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GLOSSARY
ACW

Aboriginal Community Worker

CAPCA

Care and Protection of Children Act (2007)

CAST

Carer Assessment and Support Team (Territory Families)

CAT

Child Abuse Taskforce

CCIS

Community Care Information System

CEO

Chief Executive Officer

CIT

Central Intake Team (Territory Families)

CM

Case Manager

cw

CAST Worker

CWA

Community Welfare Act

DCF

Department of Children and Families (Child protection agency prior to TF)

FACS

Family and Children Services (Child protection agency prior to TF)

l&A

Investigation and Assessment Team.

IRU

Internal Review Unit/ Practice Integrity

LWB

Life Without Barriers

NTFC

Norther Territory Families and Children (Child protection agency prior to TF)

occ

Office of the Children's Commissioner

TF

Territory Families

The Act

Children's Commissioner Act (2013)

The carers

Ms TFC1and Mr TFC2

s83B CAPCA

Inquires to monitor the wellbeing of a child in care

s84ACAPCA

Investigate the harm of a child in care.
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JURISDICTION
This investigation was conducted in accordance with section 28 (2) of the Children's Commissioner's Act
2013 (the Act), which empowers the Children 1s Commissioner (the Commissioner) to conduct an Own
Initiative Investigation.
The grounds for the investigation are defined under section 28(2) and (3) of the Act, which states that
1

the Commissioner may investigate a matter on the Commissioner s initiative only if satisfied that the
matter may form a ground for making a complaint (irrespective of when the matter occurred and
whether or not a complaint was made in relation to the matter).

FORMALITIES
Reference to Territory Families (TF) the Northern Territory Government agency responsible for child
protection, youth justice, domestic violence, seniors and multi-cultural affairs in this report refers only
to the agency established on 12 September 2016. This one agency has been tasked with a whole of
life approach to vulnerable families bringing together key social service programs that provide the
opportunity to broaden services to families.
'Department1 is used to refer to the child protection agency responsible for statutory child protection
services prior to the current arrangement and should be taken to include:
•
•
•

Department of Children and Families (DCF), 1 January 2011 to 11 September 2016;
NT Children and Family Services (NTFC), 1 July 2008 to 31 December 2010; and
Families and Children Services (FACS), a service delivery section of the Department of Health
and Community Services, prior to 2001 to 30 June 2008.

The Care and Protection of Children Act commenced in December 2008, children prior to this were
placed in the care of the Minster for Health and upon commencement of this legislation were placed in
the care of the CEO from September 2010.

EXECUTIVE SUMMARY
On 19 September 2019, an Own Initiative Investigation commenced in accordance with section 28(2)
of the Act. The investigation was conducted to examine all services provided to the 12 children subject
to this report who were in the care of the CEO of NTFC, DCF and most recently TF and placed with
TFC1and TFC2 (the Carers) from 2004 to the current date. The investigation focussed on the services
that the Departments, TF, Life Without Barriers (LWB) and NT Police were reasonably expected to
provide, and whether or not the required services met the standard that was reasonably expected.

The investigation
The OCC provided written notice to the TF Chief Executive Officer (CEO) (19 September 2019) and the
Department of Health (DoH) CEO (4 December 2019) advising of the intent to conduct an Own
Initiative investigation. Notice was provided to the DoH CEO as the preliminary inquiry found the carers
also provided care to children receiving disability support through LWB, a contracted service provider
1
of DoH and Family and Children s Services.
On 12 November 2019 LWB were issued a request for information in accordance with s35 of the Act.
LWB did not produce most of the requested information pertaining to the carers and failed to ensure
the information was securely stored.
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Care concerns
The investigation revealed that the Carers are authorised TF carers and reside in
. Since
2004 the carers have provided care to approximately ■ children for respite, short and long term care.
The carers are currently authorised TF foster carers for two young people despite the number of
concerns raised throughout their period of authorisation.
Of the ■ children placed with the carers, eight children have been the subject of s84A abuse in care
investigations, which found that four of these children suffered emotional harm caused by TFC1. An
additional four children included in the OCC investigation were the subject of harm in care concerns
that did not proceed to s84 Investigation. All of the subject children are Aboriginal and have family and
cultural connections in remote Aboriginal communities predominately in Central Australia. All children
entered care due to concerns of either neglect, emotional or physical harm.

Summary of Key Findings: see page 36 for a complete list of findings.
The investigation found shortcomings and policy breaches in relation to the following:
1. Life Without Barriers failure to maintain adequate historical records in relation to the placement
of vulnerable children;
2. The previous Departments failure to ensure accurate or complete records are kept in relation to
a child with complex needs, requiring a higher level of supervision and care;
3. The previous Departments and LWB lack of appropriate placement matching with regard to the
suitability of multiple placements with TFC1 and TFC2, exposing vulnerable children to potential
risk of harm;
4. The previous Departments failure to report to Police and adequately investigate 3 allegations of
sexual harm, and allowing a child to return to the care of his family without an assessment of
5.
6.

7.
8.
9.

future risk of sexual harm;
Northern Territory Police Child Abuse Taskforce (CAT) failure to investigate an alleged sexual
assault;
Failures by the Departments and TF, relating to the initial and ongoing assessments of TFC1 and
TFC2's capacity to provide care, particularly when standard of care concerns were raised; and
the issuing and compliance with carer authorisations;
The inadequacy of previous Departments and TF investigations into the physical and emotional
harm of a number of children in the care of TFC1 and TFC2;
The previous Departments and TF failure to provide sufficient oversight and monitoring to a
number of children in the care of TFC1 and TFC2; and
The previous Departments and TF did not conduct Standard of Care Reviews in a timely manner,
addressing key concerns identified in harm in care investigations, and not recording follow up
reviews as required in the Conducting Standard

of Care Reviews procedure.

Throughout the investigation, it was evident that there were continued concerns raised with the
Departments and TF regarding the standard of care provided to children in placement, including
disclosures of physical harm by the children, and reports of harm throughout the carer's authorisation
periods.
The OCC investigation found that the Departments and LWB record keeping was poor and on multiple
occasions, records were unable to be located or were inconsistent or inaccurate.

SI

In responding to notifications of harm to the subject children, the OCC found that the majority of the
Departments s84A harm in care investigations were completed within the required timeframes.
However, in breach of their own policy, some investigations did not address the entirety of the reported
concerns and did not include interviews of all household members residing at the home; including TFC2
who was alleged to have caused physical harm to a child in his care. 1
Three separate allegations of sexual harm, did not receive a timely or adequate response in compliance
with s26 of the CAPCA 2007 2 or s14 of the Community Welfare Act3 (replaced by the CAPCA in May
2008). 4 In all three matters the Department failed to make a report to police once advised of the
allegation. One incident found Police Child Abuse Task Force (CAT) failed to investigate a matter once
known to them.
It is a key finding of this investigation that at some point in the accumulation of these concerns and
reports, the Departments or TF should have enacted an earlier more robust examination of the standard
of care provided. In circumstances where the Departments and TF prescribed strategies for the carers
in order to mitigate concerns, they omitted to consistently monitor the implementation of these
strategies. As a result, the agencies failed to ensure the carers ongoing capacity to provide a safe
(physically, emotionally and culturally) and supportive environment for children in the care of the
Minister or CEO.
It is acknowledged that some of the findings in the report are historical and adequate measures have
been taken by TF to address the findings. However current findings, in particular the quality of carer
assessments and the adequacy of standard of care reviews, which were identified in a previous Own
Initiative Investigation continue to be unresolved, despite TF reporting appropriate actions had been
completed. 5 The findings and recommendations in this investigation will continue to be scrutinised with
independent oversight by my office to ensure recommendations are thoroughly addressed.

