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Auditor-General’s foreword 
There is no greater responsibility of government than protecting vulnerable 
children. It unquestionably requires constant commitment, vigilance, and 
agility, and seamless integration and cooperation across government and 
non-government service providers. Ensuring vulnerable children are quickly 
sighted and their safety established must be the priority of all governments.   

In this audit we found that staff and agencies across the family support and 
child protection system are committed to improving the system and much 
has been achieved in recent years. But despite their commitment and 

achievements, the system is not perfect, and much work still needs to be done.  

We found a system under pressure from high demand, and one that is not adequately 
structured to meet the complex, 24/7 needs of vulnerable children. 

Child death reviews consistently highlight the need for decisive, seamless, and coordinated 
communication, decision-making, and action across public sector entities and non-government 
service providers.  

In this report, I provide detail on my audit findings, insights and recommendations for 
improvement.  

I also note the expected significant economic and social impacts of the COVID-19 pandemic. 
These impacts are likely to affect employment services, housing, domestic and family violence 
services, child protection, mental health, and substance abuse support services. This will place 
ever greater demand on Queensland’s family support and child protection system, further 
increasing the need for the community, public sector and non-government service providers to 
act collectively to ensure no child falls through the gaps.  

 

• • •• 
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Report on a page 
This audit assessed how effectively Queensland public sector entities work together for the 
safety and wellbeing of Queensland children. We audited six public sector entities responsible 
for delivering family support and child protection services to determine whether: 

• Queensland’s family support and child protection system is managed to ensure efficient 
and effective coordination across agencies 

• Queensland government agencies share responsibility for the continuous improvement of 
the family support and child protection system. 

Progress has been made but the system is still 
under pressure  
Entities have made good progress implementing recommendations from reviews over recent 
years and reforming the family support and child protection system. In most cases, agencies 
cooperate well, but this can be further enhanced. However, the system remains under 
pressure from high demand and the growth in families with multiple and complex needs. The 
social and economic impacts of the COVID-19 pandemic are likely to add further pressure to 
the system and agencies need to be prepared.  

Early support is important but greater capacity is 
needed  
Vulnerable families have greater support available to them now than previously and more 
report that the support is meeting their needs. Increasing the rates of consent by families in 
need of support would be likely to provide further benefits (at present half the families referred 
to family support services consent to receiving support). Improving the number of families 
engaging in these services would be likely to strengthen Queensland communities and reduce 
the pressure on the system. But at present, family support services do not have the capacity to 
provide significantly more services. 

Enhancing the shared approach to child protection 
reports is needed  
Demand on the child protection system remains high. The Department of Child Safety, Youth 
and Women (Department of Child Safety) is generally quick to prioritise and investigate reports 
that indicate a child is in immediate danger but could improve timeliness for reports assessed 
as less urgent. Entities need to progress development of a multi-disciplinary intake process to 
integrate information from all relevant agencies, including non-government organisations, and 
to facilitate a shared responsibility for triaging and responding to all child harm reports. 

The Department of Child Safety is finding it increasingly difficult to place children into care 
based on their needs. A shortage of carers and children staying in care longer are contributing 
to this challenge. Consequently, some children are placed into out-of-home care based on 
what is available rather than what matches their specific needs. 

Audit recommendations 
We made nine recommendations to improve the family support and child protection system.   

• •• • 
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Introduction 
Protecting the rights and managing the safety of Queensland children is a responsibility shared 
across government and the broader community. Government, non-government organisations, 
and communities work together to deliver services to families that need support caring for 
children. In Queensland, the family support and child protection system (the system) operates 
in two key areas: early intervention to support families, and protection of children at risk of 
significant harm without a parent able and willing to protect them from the harm (including 
those needing out-of-home care). 

The growth in families with multiple and complex needs is placing greater pressure on the 
system. The prevalence of poverty, mental illness, substance abuse, incarceration rates, and 
domestic violence in families are all contributors. These challenges are not unique to 
Queensland and are well recognised both nationally and internationally. There is some early 
evidence to suggest these issues will be exacerbated by the significant economic and social 
impacts of the COVID-19 pandemic. The high percentage of children with a disability who are 
in care and the over-representation of Indigenous children in the system are indicators of 
specific challenges.  

The objective of this audit was to assess how effectively Queensland government agencies 
work together for the safety and wellbeing of Queensland children. As part of this audit, we 
assessed family support services and the child protection system. Appendix B contains further 
details about the audit scope and our methods. 

Reforms to Queensland's family support and child 
protection system 
In 2013, the Queensland Child Protection Commission of Inquiry (Carmody Inquiry) 
recommended major reforms to the system. It provided a program for reforming the system 
over a 10-year period to: 

• reduce the number of children in the child protection system  

• revitalise child protection frontline services and family support to break the intergenerational 
cycle of abuse and neglect 

• refocus oversight on learning, improving, and taking responsibility. 

Since 2013, key reform activities have included:  

• new support services for families (94 non-government organisations across Queensland) 

• establishing and restructuring statutory bodies to oversee the system and protect the rights 
of children 

• providing for greater information sharing between entities resulting from amendments to the 
Child Protection Act 1999 in July 2017 and the development of new guidelines 

• mandatory reporting requirements expanded to early childhood.  

The Queensland Government is now halfway through the reform program. It has designed, 
developed, and implemented a series of reforms and is now reviewing and, where necessary, 
adjusting elements. As at 30 June 2019, the Department of the Premier and Cabinet reported 
that 107 of the 121 recommendations from the Carmody Inquiry have been delivered, and the 
remaining 14 are underway.  

• • •• 
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Since the Carmody Inquiry, several system reviews, inquiries, and the Royal Commission into 
Institutional Responses to Child Sexual Abuse have added further recommendations aimed at 
improving the system. An additional 12 reviews and evaluations of the system or a component 
of the system have occurred since 2013–14.  

These reviews have resulted in 612 recommendations to entities within the system. Entities 
continue to implement these recommendations.  

Appendix D shows the 12 reviews and evaluations. It excludes entities' smaller, internally 
focused reviews and evaluations. 

Who delivers family support and child protection 
services?  
A range of government and non-government entities deliver family support and child protection 
services. These include:  

Department of Child Safety, Youth and Women 
The Department of Child Safety, Youth and Women (Department of Child Safety) is 
Queensland's lead agency for child safety and adoption services. It has a statutory obligation 
to protect children and young people who have been harmed or are at risk of harm, and whose 
parents are unable or unwilling to protect them. It delivers these services across five 
Queensland regions: south east, south west, northern, Moreton, and central. Appendix E 
provides details of the five regions. 

Queensland Family and Child Commission 
The Queensland Family and Child Commission (the Commission) was established on 
1 July 2014 as a result of the Queensland Government's response to the Carmody Inquiry. 
Under the Family and Child Commission Act 2014, it has an oversight role. Its purpose is to: 

• promote the safety, wellbeing, and best interests of children and young people 

• promote and advocate for the responsibility of families and communities to protect and care 
for children and young people 

• improve the child protection system. 

