care to children and young people in New South 

Wales. 

 

Research questions 

Five research questions are explored: 

1. What are the main types of safety for children out-of-home care? 

2. What are the specific considerations for Indigenous children? 

3. What risk and protective factors impact safety for children in care? 

4. What out-of-home care system features impact on safety of children in care? 

5. What would strengthen the out-of-home care system to promote safety of children in care? 

Methodology 

The review combined a desk-based review of relevant documentary evidence from Australia and a rapid evidence 

assessment of international peer-reviewed studies. Three types of data were reviewed. 1) major Australian reports, 

inquiries and reviews that address safety in out-of-home care; 2) high-level academic studies that examine safety 

risks, interventions, and child outcomes related to out-of-home care and 3) child death and case reviews relating to 

individual children in out-of-home care in New South Wales. Iterative thematic analysis was used to identify nine 

main themes. A cultural perspective was sought to ensure that issues related to cultural safety for Aboriginal and 

Torres Strait Islander children and young people were identified and to provide expert guidance on gaps in available 

evidence.  

Main findings 

Despite significant activity to reform and reorientate the child protection and out-of-home care systems in NSW, 

evidence arising from a review of inquiries and reports point to ongoing service and system level issues. Although 

there has been a policy shift toward greater investment in early intervention, it has not been mirrored in a substantial 

decline in the numbers of children coming into the care system or a disruption to the cycle of poverty, inequality and 

intergenerational trauma that precedes child protection involvement for highly vulnerable children and families. To 

strengthen the workforce capability to safeguard children in their care requires creating the conditions for greater 

consistency and interagency collaboration. There is a level of sector fatigue with the frequency of policy changes in 

New South Wales that undermines consistent and collaborative practice.  

 

Trauma-informed and culturally safe practice is currently under-developed, which undermines relational safety and 

stability. Effort is needed to ensure that placement of children within their kinship networks is always the first 
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priority, and that active family finding is undertaken as soon as a child enters care and not in the crisis of a placement 

breakdown. Foster carers need to be selected, trained and supported to value and uphold the rights of children to be 

connected to family, culture, community and Country. It is critical that workers and carers learn how to practice 

cultural humility, which requires agencies to embed cultural supervision and develop strategies to engage cultural 

knowledge holders in their work with children. To be effective, care planning needs to be seen as an ongoing 

conversation rather than a prescribed exercise. During adolescence, the focus must be about building the skills, 

confidence, and connections that young people will need when they leave care. Children and young people with 

disabilities, including Indigenous children, are largely overlooked in the out-of-home care literature and not 

accurately accounted for in administrative child protection data. Invisibility leaves this group particularly vulnerable to 

unmet safety needs. 

 

Any practice improvements that are implemented in isolation will have limited effect at correcting systemic 

problems. To create an out-of-home care system which understands and values the safety of every child in its care 

takes a culture change at the highest level. This includes resource investment, commitment and leadership by 

government and those who operate and govern authorised agencies. 

Recommendations 

1. Board members of Agencies be required to provide evidence of familiarity with Child Safe Standards, and actions 

taken by them and by management to lead a culture that promotes and ensures safety of all children in their 

care. 

2. Agencies be required to demonstrate that they have effective cultural supervision, training, and professional 

development processes in place. 

3. Agencies be required to demonstrate they have a current (and active) Reconciliation Action Plan. 

4. Agencies be required to show evidence of policies, systems, and documentation for family finding for every child 

in care. 

5. Agencies be required demonstrate how they ensure carers have the skills and attitudes to support family 

connections and restoration, where appropriate. 

6. Agencies be required to demonstrate that they have close relationships with the schools that children attend or 

are enrolled in, and that each child has a (current) individual learning plan in place. 

7. Agencies be required to demonstrate efforts to support a child who has had a placement change to stay at the 

same school, if this is what they want.  

8. Agencies be required to provide evidence of regular and comprehensive health checks for children and young 

people. 

9. Agencies be required to demonstrate worker and carer training in early identification of and responses to mental 

health disorders, anxiety and suicidal ideation. 

10. Agencies be required to provide evidence of protocols with local culturally safe mental health services. 

11. Agencies be required to provide evidence that children and young people are given information about how to 

seek help if they are feeling distressed. 

12. Agencies be required to demonstrate that every child has a leaving care plan in place from the age of 15 (at a 

minimum) and that preparations for this plan commence around the start of secondary school. The agency, child, 

carer, and family should all be involved in plan development and implementation. 
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13. Agencies be required to demonstrate engagement with ACCOs and Aboriginal Elders to ensure Indigenous 

children can safely transition back to family, community, Country. 

14. Agencies be required to demonstrate that they have accessible complaints and feedback mechanisms in place to 

hear the voices of children and young people, and that children in care are aware of these. 

15. The OCG develop mechanisms to directly hear the voices of children in out-of-home care and incorporate their 

input, and that of workers, during agency monitoring processes. 

16. The OCG seek out information from out-of-home care agencies on how they prioritise and give effect to ensuring 

children in care have a voice, are provided with accessible information and participate in decision making. 

17. The OCG consider building in the principles underpinning the Aboriginal Case Management Policy into the out-of-

home care accreditation criteria. 

18. The OCG propose a template be used by authorised agencies for reviewing the authenticity of cultural care plan 

development processes. 

19. The Department of Communities and Justice invest in and resource the development of differentiated training for 

kinship carers by specialist training agencies (e.g., ACWA, My Forever Family). 

20. The Department of Communities and Justice invest in a thorough review of the ChildStory administrative 

database to outline its ability to record and report reliable information on disability and cultural and linguistic 

diversity status of children and young people (and their parents), and to consider urgent redesign and staff 

training to rectify current deficiencies.  

 

Section 2 – Background 

 

RCCF completed a rapid evidence review and desk-based document review for the Safety in Care project. The review 

reports on evidence about the safety risk and protective factors for children in care, and documents previous 

investigations and recommendations to improve responses by the out-of-home care system. The report will form the 

basis of an Issues Paper for the Office of the Children’s Guardian. This will inform consultation with the out-of-home 

care sector on the development of a risk framework for organisations that provide alternative, family-based care to 

children and young people in New South Wales. 

Research questions 

The project addresses these questions: 

1. What are the main types of safety for children out-of-home care? 

2. What are the specific considerations for Indigenous children? 

3. What risk and protective factors impact safety for children in care? 

4. What out-of-home care system features impact on safety of children in care? 

5. What would strengthen the out-of-home care system to promote safety of children in care? 

Project Scope  

The review focuses on children and young people living in family-based care settings, the most common type of out-

of-home care in NSW. Family-based care refers to foster care and kinship care. Other forms of care that exist outside 

a home setting, such as residential care, are beyond the scope of the review. Where data sourced for the review 
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included all types of care, it was not automatically excluded but only results related to family-based care were 

extracted. Reunification was included only in so far review studies that focused explicitly on risk and protective 

factors for successful reunification because these were deemed relevant to safety factors such as placement stability. 

To permit extraction of key factors associated with cultural safety for Indigenous children and young people in care, 

the review included studies that would otherwise not have met inclusion criteria. The review did not focus specifically 

on any other ethnic minority groups. 

Definitions  

The review sought to gather information about types of safety and key risk and protective factors that influence 

safety which are specific to the context of out-of-home care. Terminology is not always consistent or discrete. There 

can be significant blurring or overlap in the use of terms such as ‘safety’ and ‘care’.  

 

For the purpose of this report:  

• Safety refers to the dimensions and impacts of child maltreatment on safety and which a report by the 

National Children’s Commissioner denotes as “including emotional, physical and sexual abuse, and neglect. It 

can also include other types of harm, for example bullying by peers, exposure to physical hazards, exposure 

to violence, or harm which has occurred because of a lack of awareness of culturally inclusive practices". 

• Cultural safety is the positive recognition and celebration of cultures. It is more than just the absence of 

racism or discrimination and more than ‘cultural awareness’ and ‘cultural sensitivity’. It empowers people 

and enables them to contribute and feel safe to be themselves. i Culture underpins and is integral to safety 

and wellbeing for Aboriginal and Torres Strait Islander children. ii  

• Care refers to alternative accommodation for a child or young person who are unable to live with parents and 

who are placed in a home-based living arrangement. It also refers to the provision of caregiving for that child 

or young person by a paid foster carer or by a relative or kinship carer who is known to them.iii 

• Safety in care refers to the right of children in care, and all children, to be safe from harm. The rights of 

children in all domains of life are enshrined in the Convention on the Rights of the Child. iv Article 20 refers to 

the rights of a child who has been removed from parental care to special protection and assistance by the 

State. Thus, safety in care also refers to the duty that lies with designated agencies to prevent harm occurring 

to a child in their care and to ensure children in out-of-home care can claim all their rights and can thrive.  
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Section 3 - Context Setting 

The population of children in out-of-home care 

At 30 June 2021, there were 46,200 children in out-of-home care across Australia v, with 91% living in home-based 

care arrangements. Of these, 15,895 (34.4%) were residing in NSWvi, with the majority in home-based arrangements 

(93.5%).vii 

 

National child protection statistics demonstrate the continued overrepresentation of Indigenous1 children in care. An 

unacceptably high proportion of these children are living with non-Indigenous foster carers or in other arrangements 

such as residential placements. This is contrary to the Aboriginal and Torres Strait Islander Child Placement Principle 

(ATSICPP) which prioritises kinship placements.viii About 1 in 17 (19,500) Aboriginal and Torres Strait Islander children 

were in out-of-home care as of the 30 June 2021, at a rate of 58 per 1,000. Of these, 6,829 were residing in NSW, 

representing 43% of the care population in this state.ix In NSW, 47.6% of children were living with Indigenous carers, 

relatives or kin, 22.9% with non-Indigenous relatives or kin, and 28.1% in other care arrangements.x  With less than 

half of Aboriginal and Torres Strait Islander children living with Aboriginal and Torres Strait Islander carers in NSW, 

connection to family and culture is further removed, and contributes to continued disadvantage and 

intergenerational trauma for these children. 

 

Reliable evidence on the prevalence of children from culturally and linguistically diverse backgrounds in child 

protection and out-of-home care is not available. Research conducted by the Department of Community Services in 

2008 estimated that at least 15% of the children in care in NSW were from a non-English speaking background.xi 

However, due to issues with the quality of available data, it is not possible to provide an accurate estimate of the 

proportion of children form culturally and linguistically diverse backgrounds in care. 

 

How safe are children in care? 

Currently, statistical indicators of safety in care can be derived from three main sources: 

• Reports of abuse in care, collected by all jurisdictions and reported on nationally by the AIHW 

• Jurisdictional Child Death review reports (in NSW by the NSW Ombudsman and the Child Death Review Team) 

• Jurisdictional reportable conduct allegations (in NSW through the Department of Communities and Justice 

(DCJ) and the OCG). 

 

According to the AIHW Report, Safety in Care, nationally, in 2020–21, 1,442 children were the subject of a 

substantiation of abuse in care.xii Among these children: 

• 41% were aged 10–14 at the time of substantiation, followed by those aged 5–9 (27%) and 15 and over (22%). 

• More were girls (54%) than boys (46%). 

• 46% were Aboriginal and Torres Strait Islander children.xiii 

• Of the 1442 children abused while in state or territory-run care, 846 were from NSW.xiv This represents 

approximately 5% of children in care in NSW. As the corporate parent of children removed from their families 

this is a concerning figure, especially given abuse in care is entirely preventable. 

 

 
1 To describe the First Nations peoples of Australia we use interchangeably the terms Indigenous, Aboriginal and Torres Strait Islander and Aboriginal. This is 

intended to show respect and acknowledge a diversity of preferences exist for naming conventions amongst First Nations peoples. 
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In 2020–21, physical abuse was the most common primary type of abuse in care (32%) nationwide, followed by 

emotional abuse (28%), sexual abuse (21%), and neglect (19%). Among boys, physical and emotional abuse were 

most common (37% and 30% of boys, respectively), while physical and sexual abuse were most common for girls 

(29% and 28% of girls, respectively).xv 

 

From 1 January 2019 to 30 June 2022, the Reportable Conduct Unit (RCU) in the Department of Communities and 

Justice sustained 263 (28%) of completed 949 investigations into allegations against authorised carers, i.e., the 

allegations were confirmed by the investigation and amounted to reportable conduct. Of the sustained allegations:  

41% related to assault; 49% related to neglect; 6% related to ill-treatment; and 4% related to sexual misconduct or 

sexual offences. Of those allegations not sustained 18% related to sexual misconduct or sexual offences, 30% related 

to neglect, 44% related to assault.xvi 

 

The NSW Ombudsman’s 2018-19 Biennial report of deaths of Children in NSW showed that of the 19 children in out-

of-home care who died in care between 2018 and 2019, 12 died of natural causes, and seven children died from 

injury (including two who died by suicide). Over the 10-year period 2010-2019, the suicide deaths of nine young 

people were reviewable because they were in care at the time of their death.xvii 

 

On the basis of administrative data alone it is difficult to develop a clear picture of how safe children in the care 

system are compared to their peers who grow up with their families. However, as the Royal Commission into 

Institutional Responses to Child Sexual Abuse noted in its Final Report (2017): 

The National Principles for Child Safe Organisations 

The National Principles for Child Safe Organisations were developed in 2018-19 by the then National Children’s 

Commissioner to provide a nationally consistent approach to embedding child safe cultures within organisations that 

engage with children.xix They act as a vehicle to give effect to all recommendations related to child safe standards 

from the Royal Commission but broadened to cover all forms of harm to children and based on a child rights 

approach.  In 2019, all State, Territory and Federal governments agreed to give effect to the National Principles, 

including in out-of-home care settings.   