CONDUCT OF INQUIRY
The investigation was conducted to examine all services provided to the 12 children subject to this
report who were in the care of the Minister or CEO and placed with TFC1 and TFC2 from 2004 to the
current date. The investigation was triggered when the OCC received advice of a substantiated harm in
care complaint regarding C11, which revealed several complaints of a similar nature against the carers.
The investigations focused on the services that the previous Departments, TF, LWB and NT Police were
reasonably expected to provide, and whether or not the required services provided by the agencies
failed to meet that standard.
The OCC investigation focused on child protection case management and monitoring of the children
placed with the carers, as well as a focus on carer assessments, authorisations and support to the carers
from 2004 to the present date.
The OCC also assessed the services provided by LWB between 2006 and 2009 to children that fell
within the definition of a 'vulnerable child' as per s7 of the Act. The services provided to an 18-year-old

1

Procedure: Responding to Concerns for the Safety and Wellbeing of Children in Care
S 26 Reporting Obligations Care and Protection of Children Act 2007
3
S14 Maltreatment to be reported Community Welfare Act 2007
4
s29 What happens when CEO receives a report or notification - Care and Protection of Children Act 2007
5
Own Initiative Investigation Report: Services provided by TF and
dated 14 February 2018 Recommendations 1 c), 2 b) and d).
2
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LWB client placed with the carers for respite in 2006 and who was identified in a sexual abuse allegation
were not considered due to the clienfs age.
The Own Initiative investigation involved a review of:
o all standard of care reviews conducted by the previous Departments and TF;
o relevant Northern Territory (NT) legislation, policies and procedures, including (where possible)
an examination of policies relevant at the time of child protection actions and decisions;
o Community Care Information System (CCIS) records for all children placed with the carers
o all CAST hard copy records for the carers provided by TF for the dates between 2004 and 2014;
o CCIS place of care records relating to placements of children with the carers for the dates
between 2015 and current;
o all notifications and investigations related to the standard of care provided by the carers; and
o pre-screening, assessment and re-authorisation process for the carers.
On 12 November 2019 the following information was requested from LWB in accordance with s35 of
the Act, however the information could not be located and therefore was not provided:
o carer screening and assessment processes for TFC1 and TFC2 ;
o details of all children placed with the carers including names, placement matching criteria and
duration of the placement; and
o all policies and procedures regarding placement of clients and any response to standard of care
reviews.
The OCC interviewed the following stakeholders:
1) Life Without Barriers - Executive Director;
2) TF - Manager Southern Region;
3) TF - Director Central Australia ; and
4) TF - Director Southern Region.
The OCC also reviewed CCIS for all children placed in the care of TFC1 and TFC2, with the exception
of C6 who had attained the age of 18 prior to the time of the OCC investigation. TF provided hard
copies of CCIS case notes and CCIS documentation for C6 for the specific period 7 September 2004 to
-2008(

Siblings C6 (DOB

).

), CS (DOB

In 2004 C6 and CS also known as C6 and CS , Aboriginal children from
, were placed with the carers, by FACS, due to concerns of neglect. The children continue
to remain in the home of TFC1 and TFC2 after
.■
CS, also known as CS , was subject to multiple short-term care agreements with the Minister throughout
2004 and entered into care on a long-term basis on 7 September 2004. CS was placed with the carers
where she currently remains
CCIS records detail C7, also known as C7, was placed with the carers on 6 January 2005. In November
. C7 left the care of TF
2007, C7 returned to live with extended family
CEO on 28 June 2011
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C1 and C2,
, entered into care of the Minister on 10 April 2007 due
to concerns of neglect. FACS placed C1 and C2 with the carers for the period 20 January 2008 to 28
. The reunification broke down and C1
January 2009 when they were reunified to family
and C2 returned to the carers between 31 March 2010 and 1 May 2015. C1 and C2 refused to remain
in the placement with the carers on 1 May 2015 after making allegations of physical and emotional
harm against TFC1 and TFC2.
Siblings C4 (DOB

) and C3 (DOB

C3, also known as C3; and C4, Aboriginal children
, entered
into care of the Minister on 12 January 2005 due to concerns of physical harm and neglect. The children
remained with their mother under a family support case until 16 March 2009 when the children were
placed, by NTFC, with the carers. Both C4 and C3 remain in the placement.
Siblings CB (DOB

) and C10 (DOB

C10, C9 and CB, Aboriginal children
were placed with the carers, by NTFC,
on 23 September 2009 on a Temporary Placement Arrangement 6 (TPA) child protection order. On 19
January 2010 the placement was terminated after the children disclosed physical harm and refused to
return to the placement. The TPA was revoked and the children returned to family.
C11 (DOB

, entered into care on 12 August 2009 due to emotional harm
and neglect.
. She was placed, by NTFC, with the carers on 4 October
2009. On 30 September 2018 C11 refused to remain in the placement with the carers following
allegations of physical and emotional harm against the carers. C11 currently resides with her extended
family
C12 (DOB

C12, an Aboriginal child
entered
into care of TF CEO on 22 December 2017 due to alcohol related neglect. C12 was placed, by TF, with
the carers for the period 11 January 2018 to 13 June 2018 before being placed in an alternative foster
placement following allegations of physical harm against other children residing in the placement. C12
currently remains in care of the TF CEO and resides in a kinship care placement.

LWB CARER AND PLACEMENT ASSESSMENTS AND ASSOCIATED RECORD
KEEPING
Between 2005 and 2009 LWB provided services under the name of SCOPE (Strengths Connections
Opportunities Potential and Empowerment) which was a joint initiative between LWB and the
Department of Health and Families (DHF). The initiative was referred to as the Alternate Family Care
(AFC) Program. The program provided alternative family care for children and young people in the NT
who have a disability or high daily support needs that were not in the care of the Minister

6

TPA is a temporary agreement between a child's guardian and the department to place a child in care and can be cancelled by the parent or the
Depa rtment at any time .
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In response to the 12 November 2019 request for information, LWB were not able to produce any
carer assessments or re-authorisation reports, records pertaining to standard of care concerns, or
details of children placed with TFC1 or TFC2.
Records obtained from LWB were limited to financial transactions providing carer payments to TFC1
for the period of 5 July 2006 to 20 September 2009. Over this period TFC1 received 22 payments for
providing respite services. LWB were not able to provide a list of the names of children placed with
TFC1 to correspond with these payments.
advised there were no policy or procedures for the shared management of
On 9 December 2019
placements between LWB and FACS or NTFC between 2006 and 2009. Therefore, no documentation
regarding each agency's requirements of the placement of children was able to be reviewed as part of
this investigation.
On 11 December 2019, the OCC interviewed Executive Director for LWB, to gain information relating
to carers TFC1 and TFC2 including:
•

carer assessments and re-authorisations;

•
•

responses to standard of care concerns; and
documentation relating to the placement matching decisions for all children placed.

