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1 Overview of the child safety system

Chapter 1 key messages:

The Child Guardian is the independent,
external monitor of the child safety
system and its ability to provide services
which meet the needs of the children and
young people in that system (including
identifying any progress made or trends
that indicate system-level service failure).

The Child Guardian role involves
monitoring, investigating, complaints
resolution, advocacy about laws, policies
and procedures, and visits to children
and young people in out-of-home care by
Community Visitors. The Child Guardian
also has a role in chairing the Child Death
Case Review Committee.

In 2006 the two most frequently raised
issues with Community Visitors by
children and young people were about
sufficient support being provided

by the Department of Child Safety

and the maintenance of family/other
relationships.

The child safety system is a term which is used

to describe the services collectively delivered

by the Department of Child Safety (as lead
agency), other relevant government entities® and
non-government service providers to children and
young people of whom the Department of Child
Safety becomes aware because of allegations of
harm or risk of harm.

1.1.1 Profile of children and young people
in the child safety system

A child or young person enters the child safety
system when the Department of Child Safety
receives information that they may have been
harmed or that they may be at risk of harm.

Depending on the Department of Child Safety’s
assessment of this information, any of the
following can occur to a child or young person:

a decision is made not to intervene
a referral is made for early intervention services

intervention may occur in the family home to
reduce ongoing risk factors

the child or young person enters out-of-home
care, including foster care, residential care or
kinship care.

In the 2005-06 financial year the Department

of Child Safety reported that a total of 25,687
distinct children and young people were notified
to it® and this means that at least 25,687 children
and young people entered the Child Guardian’s
oversight jurisdiction in that time period.

At 30 June 2006 there were 6446 children and
young people under care and protection orders
in Queensland.” Of these, 4001 children and
young people were in foster care, 1650 children
and young people were in relative or kinship
care and 225 children and young people were
in residential facilities.?

Including the Department of Communities, the Department of Education, Training and the Arts, Disability Services
Queensland, Queensland Health, the Department of Corrective Services, the Department of Justice and Attorney-General,

the Department of Emergency Services, the Department of Housing and the Queensland Police Service.

Page 24 of Child Protection Australia 2005-06, Australian Institute of Health and Welfare, Canberra 2007.
Page 46 of Child Protection Australia 2005-06, Australian Institute of Health and Welfare, Canberra 2007.
Page 52 of Child Protection Australia 2005-06, Australian Institute of Health and Welfare, Canberra 2007.
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During 2006 the Child Guardian’s Community
Visitors were regularly visiting these children
and young people in out-of-home care, with

an average of 3011 children and young people
being visited every month. During each visit,

the Community Visitor obtains information
about the Standards of Care outlined in Table 1.1.

Table 1.1: Standards of Care (SOC) information
reported about by Community Visitors

Dignity and rights respected

Receives information on matters
concerning him/her

Sufficient support by
departmental officers

Physical care needs met
(food/clothing)

Physical care needs met
(accommodation)

Emotional care needs met
Cultural/ethnic needs met

Schooling needs met

Physical and mental stimulation
Education, training and employment

Positive guidance in relation
to inappropriate behaviour

Dental needs met
Medical needs met
Therapeutic needs met

Participation in social/
recreational activities

Maintenance of family/
other relationships

Disability - special needs met

After every visit, a Community Visitor completes
a report and records a rating of 1 to 4 and
explanatory text in relation to each of the
Standards of Care to describe what the child or
young person is experiencing in terms of service
delivery. The ratings of 1 to 4 have the meanings
shown in Table 1.2.

Table 1.2: Rating scale used by
Community Visitors

Serious grievance or concern raised
or identified that can not be resolved
locally, including matters requiring
formal escalation under section 20

of the Act and previously reported
Rating 2 matters that are not rectified
after a reasonable opportunity has
been provided

Grievance or concern raised or
identified is capable of local
resolution

Standard of Care satisfactory -
no grievance or concern raised
or identified

Standard of Care exemplary in

some way and may represent an
approach to out-of-home care that
the Department of Child Safety could
model and apply elsewhere

To give an overview of the types of issues
raised during visits, Table 1.3 and Figure 1.1
summarise the prevalence of types of issues
that were recorded as a Rating 1 ‘serious
grievance or concern’ or as a Rating 2
‘grievance or concern’ by Community Visitors
for 2006, in comparison with matching data
for November 2004 - October 2005.° Further
information relevant to Figure 1.1 can be
found in Appendix 3. When considering this
information, the following must be taken
into consideration:

During the November 2004 - October 2005
period a total of 24,228 reports were lodged
by Community Visitors, whereas for 2006
there were a total of 39,284 reports lodged
(an additional 15,056 reports). This was
because more children and young people
entered out-of-home care in 2006, and

also because recruitment and retention of
Community Visitors increased during 2006

During 2006, training was delivered to
Community Visitors which may have improved
the accuracy of their use of Ratings 1, 2, 3 and
4 in relation to the different Standards of Care,
and

9 As reported on page 31 of the Child Guardian Report 2005 which is available at www.ccypcg.qld.gov.au/about/

publications/reports.html.
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In 2006 the Community Visitors may have
been given more information about service
delivery problems in out-of-home care by
children, young people and foster carers
because they had an established relationship
with these individuals. (The relationships
may not have been as well-formed in the
November 2004 - October 2005 period as
this was the start of Community Visitors
visiting those in out-of-home care.)