 

The principles are: 

1. Child safety and wellbeing is embedded in organisational leadership, governance and culture.  

2. Children and young people are informed about their rights, participate in decisions affecting them and are 

taken seriously.  

3. Families and communities are informed and involved in promoting child safety and wellbeing.  

Previous inquiries have demonstrated that children removed from, or unable to live with, their 

parents remain vulnerable to maltreatment in out-of-home care. In the data provided to us by 

government and non-government agencies for our case study on Out-of-home care...the highest 

number of reports of sexual abuse (39 per cent) came from foster care settings. Children in foster 

care make up 39 per cent of all children in out-of-home care. By contrast, 49 per cent of all children 

in out-of-home care are in kinship/relative care placements, yet just 20 per cent of the sexual abuse 

reports were about children in these settings. Even taking into account the possibility of under-

reporting of abuse, the data suggests that the risk of child sexual abuse may be higher in foster care 

than kinship/relative care settings.xviii 
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4. Equity is upheld and diverse needs respected in policy and practice.  

5. People working with children and young people are suitable and supported to reflect child safety and 

wellbeing values in practice. 

6. Processes to respond to complaints and concerns are child focused.  

7. Staff and volunteers are equipped with the knowledge, skills and awareness to keep children and young 

people safe through ongoing education and training.  

8. Physical and online environments promote safety and wellbeing while minimising the opportunity for 

children and young people to be harmed.  

9. Implementation of the national child safe principles is regularly reviewed and improved.  

10. Policies and procedures document how the organisation is safe for children and young people. 

 

A child safe organisation actively works towards: 

• reducing the risk of harm to children 

• creating an open environment where identifying and reporting harm is encouraged 

• responding appropriately to disclosures, allegations or suspicions of harm. 

 
It is the responsibility of every organisation to understand the findings of the Royal Commission, and the National 

Principles for Child Safe Organisations, and to apply and maintain them as part of their culture and operations.  

 

In NSW February 2022, the Child Safe Scheme was introduced.xx This Scheme embeds the Child Safe Standards in the 

Children’s Guardian Act 2019 to guide child safe practice in NSW. 

  

In November 2021 the OCG undertook consultation with the statutory out-of-home care and adoption sector on a 

proposal to bring designated agencies and adoption service providers into the Child Safe Scheme. There was broad 

support in the sector, with agencies noting there are clear benefits in having one set of Child Safe Standards across all 

child-related sectors in NSW. 

  

From 1 September 2022 designated agencies and adoption service providers are included in the definition of child 

safe organisations and the Child Safe Standards are mandatory for these organisations. Agencies that are compliant 

with the NSW Child Safe Standards for Permanent Care are also compliant with the Child Safe Standards.  

  

The OCG has recently commenced consultation with the sector on the development of a Code of Practice for 

statutory out-of-home care and adoption service providers that will set out how the Child Safe Standards are to be 

implemented in their sector. When the code commences, it will become the new accreditation criteria and will 

replace the NSW Child Safe Standards for Permanent Care. 

 

  

https://ocg.nsw.gov.au/child-safe-scheme#:~:text=The%20Child%20Safe%20Scheme%20requires,Responses%20to%20Child%20Sexual%20Abuse.


Research Centre for Children & Families 

Safety in Care Review   8 

Section 4 – Study details 

Theoretical framework 

The review is guided by the social ecological theory framework to examine the factors that shape children's lives.xxi 

The theory holds that it is necessary to see the developing child as nested within, and inseparable from, their social 

context which includes the family and home, peers, school and communities.xxii A child’s environment offers different 

opportunities and risks depending on characteristics of the child, and of proximal and distal influences on their lives.xxiii 

It highlights the critical role of structures, policies and practices such as those governing the out-of-home care system, 

on the growing child.  

 
Culture is ever present and underpins everything about a child’s experience of the world. It is known as the 

macrosystem in social ecological theory. Social ecological theory is itself informed by Western depictions of child 

development that privilege the home and family as the most influential context.xxiv  Kinship systems for Indigenous 

children include non-biological community members as well as biological family members and so “culture, 

community, and family are inextricably linked and fundamental to Indigenous identity, development, and 

wellbeing”.xxv Too often, out-of-home placement disrupts connections to family, kin, culture and Country and leads to 

cultural dislocation for Aboriginal and Torres Strait Island children, which is a specific form of harm. Culture must be 

seen as the primary lens through which the developing Indigenous child interacts with their environment.xxvi  To quote 

the Uluru Statement from the Heart “When we have power over our destiny our children will flourish. They will walk 

in two worlds and their culture will be a gift to their country”.xxvii 

Methodology  

Three types of data were reviewed. First, major Australian reports, inquiries and reviews that address safety in out-of-

home care. Second, high-level academic studies that examine safety risks, interventions, and child outcomes related 

to out-of-home care. Third, child death and case reviews relating to individual children in out-of-home care in New 

South Wales. Iterative thematic analysis was used to identify nine main themes.  

 

Cultural advisor 

Cultural advisor, Denika Thomas, was engaged in the project. Denika is a proud Awabakal woman and a mental health 

qualified social worker and therapist working with families impacted by interpersonal violence and trauma. She has 

an extensive knowledge of the out-of-home care system. Denika provided the project team with a cultural 

perspective on the safety contexts for Aboriginal and Torres Strait Islander children in care. She provided commentary 

on earlier drafts of the report to discuss what was missing in the available evidence from a cultural perspective. She 

had input into the development of recommendations for system and organisational processes and practices to 

strengthen cultural safety in care.   

 

Desk-based document review  

A desk-based review was undertaken to shed light on the nature, extent and responses to issues related to the safety 

of children in out-of-home care in New South Wales. A search of publicly available sources was undertaken to identify 

relevant government reports, inquiries, and reviews. A purpose-designed table was created to extract details, findings 

and recommendations from each source. Supplementary reports, initiatives, policy and practice reforms, and case 

reviews were provided by Office of the Senior Practitioner and NSW Ombudsman. All sources were confirmed for 

inclusion in the review by the OCG. The process of data extraction was replicated for these documents. 
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A table was created to extract findings and recommendations relating to out-of-home care and safety in care 

(including cultural safety) in major reports and inquiries into child protection and out-of-home care in the NSW 

context since 2008, along with references to government responses (where available) and information about 

subsequent implementation measures. Further tables were created relating to death, serious incident and case 

reviews, pulling out key themes specifically focused on the experiences of children, and the protective and risk factors 

within their care environments. Other tables were created to align practice and system reforms with 

recommendations from various reports and themes identified from case and death reviews, and to extract relevant 

available statistical data about known harms to children in out-of-home care. 

Rapid Evidence Review  

The rapid evidence review was undertaken to identify and document the international empirical evidence base on 

types of safety, and risk and protective factors for children in out-of-home care. This included organisational features; 

existing good practice models and system-based mechanisms to promote safety in care. Rapid Evidence Assessment 

was used to identify previous research on the topic and distil common findings from the most reliable sources.   

  

Rapid evidence assessment uses a systematic method to search and critically appraise research, to identify academic 

research available that can inform policy and practice decisions.xxviii Traditional systematic reviews require 

approximately 12 months to complete. However, policy makers often require a synthesis of the available evidence in 

a more expedient timeframe to inform practice decisions. In response to this need, reviews can adopt a ‘rapid’ 

method by reviewing existing reviews and high-level research rather than focusing primarily on original empirical 

studies.xxix Further restrictions are placed on the search process through establishing a strict inclusion and exclusion 

criteria. A rapid review is responsive to the needs of the end user, where the review process is dependent on a close, 

iterative dialogue to ensure fitness for purpose.xxx (See Appendix 1 for details of search strategy, included studies and 

evidence rating).   
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Section 5 – Findings 

 

This section will answer the research questions: 

1. What are the main types of safety for children in out-of-home care? 

2. What are the specific considerations for Indigenous children? 

3. What risk and protective factors impact safety for children in care? 

4. What out-of-home care system features impact on safety of children in care? 

5. What would strengthen the out-of-home care system to promote safety of children in care? 

 

Firstly, findings from a desk-based document review are presented. This brings together high-level evidence about 

safety in care from reports, inquiries and reviews conducted in Australia, with a focus on New South Wales.  

 

Secondly, findings from the peer-reviewed rapid evidence review are presented. This outlines the main themes about 

safety risk and protective factors, based assessment of high-level evidence.  

 

Thirdly, a synthesis of combined findings will explore the features of the out-of-home care system in New South 

Wales that impact on child safety and how to strengthen the system to better promote safety. 

Findings from desk-based review: Reports, Inquiries and Reviews 

There have been multiple state, territory and federal child protection related inquiries, reports and reviews over the 

past two decades. Many of these have driven substantial changes to the New South Wales child protection and out-

of-home care system. In chronological order, the most significant inquiries and reports from NSW are:  

• The Report of the Special Commission of Inquiry into Child Protection Services (2008) (the ‘Wood’ Report)xxxi  

• Independent Review of Out-of-home care in New South Wales (2016) (the ‘Tune’ Review)xxxii  

• General Purpose Standing Committee No.2 report on the role of the Department of Family and Community 

Services in relation to child protection (2017) (the ‘Donnelly’ inquiry)xxxiii 

• Independent Review of Aboriginal Children and Young people in Out-of-home care (2019) (the ‘Family is 

Culture’ report).xxxiv 

 

Other reports containing relevant recommendations for practice, service and system reform in the NSW out-of-home 

care context that have been referred for the purpose of this review include: NSW Child Death Review Team Annual 

Reports; NSW Ombudsman Annual Reports; Biennial Reports of the deaths of children in NSW; Practice Case Reviews, 

Serious Incident Panel Reviews prepared by the Office of the Senior Practitioner; and other one-off Reports by the 

OCG, NSW Ombudsman, and other system stakeholders. 

 

At the Federal level, key recent Inquiries and Reports include:  

• The Senate Community Affairs References Committee Report on Out-of-home care (2015)xxxv 

• The Final Report of the Royal Commission into Institutional Reponses to Child Sexual Abuse (2017) (especially, 

Volumes 6, 7, 8 and 12).xxxvi (See Appendix 3 for list of recommendations). 

 
The Royal Commission into Institutional Responses to Child Sexual Abuse (2013-2017)xxxvii  changed the way 

Australians think about child protection and safety in organisational settings. In conducting hearings and collecting 
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evidence, the Royal Commission exposed the true extent of the abuse many children experienced, and continue to 

experience, in institutional arrangements, including out-of-home care settings. At the end of the five-year inquiry, the 

Commissioners had listened to the personal stories of over 8,000 survivors, read over 1,000 written accounts, 

reviewed allegations of child sexual abuse in more than 4,000 institutions, and held 57 public hearings examining the 

responses of specific institutions into child sexual abuse.  

 

The Royal Commission found that “the sexual abuse of children has occurred in almost every type of institution where 

children reside or attend for educational, recreational, sporting, religious or cultural activities”. xxxviii Some common 

findings that contributed to this include: 

• Poor practices 

• Inadequate governance structures 

• Failures to record and report complaints, or understating the seriousness of complaints 

• Organisational cultures where the best interests of children were not prioritised. 

 

The Royal Commission delivered 409 recommendations designed to make organisations safer for children. The Royal 

Commission made a number of recommendations in its final report for organisations to adopt to protect children in 

their care, including articulating ten standards for child safe organisations and devoting an entire volume to 

contemporary out-of-home care.xxxix  In this volume, the Royal Commission examined child sexual abuse in 

contemporary (post-1990) care. It noted evidence of: 

 

The Royal Commission made a number of recommendations to reduce the risk of sexual abuse in out-of-home care, 

including:  

• Improved data collection about the identification and reporting of child sexual abuse in out-of-home care; 

• Mandatory accreditation for all out-of-home care service providers by an independent agency; 

• A more comprehensive national screening system for carers; 

• The development of mechanisms for children in out-of-home care to communicate views, concerns or 

complaints; 

• Training of carers and child protection workers in the principles of trauma-informed care; and  

• That the Aboriginal Child Placement Principle (ACPP) be fully implemented. 