During the interview, it was confirmed the information requested in the NTA could not be located in
the archived files, however advised that at the time of the period being investigated there would have
been a requirement for all carers to undergo strict screening and assessment prior to having children
placed in their care. Report keeping policy and procedures were in place between 2006 and 2009
regarding the screening and assessment of carers and the children placed, as well as the appropriate
storage of archived records. Despite these LWB requirements, records requested were not produced
for the purposes of this investigation in accordance with s37 of the Act. 7
On 10 February 2020, LWB provided documentation suggesting an initial assessment of TFC1 was
progressed in early 2006, and that TFC1 had completed foster carer training with LWB in March 2008.
However, LWB could not produce a record of a completed LWB assessment of TFC1 as a LWB respite
carer, or records of TFC1 skill or ability to care for clients with complex needs and disabilities.
Furthermore, as an adult living in the same household as TFC1, there was no documentation to support
that TFC2 was assessed or was subjected to any probity screening.
A progress performance report dated 19 February 2006 for the AFC program was provided by LWB
that indicated all carers under the program (which included TFC1 at the time) were authorised as
short-term respite carers, and completed training in various areas relating to the provision of care to
children with disabilities. LWB were unable to retrieve formal records identifying individual attendee
details.
In the absence of LWB information relating to placements with TFC1, CAST notes were reviewed which
detailed limited dialogue via email between LWB and FACS on two occasions discussing the placement
of children with the carers:
1. 21 June 2006 in an email exchange, a senior coordinator with the child protection Department
raised concerns with LWB about a young LWB client placed with TFC1 prior to any notification
7

S37 (l)(a) the Commissioner makes a request of the person under section 35(1) and fails to comply with the request.
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to the Department of the proposed placement. 8 The Department advised LWB of the necessity
for LWB to place children through contacting the Departmental placement coordinator. The
FACS emails indicate an attempt to engage LWB to identify and consult on potential placements
prior to commencing any placement. In response, LWB management advised they required an
urgent placement for their client and no Departmental staff were available at the time. The email
evidences that a decision was made in the absence of departmental agreement to place a client
with TFC1. The email correspondence demonstrated a lack of process regarding the placement
matching of children. It also suggests a lack of willingness by both LWB and FACS to work
collaboratively to ensure that placement matching occurred prior to the placement of children
with TFC1.
2. CAST documents provided by TF note that LWB had contacted TFC1 on the 4 July 2006 to
provide respite for
female
with
9

The LWB Local Area Coordinator provided limited details regarding the young
person's care needs in an email to FACS on 6 July 2006, and requested permission to progress
with respite arrangement that had been organised with TFC1. The Department approved the
placement and noted that no further young people would be placed with TFC1 during the one
week respite agreement. The email exchange did not include a discussion regarding the
complexities of the other children already placed with TFC1. LWB reported there were no pre
existing concerns with the client and that she gets on well in the placement with other young
people. This information is conflicting with the information provided by TFC1 on 17 July 2006

- .

who stated the young person was displaying infatuation like behaviours toward a boy in the placement. 10 The email exchange between LWB and FACS also indicates the approval
for the child placement rested solely on TFC1 willingness to provide care rather than a formal
process where the agency approves, in consultation, with the carer based on the child's
complexities and the carer s capacity. 11
1

Of significant concern, LWB were unable to locate a placement record of the
female,
, with TFC1 for one-week respite commencing 14 July 2006. This was a placement
which was terminated early as the result of
disclosing that she had sex with a boy in the
placement. There was no other LWB information or reports related to this disclosure. LWB did not fulfil
their duty of care by completing an assessment of
complexities prior to co-placing
her with TFC1, nor the suitability of the placement given LWB were aware TFC1 had Departmental
children placed with her at the time. Further information relating to this incident are detailed within the
1
'2006 Alleged Sexual Harm section and Finding 6 of this report relating to the exposure of vulnerable
children to harm.
Finding 1: By LWB failing to maintain adequate historical records in relation to the placement of
vulnerable children between 2006 and 2009, which impeded an OCC investigation, LWB failed to
meet a standard of service that was reasonably expected.
Finding 2: LWB failed to undertake appropriate placement matching with regard to children in the care
of TFC1 and TFC2 between 2006 and 2009, placing children at potential risk.

8

CAST documents Email dated 21 June 2006
Email CAST Documents 4 July 2006.
1
Case note CAST 17 July 2006
11
Email CAST Documents 6 July 2006.

9
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CARER AND PLACEMENT ASSESSMENTS AND ASSOCIATED RECORD
KEEPING
Eligibility to be an authorised TF carer under the Care and Protection of Children Act is explored with
the applicant during the assessment process which covers the following domains 12 :

•
•
•
•
•
•

•
•

motivation to provide care;
household members;
personal background;
social assessment;
health and wellbeing:
stress management;
capacity to provide care; and
teamwork.

The assessment process aims to reveal the applicants strengths and weaknesses in order to ensure
vulnerable children are placed with appropriate carers. A Carer Support and Assessment Worker (CAST)
undertakes a carer assessment, and makes recommendations about whether the applicant is eligible to
become an authorised carer.
Authorised carers are approved in accordance with 1.3 of the Care and Protection of Children Act and
the Care and Protection of Children (Placement Agreement) Regulations (the Regulations). 13 The
Regulations specify an individual can be approved as an authorised carer if the following eligibility
requirements are met14 :
o
o
o

o
o

a valid working with children's check;
be capable of meeting the responsibilities of a carer;
be a fit and proper person ;
act in accordance with , to the extent applicable, the objects and principals mentioned in part 1.3
of the Care and Protection of Children Act; and
each mature person who resides with the individual is a fit and proper person to have daily
1
contact with the child , taking into account the person s criminal history.

Attachment A contains a full chronology of carer authorisation approvals and expiry dates commencing
in 2004 for, TFC1 and TFC2. The OCCs review of CAST documents revea led that dates entered into
CCIS did not accurately reflect the information provided in the re-authorisation reviews. Poor and
inconsistent recording of approval dates into CCIS, together with signed documents with incorrect
dates, made the OCC review of authorisations very difficult. It can be concluded that re-authorisations
with significant expiry periods were not captured in the carer authorisation history and CCIS carer
authorisation records do not provide an accurate summary of when the carers were assessed and
approved as authorised foster carers. 15
The OCC review of the carer assessments and re-authorisation process raised the following concerns:
o

Interstate child protection and criminal history checks were not completed;

12

Care r Assessment Guidelines. The gu ideline s we re implemented in Ja nuary 2015 and remain active .
Care and Protection of Children Placement Regulations 2010
14
Pa rt 2 'Authorised Ca rers', Care and Protection of Children Act (P lacement Arrangement) Regu lations 2010
15
Table co ntains a comparative review of carer re-autho risations recorded on CCIS and the signed ca rer re -autho ri sation assess m ents located
in CAST documents.
13

11
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o
o

o

o

o

o
o
o

Analysis and fact checking of information provided by the carers, including areas of health,
background and religion, did not occur;
CCIS placement history documents the placement of eight children for short term or respite care
with TFC1 and TFC2 prior to the interview on 23 February 2005 or a formal approval of the
placement.
The re-authorisation report which approved the carers to continue caring from 9 September
2005 to 9 September 2006 was entered on CCIS to be approved on 10 August 2004 however
no corresponding re-authorisation report was located in CCIS documents. It appears the re
authorisation on CCIS was backdated to cover a child placed for respite on the 10 August 2004.
(NOTE: Given that CCIS records this event to have occurred approximately 15 years ago OCC
has not investigated further to identify any person or persons responsible for making the entry.
It is noted by the OCC to be one of many record-keeping errors in this case.)
Between 9 September 2009 and 25 May 2011 the placement history records a series of interim
approvals.
During the 17 months from 25 May 2011 to 16 December 2013 no re-authorisations were
entered into CCIS, which indicates the carers were not authorised for this period. Hard copy
CAST records contain an assessment completed in July 2012 by a contracted company, though
it does not contain a signature from a delegate and was not entered on CCIS. Refer attachment
A.
A lack of contact with carers and consultation with case managers when conducting carer
reviews;
Adequacy of standard of care reviews, and the lack of monitoring or progression of
recommended actions to address identified concerns; and
Carers continued to be re-authorised over several years for only three children despite six
children residing in the placement.