It is clear from Figure 1.1 and Table 1.3 that

for 2006 and for November 2004 - October 2005
(referred to henceforth as 2005 data) the issue
most frequently reported as requiring further
attention was Standard of Care 3, ‘Sufficient
support by departmental officers’. Standard

of Care 16, ‘Maintenance of family/other
relationships’, was the second most frequently
raised issue for both of these time periods.

It is encouraging that, although ‘Sufficient
support by departmental officers’ is still the
issue that is most commonly reported as
requiring follow-up, it has decreased since

2005 from 21.93% to 9.75% of the total
Ratings 1 and 2 reported for all Standards

of Care. Similarly ‘Maintenance of family/other
relationships’ was the next most represented
issue requiring follow-up, but it has also
decreased, from 9.15% to 6.6% of the total
Ratings 1 and 2 reported for the same periods.

Nevertheless, the fact that the same two issues
were those most frequently raised in 2005 and
in 2006 warrants further investigation by both
the Child Guardian and the Department of
Child Safety.

Another interesting aspect of the information in
Table 1.3 (see over page) is that, although there
were 72,529 more separate reports of Rating

2s in 2006 than there were from 2005 (which
may largely result from a lot more visits being
conducted in 2006 than previously), the number
of Rating 1s actually decreased slightly, from 903
for 2005 to 821 for 2006. This may mean that
the rate at which service delivery led to a ‘serious
grievance or concern’ was less in 2006 than

it had been previously.

Figure 1.1: Percentage of total Ratings 1 and 2 for the 17 Standards of Care
which required further follow-up by Community Visitors in 2005and in 2006

25
Il 2005* [ 2006
20
15
10
’ Y B 5 < [ N-ch
. ) I
¢¢3“°:§“ ‘o p
m
S © © © o © o ©O

* Data for the 2005 period is from November 2004 - October 2005.



5007 13O0 - $00T IdquA0ON woij ST poudd G007 Y} 10J ele( ,

LLOY 64997 81 <107 089 q¢ 19w Spadu [enads - Aiqesiq
1LLG G0LS 99 ILET 88¢I €8 sdrysuone[a1 J9yjo/A[Iwre) Jo dURUUTRIA
8L9Y 9997 4! G99 JASH 8 SIMIAITIDE [BUOIIRAIDAI/[RID0S Ul uonedmiied
06¢4 6¥¢ES 87 L8I1 9VII v W SpIU d1ndderdy ]
864V 084v 81 eva €1q 0¢ 19W SPI3U [BIIPIN
SELY 0cLy ! 499 LE9 8¢ J9UW SPAdU [RIU(]
GECq 1814 4] 996 688 LL Io1aeyaq eudoxddeur a1 duepINg ANISO]
Y16V 9.8% 8¢ 969 999 6¢ JuowAordwn pue Sururen ‘uonednpyg
(4817 €0a¥ 6 yas Y14 IT UONB[NWS [BIUSW pUE [BIISAY]
9r9¥ 6197 LT €99 9¢s LT JOW SPa”U 3UI[00YDS
ovevy 8EEY C 94¥ vav C 19U SPAdU dIUTI/TeINI[N)
S0Iq 1609 ¥a SCL 8.9 LY JW SPAJU LD [RUONOWY
14454 8.8¥ 97 8¥L 489 €9 [UOTIEPOWIWIOJI.] 1AW SPAAU LD [BIISAYJ
99¢&Y 14194 Cl 153 (4013 €l [SUIY10[d/p00J] 19W SPAAU LD [BIISAYJ
(441 €ves 6L1 L8TE LEOE 0G¢ s1901J0 Teyudunredsp Aq uoddns juamdiygng
€699 049G 6V G648 808 LY Y /Wiy SUTUIDUO0D SId)IBW UO OJUI SIAIINY
89%9 L8T9 181 9¢8 0L (44! pa1dadsar syysu pue Ayudiq

900z pue 5002 uj SI0}ISIA Alunwwo) Aq dn mojjoy Jayiny painbas yaiym ale) jo spaepuels Lt sy} jsuiesSe spoday :€°T d)qel 9



Responses about the different Standards of Care
reported by Community Visitors during 2006
will be discussed further in Chapters 4-8 as these
chapters relate exclusively to children and young
people in out-of-home care.