 

The Royal Commission recommended that each state and territory government establish mandatory accreditation 

schemes based on the Child Safe Standardsxli (Recommendation 12.4) and that these include the Child Safe Standards 

as foundational, the benefits of which would include:  

• Protecting children equally, regardless of location or agency  

• Reducing opportunities for potential perpetrators to seek out services with substandard child safety 

requirements 

systemic failings that weaken the safety of children in care, including frequent placement changes, 

poor information sharing, inadequacies in service providers’ responses to children’s prior abuse and 

trauma, and significant gaps in the training and support provided to staff and carers, especially 

kinship carers.xl 
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• Communication about child safety looks like  

• Facilitating national collaboration and continuous improvement to make organisations child safe  

• Assisting agencies working across borders to comply with child safe standards 

• Promoting effective responses to the needs of all children, regardless of their diverse experiences, 

circumstances and needs.  

 

The development of the Child Safe Standards was based on extensive research into risk and protective factors in 

organisational settings, including research commissioned to differentiate between types of institutions in terms of 

level of risk of child sexual abuse according to their characteristics and the services they provide. The reportxlii 

proposes four main risk dimensions - situational, vulnerability, propensity and institutional: 

1.  Situational risk arises from the opportunities for abuse that the environment offers. The research suggests 

that residential institutions of all kinds including juvenile detention, immigration detention centres, out-of-

home care and boarding schools carry an elevated situational risk. 

2. Vulnerability risk arises from the characteristics of the children cared for, such as the ages of the children, 

children with disability, children with prior experience of maltreatment and children with an incentive to 

remain silent. 

3. Propensity risk is associated with a greater-than-average clustering of those with a propensity to abuse 

children and young people.   

4. Institutional risk stems from the characteristics of an institution that may make abuse more likely to occur or 

less likely to be dealt with properly if disclosed. 

 

Further, the research suggests that there is greater risk where institutions place greater importance on the protection 

of reputation than on the wellbeing and protection of children. Other risk characteristics include a culture of not 

listening to and respecting children. The report concludes that situational risk is a precondition for sexual abuse while 

vulnerability risk makes it more likely that a child will be targeted. The research suggests that an institution with a low 

situational risk can reduce opportunities for perpetrators and/or increase the likelihood of detection. When 

propensity and institutional risks are added to the other two risks, it increases a child’s chances of being abused and 

increases the likelihood that responses to disclosure will be inadequate. 

 

The Royal Commission further suggested that the absence of these elements of organisational culture and practice 

may enable child sexual abuse in out-of-home care.xliii While the focus of this research related to sexual abuse, similar 

risks are present for other types of abuse. 

 

Volume 2 of the Final Report discusses some of the cultural, operational and environmental risks identified through 

case studies, commissioned research, private sessions and consultations. With institutional risk, the Commission 

identified several factors that should be considered:  

• The level of risk is different in each institutional context and can change over time.  

• Risk factors can be influenced by the community in which the institution operates, for example, community 

attitudes towards children and the extent to which the institution is perceived to be a source of authority.  

• All institutions have multiple risk factors. Children are exposed to higher levels of risk when institutions take 

no action to address those factors.  



Research Centre for Children & Families 

Safety in Care Review   13 

• The presence of risk factors within an institutional context will affect each child differently. Some children are 

more vulnerable than others in some contexts, for instance, where the culture undervalues or discriminates 

against certain children. 

 

The Royal Commission concluded that: 

 

The Royal Commission also identified that a range of institutional cultures, and operational and environmental risk 

factors, can enable the occurrence of institutional child sexual abuse, such as:  

• Failure of leaders to understand, or promote an awareness of, child sexual abuse  

• Prioritising the reputation of the institution over the needs of children 

• Failing to identify sexualised and grooming behaviours 

• Allowing perpetrators to hold, or influence people in positions of authority  

• Ineffective child protection policies and procedures 

• Access to children in isolated or unsupervised private locations.xlv 

 

In relation to out-of-home care, the Royal Commission reported that:  

 

The Commission outlined the common failures relating to assessing and managing risks in contemporary out-of-home 

care settings as: 

• Failure to recognise and address the additional challenges of some groups of children 

• Poor acknowledgement of the role of Aboriginal culture in keeping children safe 

• Insufficient recognition of the heightened vulnerability of children with disability to maltreatment 

• Not identifying, assessing and supporting children with harmful sexual behaviours or referring them to 

specialist services  

children’s safety and their best interests must be at the core of all child-related institutions’ 

operation and purpose. Many institutions that we inquired into did not have a culture where the 

best interests of children were a priority and were championed by leaders. We heard in our case 

studies that some leaders did not take responsibility for their institution’s failure to protect children 

against sexual abuse. Some leaders felt their primary responsibility was to protect the institution’s 

reputation, and that of the person accused or other adults involved, without recognising the impact 

this had on the children. Poor practices, such as inadequate governance structures, failing to record 

and report complaints, or understating the seriousness of complaints, were evident in our case 

studies.xliv  

institutional responses to child sexual abuse in contemporary out-of-home care were often 

compromised by factors such as failure to address systemic risks, incomplete assessment and 

management of risks, failure to create a culture that supports disclosures, poor responses to child 

sexual abuse disclosures, and failure to share information.xlvi  



Research Centre for Children & Families 

Safety in Care Review   14 

• Information gaps in the advice provided to prospective carers about children’s behaviours and trauma 

backgrounds 

• Placement and relationship instability which contributes to the difficulties children experience in establishing 

trusting relationships professionals and carers  

• Inadequate support for kinship/relative placements 

• Not adequately protecting children in residential care from sexual exploitation by adults. 

 

To address these issues, the Royal Commission identified that all jurisdictions needed to adopt reform strategies to: 

• Increase placement stability 

• Better support kinship and relative care 

• Ensure access to short term therapeutic residential care 

• Improve planning for, recognition of and support for Aboriginal children and children with a disability 

• Provide reliable and planned access to post care support.  

 

At the service system level, the Royal Commission further identified factors that need to be addressed to increase the 

safety of children:        

• adequate screening, authorisation and training of carers and staff 

• ongoing supervision and training on how to keep children safe  

• adequate monitoring of and support for out-of-home care placements – including regular visits to care 

placements, creating opportunities to talk with children, and directly observing carers and their interactions 

with children  

• establishing residential care as a safe, supportive and therapeutic environment for children with complex 

needs, staffed by skilled and experienced workers 

• taking particular care in placing and supporting children with harmful sexual behaviours.  

 

The Royal Commission further suggested that the absence of these elements of organisational culture and practice 

may enable child sexual abuse in out-of-home care.xlvii While the focus of the Royal Commission’s research related to 

sexual abuse, similar risks are present for other types of abuse.    

 
Other reports containing relevant recommendations for practice, service and system reform in the NSW out-of-home 

care context that have been referred for the purpose of this review include: NSW Child Death Review Team Annual 

Reports; NSW Ombudsman Annual Reports; Biennial Reports of the deaths of children in NSW; Practice Case Reviews 

and Serious Incident Panel Reviews prepared by the Office of the Senior Practitioner; and other one-off Reports by 

the OCG, NSW Ombudsman, and other system stakeholders. 

Key Messages 

The consistent messages arising across these reports point to service and system level issues. Since the Wood Report 

in 2008, there has been significant activity to reform and reorientate the child protection and out-of-home care 

systems in NSW.xlviii The question remains, however, as to why we haven’t seen the traction we would have expected, 

especially in relation to shifting investment to early intervention, in ways that would prevent children coming into the 
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system and disrupt the cycle of intergenerational disadvantage. (See Appendix 4 for details of major reforms 

advanced in response to inquiries and reports). 

 

In their 2021 submission to the Parliamentary Joint Committee of Children and Young People Inquiry into Child 

Protection and Social Services System (currently underway), the NSW Ombudsman pointed to a general lack of 

evidence to determine whether system and program changes were making a difference: 

 

In 2020 Urbis released a report entitled Reviews of the NSW Child Protection System 2008-2019: An analysis of key 

findings and degree of implementation, prepared for NSW Family Services Inc. to support its submission to the NSW 

Committee on Children and Young people Committee Inquiry into the child protection and social services system. A 

summary of their analysis of responses to recommendations contained in the Wood, Tune and Donnelly reports is at 

Appendix 5.   

 

In relation to children’s safety in care, these inquiries and reports have also consistently pointed to gaps and 

deficiencies which, if unaddressed, present a risk to safety for children in care. These are highlighted below. 

 

Regulation and oversight  

• Inadequate oversight, oversight of child protection services and practices are inadequate and complexli 

• Poor oversight of FACS practices and procedureslii 

• NGO provider oversight (contractual and performance) needs to be strengthenedliii 

• Poor internal complaints handling, and lack of OCG regulation and enforcement.liv  

 

System capacity  

• Large quantity of reports. The volume of ROH/ROSH reports is unmanageable.lv 

• Inadequate responses to ROH/ROSH reports. Many children who are the subject of a suspected ROH/ROSH 

report do not receive an appropriate response.lvi 

In 2014, six years after the conclusion of the Special Inquiry, and six years before this current 

Committee Inquiry, the NSW Ombudsman published a report entitled: Review of the NSW child 

protection system – Are things improving? Our conclusion then was that there was insufficient 

evidence to demonstrate the effectiveness of that system in identifying and effectively supporting 

vulnerable children and families, notwithstanding considerable investment, effort and activity to 

improve it.  In subsequent years the child protection system has been subject to further reviews, 

reforms and the introduction of new initiatives and programs.xlix 

Urbis conclude that “it is beyond the scope of this review to determine why successive inquiries into 

the NSW child protection system that have arrived at broadly consistent findings have not had their 

recommendations fully implemented or been able to catalyse systemic change. The problems are 

well understood, but there appear to be barriers, either in capacity, authority, will (or a combination 

of these) to implement all the recommendations as intended. As such the capacity for reforms to 

achieve the ambitious objectives outlined in each report is limited”.l  
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• Inadequate practices in OOHC. Practices failed to address ongoing risk, inadequate health and therapeutic 

support, ineffective casework practice, quality of carers and inadequate living standards.lvii 

• Early intervention and prevention. Inadequate funding for early intervention and prevention services means 

that it is difficult to reorient the crisis driven system.  

 

Case management 

• Ineffective casework. Practices that failed to address ineffective casework practice.lviii  

 

Interagency collaboration 

• Design and delivery of services in high need communities. Positive outcomes for Aboriginal children and 

families are unlikely to be achieved until there is a genuine place-based approach to the funding, design and 

delivery of services in communities…such an approach needs to go beyond merely ‘interagency coordination’; 

it requires fundamentally changing how services are planned, funded and delivered to high-need 

communities.lix 

• Lack of service coordination. Ongoing and significant challenges for agencies in engaging and responding 

effectively to families with complex needs and the need for greater coordination between the child protection, 

education, health and justice sectors.lx  

 

Professional skills and capacity 

• Workforce capacity and support. Child protection work is difficult work. Workforce capacity needs to be 

strengthened and caseworkers need to be adequately supported to do their job.lxi  

• Inadequate skills and capacity to respond to number of referrals. Systemic issues relating to referral 

capacity and lack of skilled staff. lxii 

 

Meeting the needs of Aboriginal children and the criticality of cultural safety  

• Overrepresentation of Aboriginal children and lack of cultural competency. There is a clear need to address 

the overrepresentation of Aboriginal children and families in the child protection system. Current approaches 

do not appear to be working.lxiii The Family is Culture review emphasised a lack of cultural competency and 

trauma informed approaches, and deficiencies in leadership, accountability, transparency, and oversight. The 

review also reported a need to ensure that Aboriginal people play a central role in decision making that 

impacts on their children, families, and communities (See Appendix 6: key recommendations relating to out-

of-home care). 