The OCC investigation also found one child, C7 was inaccurately recorded on CCIS. 16 C7 was recorded
as placed with the carers for one day on the 6 June 2005, however CCIS case notes indicate C7
remained in the placement for over two years between June 2005 and November 2007. C7 had
complex behaviours including absconding from placement, sniffing volatile substances and sexualised
behaviours.17 These behaviours required a placement with carers who were able to provide a high level
of supervision and support to protect him, as well as to ensure the safety of other children in the
placement. Accurate records were required to ensure C7's needs were met in the placement in
accordance with 18.4 Sourcing a Placement procedure 18 which applied at the time.
Finding 3: FACS failed to ensure accurate or complete records in relation to C7 who was a child with
complex needs and required a higher level of supervision and care.
Finding 4: FACS failed to comply with

18.4 Sourcing a Placement procedure 19 by not placement

matching children in the care of TFC1 and TFC2, placing children at potential risk.

16

CCI$ placement history summary
Progress note for • • • • indicating behavioural difficulties dated 24 April 2007
18
18.4 Sourcing a placement: NTFC care and protection policy and procedures manual July 2009.
19
18.4 Sourcing a placement: NTFC care and protection policy and procedures manual July 2009.
17

12
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Care Concerns - Mandatory Reporting
Section 16 of the Community Welfare Act states, where the Minister receives a report under section
13 or 14 that a child has suffered or is suffering maltreatment shall, as soon as practicable, further
investigate and shall take other action under the Act as required.
The OCC investigation identified three matters that required an investigation within reasonable periods,
by FACS, as per s16 of the Community Welfare Act 2005. 20
October 2005 - Alleged Sexual Harm by carer
A review of case notes identified that on 21 October 2005 C6's mother,
that C6 disclosed to her that TFC2 was having sex with her and that C7 (
) had witnessed this. The allegations did not progress to a formal notification and the CM
dismissed the allegations noting in CCIS:
"I explained to that I saw the children at the ewers house all the time and at no time did they
show fear of the carers, I also saw lot of kids by themselves and the kids and I were good friends. Cl
had told me of how hurt he was that did not show up to see them of a teusay (sic) and so
Tuesday s were his sad days. I explained that because I had such a close relationship with the kids that
they would tell me if anything was going on." 2 1
1

A review of case notes identified that at the time of the allegation C6 was 15 years old with a disability
limiting her cognitive and communication capacity. As a result of her disability and limitations, C6 was
more vulnerable to abuse and risk of harm. At the time of the allegations, C6 was sexually active and
tested positive for a STI detected during mandatory testing while having the 'lmplanon' birth control
device inserted. CCIS case notes from 21 October 2005 record the CM discussing the allegations with
TFC2 who expressed his willingness to fully participate in an investigation. In the discussion TFC2 was
advised that an investigation would not commence. There was no evidence of further forensic
investigation by FACS to address the allegation. Furthermore, a notification was not made by the CM
to Police once being made aware of the disclosure, nor was the process that ensued undertaken in
accordance with s16 of the Community Welfare Act. 22
Children with a disability are at a higher risk of sexual abuse and exploitation. Failures to report
allegations of sexual harm to the appropriate authorities was a key failing highlighted by the Royal
Commission into Institutional Responses to Child Sexual Abuse. The FACS Case Manager's dismissal of
the allegations based on observations of the carers by the CM was a serious failure in protecting C6.
Finding 5: FACs failed to report to Police and adequately investigate an allegation of sexual harm as
required by s14 and s16 of the Community Welfare Act 2005. 23 The failure to report the alleged sexual
assault to Police or to further investigate the alleged harm to C6 constitutes failure by the Department
to provide services for C6 that were reasonably expected to be provided.

July 2006 - Alleged Sexual Harm within the placement
On 14 July 2006,
week respite period. On the second day of respite -

was placed by LWB with the carers for a one
disclosed to her mother that she had had sex

20

s16 Investigation where a child has suffered harm . Community Welfare Act 2005- applied between December 2005-March 2007
CCIS hard copy substitute carer notes - r e g a r d i n g . . . . . 21/10/2005
22
Section 16 Investigation where a ch ild has suffered harm Commun ity Welfare Act 2005
23
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with a boy in her placement, and that he was too young to be her boyfriend. made contact with LWB and terminated the respite agreement.

mother immediately

Case notes dated 17 July 2006 detail discussions between FACS Placement Services manager, a senior
practitioner with Placement Support and the Case Support worker from LWB regarding the
allegations. 24 Records show the departmental Aboriginal Case Worker (ACW) agreed to speak with
TFC1 to determine the events that took place during the respite period. TFC1 advised the ACW the child was C7. 25 There is no record of placement matching by either LWB or the Department to
consider and C7's behaviours and complexities prior to proceeding with a respite arrangement.
FACS failed to report the matter to NT Police in accordance with s14 of the Community Welfare Act 26 ,
despite the placement services Manager advising his intentions to do so. 27 In addition, the Department
did not record a child protection report for C7 on CCIS to make further enquiries regarding his exposure
to harm in accordance with s16 of the Community Welfare Act.
Finding 6: LWB failed to adequately assess the suitability of placing

with TFC1 and

TFC2 and therefore exposed vulnerable children to harm. (Refer to finding 4)

The OCC investigation determined C7 was wrongfully identified as the perpetrator in the 17 July 2006
case note, which stated C7 perpetrated the sexual harm against
. This
was also despite TFC1 advising FACS on 17 July 2006 t h a t - was "infatuated" with C7 and claimed
she implemented privacy boundaries between C7 and to prevent her from entering his room while
he was sleeping. 28
There is no evidence in CCIS substitute care case notes of a conversation with C7 about the allegation,
or any other forensic investigation into the allegations. Additionally, no evidence was found to
determine that FACS adequately assessed the risk of harm to C7 nor was support services offered to
address the impacts of the alleged harm. The lack of placement matching, appropriate safety planning
by LWB and the Department, and lack of forensic investigation into the allegations resulted in the
alleged sexual harm of C7. Without an investigation or assessment of C7's alleged exposure to harm he
did not receive therapeutic support to address the impact of harm he may have suffered or to provide
further intervention to determine C7's risk to other children in the placement.
Finding 7:

FACS breached s16 of the Community Welfare Act 2005 29 by failing to record a child

protection report relating to C7 and to either investigate or refer it to Police once advised by LWB.
By failing to report the sexual assault to Police or to further investigate the alleged harm to C7, the
Department failed to provide a service they were reasonably expected to provide.