Other public sector entities 
Several other public sector entities have specific responsibilities to identify and report harm to 
children under the Child Protection Act 1999 and other relevant legislation. These include: 

• Queensland Police Service 

• Department of Education, including under the Education (General Provisions) Act 2006 

• Queensland Health. 

The Office of the Public Guardian also plays a key role in promoting and protecting the rights 
and interests of children and young people in the child protection system by performing child 
advocacy functions, including visiting children in out-of-home care.  

The Department of the Premier and Cabinet was responsible for leading the Carmody Inquiry 
reforms.  

The Office of the Director of Child Protection Litigation, within the Department of Justice and 
Attorney-General, also plays a key role in the system and is responsible for child protection 
proceedings in the Children’s Court of Queensland.  

• •• • 
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Non-government organisations  
In January 2015, the Department of Child Safety introduced family support services in 
response to recommendations from the Carmody Inquiry. The Carmody Inquiry found that 
Queensland had under-invested in family support programs compared with other jurisdictions.  

The intent of family support services is to provide early support (such as anger-management 
or alcohol and drug support) to vulnerable families, to prevent harm from occurring and reduce 
the number of children coming into the child protection system.  

Since January 2015, the Department of Child Safety has funded 94 non-government 
organisations to provide support to families across the state. Family support services can only 
be provided to families that consent to the service. Three types of family support services are 
available:    

• Family and Child Connect services—which connect families to a support service that suits 
their needs 

• Intensive Family Support services—which deliver a range of services, including case 
management support to families with multiple and complex needs 

• Aboriginal and Torres Strait Islander Family Wellbeing services—which provide specialist 
support for Indigenous families with multiple and complex needs. 

Government organisations, non-government organisations, and the general community can 
refer families requiring support to Family and Child Connect services, with the consent of the 
family. Government agencies and non-government service providers who are prescribed 
entities can also refer families to family support services without the family's consent. The 
Department of Child Safety may refer the reports it receives that do not meet the threshold of 
significant harm if it decides the family would benefit from additional support.  

How is harm or risk of harm to a child reported?  
Any person who suspects that a child may be in need of protection, or an unborn child may be 
in need of protection after birth, can make a report to the Department of Child Safety.  

Under the Child Protection Act 1999 (the Act) a child who is in need of protection: 

• has suffered significant harm, is suffering significant harm, or is at unacceptable risk of 
suffering significant harm; and  

• does not have a parent able and willing to protect the child from the harm.  

The Act defines harm to a child as 'any detrimental effect of a significant nature on the child's 
physical, psychological or emotional wellbeing'.  

The Act requires certain professionals (called mandatory reporters) to make a report to the 
Department of Child Safety if they suspect a child is in need of protection. Mandatory reporters 
are: 

• teachers 

• doctors 

• registered nurses 

• police officers with child protection responsibilities 

• a person performing a child advocate function under the Public Guardian Act 2014 

• early childhood education and care professionals, from 1 July 2017. 

• • •• 



Family support and child protection system (Report 1: 2020–21) 

 
6 

Queensland's system has two reporting pathways. A person can either:  

• report their concerns about a child's safety to the Department of Child Safety if they suspect 
a child is in need of protection 

• refer concerns about a child (that is, where they suspect the child is not in need of 
protection and the family could benefit from additional support and assistance) to family 
support services, with the family's consent. Government agencies and non-government 
service providers who are prescribed entities can refer a family without their consent. 
Entities refer to concerns referred to family support services as ‘child concern reports’. 

Figure A shows the two reporting pathways for concerns about a child's safety.  

 Figure A 
Reporting pathways 

Source: Queensland Audit Office. 

The Department of Child Safety has placed child safety officers within Family and Child 
Connect services to identify children referred to family support services that should have been 
reported to the Department of Child Safety and to redirect them to the Department of Child 
Safety for investigation.  
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What happens when alleged harm or risk of harm to 
a child is reported? 

Screening reports of child harm 
The Department of Child Safety regional intake services receive concerns about child safety 
from professionals, family members, and the public. Intake service staff screen reports of harm 
or risk of harm to determine whether the allegations meet the threshold for an investigation 
(that is, a child has suffered, is suffering, or is at unacceptable risk of suffering significant harm 
and does not have a parent able and willing to protect them from harm). The Department of 
Child Safety can refer reports that do not meet the threshold for investigation to family support 
services. Throughout this report we refer to all reports of alleged harm or risk of harm that the 
Department of Child Safety receives as ‘child harm reports’. 

Investigating reports of child harm 
The Department of Child Safety’s child safety officers are responsible for investigating 
allegations where they reasonably suspect a child is in need of protection. Staff record all 
information about a child's safety in the Department of Child Safety’s Integrated Client 
Management System. 

The Queensland Police Service also investigates reports of child harm that are of a criminal 
nature and works in partnership with the Department of Child Safety when an investigation 
requires a joint response.  

Placing children into care 
The Department of Child Safety has several options for children requiring ongoing care and 
protection. Where appropriate, its preferred option is to keep a child with their immediate or 
extended family and provide support to the family to protect the child. In some instances, the 
Department of Child Safety will need to remove a child from their home and place them into 
out-of-home care, either with extended family, with foster carers, or in residential care. 

• • •• 
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Summary of audit findings 

Supporting families early  
Vulnerable families have greater support available to them now than they did before the 2013 
Queensland Child Protection Commission of Inquiry (Carmody Inquiry). In addition, more 
families now report that family support services are meeting their needs. Currently, only half 
the families referred to family support services consent to receiving support. Some support 
agencies make limited attempts to contact families and experience delays in making contact; 
this may influence whether families consent to receiving support. The Department of Child 
Safety, Youth and Women (Department of Child Safety) needs to work with family support 
service providers to increase engagement with families, particularly those providers with low 
consent rates. However, even if they are successful in increasing consent rates, the current 
system is unlikely to have the capacity to meet increased demand. We heard from some family 
support service providers who reported high caseloads and said they were struggling to keep 
up with demand. We could not assess their caseloads because they do not record this 
information.  

The COVID-19 pandemic is expected to have significant social and economic impacts that will 
adversely affect some Queensland families. This is likely to increase demand on the family 
support and child protection system. The Queensland Government is anticipating an increase 
in demand for domestic and family violence services arising from COVID-19. In April 2020, it 
announced it would provide an additional $7.5 million to support domestic and family violence 
victims. 

Improving the quality of data captured by family support service providers will enable the 
Department of Child Safety and the Queensland Family and Child Commission (the 
Commission) to more effectively assess the outcomes achieved by family support services for 
families experiencing vulnerability. 

Protecting children from harm 
Mandatory reporters make a large number of reports to the child protection system that do not 
meet the threshold for investigation (the Department of Education was the highest contributor 
of reports that did not meet the threshold for investigation). Some remain cautious about the 
ramifications of failing to report and are unwilling to share this risk.  