• Inadequate regulation of child welfare decisions. Professional scrutiny of decision-making does not exist in 

this child protection in the same way it does with lawyers, doctors, teachers, police, or indeed most 

professions that involve specialist skill and knowledge. If it is the case that caseworkers have knowledge and 

experience that is incomprehensible to any outsider, then surely that work should be regulated in the same 

way as other specialist professions. After all we are talking about one of the most important jobs in any 

society, working with the most vulnerable of our population, children and young people.lxiv  

• Risk of sexual abuse. Loss of connection to family and culture increases vulnerability to sexual abuse in out-

or-home care.lxv 

• Inadequate data collection. Insufficient data collection related to Aboriginal children and young people in 

care and decisions around reasons for placement into care. lxvi 
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Quality, collection and utilisation of data and evidence 

• Lack of data to assess effectiveness of initiatives, there is limited publicly available information that would 

allow assessment of the success of new initiatives and other reforms in providing for the safety, welfare and 

wellbeing of children and young people, supporting vulnerable families, reducing entries to out-of-home care, 

minimising children’s time in out-of-home care, and improving their care experience.lxvii 

• Lack of evidence-based interventions, many of the interventions used in practice lack sufficient evidence of 

efficacy. There has been insufficient implementation of evidence-based interventions to support children, 

young people and their families.lxviii  

 

Carer availability, capability and support 

• Assessment of risk, quality of carers & living standards. Practices that fail to address ongoing risk, quality of 

carers and inadequate living standards.lxix 

Safety and stability in care 

• Personalised support packages. No personalised support packages for vulnerable children, starting with 

children in out-of-home care.lxx 

• Greater vulnerability to sexual abuse. Previous experiences of abuse or neglect and lack of understanding of 

what constitutes abuse increase vulnerability to sexual abuse in care.lxxi  

• Greater vulnerability to mental health issues. Young people in out-of-home care are particularly vulnerable to 

mental health issues and often experience significant risk factors and unmet needs.lxxii 

• Provision of accommodation to children and young people with disability. It was unable to be determined 

whether appropriate models of accommodation have been developed for children and young people with 

disability who are in OOHC and are unable to continue to reside in their homes.lxxiii 

 

Planning for restoration 

• Data collection of restoration practices. There is a need for increased data collection and analysis of 

restoration goals and casework provided to parents who have children in out-of-home care to achieve 

restoration goals.lxxiv  

• Culturally appropriate support services. There is a need for sustained suitable support services for Aboriginal 

families experiencing complex issues that need to be addressed beyond individual behaviour change.lxxv 

 

Support for leaving care 

• Leaving care planning. Lack of specific measures to improve leaving care and planning supports.lxxvi  

• Insufficient support for care leavers. Support for young care leavers is insufficient to ensure they are able to 

transition to independence 

Current Practice and Policy reform developments  

As noted earlier, past reviews, inquiries and reports have resulted in substantial reforms to laws, policies, practices, 

oversight mechanisms and program development. For example, the permanency support program and associated 

legislative changes were in part an attempt to limit multiple placements and ‘drift’ in care.   

 



Research Centre for Children & Families 

Safety in Care Review   18 

A large body of work is also currently underway to address the recommendations of the Family is Culture Report. In 

responding to the Report in 2020, the Government welcomed the report’s recommendations and committed to 

regular reporting on progress against its recommendations, the latest of which was issued in August 2021. lxxvii The 

progress report emphasises initiatives directed at: 

• Stronger oversight and accountability 

• Improving data collection and reporting 

• Better casework policy and practice 

• Enhanced services and supports 

• Changing care and protection legislation 

 

In relation to casework policy and practice, the Government pointed in particular to the:  

• Establishment of an Aboriginal Quality Assurance Process to track and monitor implementation of 

recommendations directed at individual children in care 

• Continuing implementation of the Aboriginal Case Management Policy (ACMP) 

• Redesigning the Caseworker Development Program, developed in partnership with ABSec. 

 

A subsequent review by the OCG 2022 in relation to progress on the Family is Culture Report recommendations 

found, inter alia, that:lxxviii 

• The ACMP cannot be implemented due to existing caseloads. 

• There is scope to: increase focus on incorporating the Aboriginal and Torres Strait Islander Child Placement 

Principle (ATSICPP) and the ACMP in the design process for screening and assessment; and shift casework 

focus to recognise the cultural strengths of Aboriginal families 

• Better family finding and case planning before a child is placed in out-of-home care is needed 

• Potential Aboriginal carers had a higher chance of being authorised if they worked with an Aboriginal agency 

and were assessed by an Aboriginal assessor using a culturally appropriate tool 

• DCJ needs to consider a wider range of culturally appropriate Alternate Dispute Resolution models 

• Frontline staff should have access to training, skill development and resources to improve cultural 

competence and trauma awareness 

• The OCG should release more information about the accreditation and monitoring framework used to 

regulate statutory out-of-home care agencies. 

 

A range of initiatives, policy and practice reforms are also in train within DCJ to address the recommendations made 

in various reports, including Family is Culture, some of which have the potential to significantly improve the safety of 

children in care. These include: 

• Implementation of the NSW Practice Framework (introduced in 2017) which outlines how DCJ seeks to work 

with children and families in NSW, and includes an interrelated set of principles, values, mandates, standards, 

approaches and systems. 

• The Safety in Care Action Plan which sets out planned Departmental actions and timelines in response to OCG 

feedback about inconsistencies in districts’ responses to allegations against authorised carers, adult household 

members, and Alterative Care Arrangement (ACA) staff. 
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• The Safety in Care Mandate, which sets out procedures that DCJ staff are required to follow when carrying out 

allocation, assessment, review and monitoring of safety issues for a child under Parental Responsibility of the 

Minister. This includes guidance in relation to the Alternate Assessment Tool used when a report is received 

about a child under the parental responsibility of the Minister. 

• Youth Consult for Change – a forum for young people with a lived care experience to provide advice to 

Government and care agencies. 

 

Organisational standards for Children in Care in NSW 

There are three main sets of standards that currently apply to out-of-home care agencies in NSW.  While arguably 

developed for different purposes, the existence of different regulatory standards for out-of-home care no doubt adds 

to confusion and duplication of effort. This is further complicated by the fact that DCJ is both a provider and funder of 

out-of-home care services who imposes and monitors contractual conditions on funded providers, in addition to high 

level case management, decision making and monitoring functions relating to children supported by non-government 

agencies where the Minister retains parental responsibility. Initiatives to streamline and simplify these arrangements 

would be a welcome development.  

 

The national standards of out-of-home care  

These 13 standards were developed under the National Framework for Protecting Australia’s Children and agreed to 

and reported on by all jurisdictions on a regular basis against a range of statistical indicators.  

 

The NSW Safe Standards for Permanent Care 

These 23 standards (in place since 2015) were developed by the Office of the Children’s Guardian in collaboration 

with the NSW out of home care sector. They establish a benchmark of care and help agencies to reflect on and 

improve their own practices. They are the key vehicle through which out-of-home care agencies in New South Wales 

are accredited and monitored and through which continuous improvement is driven. The standards are grouped 

under four categories Children and Young people – care and wellbeing, Casework practice to support care, People 

who work with and care for children, Child Safe Organisations.  

 

The Practice Framework Standards for child protection and out of home  

Introduced by the Department of Communities and Justice in 2014 and revised in 2020, these 11 standards are 

designed to set out what is expected and how practice is to be carried out so that case work has a positive impact and 

achieves good outcomes for children, their families and communities. The Practice Standards are described as the 

next layer of detail of the NSW Practice Framework and relate and incorporate requirements relating to legislation, 

policies, mandates and the Child Safe Standards for Permanent Care. The standards set out practical and analytical 

skills, thinking, behaviours and interactions that practitioners are expected to use in daily practice  

 
See Appendix 8 for further detail on and links to organisational standards. 

Themes about safety in care 

Themes are reported under child, carer, service, and system and include home, school and community settings as the 

main contexts in which children experience safety risks or protective factors. However, factors that enhance or 

undermine child safety in these settings often overlap and it is not always easy to separate them. Where necessary, 

we have combined these as child/carer and service/system. While recommendations are made against each theme, it 

is clear to the reviewers that many of these are already a priority for the OCG, and rather may require more focused 
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attention by the Regulator. Table 2 provides a snapshot of the themes, main risks and protective factors and number 

of studies in which these were cited.  

 

Table 2: Themes about safety in care 

Theme Risk factors Protective factors Studies 

Health & 

wellbeing 

 

Disrupted caregiver attachment, 

disconnection from family,  

Untreated physical health needs 

Undiagnosed developmental 

needs/disability 

Exposure to older risk-taking 

adolescents (i.e., associated with early 

sexual activity & criminal activity)  

Kinship care 

Caregiver skills matched to 

child needs 

Regular family contact 

Live with siblings 

Trauma-based therapeutic and 

mental health services 

Interagency coordination 

 

15 

Placement 

Stability 

 

Increased risks of emotional & 

behavioural problems 

Disrupted schooling 

Loneliness & isolation 

Self-harm and suicide  

Secure caregiver attachment, 

Positive identity, social skills,  

Placement matching 

Intensive carer support and 

training 

10 

Caregiver 

attributes 

Harsh discipline 

No integration of child into family 

Rejection of child’s birth family 

Carer mental health and substance 

misuse issues 

Warm & responsive parenting 

style 

Secure caregiver attachment 

Intensive therapeutic support 

Foster carer support for birth 

family contact.   

7 

Education Disengagement,  

learning disabilities 

placement disruption  

High cognitive skills 

Stable and predictable home 

Carer support for education 

Support from caseworkers & 

teachers 

7 

Leaving care Poor independent living skills,  

lower educational attainment,  

Homelessness, early pregnancy  

Poor employment prospects 

 

Leaving care at an older age 

Early transition support 

Cultural care planning 

Reliable support networks 

Access to housing & work  

6 

Community 

engagement 

Low self-esteem, poor social skills  

Loneliness, social isolation 

Mental health issues 

Anti-social peers, and risk-taking  

Pro-social peer relationships  

Adult mentors,  

high self-efficacy and self-

esteem  

2 

Cultural 

connection  

Cultural dislocation  

Unsupported attempts to reunify with 

family 

Homelessness 

Mental health issues 

Kinship (or culturally matched) 

placement 

Cultural plans for children with 

non-Indigenous carers foster 

carer support for birth family 

contact.  

2 

Voice and 

participation 

Feeling silenced or devalued 

Lack of support to speak up about 

safety 

Lack of self-efficacy  

Having someone to talk to 

about emotional wellbeing 

Gaining independent living 

skills 

1 
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Poor service planning  

Carers not attuned to health and 

mental health needs 

Abuse in care Sexual exploitation and sexual abuse; 

physical abuse or neglect 

Agencies alert to risks  

Timely response to allegations 

Listening to children and 

young people 

0 

 

Health and wellbeing 

Young people who participated in the recent Voices of Children in out-of-home care project (ACYP, 2022) raised the 

failure by adults to take mental health issues seriously or act on them early enough as a key concern. 

 

“Actually, to their credit, the Department has been very much on top of that. I get an annual health check 

every year... I get pretty regular visits to the GP and my immunisations have always been up-to-date.”  

“Like I needed a proper psychiatrist and psychologist when I was younger, but they never did.” 

“It took eight years to get me actually diagnosed with autism and because they didn’t diagnose me when 

I was younger, I have a lot of issues and not a lot of support.”  

“An overwhelming majority of children within the statutory out-of-home care system suffer from complex 

post- traumatic stress disorder... too regularly I see when a child misbehaves, it’s held against them as 

though they’ve sort of done something out of character or against what is considered to be good, but 

there just needs to be an understanding that … acting out like that oftentimes is an expression of mental 

health issues that are more deeply rooted.” 

 

 

Child risk factors 

Evidence indicates that some children are more likely to experience health and wellbeing risks than others:  

• Children whose first placement is at an older age have more resilient emotional functioning (Lee & Holmes 

2021)  

• Girls are at higher risk of internalizing behaviour and risky sexual behaviour (Eastman et al 2019; Lee & Holmes 

2021).  

• Girls in foster care are more likely to become pregnant at a younger age and are at greater risk of mental 

health & substance abuse issues (Eastman et al 2019). 

• Indigenous children in care are found to experience higher rates of physical and mental health problems and 

developmental delay than their non-Indigenous peers (Eadie et al 2022; Shmerling et al 2020).  

• Indigenous children in care had higher rates of mental, sensory and developmental problems were identified 

than other children using the health service (Shmerling et al (2020). 

 

Carer risk factors 

• Children in foster care are at greater risk of mental health problems than the general population and at similar 

risk to maltreated children living with their biological parents (Dubois-Comtois et al 2014)  
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• Placement stability mediates some risk associated with foster care on psychological and behavioural 

development and outcomes (Lee & Holmes 2021). 

• Caregiver mental health issues are a risk factor for child behaviour problems (Lee & Holmes 2021). 

• Carers may be unaware of the range of health needs a young person in their care has (Smales et al 2020). 

 

Carer protective factors 

• Children in kinship care significantly less likely to have mental health issues (Winokur et al 2014) and 

developmental issues than those in foster care (Goemans et al 2016). 

• Older kinship carers, often grandparents, are protective for child emotional and behavioural wellbeing 

(Washington et al 2018).  

• Regular birth family contact increases child self-esteem and reduces behaviour problems and is associated 

with kinship care rather than foster care (Zabern & Bouteyre 2017).  

• Foster carer support for contact was a key protective factor in ensuring children had safe connections with 

birth family and further trauma was minimised (Zabern & Bouteyre 2017). 

• Longer stays and fewer placement disruptions in foster care are associated with positive mental health 

outcomes (Dubois-Comtois et al 2014) 

• Positive, emotionally secure caregiver attachments can mediate a risk of internalizing and externalizing 

behaviour among children exposed to violence prior to entering care (Kothari et al 2020).  