December 2006 - Alleged Historical Sexual Harm
On 11 December 2006 TFC1 reported to the CM that CS disclosed historical sexual allegations against
her father, and that CS did not wish to have contact with him. Seven months later on 10 July 2007,
TFC1 enquired with the CM the status of the investigation into the allegations when they attempted to

24

25

CAST case notes CAST case notes -

17/07/2006
17/07/2006

27

CAST notes -

28

CAST notes
Investigation where child has suffered maltreatment - s16 Community Welfare Act 2005.
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arrange access between CS and her father. CCIS case notes record FACS attempting to organise family
access for the purposes of reunification. 30
There is no record to indicate, that in response to the allegations, the CM discussed concerns of sexual
exploitation with CS, or her brother C7. 31 C7 was having contact with his father throughout 2007 while
absconding from placement and in 2008 was living
working with his father. 32
On 14 September 2009, nearly three years after the initial report, the historical allegations were
reported to Police by the NTFC CM after she attended the home to speak to CS regarding the 2006
allegations. 33 CS shared written notes from her diary regarding sexual abuse her and her sister C6
suffered from their brother
, an unnamed uncle and their mother and father prior to their
entry into care. CS also alleged C7 sexually interfered with her while in the placement with TFC1 and
TFC2. On 14 September 2009 CIT determined the matter be investigated by Child Abuse Taskforce
(CAT) Police pursuant to s84 of the CAPCA 2009 with a response required within 72 hours.
The (CAT) Police investigation substantiated that CS suffered sexual harm and listed her mother and
father, siblings C7 and and an unnamed uncle as persons believed responsible for causing sexual
harm. 34 CS did not wish to participate in court proceedings and Police did not proceed with criminal
charges. The investigation concluded that CS was safe as she remained in the placement with TFC1 and
TFC2 on a long term order where family access with the perpetrators were no longer being facilitated
and C7 no longer resided in the placement. The CAT failed to interview C6 who was identified as a
witness and a victim in the alleged sexual assaults in accordance with s34 of the CAPCA 2009. 35 Despite
criminal proceedings not progressing following the CAT investigation, the substantiation warranted an
assessment of both CS and C7's therapeutic support needs.
Furthermore, it was disclosed that C6 was also a victim of the alleged sexual abuse however there is no
evidence to suggest that the Police CAT dealt with C6 as a victim or a witness in the investigation of
the assault on CS.
Finding 8: The Northern Territory Police CAT did not thoroughly investigate an alleged sexual assault

by failing to interview the critical witness to the alleged sexual assault on CS.
Finding 9: The Northern Territory Police CAT failed to investigate the alleged sexual assault against

C6 in accordance with s28 of the CAPCA 2009 36 , the CAT failed to provide a service reasonably
expected to be provided to C6 and CS.
C7 was also implicated in the allegations made by CS however there was no evidence of harm in care
notification following this criminal behaviour. There was no assessment of the ongoing risk of harm with
appropriate intervention implemented particularly given C7 had returned to live with his family

I

3

°CCIS

substitute care notes - regarding

10/7/2007

31

Case n o i a e s 03/04/2007
32
Case notes
11/03/2008
33
Intake
34
Persons believed responsible lists persons believed to be responsible for causing harm to young people in an investigation where harm is
substantiated.
35
S34 CAPCA September 2009 giving information for inquiries.
36
S28 CAPCA September 2009 what happens when a Police officer receives a report
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Finding 10: By failing to record a report regarding the risk of sexual harm perpetrated against C7 under
s26 in accordance with s28 and s 29 of the CAPCA 2009, NTFC failed to provide a service reasonably
expected to be provided by allowing C7 to return to the care of his family without an assessment of
future risk of sexual harm.

In a formal interview on 20 February 2020, as part of the OCC investigation, TF Director-Southern
Region advised that in 2018 the historical allegations of sexual harm to CS in October 2005 were
reported to the CAT and CIT Manager at the time. On 24 February 2020 TF provided a statutory
declaration of facts which stated the allegations made by C6's mother reporting alleged sexual harm of
C6 in October 2005, was discussed with Child Abuse Task Force (CAT) Detective
, and
TF Manager
in 2018 {specific dates were not provided). The CAT team advised the
matter would not proceed to investigation due to the time that had lapsed since the alleged incident.
On 28 November 2019 the OCC met with NT Police Commander to report the two concerns. The
Commander confirmed that there were no records of the October 2005 and July 2006 matters being
reported to Police ; however inquiries into both matters have now been referred for follow up.
On 22 April 2020 a response was received from Police who confirmed that they had no records of the
2005 or 2006 sexual harm allegations. Police undertook an investigation of both matters. In relation to
the 2005 alleged indecent assault against C6, they determined there to be no evidence to substantiate
the allegation. In relation to the 2006 allegation of sexual intercourse between C7
Police spoke with and her mother
. Her mother advised Police that she is aware of the alleged incident from 2006. sai.d her daughter
had been engaged in counselling in regards to the incident and that she does not want any further police
involvement or investigation.
On 30 April 2020 an email was sent to Police Commander and Detective Senior Sergeant to make
further enquiries regarding the rational as to why only was questioned as part of the
investigation. At the time of writing Police have not responded. The allegation of C7 being sexual
assaulted at the age of ■while in the care of FACS has not been investigated by Police.
Finding 11: By Northern Territory Police failing to investigate the alleged historical sexual assault of
C7, Police failed to provide a service reasonably expected to be provided.

Standard of Care Review
The OCC investigation examined three standard of care reviews completed by NTFC, DCF and TF
respectively, following notifications relating to the subject children. The reviews completed were
assessed in accordance with the policy and procedures in place in 2009, 37 2013 38 and 2019. 39
A standard of care concern relates to circumstances where a carer has failed to meet, or is at risk of not
meeting, carer responsibilities as set out in part 4 of the Care and Protection of Children (Placement
Arrangement) Regulations 2010. The purpose of conducting a standard of care review is to address
reported concerns or worries for children in the care of the TF CEO in a supportive way. Standard of

37

38
39

Issues for children in care 16.7 Breach of Duty of care Family and Children's Services Policy and Practice Manual 2007
Issues for children in care 16.7 Breach of Duty of care Family and Children' s Services Policy and Practice Manual 2007
Procedure: Conducting a Standa rd of Care Review
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care reviews are not intended to be an investigation. 40 Actions arising from a standard of care review
are formally recorded on a carer action plan and must41 :
•

outline the actions considered necessary to address the identified concerns and prevent
further concerns arising;

•
•

address the safety and support needs of the child in the placement;
identify a plan to address any supervision, support and training needs to assist the carer to
meet the standards of care for the child;

•

outline the roles and responsibilities and time frames for implementing the plan;

•
•

outline any changes to the type of care and children most suited to the carers skills;
outline action to be taken by TF to respond to systemic issue that have contributed to the
concern, e.g. placing too many chi ldren, inadequate carer training and unresponsive case
management; and

•

agree upon a date to review the Carer Action Plan.

The OCC findings on examination of three standard of care reviews , dated 2009, 2013 and 2019, are
summarised in the remainder of this report.
October 2009 - Alleged harm by carer - Standard of Care Review

CB , C9 and C10 Aborigina l children from

, were placed with the carers on 23 September
2009. Less than a month after being placed , as he was leaving for family access on 13 October 2009,
C10 disclosed to his CM that TFC1 had hurt him by grabbing him hard by the arm. He further disclosed
being teased and hit by the carers granddaughter and did not want to return to the placement. CCIS
placement history indicates that on 13 October 2009, the carers were caring for seven children who
were in care of the Minister including; CS, C11, CB, C10 and C9 C4 and C3,
and one
client C6. TFC1 and TFC2 were only authorised to care for three children.
On 14 October 2009 the CM made a notification regarding C10's disclosures and CIT determined the
concerns did not constitute maltreatment, and therefore did not require further investigation. However
CIT recommended CAST undertake a standard of care review.
Also on 14 October 2009 the Department's Alternative Carer Services Manager, emailed the CM and
CAST seeking a reduction in the number of children in the placement. She recommended C11 be moved
to an alternate placement as she had only recently entered the placement and she had complex needs. 42
Contrary to the CIT recommendation for a standard of care review, CAST commenced a re
authorisation review as the carers authorisation had expired on 9 September 2009.
On 20 October 2009 the Alternate Carer Service Manager advised the Department Placement
Coordinator that TFC1 admitted she was overwhelmed and that she had asked to reduce the number
of children in her care to her assessed capacity of three. 43
On the 21 October 2009, one week after the notification, advised TFC1 that she was under
an investigation and that all three children would not return to her care.