The existing system is not structured to manage the volume of reports that are generated by 
this low-risk approach taken by some mandatory reporters. The Department of Child Safety 
and other entities have tried approaches, such as education to encourage mandatory reporters 
to report directly to family support service providers matters that are unlikely to meet the 
threshold for an investigation. Child harm reports that do not meet the threshold can 
nevertheless be useful in providing a cumulative assessment of harm to the child over time. A 
child death review highlighted the need to consider and assess cumulative harm to a child. 
Therefore, having appropriate systems and processes to better integrate and analyse 
information would allow for a more informed assessment of the child’s immediate safety.  

• •• • 
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The Department of Child Safety is quick to prioritise reports that indicate a child is in 
immediate danger and requires a 24-hour response. Between 2013–14 and 2018–19, the 
median time taken by child safety officers to sight a child who was in immediate danger and 
required a 24-hour response was 19 hours and 12 minutes—from the time the intake service 
received the child harm report. However, the Department of Child Safety is not timely in 
sighting children for child harm reports that are less urgent and require a five- or 10-day 
response. We found that regions with the highest staff turnover and the highest transfer of staff 
between regions also had the longest delays to sight a child.  

Outside of standard business hours, the Department of Child Safety provides a limited 
after-hours intake, response, and support service. It has an after-hours service centre located 
in Brisbane, which is responsible for after-hours child protection matters in all regions across 
the state. Regional Department of Child Safety staff and Queensland police expressed 
concerns about the capacity and ability for the service centre to respond after hours. We were 
provided with examples of police having difficulty getting support from the after-hours service 
centre.    

The Department of Child Safety is finding it increasingly difficult to place children into care 
based on their needs. There are a variety of factors contributing to this difficulty in placing 
children into care, including a shortage of carers and children staying in care longer. The 
shortage of carers is likely to be contributing to a higher number of placement changes. 
Between 2013–14 and 2018–19, 18 per cent of children placed into care by the Department of 
Child Safety had between six to 10 placements, six per cent had 11 to 20 placements, and 
0.3 per cent had 21 to 30 placements.  

Managing the system 
Queensland's family support and child protection system has the appropriate governance 
vehicles and oversight in place to ensure the system is performing effectively. However, the 
role and purpose of the Interdepartmental Committee and the Department of Child Safety’s 
Regional Child, Youth and Family Committees could be better defined to strengthen the 
existing governance and oversight arrangements.  

The Commission is providing oversight of the system and has helped to identify key issues 
and drive change across the system. Finalising its vulnerability project (identifying high risk 
areas) and its oversight strategy should help the Commission ensure it focuses on the most 
pressing system issues and give stakeholders greater visibility of its proposed program of 
work.  

Both the Commission and the Department of Child Safety regularly monitor and report on the 
performance of Queensland's child protection system. The performance information is useful 
to child safety stakeholders and can help inform decision making across the system.  

The Department of Child Safety could enhance its publicly reported performance data to more 
clearly report the time taken to commence an investigation. For example, its publicly reported 
data does not state that the time taken to commence investigating five- and 10-day priority 
reports is based on business days, not calendar days. Unless stated, readers of the 
department’s performance reports are naturally likely to assume the reported number of days 
to commence an investigation refers to elapsed calendar days. Reporting the time taken to 
commence an investigation based on calendar days or disclosing that the time is based on 
business days would provide transparent reporting and avoid readers misinterpreting the 
figures. 

• • •• 
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For the 2018–19 financial year, the Department of Child Safety reported that 92.5 per cent of 
its 24-hour priority investigations were commenced and the child was sighted within 24 hours. 
While this is accurate, it does not include the time taken to screen the child harm reports. 
When the screening and approval period is included, these investigations were commenced, 
and the child sighted, within four days of the Department of Child Safety receiving the child 
harm report.  

In September 2019, the Department of Child Safety changed its measure of commencing an 
investigation for five- and 10-day priority reports from the time taken to sight a child to the time 
taken to gather new information. This change better aligns its practice with other states and 
territories. It will be important for the Department of Child Safety to monitor this change to 
ensure there is clarity and continued priority on verifying a child’s safety. As such, there is also 
value in the Department of Child Safety continuing to monitor the time taken to sight a child. 

• •• • 
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Audit conclusions 
Following the various reviews and recommendations, the Queensland government entities with 
prime responsibility for the safety and wellbeing of Queensland children have improved how 
effectively they manage the system and work together. Entities have made good progress 
implementing recommendations from the Carmody Inquiry, and other reviews and evaluations. 
There have also been some significant system and process improvements. 

That being said, the reforms have not achieved all the expected outcomes. The number of 
child harm reports continues to increase, staff struggle to find appropriate placement for 
children in need of care, and a high proportion of families do not receive the support services 
they need. Consequently, Queensland's family support and child protection system remains 
under considerable pressure and the entities need to do more to ensure they and 
non-government entities work effectively together. Effective partnerships will also be vital in the 
recovery phase of the COVID-19 pandemic, which is expected to have significant economic 
and social impacts. These impacts are likely to negatively impact employment, housing, 
domestic and family violence, child protection, mental health, and substance abuse. 

Families continue to present with multiple and complex needs. While the Carmody Inquiry 
highlighted some of the key risk factors affecting families (for example domestic violence, 
mental health, and alcohol and substance abuse), their prevalence and impact were perhaps 
not as apparent as they are now. These factors can be exacerbated for children who come 
from families facing poverty or a history of incarceration. More effective leadership and 
governance across the system would help entities address these key risk factors to ensure 
families receive adequate support. More needs to be done to promote family support services, 
improve consent rates, and ensure there is sufficient capacity to support families in need.  

The Department of Child Safety is struggling to cope with the number of reports it receives. 
Approximately 80 per cent (547,261) of the reports it received between 2013–14 and 2018–19 
did not meet the threshold for investigation. Better education for mandatory reporters is 
necessary, but alone is unlikely to significantly change reporter behaviour. Under the current 
system, mandatory reporters (teachers, police, health workers) are expected to understand 
their reporting obligations and accurately interpret and apply legislation when determining 
whether they should report a concern to family support services or the child protection system. 
The agencies provide guidance to mandatory reporters and have additional controls to help 
mandatory reporters correctly report their concerns about child safety. Nevertheless, some 
mandatory reporters still feel they bear the legislative risk of incorrectly reporting. As such, 
they have not changed, and are unlikely to change, their reporting behaviour to the extent 
necessary to reduce the number of reports not meeting the threshold for significant harm.  

Entities should consider evaluating the merits of establishing a multi-disciplinary intake 
process to efficiently and effectively triage all child harm reports. The intake process should 
integrate information from all relevant agencies, including non-government organisations, to 
facilitate a coordinated assessment, triage, and response to all child harm reports. This should 
enable improved decision making with greater access to more complete and accurate 
information when screening and investigating child harm reports. It is also likely to strengthen 
the sharing of responsibility across relevant public sector entities for identifying needs and 
keeping children safe. 