 

Service risk factors 

• Agency support for carers is associated with coping ability and placement stability (Powell et al 2021). 

• Access barriers to mental health services for young people in care due to long waiting lists, lack of information 

about what is available and shortages in rural areas (Powell et al 2021).  

• Young people may perceive mental health professionals as aligned with out-of-home care agency which 

creates stigma, distrust and prevents disclosure (Powell et al 2021). 

• Failure to use regular health service contact during childhood to address physical and other developmental 

needs or to seek referral to specialist services (Schmerling et al 2020). 

• Frequent placement changes can reduce the likelihood of health service follow-up for Indigenous children in 

care (Shmerling et al 2020). 

 

Service factors 

• Treatment Foster Care assists children and young people with complex emotional, psychological, and 

behavioural needs who are at risk of residential placement (Turner & MacDonald 2021).  

• Targeted foster carer selection, training, and support prepares carers to sustain placement for children with 

complex needs.  

• Specialist therapeutic parenting programs (Fostering Individualized Assistance Program & Parent–Child 

Interaction Therapy) improved behavioural outcomes and reduced delinquency among young people with 

challenging behaviours in out-of-home care (Ziviani et al 2020).  

• Evidence that children in care use more health services than other children may reflect a difference in need, 

referral rates, or caregiver responsiveness (Maclean et al 2016).  
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• Caseworkers need to take an active role in ensuring children and young people can access the mental health 

services they need (Powell et al 2021). 

• Youth mentors can be a bridge between a young person and mental health professionals (Powell et al 2021).   

• Effective therapeutic models that is culturally safe and offers wraparound supports reduces emotional and 

behavioural problems for children in care such as disruptive, antisocial and aggressive behaviour (Eadie et al 

2022). 

• Services need to ensure staff have mandatory cultural capability training and provide Indigenous child and 

young person with access to specialist mental health workers who understand their cultural context (Eadie et 

al 2022).  

 

System factors 

• High-level cross-sector collaboration between out-of-home care and health services to address interlocking 

physical, psychological and emotional health needs of children and young people in care 

• Funding of intensive therapeutic support for children to address trauma-related needs caregivers to provide 

therapeutic parenting matched to their child’s needs (Powell et al, 2021).  

• Targeted selection, training, and support for foster carers is essential to ensure they can provide therapeutic 

parenting for children with highly complex needs (Turner & MacDonald 2021; Ziviani et al 2012).   

• Regular birth family contact associated with child wellbeing (Zabern & Bouteyre 2017). 

 

Case Study: T 

This case underlines the observation that risk reports relating to the behaviour of vulnerable young people were not 

always prioritised for a child protection response or assessed holistically, coordination of care to address their 

complex needs was not always evident, and that strategies needed to be developed to work with young people who 

are difficult to engage. 
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Further evidence of service and system factors 

Evidence from reports and inquiries sourced for the review show that a key risk to the health and wellbeing of 

children and young people in care is unmet mental health issues that increase the risk of suicide, self-harm and risk-

taking behaviour.  

 

As noted by the NSW Ombudsman “No single factor or combination of factors predicts suicide, and there are a range 

of individual, family, school and peer factors, and other demographic factors that are associated with suicide risk”lxxix.  

 

As noted by the National Children’s Commissioner “While there is a growing body of knowledge about the risk factors 

that increase the likelihood of suicide...much less in known about how or why they engage in these behaviours...We do 

not know if they develop as a result of multiple interrelated risk factors or only one or two predominant 

vulnerabilitieslxxx 

 

Many children in care "have multiple and complex needs, before, during and after living in care, including higher rates 

of mental health and substance use disorders and suicide, and greater rates of homelessness and delinquency”lxxxi 

 

 

  

T (17) died by suicide in 2019, when she had spent 3 years in the care of an NGO (since 2016). T had 

moved between residential placements, living semi independently and informally with other family 

members, including her sister, aunt and father.  T had been scheduled in 2016 for trying to kill 

herself by overdose and again three months later when she tried to hang herself. In 2018, T was 

transferred from case management to a Case Coordination Package after self-placing with family. 

This meant a significant decrease in funding for the NGO with case management of T such that she 

no longer received a therapeutic specialist assigned to support her. While DCJ supported the NGO 

to work towards restoration, this did not occur because of unresolved risk issues. T had been living 

with her father for the past eight months prior to her death. T left a note saying ‘I have been suicidal 

since I was 12, I keep trying to find someone, so...’. The Serious Case Review Panel found: 

- T was not consulted when she moved to a Case Coordination Package 

- The transition to a Case Coordination Package directly impacted the level of care she received, 

at a time when she needed intensive support 

- There is no system to identify children living away from their Intensive Care Placement  

- The checks in place to oversee planning for children with complex needs in out-of-home care, 

were not adequate to ensure T’s current and future needs were met 

- T’s vulnerability was not well understood and the warning signs that she was at heightened risk 

of suicide were not adequately addressed 

- There were a number of missed opportunities for holistic assessment of T’s mental health. 
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Practices that promote safety: 

• Having clear system pathways when a Risk of Serious Harm (ROSH) report relating to suicide risk or suicide-

related behaviours is made for a child or young person in out-of-home care.2 

• Having clear system pathways when a Risk of Serious Harm (ROSH) report relating to suicide risk or suicide-

related behaviours is made for a child or young person in out-of-home care.3 

• Having clear system pathways when a caseworker/manager casework identifies suicide risk or suicide-related 

behaviours for a child or young person in out-of-home care.  

• Interventions to reduce suicide risk or suicide-related behaviours for children and young people in out-of-

home care, including but not limited to gatekeeper training or other skills training for caseworkers and foster 

or kinship carers.  

• Implementation of the Out-of-Home Care Health Pathway Program and available data from this program that 

relates to the identification of and response to suicide risk or suicidal-related behaviours.  

• Screening tools in place to identify suicide risk or suicide-related behaviours for a child or young person in out-

of-home care that are applied during routine placement or other annual reviews.lxxxii 

• Training for foster and relative/kinship carers, residential care staff and child protection workers includes an 

understanding of trauma, its impact on children and the principles of trauma-informed care to assist them to 

meet the needs of children in out-of-home care, including children with harmful sexual behaviours.lxxxiii 

• Regular comprehensive and culturally specific health and screening checks 

• Information about how to seek help (e.g., Kids Helpline, Headspace) 

• Cultural lens applied to carer and worker training in early identification of suicide risk 

• Casework support for regular contact between Aboriginal children and their family, kin and community; how 

to promote this contact in practice; and when supervision is necessary in contact arrangements.lxxxiv 

 

Practices that undermine safety: 

• Lack of culturally appropriate health and mental health services available for Aboriginal children in care 

• Unconscious bias hampering the engagement of Aboriginal-led services in holistic therapeutic responses to 

mental health and trauma-related needs. 

• Inability of the DCJ administrative database ChildStory to accurately identify Aboriginal children with 

disabilitylxxxv (likely to be the case for all children with disability) leads to unmet support needs and 

cumulative risk. 

 
2 DCJ has advised of strategies to address this recommendation, including the establishment of the Intensive Therapeutic Service 

system, and policies and guidance for staff in assessing risk for vulnerable young people. It is also reviewing the Alternate 

Assessment Tool - the process for making and responding to ROSH reports for children in care - as part of a broader suite of 

reforms associated with structured decision making. 
 

3 DCJ has advised of strategies to address this recommendation, including the establishment of the Intensive Therapeutic Service 

system, and policies and guidance for staff in assessing risk for vulnerable young people. It is also reviewing the Alternate 

Assessment Tool - the process for making and responding to ROSH reports for children in care - as part of a broader suite of 

reforms associated with structured decision making. 
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Placement stability 

Young people who participated in the recent Voices of Children in out-of-home care project (ACYP, 2022) talked about 

the effect of stability (or instability) on their felt sense of safety. 

 

 

‘’I have been in 44 different homes and that’s been very [difficult] for me.” 

“I was sent back to hotels until they could find me another placement. Hotels specifically are something 

I have a gripe with, with regards to safety, because you’re getting up and you’re moving every two 

weeks. You’re never in the same place, so it’s never stable...I was in hotels for six months.” 

“I was very lucky, so I stayed with the one carer through from the moment I was removed through until 

18.”  

“I would always have to take my suitcase to school because we wouldn’t know where we were going to 

be placed the next night and we didn’t know where our next meal was going to come from.” 

 

  

The risks and protective factors related to safe and stable placements are: 

 

Child risk factors 

• Placement instability is shown to be both the cause and outcome of factors such as physical and mental health 

issues, sexual and criminal risk-taking behaviour (Jones et al 2021).  

• Older age, longer time in care, separation from siblings and externalising behaviours are highly correlated with 

placement instability (Rock et al 2015).  

• First placement in residential care and high caseworker turnover were associated with greater placement 

instability (Rock et al 2015). 

 

Carer protective factors 

 

Recommendations 

Agencies be required to provide evidence of regular and comprehensive health checks for children 

and young people 

Agencies be required to demonstrate worker and carer training in early identification of, and timely 

response to, mental health disorders, anxiety and suicidal ideation. 

Agencies be required to provide evidence of protocols with local culturally safe mental health 

services 

Agencies be required to provide evidence that children and young people are given information 

about how to seek help if they are feeling distressed. 

The Department to address current deficiencies in the reliability of the data it collects about 

disability status of children and young people in care. 
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• Placement stability mediates some risks associated with foster care (Lee & Holmes 2021; Dubois-Comtois et al 

2021. Winokur et al 2014).  

• Kinship care is associated with enhanced stability and sibling co-placement (Rock et al 2021) and with 

reunification.  

• Successful reunification, an important source of placement stability, is found to be more likely from kinship 

than foster care (Jones & Laliberte, 2017; Kimberlin et al 2009). Studies show that reunification that takes 

place over a longer time period is more likely to succeed (Jones & Laliberte, 2017; Kimberlin et al 2009).  

• Family preservation services that provide purposeful family preparation & planning support have been shown 

to lower rates of re-entry to care (Jones & Laliberte, 2017).  

• Solutions-based casework to identify family assets and promote resiliency and promote effort to identify, find, 

and engage relative kin carers (Jones & Laliberte 2017). 

• Regular birth family contact promotes placement stability (Zabern & Bouteyre 2017), and regular home visits 

increase likelihood of reunification (Kimberlin et al 2009). 

 

Service risk and protective factors 

• Poor placement transitions can result in failure to detect health needs (Shmerling et al 2020).  

• Good casework preparation & planning improve the chances of placement stability (Jones & Laliberte, 2017).  

• Placement breakdown can be prevented by long-term intensive services for children with higher risk factors 

and their carers (White et al 2016; Ziviani et al 2012).  

• Placement breakdown can occur if carers feel unsupported or excluded from important decisions about the 

young person in their care (Powell et al 2021). 

 

Case Study: M 

This case is illustrative of the long-term impacts of placement stability and disrupted cultural connections. 
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Further evidence of service and system factors 

Practices that promote child safety 

• Balancing placement stability against family, culture, and identity stability for Indigenous childrenlxxxvi. 

• Using a culturally appropriate carer assessment tool and that kin carer assessment occurs as soon as or before 

the child enters carelxxxvii. Where a carer is assessed as unsuitable, reasons should be documented in 

ChildStory and provided in writing to the family or kin memberlxxxviii. 

 

Risk factors 

• Caseworker turnover is a risk for placement stability as it increases inconsistency and reduces the likelihood of 

children and young people and their carers forming a trusting relationship with workers. 

• Unconscious bias in carer selection processes which reduces opportunities for Aboriginal children to be placed 

within kinship networks. 

Protective factors 

• Placement within a kinship system must be a priority in planning and decision making for all children and 

young people. For Aboriginal children and young people, this is in line with the ATSCPP. 

• Cultural supervision for carers and service providers to promote high-quality family contact experiences for 

children. 

• Evidence-based parenting interventions to build carer skills to respond to children with complex behavioural 

support needs.  

 

 

M is an Aboriginal young woman through her paternal side. M and her siblings entered care in 

2008 due to ongoing concerns regarding domestic violence and continuing homelessness.  During 

her time in care, M lived in 28 different places. None of these placements were with Aboriginal 

people, and only one was with family. She was separated from all her siblings. From 14 she was 

placed in several residential homes, and in one of these was assaulted. She then moved to 

independent living and motels. Throughout her teenage years she had limited educational 

opportunities. M exited care after turning eighteen years of age in 2019.   

A Case Practice Review found that M has not been supported by the department to develop a positive 

sense of identity, or to connect with her family, culture and community in meaningful ways. She 

remains disconnected and isolated from family and a network that would provide her relational 

permanency and a sense of love and belonging. The Review further found that M was not supported to 

develop her independent living skills, nor build a supportive network of family and friends. It is clear 

that M’s experience of multiple insecure placements has impeded her ability to form trusting 

relationships, gain an education, develop a sense of self-worth and positive identity, or find purpose 

and direction. 