40

Procedu re: Conducting a Standard of Care Review.
Procedure: Conducting a Standard of Care Review
42
Alternate care r services in 2009 consisted of regional teams located in Da rw in and Alice Springs to provide assessment and support to foster ca rers.
The CAST team replaced Alternate carer services in 2013.
43
CAST documents - email from • • • • dated 20/10/2009
41
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In examining the re-authorisation review, there was no record of further inquiries with TFC1 regarding
her concerns of being overwhelmed, or her wishes to reduce the number of children in her care. The
only discussion recorded related to TFC1 disappointment about the time taken to resolve the matter,
and the impact on her good name as a carer. Approximately two months after the notification on 8
December 2009 TFC1 attended a meeting with the Department senior staff and was provided a letter
of apology. 44
Neither the 8 December 2009 meeting with TFC1, nor the carer re-authorisation review, 45 adequately
addressed the specific incident between TFC1 and C10 the behaviour of her grandchild toward C10, or
her being overwhelmed. On 24 March 2010 the re-authorisation review was approved and the carers
were re-authorised to care for three children. At the time of re-authorisation, TFC1 and TFC2 continued
to care for six children and one adult guardianship client, C6. 46
The decision to conduct a re-authorisation review to address the issues instead of a standard of care
review was unacceptable given that the re-authorisation occurred approximately six months after the
concerns were identified, and the issues were overlooked during the re-authorisation review. As
detailed in Chapter 18.14 of the Care and Protection Policy and Procedures Manual applicable in
2009, 47 the primary intent of the re-registration process is to review the carer's ongoing suitability to
provide care to the children and young people. The carer re-authorisation failed to appropriately
address the fact that the carers assessed capacity was three despite six children residing in her care and
was in breach of 18.14 Re-registration of a Foster Carer.
Finding 12: By failing to carry out a Standard of Care Review following the disclosure by C10 NTFC
failed to provide services reasonably expected in accordance with 18.14 Re-registration of a Foster
Carer policy. Further, by reauthorising the carers for three children, when there were six children in
the placement and that the carer had reported being overwhelmed, NTFC failed to provide a service
reasonably expected to be provided to the children in the placement.

May 2011 - Re-authorisation Review
On 25 May 2011, TFC1 and TFC2 were again re-authorised to provide care to three children despite
having six children in their care. 48 The re-authorisation did not adequately examine sleeping
arrangements, the carers' roles and responsibilities to support access and reunification for the children
in their care, or identify carer training and development needs.
On 25 October 2011, one month after TFC1 was awarded the Carer Excellence of the Year Award,
multiple standard of care concerns were raised including TFC1 caring for five grandchildren in addition
to the six children in her care. The sleeping arrangements for the children and fire safety became a
concern, as well as the carer's negative opinion of children attending family access. 49 TFC1 was formally
recognised as an excellent carer, while at the same time, serious capacity to care issues were raised.
This calls into question the quality of monitoring, the review of all care history, and face-to-face contact
conducted with the carer prior to providing the award.

44
45
46
47
48
49

CAST documents - Meeting Dated 8/12/2009
CAST documents - carer re-authorisation 2009
Six children are referred to as
18.14 re registration of a foster carer: NTFC care and protection policy and procedures manual July 2009
Six children are referred to as ■
CAST case n o t e . . . .
2/11/2011
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CAST and CM documented several delayed attempts to discuss the concerns with TFC1 and TFC2
throughout 2012. DCF was not able to adequately address the concerns related to reducing the number
of children in the placement, sleeping arrangements and in particular TFC1 unwillingness to support
reunification and family access.
CAST and CM documented concerns regarding TFC1 aggressively advocating against CS attending
counselling to address historical sexual abuse. 5° Concerns were also raised about TFC2 sharing a room
with three boys, and TFC1 increasingly forgetting to respond to the CM or to attend scheduled
appointments including family access.
On 10 October 2012, nearly a year after the original concerns were noted, CAST team leader gave
instruction for the sleeping arrangements to be rectified immediately, given the lack of progress to
resolves these issues.
Finding 13: By placing children with the carers in excess of their authorised capacity despite evidence
of overcrowding and by not adequately addressing the carer's capacity to care for the number of
children in the placement, DCF continued to create a risk to the children.

February 2013 - TFC1 Domestic Violent Assault Charge - Standard of Care Review
On 18 February 2013 CIT recorded an Intake from a CAST worker that TFC1 appeared in court charged
with a domestic violence assault against an unknown female. At the time of notification CIT requested
and reviewed Police history pertaining to TFC1 , which confirmed that an application for a domestic
violence order against TFC1 was brought before the Darwin Magistrates court and was dismissed. CIT
determined the matter did not meet the threshold to investigate, however recommended a standard of
care review commence. 51 In accordance with Chapter 20.7.7, 52 DCF was responsible for receiving and
assessing all concerns raised in relation to the quality of care provided to the children placed in care. A
standard of care review could not be located in DCF records nor did any record to indicate a discussion
occurred with TFC1 regarding the context of the order and how it might impact her caring capacity, in
accordance with Chapter 18.14 Re-registration of a Foster Carer. 53
Finding 14: DCF failed to record a standard of care concern as recommended by CIT to assess TFC1
and TFC2 capacity to provide care to the children in the placement in accordance with places of care
Chapter 18.14.54

December 2013 Re-authorisation Review
On 16 December 2013 TFC1 and TFC2 were re-authorised to care for the six specific children residing
in the placement from 16 December 2013 to 29 April 2015. 55 This assessment was one of the most
comprehensive of all reviews and includes an analysis of strengths and developmental needs with
realistic recommendations. The CAST worker responsible for conducting the re-authorisation review
documented her persistent efforts to address identified concerns with the carers.
The assessment noted that despite an agreement with the carers to ensure appropriate sleeping
arrangements for all children in the home, TFC2 continued to sleep in the same room as C2 and C4 and