 

• • •• 
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Recommendations 

Family support services data and reporting 
We recommend that the Department of Child Safety, Youth and Women, in collaboration with 
family support services: 

1. establish minimum service-level requirements based on better practice for engaging with 
families requiring support by Intensive Family Support and Aboriginal and Torres Strait 
Islander wellbeing services. It should tailor these requirements to the demographics of 
each region  

2. collaborate with family support services to monitor outcomes and increase consent rates 
and the quality of data captured in the Advice, Referrals and Case Management database  

3. automate the transfer of those child harm reports that do not meet the threshold for 
investigation but the family may benefit from family support services between the 
Integrated Client Management System and the Advice, Referrals and Case Management 
database. 

Reporting alleged harm or risk of harm 
We recommend that the Department of Child Safety, Youth and Women and entities with 
mandatory reporting responsibilities: 

4. establish a multi-disciplinary intake process for efficiently and effectively triaging all child 
harm reports. The intake process should integrate information from all relevant agencies, 
including non-government organisations, to assess the cumulative risk and to facilitate a 
shared responsibility for triaging and responding to all child harm reports. This should 
prioritise the immediate safety of the child and not delay the Department of Child Safety, 
Youth and Women from immediately responding to a child harm report.  

We recommend that the Department of Education: 

5. provides greater support and training to principals and teachers to assist them in 
determining the appropriate pathway to report concerns about a child's safety.  

Responding to alleged harm or risk of harm 
We recommend that the Department of Child Safety, Youth and Women: 

6. enhances its existing model for responding to alleged harm or risk of harm by: 

• expanding its after-hours child safety protection services to ensure its child safety 
officers can better respond to child harm reports across the state in a timely manner  

• providing adequate training, support and mentoring to child safety officers to enhance 
their decision-making skills, including an induction program for new staff. 

  

• •• • 
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Out-of-home care 
We recommend that the Department of Child Safety, Youth and Women, in collaboration with 
the Queensland Family and Child Commission: 

7. improve outcomes for children placed in out-of-home care. This includes:  

• ensuring that children are placed in the most appropriate and stable type of care to 
meet their needs, rather than based on availability of care 

• improving the quality and availability of out-of-home care options available to children 
requiring care 

• reviewing the capability and capacity of carers, including the appropriateness of their 
experience, training, and qualifications 

• reviewing the contracts of out-of-home care providers to ensure they include 
appropriate key performance indicators and clearly outline expectations  

• identifying opportunities to increase the number of Indigenous children placed with kin, 
Indigenous communities, or Indigenous carers.  

System governance 
We recommend that the Department of Child Safety, Youth and Women and the Department 
of the Premier and Cabinet, in collaboration with other relevant public sector entities: 

8. more clearly define the roles, purpose, and interrelationship of the Interdepartmental 
Committee and the Regional Child, Youth and Family Committees. This should include:  

• expanding the role of the Interdepartmental Committee to provide greater leadership 
and strategic direction of the system  

• ensuring the Interdepartmental Committee is working collaboratively with stakeholders 
and partners to resolve systemic issues and advance state and regional priorities, 
including through input from Regional Child, Youth and Family Committees. 

We recommend that the Department of Child Safety, Youth and Women:  

9. enhances its performance management by: 

• internally reporting the time taken to gather information and sight a child for all 
investigations (24-hour, five-day, and 10-day investigations) 

• more clearly defining the criteria for assessing the time taken to commence an 
investigation       

• improving its publicly reported performance data by clearly identifying the basis of its 
measurements, including whether it is using business days or calendar days.  
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1. Supporting families early 

Introduction  
The Queensland Child Protection Commission of Inquiry (Carmody Inquiry) emphasised the 
importance of providing early support to vulnerable families to prevent harm from occurring or 
to minimise behaviour that leads to harm. The Carmody Inquiry proposed that providing 
greater support services and early intervention for families would provide better outcomes for 
families and reduce demand on the child protection system.  

Following the Carmody Inquiry, the Queensland Government funded 94 non-government 
organisations to provide support to families across the state (collectively referred to as family 
support services). Family support services include: 

• Family and Child Connect services—which connect families to a support service that suits 
their needs 

• Intensive Family Support services—which deliver a range of services, including case 
management support to families with multiple and complex needs 

• Aboriginal and Torres Strait Islander Family Wellbeing services—which provide specialist 
support for Indigenous families with multiple and complex needs. 

Prior to the reform, families could still seek support from various organisations and initiatives, 
but there were fewer providers and there was often no formal link between providers and the 
child protection system.  

In this chapter, we assess the provision of family support services to vulnerable families, 
including the techniques used and time taken to engage with families and the number of 
families that consent to receiving support.  

The Department of Child Safety, Youth and Women (Department of Child Safety) started a 
staged approach to establishing the 94 family support service providers in January 2015. In 
June 2015, the Department of Child Safety implemented the Advice, Referrals and Case 
Management (ARC) database for family support providers to record information about 
vulnerable families and the support they provide. 

Effectiveness of family support services 
Vulnerable families now have greater support available to them than previously and more 
families that received services reported to family support services that their needs were met. 
Currently, only half the families referred to family support services consent to receiving 
support.  

To be effective, public sector entities and family support services must: 

• educate and communicate to mandatory reporters and the public about these services and 
how to access them 

• engage well and quickly with families  

• obtain consent to provide these services  

• ensure the services deliver the support needed to prevent subsequent harm.  

Figure 1A shows the number of cases referred to family support services by the Department of 
Child Safety, public sector entities, and other individuals between 2016–17 and 2018–19, and 
their status.  
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Figure 1A 
Cases referred to family support services  

between 2016–17 and 2018–19 and their status  

Status of cases Number of cases Percentage (%) 

Families either refused support, dropped out of contact, or 
could not be located  

36,736 54.5 

Families were referred to another support service 10,380 15.5 

Families received support  15,096 22.5 

Cases remain open 5,242 7.5 

Total cases referred to family support services 67,454 100 

Notes: This excludes 11,204 cases where family support services were already providing support to the family or other 
categories that did not require a response from family support services.  

Source: Queensland Audit Office using ARC data provided by the Department of Child Safety. 

The percentage of families that reported family support services fully met their needs 
increased from 82 per cent (3,726) in 2016–17 to 90 per cent (4,201) in 2018–19.  

We do not know if some of the families who dropped out of contact or refused support did so 
because family support services were not meeting their needs. Further examination of why 
these families dropped out of contact may identify opportunities to improve the delivery of 
family support services.  

Educating and communicating about family support services 
Family support services receive referrals for families requiring support either directly from the 
family, from mandatory reporters and non-government organisations (direct referrals), or from 
the Department of Child Safety. 

Public sector entities that have staff with mandatory reporting obligations could better inform 
their staff about the circumstances in which they could directly refer concerns about a child's 
safety to family support services. Between 2016–17 and 2018–19, 32,140 cases were reported 
to the Department of Child Safety that it subsequently assessed as not meeting the threshold 
for investigation and referred to family support services. This represents 48 per cent of all 
cases referred to family support services over this period.  

The number of reports directly referred to family support services by mandatory reporting 
entities (as opposed to those referred by the Department of Child Safety) increased by 
34 per cent from 5,823 in 2016–17 to 7,822 in 2018–19. This growth is positive, but it still has 
not reduced demand on the child protection system as anticipated by the Carmody Inquiry.  