Research Centre for Children & Families 

Safety in Care Review   29 

Caregiver attributes 

 

 

The risks and protective factors for child safety related to caregiver attributes are: 

 

Child protective factors 

• Feeling close to a caregiver is associated with emotional wellbeing (Washington et al 2018; Zabern & Bouteyre 

2017). 

• Stable and high-quality caregiving is protective for positive behavioural outcomes (Lee and Holmes 2021) 

 

Carer protective factors 

• Caregiver parenting style and mental health is strongly associated with child behavioural outcomes (Dalgaard 

et al 2022; Washington et al 2018).  

• Positive caregiver attributes are patience, nurturance, honesty, good problem solving and communication. 

   

Recommendations  

Agencies should demonstrate policies and processes applied in matching skills and attributes to 

individual children, how carers are trained and the nature and extent of ongoing support for carers. 

Agencies should ensure that considerations relating to a child’s culture are documented in all case 

planning activities including family contact plans, leaving care plans, and case plan reviews. 

Where a placement change has occurred, agencies should be required to provide evidence that this 

has been in the best interests of the child. 

Agencies be required to show evidence of policies, systems, and documentation and for family 

finding for every child in care.  

“The main thing I want is more screening on foster carers. That’s the number one thing I want.” 

“She was strict and definitely a lot stricter than like I was used to, so it was hard”.  

“I just wish like the parents, the carers that I was with before weren’t so violent and swearing and all 

that.”  

“My carers...I love them so much. They’re really good people and they’re really understanding as 

well...I’m pretty confident now whereas before I met them, I was like the shyest person ever. So they 

really helped me grow.” 

“You want to go and hang out with your parents by yourself and I could never really do that...I always 

had to have someone there and supervise it...just wanted some alone time, but never got it.”  

“Honestly, I feel like anyone can be a foster carer. I feel like the process is so easy. I feel like anyone can 

do it and it doesn’t matter what their commitment is for it or their purpose.” 
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• Secure caregiver attachment is associated with better psychosocial outcomes for children (Kothari et al 2020; 

Washington et al 2018; Zabern & Bouteyre 2017). 

• A warm, stable, and predictable environment and integrating the child into their family promotes positive 

adjustment to care (Lee & Holmes 2021).   

• When carers have a good relationship with the child’s biological family it reduces child internalising and 

externalising behaviour problems (Lee & Holmes 2021). 

 

Service and system 

• Caregiver ability to cope with the demands of their caring role is related to the level of support available from 

the agency (Powell et al 2021).  

• Treatment Foster Care equipped foster carers with the skills to provide consistent and predictable forms of 

discipline and close supervision (Turner & MacDonald 2021).  

• Carer training promotes positive parenting skills to manage behavioural problems associated with trauma 

(Washington et al 2021).  

• Attachment based interventions decrease parenting stress & increase overall psychological adjustment of 

children post intervention (Dalgaard et al 2022). 

• Attachment-based interventions which target carer attachment style can increase parental attunement and 

provide early preventative support for young children at risk of attachment problems (Dalgaard et al 2022; 

Kerr et al 2014). However, evidence is inconclusive about its effectiveness with older children due to their 

clinical levels of emotional and behavioural difficulties prior to commencement of the intervention (Kerr et al 

2014).  

• Dyadic Developmental Psychotherapy reported a large effect size and focuses on the reintegration of trauma 

experiences and direct therapeutic work with older children (Kerr et al 2014).  

 

The following cases illustrate the serious and systemic failures to address cumulative risk factors and provide safe and 

suitable placements to children with multiple and complex needs, with devastating consequences. 
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Case Study: B 

 

Case Study: S 

 

Further evidence of service and system factors 

Practices that undermine safety 

• Institutions that are overly reliant on screening processes to identify perpetrators and risky behaviour, and 

that do not continue to supervise and train staff and carers in how to keep children safe may enable 

opportunities for child sexual abuse to occur.  

B was an Aboriginal boy with moderate intellectual delay, borderline personality disorder, post-

traumatic stress disorder and anxiety, who died in 2019 of a drug overdose when he was 17. B 

entered care when he was 10 years old and was placed in residential care. B repeatedly told DCJ 

that he felt unsafe and had many suicide attempts. His time in residential care was lonely, isolating 

and included experiences of bullying and physical and sexual abuse. He also lived variously with his 

father, grandmother, uncle and cousin. The Serious Case Review Panel identified the following 

Issues: 

- poor placement matching and lack of work to look for alternate placement 

- no effort to work with family to promote safety 

- limited checking in by caseworkers including few face-to-face visits 

- inadequate efforts to develop a relationship with B and help him to connect and belong 

- inadequate responses to risk taking behaviours and incidents 

- the need for more agile responses to children who choose to leave their placements. 

S was a two-year-old baby girl from Lebanese and Iranian background, who died in 2020 from a 

brain injury sustained while at home with her foster carer. The carer had limited experience and had 

(unknown at the time) allegations of physical abuse in another jurisdiction. The carer maintained 

that S’s older brother pushed her off her highchair when she was in another room. The review notes 

that a number of systems issues got in the way of optimal practice and that:  

- adherence to Permanency Case Management Policy Rules and Practice Guidance was 

inconsistent across all three agencies involved (DCJ and two NGOs) 

- variable knowledge and understanding of each agency’s role within the program, as were the 

resources allocated to fulfil agency roles. This led to missed opportunities to consider placing S 

and her brother into their family’s care 

- poor recognition of and exchange of information about the behaviour of S’s brother in a 

previous placement 

- lack of adherence to the Child Safe Standards meant that the foster care placement was unsafe. 
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• Staff who are not equipped with the knowledge, skills and awareness to keep children safe through continual 

education and training. 

 

 

Education 

Many young people who participated in the Voices of Children in out-of-home care project (ACYP, 2022) had missed 

significant periods of schooling due to placement moves, suspensions or other issues. While some young people 

reported that their school (and teachers) went the extra yards to support them do well, others felt teachers had low 

expectations of them. 

 

The risks and protective factors for child safety related to education are: 

 

Child risk factors 

• Lower cognitive abilities, literacy and numeracy test scores, and attendance, and higher exclusions than 

general population (Luke & Higgins 2018).  

• Similar cognitive and language skills and academic attainment as maltreated children living at home (McLean 

et al 2016). 

Recommendations 

Agencies demonstrate policies and processes applied in matching skills and attributes to individual 

children, how carers are trained and the nature and extent of ongoing support for carers. 

Agencies demonstrate how they ensure carers have the skills and attitudes to support family 

connections and restoration where appropriate. 

The Department invest in and resource the development of differentiated training for kinship carers 

by specialist training agencies (e.g., ACWA, My Forever Family)lxxxix. 

“I did go to five different primary schools and then two high schools. So, I didn’t really connect with 

anyone. I found it hard to find friends because to me, I never knew if I was going to move again to go 

to a different school.” 

“I’d been bumped around quite a few schools and the environment of that education has definitely 

impacted my ability to learn... I think in leaving care, there’s sort of a loss of sense of direction when 

it comes to my education. I know broadly where I want to go with my career, but I feel like I haven’t 

been supported educationally in getting that.” 

“School is sort of like my safe place. I come here when things are getting...tough or things are going 

bad, I can come to one of the teachers and they help me regulate myself and calm down.  

“I feel it’s treated as though you’ve got to be enrolled because you need to do something with your 

day, but they don’t expect you to succeed. There’s no encouragement in succeeding.” 
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• Boys, children from minority groups and those with special educational needs at greatest risk for poor 

educational outcomes (McLean et al 2016; O’Higgins et al 2017).  

• Behavioural problems and executive functioning may be a barrier to learning for children in care (O’Higgins et 

al. 2017). 

• Higher use of special educational services may be a protective effect of having learning needs identified and 

met (McLean et al 2016).  

• Only one third of out-of-home care  youth progress to higher education (Spallek & Haynes, 2021).  

• Care experienced young people four times less likely to be in the labour force (Spallek & Haynes, 2021). 

• Less likely to cope with likelihood to cope with transition to independent living than their foster care peers 

with a higher level of education (Häggman-Laitila et al 2019). 

 

Child protective factors 

• Higher self-esteem, self-efficacy and social skills 

• Participation in after‐school activities and sport increases social confidence and competence 

 

Care risk factors 

• Foster care reduces likelihood of higher education (Häggman-Laitila et al 2019). 

• Caregivers who are less likely to have completed high school or a post school qualification associated with 

lower likelihood of young person attending university (Spallek & Haynes, 2021). 

 

Carer protective factors 

• Carers who are actively involved and have completed high school improves educational outcomes for children 

in their care (O’Higgins et al 2017) s 

• High aspirations and expectations for the child promotes educational attainment (O'Higgins et al 2017). 

 

Service and system 

• Significant adult figures such as teachers, school and institutions staff who believe in the child (Zabern & 

Bouteyre 2017). 

• Positive experiences at school influence academic achievement and educational attainment (Zabern & 

Bouteyre 2017). 

 

Case Study: G 

This case illustrates that coordinated care must be a priority across the whole service ecosystem to keep young 

people with serious mental health and high risk-behaviours safe. 
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Further evidence of service and system factors 

Practices that undermine child safety 

• Lack of accurate collection and reporting on the circumstances and needs of Aboriginal children with 

disabilities in care.xc 

• Lack of precision in available data to reporton the prevalence and circumstances of children with special needs 

or impairments in out-of-home carexci. 

 

Practices that promote child safety 

• Decolonising educational systems to tackle unconscious bias towards race.  

• Teachers and schools can support cultural identity of Indigenous children as part of a larger family ecosystem, 

including those they are separated from.  

 

G was an Aboriginal boy connected to his culture, who died at 17 from petrol sniffing. For most of 

the time in care he lived with a female kin carer, but just before his death he went to live with his 

great Aunt and Uncle. The Serious Case Review Panel found: 

- Good collaboration between Education and DCJ which allowed him to stay connected to school 

despite many suspensions 

- Poor collaboration between other agencies working with G (NDIS, mental health service and 

Aboriginal organisations) who were not routinely consulted or invited to participate in case 

planning. 

- DCJ had not planned adequately with G and his family for leaving care, in particular where he 

would live. 

- Lack of attention to G’s risky/criminal behaviours and mental health needs. 

Recommendations 

Agencies be required to demonstrate that they have close relationships with the schools that 

children attend or are enrolled in. 

Agencies be required to demonstrate that each child has a (current) individual learning plan in 

place. 

Agencies be required to demonstrate that a child receives support to stay at the same school when 

there is a placement change, if this is what they want.  

Agencies be required to demonstrate that they have protocols in place to manage school 

disengagement so that learning can continue outside the school gates, where needed. 

Agencies be required to demonstrate that children with disability are able to learn in the most 

appropriate school setting, and receive support from learning support units and the NDIS to ensure 

social and other learning needs are addressed 
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Cultural connections  

Young people who contributed their views to the report by the Advocate for Children and Young People on out-of-

home care (2022) reflected on the importance of kinship and connection to culture and community.  

 

Two qualitative studies are used to extract the factors related to cultural connections that promote safety or give rise 

to risks. Note: No systematic reviews or literature reviews were identified and thus reliable evidence about risk or 

protective factors for Aboriginal and Torres Strait Islander children and young people are not provided.  

 

Child risk factors 

• Indigenous young people in out-of-home care can experience serious psychological and emotional harm 

related unresolved trauma that is both historical and related to care experiences (Mendes et al 2022).  

• Young people have mental health conditions and cognitive limitations, both diagnosed and undiagnosed, 

which can reduce emotional functioning (Mendes et al 2022).  

• Substance misuse and other health challenges can have significant impact on educational attainment and the 

development of independent living skills (Mendes et al 2022). 

• Estrangement from family and culture leads to poorer mental health, criminal justice contact, and 

homelessness for Indigenous care leavers (Mendes et al 2022)  

 

Carer protective factors 

• Kinship care and culturally matched placements promote child health and wellbeing (Washington et al 2018; 

Zabern & Bouteyre, 2017).  

 

“I know that being put in kinship care was really, really important for me... seeing the difference 

between that and being placed off country or with someone who wouldn’t know culture. Even 

though they can be culturally literate, it does not equate to actually being placed with an indigenous 

carer.” 

“I come from a very beautiful lineage of ancestors that have defended my home region of 

Punjab...but that was knowledge that was actively kept from me by my white family and it was in 

turn, when I moved to the Department...if I’m being honest, there was a bit of an attempt to white-

wash me.” 

“What was really good was my mum or my aunty, so she’s the sister of my biological mum, so she’s 

the connection to that family that I grew up in, and she knows everything about that family and I 

feel like that was something we got to bond over.” 