°CAST case note by -

5

51
52

53
54
55

dat ed 01/03/2012
CCIS Intake 1 0 Chapter 20 Breach of care policy DCF care and protection policy and procedures manual March 2012
18.14 re-registration of a foster carer NTFC care and protection policy and procedures manual July 2009
18.14 re- registration of a foste r ca rer NTFC ca re and protection po licy and procedu res manua l July 2009
Re-authorisation rev iew assessment and recommendations dated 16/12/2013.
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he attempted to hide this during the home safety check. TFC1 responded negatively to the re
authorisation review that required team leader and manager level involvement from CAST and CM
teams to communicate the seriousness of the concerns.
The review recommendations included clear expectations by the CM that the carer support all
reunification options for the children in her care with the intent to reduce the number of children in the
placement to three. It was also recommended that the carers would attend training and be provided
literature regarding the importance of cultural connection for the children in her care. TFC1 and TFC2
were also advised their carer authorisation was dependant on their cooperation with the
recommendations in a timely manner.
Despite the thorough review and recommendations to mitigate the concerns within the placement,
throughout 2014 multiple case notes documented that TFC1 continued to sabotage efforts for
vulnerable children to access and maintain cultural connectivity. There was no evidence located on CCIS
to determine the carers received additional education on cultural connectivity or further review of this
recommendation occurred in th e monitoring of the placement. A case note from the CM on 1 February
2014 questioned TFC1 motive when she volunteered to take C3 and C4 on the following Sunday to
attend a church ceremony with their mother. 56 On 8 February 2014, the CM was notified by the
children's mother that TFC1 did not attend church as planned because it was too hot for the children.
The children 's mother also became angry at CM for arranging access for C4 with his father, which she
believed was causing him anxiety. There is no record of a discussion occurring with TFC1 regarding why
she did not take the kids to church to see their mother, or that failing t o support family access was not
in line with the recommendations of her current authorisation.
February 2014 - Referral to Therapeutic Services
In 2014 DCF employed in-house therapeutic services for young people in ca re in Darwin and Alic~
Springs. A benefit of therapeutic services operating under the Departmental policies and procedures
was the provision of therapeutic supports tailored for children in the care of the CEO.
Case planning for C3 indicated she displayed anxiety when discussing access with her family, and
expressed fears regarding the Department's plans to pursue reunification. Case notes indicate the CM
believed the basis for the anxiety was coming from TFC1 use of fear-based language when describing
the children's family members. 57
On 10 February 2014 C3 was referred to Therapeutic services in order to address feelings of anxiety
related to contact with her family, and to provide her with support through the reunification planning.
Her counsellor discharged C3 after only three sessions stating:

"C3 58 has a strong connection to her carer who meets her emotional physical spiritual and cultural

and other needs through this very positive and successful placement. "59
There is no evidence that the CM made further queries about the counsellor's decision to end therapy
sessions with C3 or if the sessions resulted in C3 better managing her anxiety. The counsellor

56

CCIS case note dated 1/02/2014
CCIS documents - C3 case plan dated 26/02/2014
58
C3 is also referred to as C3 .
59
CCIS documents - C3 case plan dated 20/08/2015
57
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1

disregarded C3 s case plan goals for reunification and to develop a healthy relationship with her
Aboriginal family, community and culture. 60
The policy and procedures manuals in place at the time did not provide specific guidance on the
recommended use of therapeutic support services and their role therefore the OCC did not investigate
further. The OCC is however concerned that therapeutic services were not in line with the care plan
goals and supports recommendation four that specifies culturally informed therapeutic services should
be a part of transition planning for young people undergoing reunification.

PLACEMENT CARE CONCERNS FOR THE SUBJECT CHILDREN
The OCC investigation assessed all notifications reported to CIT regarding the provision of care by
TFC1 and TFC2 since their authorisation in September 2004.
Key issues identified by the OCC during the investigation process include:
•
•
•

The investigations did not adequately address all the concerns reported;
The investigations did not include interviews with all relevant household members;
An 83B notification 61 was not actioned and currently remains outstanding;

•

CAST failing to address recommendations made by CM to provide ongoing support to the carers.
As a result, CAST did not adequately address the issues with the carers: and

•

The carer s authorisation was amended to care for an infant child, despite the abuse in care
allegations raised against the carers.

1

Between 2015 and 2018 there were six investigations related to the physical and emotional harm
toward C1 and C2, C4 and C3 and CS by the carers. One of the investigations included C12, an infant
placed with the carers in January 2018.
February 2015 - Alleged Physical Harm
On 13 February 2015 C1 disclosed to her mother that TFC1 threatened to hit her on the head with a
hammer, and that one week prior, TFC1 hit her with a hockey stick and a metal pipe that left bruising.
CIT determined the matter needed to be investigated by CAT pursuant to s84A of the CAPCA with a
response required within 24 hours. 62 On 16 February 2015 the remaining children in the placement
were included in the investigation. 63 The investigation commenced within the required 24 hour time
frame , and interviews conducted on 16 February 2015 with C1 and C4 only. TFC1 agreed to transport
all children to the CAT interviews the following day. C1 returned to the placement on the condition that
her CM would check on her the following day. 64
Also on 16 February 2015, the DCF Internal Review Unit facilitated a planning meeting with the relevant
team leader and management level staff. The meeting highlighted the following:
•
•

1

the carer s registration expired (16 December 2014);
the previous carer assessment completed in 2013 made recommendations to address serious
1
concerns regarding the carer s capacity;

60

OOHC refo rm agenda under implementation ha s identified the importance of therapeutic intervention and support fo r young people unde rgoing
reunification and family access where required.
61
CCIS intake
62
CCIS Intake
63
CCIS Intake
64
CCIS Practice Integrity case plann ing minutes : Concerns for the Safety and Wellbeing of a Child in Ca re - 16/02/2015
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•

concerns raised again regarding the number of children in the placement, and a recommendation
that Foster Care NT provide the support role to the carer as the CAST team will need to address
the concerns with the carer; and

•

participants were advised to maintain good communication as the carer has not shared
information accurately in the past.

The following day, on the 17 February 2015, CAT interviewed C1 and found her statement of events
significantly changed from her original allegation made on the 13 of February 2015. C1 disclosed that
TFC1 had hit her with the wooden handle of a hammer on her arm, and that other children in the
placement had hit her as well. The CAT interview did not enquire further about the hockey stick
allegation. The additional children in the placement reported that TFC1 did not hit them, they all felt
safe and none of the children witnessed TFC1 hitting C1. However C11 disclosed C4 and CS hit her if
she does not complete her chores.
Of concern was the significant change in C1's statement. The CAT investigation should have observed
the factors surrounding C1 changing her statement; particularly that C1 had returned to the placement
with TFC1 during the three-day period between her original disclosure and the time when she was
interviewed. Furthermore, factors such as a lack of corroboration from the other children raised the
possibility the children were coached, a concern later raised by the CM.
The CCIS event notes pertaining to the investigation provide that TFC1 denied all allegations of physical
discipline against the children. TFC1 was interviewed in accordance with procedures. She advised them
that her system of discipline is for the children to manage each other. At the conclusion of the
investigation, DCF recommended that the carer receive training in appropriate discipline methods to
address C1 and C11's complaints about C4 and CS hitting them.
On 20 February 2015 the CAT investigation concluded with no abuse found based on a lack of evidence
to corroborate C1's statements of physical harm.
April 2015 - Alleged Physical and Emotional Harm
On 8 April 2015 C1 disclosed that TFC1 hits her and TFC2 kicks the other children in the butt. C1
advised that TFC1 allows C4 to discipline the children when they don't complete their chores. 65
C1 stated the other children in the placement are too scared to disclose. C1 provided a detailed
description of the sticks used and incidents in which each child in the placement had been physically
harmed by the carer. CIT determined the matter be investigated by CAT pursuant to s84 of the CAPCA
with a response required within 24 hours. CAT did not accept the investigation therefore the DCF
investigations team investigated the matter.
On 10 April 2015 the DCF Internal Review Unit facilitated a planning meeting with the relevant team
leader and management level staff and the following was noted from the meeting 66 :
•

65
66

the carers remained unauthorised since December 2014, despite a previous commitment to
have it completed by 16 March 2015;

CCIS Intake
CCIS Practice Integrity case planning minutes: Concerns for the Safety and Wellbeing of a Child in Care - 16/02/2015
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•

C1 and C2 did not returned to the placement following the allegations made on 8 April 2015
and DCF interviewed the remaining children;

•

the CP team raised concerns that TFC1 did not open the gate to allow investigators to speak
to the children for a delayed period, and believe TFC1 coached the children on what to say
during their interviews;

•

previous re-authorisation reviews recommended relevant carer training and follow up on the
concerns for the safety in the home environment, and the meeting participants noted actions
to meet these recommendations may not have occurred;

•

TFC1 has a partner with a disability whom she provides care to, yet CAST have not assessed
this information;

•

CM has requested alternative placements for a number of children following concerns raised
in the past, however the children have remained in TFC1 care; and

•

concerns about the language used by TFC1 regarding the children's Aboriginality and family
members.