Since July 2016, the number of reports to the child protection system has increased by 
12 per cent. Prior to the Carmody Inquiry, the Department of Child Safety forecast that growth 
in demand would increase more than it has. The reduced growth in demand may be due to the 
implementation of reform, including the introduction of family support services. 

The implementation of family support services occurred in stages. In January 2015, the 
Department of Child Safety contracted 23 non-government organisations to provide support 
services to vulnerable families. It contracted an additional 38 family support providers in  
2016–17 and 33 in 2017–18.  
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Since the introduction of family support services, there have been two marketing campaigns to 
promote family support services. Better education and awareness of family support services, 
for both mandatory reporters and the public, is necessary to further improve the number of 
direct referrals and alleviate pressure on the child protection system.  

There is an unwillingness by entities engaging with children to refer a child to family support 
services in case the matter is more serious than first thought. As such, entities tend to report 
their concerns about a child's safety to the Department of Child Safety, rather than referring 
directly to family support services. Figure A (in the introduction of this report) describes the two 
reporting options available. We discuss the behaviour of those responsible for reporting harm 
(referred to as mandatory reporters) further in chapter two.  

Obtaining consent from families 
The effectiveness of family support services is dependent on families consenting to receive 
support. Currently, half the families referred to family support services consent to receiving 
support. The Department of Child Safety provided us with some research that indicated these 
consent rates are consistent with international experience. Nevertheless, there remains an 
opportunity for the Department of Child Safety to consider how it can work with providers of 
family support services to improve consent rates, particularly for those providers well below the 
average rate.  

Of the 67,454 referrals between 2016–17 and 2018–19, family support services required 
consent from 52,503 families to provide support.  

Of these, 49 per cent consented, but the percentage of families that consented to receive 
support decreased from 52 per cent in 2016–17 to 45 per cent in 2018–19. 

Figure 1B shows the percentage of families that consented to receiving support for each family 
support service between 2016–17 and 2018–19.  

Figure 1B 
Family support service consent rates between 2016–17 and 2018–19 

Family support service Families that 
consented (%) 

Families that did 
not consent (%) 

Cases still 
open (%) 

Family and Child Connect services  43.0 57.0 0 

Intensive Family Support services 63.0 32.7 4.3 

Aboriginal and Torres Strait Islander Family 
Wellbeing services 

58.8 33.7 7.5 

Note: Consent rates have been calculated based on the 52,503 families referred to family support service between 
2016–17 and 2018–19. This includes type four Family and Child Connect referrals, Intensive Family Support referrals, 
and Aboriginal and Torres Strait Islander Family Wellbeing referrals. Type four referrals are those families assessed 
by Family and Child Connect as having a child under 18 years of age who is at risk of entering the child protection 
system, the family has multiple and complex needs, and would benefit from access to intensive and specialist support.  

Source: Queensland Audit Office using ARC data provided by the Department of Child Safety. 

Consent rates between family support service providers vary due to the differing roles they 
play and, for this reason, are not a valid comparison of relative performance. Family and Child 
Connect services provide advice to families and connect them to the right type of service, 
including Aboriginal and Torres Strait Islander Family Wellbeing services or Intensive Family 
Support services.  
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It is likely that Family and Child Connect services will have obtained consent before referring 
families to the relevant family support service. Therefore, we would expect Aboriginal and 
Torres Strait Islander Family Wellbeing services and Intensive Family Support services would 
have higher consent rates than Family and Child Connect services.  

Consent rates varied significantly across regions. For example, the consent rate for Family and 
Child Connect services in Hervey Bay was 30 per cent, compared with 52 per cent for the 
Sunshine Coast (for cases referred by the Department of Child Safety between 2016–17 and 
2018–19). A variety of factors may influence consent rates across regions. These include 
social and demographic factors, the funding and resourcing of family support service 
providers, the techniques they use, and the time they take to engage families.  

The Department of Child Safety requires family support services to notify it if a family that it 
refers does not consent to receiving support. This enables the Department of Child Safety to 
consider this information and make an informed decision if it receives an additional child harm 
report. We found that family support services have not advised the Department of Child Safety 
of all cases as required. Between 1 July 2016 and 30 June 2019, 89 per cent (14,792) of 
cases where families did not consent were reported to the Department of Child Safety. This 
reporting needs to improve as this information is valuable for assessing future reports of harm. 

Minimum requirements to engage families 
The Department of Child Safety guidelines require Family and Child Connect services to 
attempt to contact a family at least four times over a six-week period to obtain consent before 
closing a case. They must attempt to contact each family by sending two letters, phoning, and 
making at least one visit to the family's home.  

We found that some Family and Child Connect services did not comply with the minimum 
standards for engaging with families. Since July 2016, Family and Child Connect services 
closed cases for 6,792 families because they could not be located. This represents 20 per cent 
of all cases closed over this period. Of these: 

• 1,874 cases did not have the minimum of four attempts across three mediums 

• 659 cases had no correspondence recorded 

• 546 cases had no home visit recorded 

• 192 cases had no phone call recorded 

• 38 cases had no contact recorded. 

The number of cases where Family and Child Connect services did not meet the minimum 
attempts of engagement is likely to be higher. We excluded 3,878 cases because we could not 
be certain that contact had not occurred with the family due to data quality issues.  

Some Family and Child Connect service providers are trialling different ways of engaging with 
families. In Mackay, one provider is now trialling SMS and email in addition to the standard 
methods. It is too early to confirm whether the trial has improved consent rates, but this 
demonstrates the initiative of some non-government organisations to improve engagement 
with families. 

The Department of Child Safety does not require Aboriginal and Torres Strait Islander Family 
Wellbeing services or Intensive Family Support services to make a minimum number of attempts 
to contact a family before they close a case. We found they had closed 179 cases despite only 
making two or fewer attempts to contact families.  
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Establishing minimum expectations based on a better practice approach (for example a 
minimum number of attempts to contact a family) for all family support service providers may 
help to improve consent rates. In doing this, the department should take into consideration the 
need to be flexible to meet different circumstances. In some cases, family support service 
providers would not have the capacity to deliver services if consent rates were higher (as 
might occur if minimum standards were set). The Department of Child Safety advised that, for 
this reason, it does not expect providers to devote the same effort to obtain consent in all 
cases. 

Time taken to engage families 
The time taken by family support services to contact families could be contributing to families 
not consenting to receive support. When family support services are slow to engage with 
families, there is a higher likelihood that families will not consent.  

Figure 1C shows the time taken by family support services to attempt to contact families from 
the date they received the referral between 2016–17 and 2018–19.   

Figure 1C 
Time taken by family support services to attempt to contact families from 

the date they received the referral between 2016–17 and 2018–19 

Provider Median days Average days  

Family and Child Connect services  3 6 

Intensive Family Support services 7 12 

Aboriginal and Torres Strait Islander Family Wellbeing services 12 27 

Notes: Family and Child Connect services connect families to the right support services. Intensive Family Support 
services and Aboriginal and Torres Strait Islander Family Wellbeing services provide specialist support to families with 
multiple and complex needs.  