“No one ever explained to me my cultural rights, but I’d never felt that I was restricted from them. I 

think maybe if I had asked or that’s something I sought out, it would’ve been completely okay, 

although I was never told that I did have access to these things.” 

“I genuinely believe that if I had had healthier relationships established with my siblings that weren’t in 

care when I was younger, I’d have better relationships with them now.” 
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Service and system risk factors 

• Poorly executed or incomplete transition plans and cultural plans undermine employment, education, housing 

and mental health prospects for Indigenous young people (Mendes et al 2022)  

• Barriers to good planning include reluctance by the young people to engage with mainstream services, 

insufficient resources and lack of interagency collaboration (Baidawi, 2017).  

 

Service and system protective factors 

• Flexible services build trust with Indigenous young people by connecting away from the office and spending 

time getting to know them (Mendes et al 2022)  

• Culturally appropriate services involve Indigenous staff, Elders and ACCOs in their activities (Baidawi et al 

2017; Mendes et al, 2022).  

• Indigenous children and young people need access to culturally appropriate, trauma-informed healing 

programs to address the impacts of a fractured family and community relationships and adverse care 

experiences (Mendes et al 2022). 

 

Case Study: T  

This case exemplifies the adverse outcomes facing children whose cultural connection and cultural safety needs are 

not prioritised in care.  

Further evidence of service and system factors 

Practices that promote safety: 

• Caseworkers who promote the desirability of regular contact between Aboriginal children and their family, kin 

and community 

• Training for caseworkers on how to promote trauma-informed and culturally safe practicesxcii 

• Transparency around when supervision is necessary in contact arrangementsxciii.  

 

The OCG review of out-of-home care accreditation standardsxciv involved consultation with Aboriginal Community 

Controlled organisations that provide out-of-home care services. Practices that are critical to promoting safety and 

wellbeing for Aboriginal children in care and agencies experiences of systemic challenges. 

T is a 13 year old Aboriginal and Maori boy. At the time of the Case Practice Review, T is in custody 

on serious charges. The Review found that DCJ had been unable to provide T with a home where he 

was loved and connected to his family, community and culture. Since being brought into care, T has 

lived in 18 different homes including with two family members, nine authorised carers and in seven 

Alternate Care Accommodation (ACA) placements.  T speaks about feeling abandoned. In his eight 

years in care, he was only taken back to his country one time where he was able to connect with his 

family and community on a daily basis. There were no concerns about T’s behaviour during his time 

on country, in contrast to the struggles he experienced in managing his emotions when living in all 

other care settings. The Review found that T’s voice and the voice of his family were not heard or 

privileged, and that the importance of T being connected to his family, community and culture was 

not understood by practitioners who worked with his family. 
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Practices that undermine safety 

• Duplication of effort in reporting to both the OCG and DJC. 

• Not seeing culture as central to wellbeing prevents cultural support and family connections being prioritised 

for health and education needs 

• Failure to support meaningful family participation  

• Detachment from cultural identity and community deny Aboriginal children a sense of belonging and pose 

cultural safety risks. 

Practices that promote safety: 

• Accountability by agencies for cultural care and support to children 

• Assessments of the authenticity and depth of cultural planning processes, rather than content of plans 

• Aboriginal Case Management Policy reflects principles of sensitive and respectful engagement and provides 

good guidance for agencies (and that these principles should be built into the accreditation criteria). 

• Proactive engagement with families and wider community networks in decision making to ensure children 

receive the cultural care they need 

• Assessment of agencies that recognises the unique role Aboriginal agencies have in their communities (to 

whom they are accountable in addition to OCG and DCJ) 

• Use standards to regulate agencies that reflect a sophisticated understanding of the meaning of family in 

Aboriginal cultures 

Improving culturally responsive practice 

Out-of-home care agencies can implement practices such as cultural supervision and develop internal processes for 

building cultural humility to improve their capacity to deliver culturally responsive practice. These are explained 

below. 

Cultural supervision for Aboriginal carers and workers supports to maintain alignment to culture 

within their practice, encourage a safe space for employees and carers to explore their cultural ways 

of being within their role. Cultural supervision can help minimise the cultural load and possible 

oppression for Aboriginal staff of working within a dominant culture that is not their own.   

Cultural supervision for non-Indigenous carers and workers is an organisational tool to increase 

safety for Aboriginal children in the out-of-home care system. It is about cultural accountability and 

cultural development for service providers and carers. It is a process of inviting non-Indigenous 

service providers and carers to engage in a process with cultural humility.  

Cultural humility means engaging in a way that genuinely attempts to understand a person’s 

identities related to race and ethnicity, gender, sexual orientation, socioeconomic status, education, 

social needs, and others. When practicing cultural humility, one accepts that this is a lifelong 

learning process focusing on self-reflection and the deepening of self-awareness, especially around 

acknowledging one’s own inherent privilege and biases. One will seek to deepen their 

understanding of the complex nature of the intersection of identities and accept that even in 

sameness there is difference. The aim for one holding cultural humility is not to assume knowledge 

about another’s culture but to continually explore the evolving and dynamic nature of a person’s 

experiences with ongoing curiosity and being willing to be vulnerable and open to learning.  

D. Thomas, project cultural advisor, August 2022 
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Leaving care 

Young people who contributed their views to the report by the Advocate for Children and Young People on out-of-

home care (2022) felt that the system let them down when they left care by not adequately supporting or planning 

the next steps with them. 

 

The risks and protective factors related to leaving care include: 

 

Child risk factors 

• Mental health issues associated with poor leaving care outcomes (Eastman et al 2017; Gunawardena & Stich 

2021; Mendes; 2022). 

• Early parenthood and child protection involvement (Eastman et al 2017; Mendes et al 2022)  

• Care leavers often lack core independent living skills needed for adulthood world such as cooking, budgeting, 

cleaning, maintaining hygiene (Gunawardena & Stich 2021; Mendes et al 2022). 

Recommendations 

OCG to consider building in the principles underpinning the Aboriginal Case Management Policy into 

the out-of-home care accreditation criteria. 

OCG to ensure it speaks with workers and children as part of monitoring processes. 

OCG to propose a template be used by authorised agencies for reviewing the authenticity of cultural 

care plan development processes. 

Agencies be required to demonstrate that they have effective cultural supervision, training, and 

professional development processes in place. 

Agencies be required to demonstrate they have a current (and active) Reconciliation Action Plan. 

Agencies be required to show evidence of policies, systems, and documentation and for family 

finding for every child in care. 

“Leaving care plan didn’t really set me up for anything except for like three months of mild happiness 

where nobody checked up on me and then didn’t ever again.”  

“Start the plan earlier...so then when it comes to the time where everyone thinks the kid’s ready to 

transition, boom, it gets sent to FACS and we’re not waiting for weeks on end to hear back from 

them... do our plan for TSIL earlier. Don’t just do it whilst we’re in TSIL.”  

“They need to invest in the kids who are leaving just as much as they’re investing in putting kids into 

the system to begin with...” 
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• Many Indigenous care leavers exit straight into homelessness, especially if they are transitioning from 

residential care (Mendes et al 2022). 

• Female Indigenous care leavers may stay in violent contexts due to lack of alternative housing (Mendes et al 

2022). 

 

Child protective factors 

• Leaving care at an older age and having higher self-esteem are both positively associated with better 

transitions from care (Gunawardena & Stich 2021; Häggman‑Laitila et al 2021) 

• Social support is a critical protective factor for care leavers (Atkinson & Hyde 2019). 

• Employment access and housing quality were key prerequisites for achieving safety in the transition from care 

(Häggman‑Laitila et al 2019).  

 

Service factors 

• Young care leavers need flexible systems that take account of their personal readiness for leaving care 

(Atkinson & Hyde 2019).  

• Reunification support systems needed for Indigenous care leavers (Mendes et al 2022).   

• Independent living programs improve outcomes for employment, housing, and lower rates of mental health 

issues & involvement in the criminal legal system (Gunawardena & Stich 2021).   

• Assessing strengths and vulnerabilities of young people prior to leaving care and providing additional support 

for those at highest risk (Häggman‑Laitila et al 2019). 

• Consultation with cultural knowledge holders in cultural planning (Mendes et al 2022)  

• Casework support after exiting care to (re)connect young people to culture and community (Baidawi et al 

2017). 

• Authentic and consistent relationships with professionals and out-of-home organisations is essential for 

effective transition planning (Atkinson & Hyde 2019; Häggman‑Laitila et al 2019). 

 

Systems factors 

• Strict timeframes around leaving care do not take account of individual needs and a more gradual transition to 

exiting care is needed (Atkinson & Hyde 2019; Baidawi et al 2017 

• Housing funding models prevent Indigenous care leavers achieving stable housing due to long waiting list for 

social housing and lack of culturally appropriate housing (Mendes et al 2022).  

• Extending care until 21 years (Mendes et al 2022).  
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Case Study: P  

This case reveals systemic failures to keep a young person with high and complex medical and other support needs 

safe in care. 

Further evidence of service and system factors 

The Donnelly report (2017) recommended actions that the NSW Government could take to improve leaving care 

planning and support: 

 

Practices that promote safety 

• Implementing financial penalties for out-of-home care providers that fail to develop and action leaving care 

plans  

• establishing a designated team within the Department of Family and Community Services to develop, monitor 

and implement leaving care plans and supports for young people  

• changing the focus and name of ‘leaving care plans’ to ‘transitioning care plans’  

• developing a specific strategy to create three year transition plans, with a sliding scale in the level of support 

to be provided from ages 18 to 21. (Recommendation 15) 

• Extending the timeframe for supporting children in care beyond 18 years (which several Australian 

jurisdictions have either implemented or committed to). 

 

 

P died in 2017 at 17 years of age. His heart stopped while being restrained at the swimming pool with his 

carer. The Serious Case Review Panel found that in the years after P had a serious accident, DCJ was not 

as actively involved in his care as it should have been. Because of the complexity of P’s traumatic brain 

injury and how it affected him, DCJ needed to lead the services working with him to collaborate and 

work together. DCJ should have had higher expectations and required more from services for P.  Instead 

DCJ handed responsibility to [NGO] without a clear long-term plan for P’s care. At the time he died, P did 

not have a leaving care plan. The checks in place to oversee planning for children with complex needs in 

out-of-home care missed opportunities to ensure P’s current and future needs were met. 

Recommendations 

Agencies be required to demonstrate that every child has a leaving care plan in place from the age 

of 15 at a minimum and that preparations for this plan commence around the time a child begins 

secondary school. 

This plan should cover all the key health and wellbeing domains, extends support past the time the 

young person exits care and that the agency, young person, carers and family are involved in its 

development and implementation. 

The agency, child, carer, and family should all be involved in plan development and implementation. 

Agencies be required to demonstrate engagement with ACCOs and Aboriginal Elders to ensure 

Indigenous children can safely transition back to family, community, Country. 
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Community engagement 

Young people who contributed their views to the report by the Advocate for Children and Young People on out-of-

home care (2022) often missed out on valuable opportunities to socialise and spend time in the community.  

 

The risks and protective factors related to community engagement include: 

 
Child risk and protective factors 

• Children and young people in out-of-home care have fewer opportunities to engage in community activities 

(Zabern & Bouteyre 2017).  

• Healthy relationships with peers and caring adults in the community support psychosocial wellbeing for young 

people in foster care (Kothari et al 2020).  

• Positive self-concept, high self-esteem, and self-mastery are associated with higher social and relational skills 

(Zabern & Bouteyre, 2017). 

• Intrinsic qualities such as temperament and adaptability attachment and belonging, and developmental skills. 

(Kothari et al 2020).  

• Community activities can give children and young people in foster care opportunities to practice new social 

skills (Kothari et al 2020).  

• Achievement in sports and other non-academic tasks can build self-esteem and self-efficacy (Zabern & 

Bouteyre 2017).  

• Having more close friends promoted resilience among young people in care (Kothari et al 2020).   

 

Service and system factors 

“When I was in foster care, if the family went on holiday I would just get placed in respite care...I 

wasn’t viewed as part of the family. I was something for them to prove to their other North Shore 

friends that they donated to charity.”    

“I’d missed opportunities with like my friends going camping because it was like, well, if you stay 

more than a certain number of nights...their parents have to have Police Checks, Working with 

Children Checks...which in a way is kind of embarrassing.”       

“I went out to go to Warringah’s mission where my pop grew up and yeah. It was good and my 

aunty was there and my cousin was there too, to share that moment.” 

“I missed out on learning how to ride a bike...because I was moved around all the time. I missed out 

on having my own things and toys in one place because I always lost them.”  

“I guess, like being able to socialise more. Have like a better social health. I always struggle to try 

and talk to people. And I guess, without the system and without my circumstances, I would’ve been 

able to do that better.” 