1.1.2 Children and young people in the child
safety system who died*
During the period 1 July 2005 to 30 June 2006,
51 children and young people known to the child
safety system'! died, which can be expressed as
a rate of 84.5 per 100,000, while for all children
and young people the rate of death was 43.8 per
100,000. Children and young people known to
the child safety system died of external causes
and non-accidental trauma at a rate almost four
times higher than for all children and young
people (36.5 per 100,000, compared with 9.9 per
100,000). The rate of death from acquired disease/

illness was slightly lower for children and young
people known to the child safety system.

Table 1.4 outlines the deaths of children and
young people known to the Department of Child
Safety compared with deaths of all children and
young people.

As a result of the data in Table 1.4 the Child
Guardian is undertaking two large projects in
2007 which involve analysing suicide and fatal
assault deaths of all children and young people
in Queensland between 1 January 2004 and

31 December 2006. It is expected that these
projects will establish that children and young
people who enter the child safety system are
already more vulnerable to these types of deaths,
and will examine how to better deliver services
to children and young people once they are in
the child safety system.

Table 1.4: Deaths of children and young people known to the Department of Child Safety,
compared with all children and young people from 1 July 2005 - 30 June 2006

Transport 0 0 2
Fatal assault 2 2 1
Suicide 0 0 0
Drowning 2 2 0
Pending

3 3 8 13.3 4.2
0 1 6 9.9 0.9
1 3 4 6.6 1.5
0 0 4 6.6 1.8

* Numbers less than 4 are too low to be calculated as a rate.

10 The information is from pages 6-7 of the Child Death Case Review Committee Annual Report 2005-06.
11 Children and young people considered ‘known’ to the child safety system were those known to the

Department of Child Safety within three years of their death.
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1.2.1 Key outcomes of the child safety

system sought by the Child Guardian
The Child Guardian’s role is to be the
independent, external monitor of the child
safety system and to assess how well the
service system is meeting the needs of the
children and young people with whom it deals.
The Child Guardian assesses the performance
of the child safety system against its systemic
ability to deliver the following key outcomes:

effective assessment

appropriate service delivery for children and
young people who do not enter out-of-home
care but require further intervention

safe and stable out-of-home care

individual needs being listened to,
understood and met

best education possible
best health possible

special needs of Aboriginal, Torres Strait
Islander and culturally and linguistically
diverse children and young people are met, and

successful and supported transitions from
out-of-home care.

In summary, the point of developing and
adopting the key outcomes of the child safety
system is so that the Child Guardian remains
focused on:

outcomes which enhance the lives of children
and young people in the child safety system,
and

all aspects of the child safety system
continuum, from the initial notification to
the Department of Child Safety through to
children and young people returning to their
parents or entering adulthood.
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1.2.2 Tools used by the Child Guardian to
influence change to the child safety system

The Child Guardian has a number of legislative
functions and responsibilities which it uses to
achieve change for children and young people
in the child safety system at both the system
level and the level of the individual child or
young person.

System level

The activities in which the Child Guardian
engages to influence improvements to the
child safety system are:

advocating for laws, policies and procedures
which promote and protect the rights, interests
and wellbeing of children and young people in
the child safety system; this is done by:

making submissions about draft legislation,
policies and procedures

- creating a focus on particular problems by
producing issues papers

- being a member of working groups or
committees (including the Child Safety
Directors’ Network) established by
service providers to guide or monitor the
effectiveness of particular aspects of service
delivery in the child safety system, and

- making presentations and speeches on issues
affecting children and young people in the
child safety system

monitoring system-level information from
children and young people which is produced
through the regular visits made by Community
Visitors and from complaints data

monitoring system-level information from
service providers to determine the effectiveness
of laws, policies and procedures



monitoring system-level information about
deaths of children and young people in the
child safety system by:

- reviewing copies of all reports and
recommendations made by the Department
of Child Safety’s Child Death Case Review
Committee, and

- maintaining a register of the deaths of
all children and young people, and

- conducting research

making recommendations and monitoring
implementation of recommendations about
how service providers can improve their
service delivery to achieve better outcomes
for children and young people in the child
safety system.

Examples of all of the above types of activities
and their outcomes are provided in Chapters 2-9
of Part A of this report.

Individual level

The Child Guardian achieves service delivery
outcomes for individual children and young
people in the child safety system through
the following:

local and formal resolution of issues raised
by children and young people with their
Community Visitor

resolution of complaints in relation to
service delivery, and

monitoring the implementation of
recommendations made by the Child Guardian
to service providers about a review of service
delivery to an individual child or young person
or a group of children and young people.

Examples of all of these types of activities and
their outcomes are provided in Chapters 2-9 of
Part A of this report.
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