Source: Queensland Audit Office using ARC data provided by the Department of Child Safety. 

Between 2016–17 and 2018–19, 39 per cent of the families contacted within the first week 
consented to receiving support. In contrast, where family support services took two weeks or 
longer to contact the family, the consent rate dropped to 34 per cent.  

Some family support service providers reported high caseloads and said they were struggling 
to keep up with demand. High caseloads may impact the time they take to engage with 
families. We could not assess their caseloads because they do not record this information in 
their ARC database.  

Subsequent reports as an indicator of effectiveness 
The Department of Child Safety assesses the outcomes for families that receive support, but it 
does not consider the outcomes for those families that refuse support. We tried to assess 
whether families that received support from family support services had fewer subsequent 
reports of child harm compared with those families that did not receive support. While not 
definitive, this can provide an indication of the effectiveness of family support services.  

We could not validate this analysis because of the unreliability of the ARC data. The 
Commission and Department of Child Safety should further investigate the data quality and 
better assess the outcomes for vulnerable families referred to family support services.  

A more detailed investigation may help determine the cause of the subsequent harm reports 
and whether there are opportunities to improve the support families receive.  
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Data quality  

In June 2015, the Department of Child Safety implemented the ARC database. It enables 
family support service providers to record information about vulnerable families, such as their 
contact details, their circumstances, and what support they require. The system has provided a 
secure platform to record details about families requiring support.  

There are a range of data quality issues with the ARC database. We found family support 
service providers are not accurately recording all children involved in cases, whether they 
obtained consent, or the activities they performed to engage a family. 

Between 1 July 2016 and 30 June 2019, 16 per cent (12,546) of the families referred to family 
support services had no record of a child in the ARC database. This information is critical, 
particularly if the behaviour within that family escalates or the Department of Child Safety 
receives another report about the child's safety. This percentage was higher for some services, 
such as Aboriginal and Torres Strait Islander Family Wellbeing services, which had no children 
recorded in 30 per cent of cases over the same period.  

The Department of Child Safety does not have line of sight to all children it refers to family 
support services. It cannot gain assurance that family support services are supporting the 
families it refers. This creates a risk that a family may be overlooked. Between 2016–17 and 
2018–19, the Department of Child Safety recorded in its Integrated Client Management 
System (ICMS) that it referred 53,800 children to Family and Child Connect services and 
Intensive Family Support services where a report did not meet the threshold for investigation. 
We identified that these children related to 28,717 cases. In contrast, family support services 
recorded in ARC that the Department of Child Safety referred 27,046 cases to Family and 
Child Connect services and Intensive Family Support services. The systems do not provide a 
means to easily reconcile between the two databases. In addition, the Department of Child 
Safety has no way of reconciling referrals it makes to Aboriginal and Torres Straight Family 
and Wellbeing Services.   

In July 2019, the Department of Child Safety conducted an internal review into the accuracy of 
ARC data. It identified inconsistencies in how family support services record data. It also found 
important information was missing from cases, such as the child's date of birth. As a result of 
the review, the Department of Child Safety has delivered training to family support service 
providers to improve the accuracy of data captured in ARC. The Department of Child Safety 
advises us that it is undertaking a range of actions to improve data quality, including providing 
additional training and support to family support service providers, and monitoring and 
reporting data quality.  

Improving the quality of data captured in the ARC database will enable the Department of 
Child Safety and the Queensland Family and Child Commission to more effectively assess the 
impact of family support services and the outcomes achieved for vulnerable children. 
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2. Protecting children from harm  

Introduction  
When alleged harm or risk of harm is reported, child protection staff, police, educators, and 
health professionals must work together for the safety and wellbeing of the child. Their timely 
exchange of accurate and reliable information is important to avoid delays and ensure their 
response is effective.    

The Department of Child Safety, Youth and Women (Department of Child Safety) investigates 
allegations that a child has been significantly harmed, is suffering significant harm, or is at risk of 
being significantly harmed and does not have a parent able and willing to protect them. In some 
cases, it is necessary for the Department of Child Safety to remove a child from their home 
and place them with extended family, with foster carers, or in residential care. 

In this chapter we assess whether entities:  

• support the appropriate reporting of children at risk  

• respond efficiently and effectively to reports of harm  

• place children into out-of-home care based on their needs. 

Reporting allegations of harm or risk of harm 

Reporting behaviour  
Mandatory reporters are making a high number of reports to the child protection system that 
do not meet the threshold for investigation.  

Between 2013–14 and 2018–19, the Department of Child Safety received 687,052 child harm 
reports. Approximately 80 per cent (547,261) of these reports did not meet the threshold for 
investigation. This remained consistently high over the six-year period.  

In July 2019, the Attorney-General announced proposed reforms to legislation that will create 
new offences for failing to report institutional child sexual abuse. The legislation is expected to 
take effect this year. It is possible this legislation may increase reporting and place greater 
pressure on the Department of Child Safety intake services.  

The Queensland Child Protection Commission of Inquiry (Carmody Inquiry) identified entities' 
risk-averse behaviour as the primary driver for overreporting. Entities are reluctant to carry the 
risk of incorrectly referring a report about a child's safety to family support services and, as 
such, report all concerns to the Department of Child Safety.  

The Carmody Inquiry recommended two reporting pathways to enable reporters to refer 
directly to family support services any concerns about a child's safety that do not meet the 
threshold for an investigation, and to report concerns of significant harm to the Department of 
Child Safety. The intent of the reform was to divert child safety concerns away from the child 
protection system and toward the family support system. The reform has not achieved its 
intended outcome. Entities remain cautious about the ramifications of failing to report. 
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Queensland's existing family support and child protection system relies on mandatory 
reporters to understand their reporting obligations. It requires mandatory reporters to make an 
informed decision based, at times, on limited information. Mandatory reporters may report 
harm based on valid concerns about a child’s safety, which upon expert assessment by the 
Department of Child Safety may not require an investigation. Nevertheless, these reports may 
help assess cumulative risk of harm to a child. 

For some mandatory reporters, perceived risk is a key driver of their reporting behaviour. In 
April 2020 we received legal advice from the Department of Child Safety confirming that 
mandatory reporters do not commit an offence for failing to comply with the mandatory 
reporting provisions under the Child Protection Act 1999. However, some mandatory reporters 
are legally responsible for reporting harm under other pieces of legislation. For example, a 
teacher can be charged for failing to report sexual abuse to the Queensland Police Service 
under the Education (General Provisions) Act 2006. Given the misconception held by some 
mandatory reporters, additional education about the legislative responsibilities of mandatory 
reporters and the ramifications for failing to report would be of value.  

The Department of Education was the highest contributor of reports that did not meet the 
threshold when compared to other mandatory reporters. Only one in every five reports it made 
over the six-year period met the threshold for significant harm. In 2017–18, the number of 
reports it made that did not meet the threshold increased by 59 per cent following a campaign 
by the Queensland Teachers Union in November 2017 to encourage reporting. The campaign, 
Report everything; report often; report in writing, was the result of a teacher investigated 
(although not prosecuted) for failing to report sexual abuse to the Queensland Police Service 
under the Education (General Provisions) Act 2006.  