“We did a lot of stuff with them [worker] outside of just visits...they’d pick us up after school and 

we’d just chat and do stuff. So, we got to know each other.” 
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• Having access to non-parental adults who young people in foster care felt would ‘be there’ for them if needed 

is an important social resource (Kothari et al 2020).  

• Positive relationships with adult figures such as teachers, social workers and other institutional staff has a 

significant positive correlation with psychological wellbeing for children (Zabern & Bouteyre 2017).  

• Training for out-of-home care caseworkers on how to identify and develop protective factors for a child 

(Zabern & Bouteyre 2017)  

• Resilience building programs help boost skills and confidence for children in care (Kothari et al 2020). 

 

Case study: C 

This case study shows the level of isolation and loneliness children with complex needs and challenging behaviours 

can experience if they are not supported to make friends and find connections and interests, and their underlying 

issues are not well understood or addressed. 

 

Further evidence of service and system factors 

Child death and case reviews involving children and young people in care reveal that many were isolated, lonely, 

disconnected from school and had few interests or hobbies. 

Voice and participation 

Young people who contributed their views to the 2022 report on out-of-home care by the Advocate for Children and 

Young People expressed a need to receive support to ensure they understood and could exercise their rights, 

particularly their right to be heard, to participate in decisions that impact on them and to receive accessible 

information about their care arrangements. This was seen as both critical to their safety and wellbeing and to their 

sense of control over their own lives. 

C (13) has been in the care of the Minister since he was a toddler. His early years were characterised 

by multiple agency placements. His continuing challenging behaviours in placements and at school 

have led to increasing social isolation as staff focus on safety and security management. Over the 

years, C frequently self-harmed, has poor self-esteem and struggles at school. He has also disclosed 

he has been sexually assaulted in placements by other children. He has had several tests for autism, 

mental illness and cognitive disability and but none have been conclusive.  His main interest is 

playing video games, and if this outlet is restricted or removed C can act out in violent and 

challenging ways. He reports as feeling very lonely and unhappy. Professional advice relating to a 

strong routine, intensive case management and carer training have not been taken up, and mental 

health services often deemed him ineligible as he was not in a stable placement. 

Recommendations 

Agencies to demonstrate that case plans include provision for regular recreation, sport and/or 

cultural activities, in accordance with the child’s wishes and interests. 

Agencies to demonstrate efforts to resource carers and caseworkers to facilitate community 

engagement (e.g., transport, fees, uniforms, art supplies). 
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A systematic review of 39 studies examined if and how the voices of children and young people in care were heard in 

relation to health needs and/or health status (Smales et al 2020). The review identified the following risk and 

protective factors: 

 

Child factors 

• Poorer emotional wellbeing associated with feeling unheard or that they do not fit in anywhere. 

• Frequent placement changes and less involved caregivers can leave young people in care without a consistent 

adult figure who can advocate, educate, or support their health. 

• Peers can be an important source of emotional support. 

• Young people in care may lack a trusted adult to talk to. 

 

Carer factors 

• Carers underestimating the health concern of young people in their care. 

 

 

“No one had ever actually explained. I think that’s what caused a lot of my distress and distrust in the 

system is that I didn’t know what was happening.”  

“Knowing that I had those rights and I had the ability to speak up for myself gave me a much stronger 

sense of control over where I wanted to go...I’ve genuinely had some very poor placements and with the 

education that I had surrounding the Out-of-Home Care Charter of Rights, I was able to talk to my 

caseworker...I finally found a placement that worked perfectly for me and my needs.”  

“Some of us kids just feel like we’re treated like a number...we need to start being treated better and our 

voices need to start being heard a lot more than what they are.”  

“Young people should be included in things like their case meetings and rights to their decisions and learn 

about what’s going on in their life...I don’t think I remember ever going to a case meeting until it was the 

one three weeks before turning 18 about leaving care.” 

“It was like I was in the corner, but no one really wanted to hear what I had to say.”  

“If I asked about anything, it was none of my business. I was just a child.”  

“They’re always wanting us to be open and expressive about what we want...our case managers. They 

ask us for our opinions on things. They get us involved in what we’re doing.”  

“It’s good for them to ask because then I have a sense that I have control of what I do and what my 

future could lead to.”  

“She would always ask me for my opinion, how I felt about things, and she felt like a genuine person I 

could really connect to and talk about my problems.”  

“I made my first proper complaint like a couple of years ago to the Ombudsman, because it took them 

two years to amend my leaving care plan after constant cancelled meetings and emails I sent and stuff, 

so the only reason things moved was because I made a formal complaint...” 
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Service factors 

• Young people rarely engaged to inform health research design.  

• Service responses will be poorly matched to young person’s needs if carer reports are relied on.  

• Active and ongoing participation in health-related decisions can also increase the self-efficacy and skills of 

young people so they are prepared for adult decision making and independent living. 

 

 Case Study: K  

This case highlights the failure to engage a young person at high-risk of harm in important decisions and appropriate 

safety planning. 

 

Further evidence of service and system factors 

Practices that undermine safety 

The Royal Commission into Institutional Responses to Child Sexual Abuse found: 

• Children were not heard or believed in institutional settings and that this served to allow the abuse of children 

to both occur and continue.xcv 

• Hearing directly from children about what keeps them safe and valuing children’s voices was a protective 

factor against abuse.xcvi  

 

Practices that promote safety 

• appropriate support and mechanisms for children in out-of-home care to communicate, either verbally or 

through behaviour, their views, concerns and complaints        

• appropriate training and support to carers and caseworkers to ensure they hear and respond to children in 

out-of-home care, including ensuring children are involved in decisions about their lives 

• regular consultation with the children in their care as part of continuous improvement processes.xcvii 

K (17) has had eight placements in foster care, kinship care, inpatient stays at hospitals, Intensive 

Therapeutic Transitional Care home (ITTC) and Alternate Care Arrangements (ACA).  Since 2016 

there have been numerous ROSH reports relating to K’s mental health, attempts of suicide, physical 

abuse, psychological abuse, self-harm, drug use, sexual exploitation, sexual abuse and indicators 

consistent with sexual abuse. K currently resides in a therapeutic residential care placement. The 

Practice Case Review found that:  

- K has had limited opportunities to speak with DCJ in relation to ROSH reports, leading to 

inconsistent responses to her worries and poor efforts to work alongside her to increase her 

safety and mitigate risks.  

- Reports did not contain all known information for the caseworker to conduct a full assessment 

to determine K’s safety, or to understand her experiences and needs 

- Some non-ROSH reports were not responded to, even though they related to allegations 

against a carer. 
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• equipping children and young people to provide support and seek help for their friends through child-centred 

protective participatory processes in an organisation.4 

• ensuring children and young people are comfortable talking about their feelings and safety with peers and 

identifying trusted adults (or services) that can help.xcviii 

• Giving Indigenous children and young people access to culturally safe ways of communicating, such as through 

art therapy. 

 

Abuse in care 

Young people who contributed their views to the 2022 report on out-of-home care by the Advocate for Children and 

Young People provide accounts of abuse and neglect experienced at the hands of their carers, peers, by workers or by 

strangers. While harm to children in care can be prevented by supporting agencies, carers and workers to improve 

their policies, systems, cultures and practices, it is important to acknowledge that in general children are highly 

vulnerable to harm, exploitation and abuse in a range of community and private settings, due to their developmental 

and neurological vulnerability, their dependency on adults, and their lack of power, control, and voice. In this context, 

it is critical that care agencies are alert to the risks of abuse to children and respond in timely and effective ways. 

 

 

Recommendations 

The OCG develop mechanisms to directly hear the voices of children in out-of-home care and 

incorporate their input, and that of workers, during agency monitoring processes. 

The OCG seek out information from out-of-home care agencies on how they prioritise and give 

effect to ensuring children in care have a voice, are provided with accessible information and 

participate in decision making. 

Agencies be required to demonstrate that they have accessible complaints and feedback 

mechanisms in place to hear the voices of children and young people, and that children in care are 

aware of these. 

“I was sexually assaulted in a hotel that I was staying in, not by a worker but just by a person, 

another person. I was 12.”  

“That was our first care placement. They hated us. They used to abuse us...I wouldn’t leave school. 

That’s when our teacher knew something was up because we were never like that when we were 

living with our mum.”  

“Their grandchild that lived there at the time as well had a boyfriend who was threatening the 

family and stuff... It wasn’t safe.”   

“It was just like they weren’t looking after me properly and there was drug and alcohol use.”  

“Don’t go calling the cops just because the kid’s run away for a few hours...talk to them. Keep in 

contact with them...try and work with them to come home.”   

https://aifs.gov.au/resources/short-articles/listening-children-and-young-peoples-voices-about-safety-organisations#footnote-004
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Service risk and protective factors 

The Royal Commission into Institutional Responses to Child Sexual Abuse chronicles a dark history of abuse of 

children who were being cared for by the state or non-government organisations and institutions. In hearings, people 

came forward who had also had recent experiences of abuse in care. As the Commission noted:  

 

Many of the case reviews provided for this review also revealed a history of abuse in care. In many cases allegations 

of abuse were not responded to or not taken seriously. The case studies below illustrate this point. 

 

Case study: P, L, J 

 
  

 
4 Resourcing and training for kinship carers in Australia has been a long-held concern. Currently New South Wales is the only state 

that mandates training for kinship carers. There is only one manualised pre-service training model which has been developed 

specifically for Kinship Carers; Shared Lives (Relative). 
 

Of the 257 survivors who told us in a private session that they had been sexually abused in 

contemporary out-of-home care, 170, or 66.1 per cent, said they were abused in home-based care, 

and 96 (37.4 per cent) said they were abused in a residential care setting. Some told us they were 

abused in both types of care placements.xcix 

P, L and J have lived with their grandmother (GM) since 2017. The children also live with GM’s older 

adult children. Her parenting style is authoritarian, and she struggles to acknowledge or respond to 

the children’s emotional needs or experience of trauma. There have been a number of reports 

received about GM’s ability to care for the children. This has included worries about lack of 

supervision, smacking the children and inappropriate discipline including restrictive practices.  In 

March 2020, one of GM’s older children physically assaulted P and was charged and convicted of 

common assault.  

The Case Practice Review found that: 

- The assessment and response to concerns raised has been inconsistent.  

- There have been missed opportunities to consider the experience of the children and 

holistically assess GM’s ability to care for the children.  

- The assessments have not considered the role and risk of GM’s older children, two of whom 

have police events relating to drug use and violence.  

Recommendations  

Agencies be required to demonstrate policies and processes in place for reporting allegations of 

abuse against carers, and for supporting carers, families and children. 

Agencies be required to demonstrate implementation of policies and practices for reporting 

allegations of abuse against carers in accordance with standards for permanent care. 

Agencies be required to demonstrate policies and processes applied in matching skills and 

attributes to individual children, how carers are trained and the nature and extent of ongoing 

support for carers. 

Agencies be required to demonstrate how they ensure carers have the skills and attitudes to 

support family connections and restoration where relevant. 

The Department invest in and resource the development of differentiated training for kinship carers 

by specialist training agencies (e.g., ACWA, My Forever Family).c 4 
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Section 6 – Conclusions 

Despite considerable policy attention on how to improve the permanency, stability and safety afforded to children in 

out-of-home care, systemic and practice issues remain which increase a risk of harm. Several recent inquiries and 

reviews that exposed serious deficiencies in child protection and out-of-home care system have led to the 

implementation of widespread changes to funding, oversight and reporting arrangements for authorised agencies. 

Strengthening the workforce requires addressing a sense of fatigue with the constancy of changes as it can lead to 

casework that focuses too heavily on documentation to meet compliance rather than on developing trusting 

relationships with children, carers and their families. A flow on effect is caseworker dissatisfaction and high casework 

turnover which increases the risk of instability for children and is itself a risk for safety. Supporting children in out-of-

home care to experience secure and warm caregiving is critical for their safety and the workforce capacity to reliably 

deliver trauma-informed and culturally safe practice is currently underdeveloped.  

 

Greater effort is needed to ensure that placement of children with kin is the first priority through improved family 

finding and that carers actively support children to connect with family, culture and community. Kinship and foster 

carers have distinctive support needs and flexibility in the types of training and support they are offered is warranted. 

A fundamental condition for child safety and wellbeing is that behavioural problems are responded to early and 

therapeutically, drawing on evidence-based interventions that offer opportunities for children to thrive in stable and 

enriching home, school and community settings.  It is critical that workers and carers learn how to practice cultural 

humility, which includes embedding cultural supervision and engaging cultural knowledge holders in effective care 

planning that occurs regularly and pivots early toward assisting young people with the skills and social supports they 

need to prepare for leaving care. These practice enhancements would undoubtedly increase safety for children but 

they are not achievable without requisite high-level investment by the NSW Government and leadership and 

commitment by all authorised agencies and their representative bodies. 
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