On a review of the investigation, gaps were identified in the way information was gathered in interviews
with the children and TFC1. The investigation did not explore in full the issue of TFC1 withholding
access to the children prior to the interview, or the suspicions that she coached the children prior to
the interviews. Similar concerns were also noted in the February 2015 investigation.
C1 disclosed during her interview that several sticks were used to hit the children were hidden in the
lounge. No search of the lounge was undertaken to secure any evidence to assist investigators
considering C1's disclosure.
On 9 April 2015 C2 initially stated that no one gets hit and that he has never seen his sister being hit.
On 13 April 2015 C2 disclosed to his CM that he was struck with a stick on a regular basis by C4 when
he is doing his chores, and TFC1 has hit him with a hockey stick, echoing C1's original allegation of the
use of a hockey stick by TFC1. C2 also stated TFC1 told him his family could not take care of him
properly, and that his family would kill him if he went back to them. C2 advised his CM that he was
scared to disclose that TFC1 hits him, as he did not want her to go to jail.
The investigation did not look into the concerns raised against TFC2's role in disciplining the children,
in particular kicking them from behind. The investigators did not interview TFC2 in accordance with
Policy: Concerns about the Safety of Children in Care. 67 Investigators did not interview C6 who was
also residing in the home at the time, and was previously under the care of the Minister until she aged
out. Additionally, none of the children were questioned about TFC2's discipline. _ , TFC1
granddaughter, resided at the placement and was not interviewed during this investigation to assess
her safety, or to ascertain further information to support the investigation.
The investigation notes did not indicate enquiries were made to confirm if TFC1 had a new partner
living in the home as noted in the April 2015 Internal Review Unit planning meeting.
The investigation substantiated emotional harm of C1 and C2 by TFC1. The investigation was closed
within the 28-day investigation period. The investigation summary report outlined a number of
recommendations noted below 68 :

67

Policy: Concerns about the Safety of Children in Care 31 July 2014 stipulates that s84A must interview persons believed responsible for causing harm
to a young person.
68
CCIS investigation summary report dated 17/02/2015
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•

Find an alternative placement for C1, as she disclosed not feeling safe with her carer, and is
at risk of further emotional harm;

•

Keep C2 and the remaining children in the placement as these children disclosed feeling safe
there. (NOTE: This recommendation contradicts C2's disclosure that he is hit in the placement
and case notes indicate C2 did in fact change placements to reside with his sister C1);

•

Provide counselling support for CS as she disclosed not having a safe person to talk to, and
counselling for all children for past trauma;

•

Provide counselling support for TFC1 to increase her protective ability as a foster carer and
to offer additional support in the event the children are removed from her care; and
Educate TFC1 on appropriate discipline of the children, emotional trauma and appropriate use
of language when speaking about the children's family.

•

Finding 15: DCFs investigation into the physical and emotional harm of CS and C6, Ct and C2, C3 and
C4 and C11 was inadequate due to their failing to:
•
•
•
•

interview TFC2 or other household members as part of the investigation;
make further enquiries on the location of the sticks in the lounge room used to allegedly assault
the children;
make further enquiries as to why Ct changed her statement when formally interviewed; and
address the possibility of the children being coached by the carer prior to being interviewed.

As a result, DCF did not meet the standard expected in accordance with Policy: Concerns about the

Safety of Children in Care. 69
April 2015- Carer Re-authorisation Review considerations of alleged harm
Between 16 December 2014 and 29 April 2015 , TFC1 and TFC2's authorisation remained expired.
Three investigations into physical harm allegations occurred during that period. In February 2015, there
were two substantiated allegations of emotional harm caused by TFC1 to two children in her care.
Despite the mounting concerns regarding TFC1 unwillingness to cooperate with family access and the
substantiation of abuse in care allegations, on 29 April 2015 TFC1 and TFC2 were re-authorised to
continue caring for four children.
The carer re-authorisation review failed to consider or outline actions to rectify the CM allegations
about TFC1 efforts to prevent family access and failed to consider the outcome of the April 2015
investigation outcome and recommendations.
Finding 16: By failing to adequately assess TFC1 and TFC2's capacity to provide care in accordance
with the carer assessment guidelines and to ensure the carer authorisations remained current, DCF
failed to provide a service reasonably expected to be provided to Ct 1, C6, C3 and C4.

May 2015 - Alleged Physical Harm
On 1 May 2015 a notification was made regarding C11 disclosing to her friend that her carer hits her

°

and she is scared to return to the placement. 7 C11's friend was also a child in care who disclosed the
allegations to her CM. CIT determined the matter be investigated pursuant to s84 of the CAPCA with a
response required within 72 hours.
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On 5 May 2015 the DCF Internal Review Unit for the Department facilitated a planning meeting with
the relevant team leader and management level participants. Participants acknowledged this was the
third physical harm allegation since February 2015, and that two children had subsequently left the
placement. Participants discussed strategies on how to best proceed with interviews of the children,
and analysed progress on recommendations from the previous investigation outcomes.
Despite the recommendation for CAST to educate TFC1 on appropriate use of discipline in the previous
investigation, the May 2015 investigation concluded that TFC1 did not receive education to implement
discipline strategies and both the children and the carer continue to advise that children are responsible
to ensure the younger children do their chores. 71
Again, investigators noted concerns about the children appearing coached or afraid to speak about the
carers. C3 withdrew from the interview stating it was difficult for her to speak about her carer, and
when asked direct questions about being hit or feeling unsafe in the placement she did not provide a
response. CS and C4 made similar statements that they do not hit each other but they do get a bit
rough. TFC1 denied using physical discipline on the children and became agitated during the interview.
The investigation concluded that C11 suffered emotional harm perpetrated by TFC1, though found C3,
C4 and CS did not suffer harm in care.
On 2 June 2015 DCF met with TFC1 to discuss the outcomes from the investigation related to May
2015 allegations of abuse in care.72 The information recorded in CCIS indicates several issues were
raised with TFC1, however she perceived the meeting as a personal attack.
On 3 June 2015 CAST records note TFC1 participated in the foster carer training recommended two
years earlier in the 2013 re-authorisation review. 73
On 8 October 2015 the DCF Interna l Review Unit reviewed and re-opened the case relating to the
April 2015 investigation, and recommended a change to the findings for C3 from no abuse found to
substantiated emotional harm by TFC1.
December 2015 - Alleged Physical Harm
On 3 December 2015 C1 alleged that C11 told her she was hit by TFC1 in her placement and that she
wanted to run away. CIT determined further inquiries be made pursuant to s838 of the CAPCA. 74
A case co-ordination planning meeting took place on 4 December 2015 and outlined that C11, C1 and
TFC1 were interviewed as part of the inquiries, but the rema ining household members were not spoken
to.
During the interview on the 4 December 2015, C11 did not confirm TFC1 hits her or that she wants to
run away from the placement. TFC1 reported to CM that C11 regularly runs away from home and that
she is required to attend the school early each day to ensure C11 catches the correct bus; this
information was not corroborated by school bus personnel. Conflicting information provided by TFC1

71
72

73
74
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