Teachers report child safety concerns to their respective principals using the Department of 
Education's One School system. The system enables teachers to effectively report child harm 
but lacks the capability to refer to family support services any reports that do not meet the 
threshold for investigation. As such, the Department of Education requires its staff to re-enter 
their concerns about a child's safety into another system, duplicating effort.  

School principals assess whether a teacher's concerns about a child meet the threshold of 
significant harm and whether they need to report it to the Department of Child Safety. The 
Department of Education has seven Student Protection Principal Advisors who assist 
principals with their reporting obligations. The number of principals across the state limits their 
influence. As at May 2020, there was one Student Protection Principal Advisor to every 
156 principals.  

The Department of Education provides regular training to teachers and principals about their 
reporting obligations. It could improve the training it provides teachers and principals to better 
inform them of the reporting pathways and the threshold for investigation. The existing training 
understandably focuses on the mandatory reporting obligations of teachers and principals. The 
training could be enhanced by providing them with information and guidance about appropriate 
circumstances for referring families to family support services and further encouraging them to 
utilise the existing online Queensland Child Protection Guide, the Department of Education’s 
Student Protection Principal Advisors and the Department of Child Safety’s child safety officers 
to help inform reporting decisions. 
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Some mandatory reporters take a more proactive approach to managing reports of alleged 
harm or risk of harm before referring them to the Department of Child Safety. The Queensland 
Police Service relies on its 35 Child Protection and Investigation Units and its SCAN 
(suspected child abuse and neglect) representatives, who are responsible for child protection 
responses, including criminal investigations. These units screen reports of alleged harm or risk 
of harm made by police officers to assess the action required, including whether to report it to 
the Department of Child Safety, refer it to family support services, or take no further action. In 
2018–19, 38 per cent of its reports met the threshold, compared with only 17 per cent reported 
by the Department of Education. The Queensland Police Service has an effective referral 
system that enables police officers to easily refer to family support services any concerns 
about a child's safety that do not meet the threshold.  

Screening reports 

Intake services 
Timely and effective screening of child harm reports is critical to determine whether a child 
may be in need of protection and how quickly the Department of Child Safety needs to 
investigate. Its eight intake services and one after-hours service screen the reports and assess 
whether they meet the threshold for investigation. To make that assessment, they can gather 
information from a range of stakeholders, such as school attendance records and medical 
history, when further information is needed to assist in deciding the appropriate response. Staff 
use a structured tool that guides them in their decision-making process. They give priority to 
reports that indicate a child is in immediate danger. They can also refer to the department's 
child safety practice manual for additional guidance.  

The Department of Child Safety's existing intake model results in inefficiencies. Across the 
eight intake services there are inconsistent practices in triaging reports, allocating work, 
recording child harm reports, and providing feedback to mandatory reporters.  

Some practices result in delays to screening and investigating child harm reports. In some 
regions, intake services do not allocate child harm reports to intake staff if their workloads are 
high. Instead, they wait until staff have additional capacity to work through the unallocated 
reports.  

We also found that the after-hours service centre has limited capacity to respond to child harm 
reports. The Department of Child Safety only has one after-hours service centre, which is 
located in Brisbane and services all of Queensland.  

Some intake staff manually record a child harm report in a Word document, and then re-enter 
it into the Integrated Client Management System (ICMS). Other regions directly enter the 
report into ICMS. The Department of Child Safety intends to roll out a new program by the end 
of December 2020 to improve the quality and consistency of its intake services’ administrative 
processes and practices.  

The feedback that intake services provide to mandatory reporters is inconsistent and, at times, 
lacks the detail required to change reporter behaviour. Mandatory reporters would benefit from 
consistent feedback about the outcome of a report and the rationale for the outcome.  

The existing intake model puts the onus on the Department of Child Safety and does not apply 
a system-wide approach. Establishing a multi-disciplinary intake process that integrates 
information from all relevant agencies is likely to improve interagency coordination and the 
timely and effective screening of reports. The Department of Child Safety should retain 
accountability for the final decision regarding the most appropriate action to take for each child 
harm report. It is currently considering changes to its intake model to improve consistency and 
the more efficient triage of child harm reports.  
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Of the 687,052 reports screened by intake services between 2013–14 and 2018–19: 

• intake services referred 20 per cent (139,791) of cases to child safety officers for 
investigation because they met the threshold for investigation 

• intake services referred 14 per cent (93,311) of cases to family support services because 
they did not meet the threshold for investigation and they decided the family would benefit 
from additional support 

• intake services closed 66 per cent (453,950) of cases and took no further action because 
they were not able to form a reasonable suspicion that the child needed protection and 
decided the family would not benefit from additional support.  

In some cases, where intake services decided to close a case and not refer it to family support 
services, the Department of Child Safety received an additional child harm report about the 
child within 12 months.  

Between 2016–17 and 2018–19, intake services chose not to refer 204,273 child harm reports 
that did not meet the threshold for investigation. We found that, for eight per cent (16,332) of 
these, the Department of Child Safety received a subsequent report within 12 months that met 
the threshold for investigation. Of these, 38 per cent (6,222) of the reports resulted in an 
investigation that substantiated the child had experienced significant harm or was at 
unacceptable risk of significant harm.  

The 6,222 reports relate to 3,354 individual children. We cannot confirm whether the decision 
to not refer the original child harm report to family support services would have prevented the 
subsequent child harm report. In some instances, family circumstances change after intake 
services make their initial assessment. Nevertheless, there would be value in the Department 
of Child Safety reviewing some of the original decisions to not refer these cases to determine 
whether it needs to improve its decision-making process. 

Time taken to screen child harm reports that did not meet the threshold 
for investigation 
The Department of Child Safety has improved its timeliness in screening and referring child 
harm reports that do not meet the threshold for investigation to family support services, from a 
median of 10 days in 2016–17 to seven days in 2018–19. In some cases, intake services take 
a lot longer to refer child harm reports.  

Despite these improvements, more than 14 per cent (4,396) of child harm reports took longer 
than one month to refer to family support services between 2016–17 and 2018–19. These 
delays inhibit family support services engaging with families early and can impact on a family's 
willingness to consent.  

The Department of Child Safety does not have a target for how long it should take to refer child 
harm reports to family support services. A target may help ensure timelier referral of all child 
harm reports and earlier support to families. In developing a target, the Department of Child 
Safety would need to ensure it continues to prioritise child harm reports that meet the 
threshold for investigation.  

Across regions, there was a significant variation in the time taken to refer child harm reports to 
family support services, ranging from a median of six days for the Moreton region to 13 days 
for the south east region.  

Understandably, the Department of Child Safety intake staff defer screening and referring child 
harm reports to prioritise those reports that meet the threshold for investigation. The 
Department of Child Safety could improve its timeliness and reduce staff effort in referring child 
harm reports to family support services by automating the transfer of these reports between 
ICMS and the family support services' Advice, Referrals and Case Management (ARC) 
database.  
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Time taken to screen child harm reports that met the threshold for 
investigation 
The Department of Child Safety requires its intake services to screen reports that meet the 
threshold for investigation within 48 hours of receiving the initial information. Intake services 
are not meeting this performance target. Of the 139,791 reports that met the threshold for 
investigation between 2013–14 and 2018–19, intake services screened 63.3 per cent (88,421) 
within 48 hours.  

When a report meets the threshold for investigation, intake services staff use a structured 
decision-making response priority tool to set an initial time frame for how quickly child safety 
officers need to commence the investigation—either 24 hours, five days, or 10 days. The risks 
considered include the severity of the child's injuries, immediate safety concerns, age, and 
history.  

Figure 2A shows that, between 2013–14 and 2018–19, intake services were quick to prioritise 
reports that indicate a child is in immediate danger and requires a 24-hour response, but not 
so quick for the other priority categories.  

Figure 2A 
Median and average time taken by intake services to screen reports that 

met the threshold for investigation from the date they received the 
reports between 2013–14 and 2018–19 

Notes: The median and average time taken by intake services to screen a report have been calculated from the time 
the report was received by the intake services to the time it took intake staff to record a child harm report for 
investigation. It does not include the time taken by the team leader to approve the report for investigation.  

Source: Queensland Audit Office using ICMS data provided by the Department of Child Safety. 

The Department of Child Safety screened 91.8 per cent of all reports that required a 24-hour 
response within the required 48 hours. Over the six-year period, the time taken to screen 
reports that required a 24-hour response remained steady.   

The time taken to screen reports that required a five- or 10-day response was much higher. 
Intake services screened within 48 hours 66 per cent of all reports that required a five-day 
response. They screened within 48 hours 51 per cent of all reports that required a 10-day 
response. Although these reports are less urgent, timely investigation is critical to ensure a 
child is safe. 

Figure 2B shows a significant variation in the time taken by intake services to screen reports 
requiring a 10-day response. 

Response priority Median Average 

24-hour priority  2 hours and 45 minutes 25 hours and 29 minutes 

5-day priority  23 hours and 36 minutes 3 days, 22 hours, and 6 minutes 

10-day priority  46 hours and 24 minutes 5 days, 20 hours, and 34 minutes 
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Figure 2B 
Median time taken by regions to screen child harm reports requiring a  

10-day response from the date they received the report between  
2013–14 and 2018–19 

Source: Queensland Audit Office using ICMS data provided by the Department of Child Safety. 

In 2018–19, the median time the south west regional intake service took to screen child harm 
reports requiring a 10-day response was 304 per cent higher than in 2013–14—from one day 
and five hours in 2013–14 to four days and 20 hours in 2018–19. Similarly, the median time 
the northern regional intake service took increased by 226 per cent—from one day in 2013–14 
to three days and seven hours in 2018–19. Both regions also had an increase in the time 
taken to screen child harm reports that required a five-day response.  

In contrast, central and Moreton region were screening child harm reports requiring a 10-day 
response quicker in 2018–19 than in 2013–14.  

Various factors can influence the difference in the time taken between intake services to 
screen reports, including natural disasters, behaviour of mandatory reporters, differences in 
social demographics, resourcing levels, and inconsistent screening practices. 

Sharing information to screen child harm reports 
The timely sharing of information between entities is critical to determine the most appropriate 
response and respond to the child’s safety and support needs. We looked at one aspect of 
information sharing during the screening process—when intake services seek additional 
information about a child from entities, such as their school attendance records. Delays by 
entities to share information may be due to the volume of requests (including duplicate 
requests), the breadth of information requested, the clarity of the request, and the rationale 
given by the Department of Child Safety for why they require the information.    

The Department of Child Safety regional intake service staff across the state expressed 
frustration at delays in obtaining information from external entities (such as police, education, 
and health) necessary for them to assess reports and determine the most appropriate 
response.  
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Contrary to what we were told, our data analysis showed that police officers, teachers, and 
hospital professionals were quick to provide information to intake services for reports that 
required a 24-hour response and reasonably timely for child harm reports requiring a five- and 
10-day response.  

The timely sharing of information has remained relatively consistent year-on-year between 
2014–15 and 2018–19. There is, however, room to further improve the timeliness of 
information sharing. 

Figure 2C displays the average time taken by stakeholders to share information with intake 
services from the time they received the request between 2014–15 and 2018–19.  

Figure 2C  
Average time taken by stakeholders to share information with intake 

services between 2014–15 and 2018–19 

Entity 24-hour priority 5-day priority 10-day priority 

Police officers 6 hours 18 hours 1 day and 14 hours 

School teachers 4 hours  9 hours 18 hours 

Health professionals 2 hours 17 hours  1 day and 10 hours 

Notes: We have rounded the figures displayed in Figure 2C to the nearest day or hour.  

Source: Queensland Audit Office using ICMS data provided by the Department of Child Safety. 

The south west regional intake service was the only intake service to experience significant 
delays obtaining information from stakeholders for child harm reports that did not meet the 
threshold for investigation. Between 2014–15 and 2018–19, it took police officers in the south 
west region on average six days and four hours to respond to 4,037 information requests from 
the intake service. Although these information requests were for reports that did not meet the 
threshold for investigation, the delays inhibited timely referral of families requiring support.  

The Queensland Police Service, in collaboration with the Department of Child Safety, has 
implemented a new system that enables intake service staff to access police records for a 
person's criminal and domestic violence history. This will help intake service staff make more 
timely decisions during the screening process.  

Responding to allegations of harm or risk of harm 

Investigating child harm reports  
The Department of Child Safety has 59 child safety service centres across the state 
responsible for investigating allegations that a child has been significantly harmed, is suffering 
significant harm, or is at risk of being significantly harmed and does not have a parent able and 
willing to protect them. Child safety officers gather information from various sources to assess 
whether a child is in need of protection.   

Between 2013–14 and 2018–19, the Department of Child Safety investigated 135,791 child 
harm reports. In 30.5 per cent (41,404) of these investigations, child safety officers 
substantiated that the child had suffered significant harm or was at unacceptable risk of 
significant harm. 
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For the remaining 94,387 children, child safety officers could not substantiate harm or risk of 
harm, could not sight the child, or the investigation was ongoing. For some of these 
investigations, a child safety officer may have sought consent from the family to refer them to 
family support services.  

Timely commencement of investigations  
Prior to September 2019, the Department of Child Safety defined the commencement of an 
investigation as the date its child safety officers sighted a child. For reports that required a 24-hour 
response, it measured the number of calendar days from when the intake centre first received 
the child harm report to the time the child safety officer sighted the child. For investigations with 
a five- or 10-day response priority, it measured the number of business days from when the 
intake service first received the child harm report to the time the child safety officer sighted the 
child.  

It has since changed these requirements and now only requires child safety officers to sight a 
child within a prescribed time frame for reports requiring a 24-hour response. The Department 
of Child Safety changed its target to better align with the reforms from the Carmody Inquiry 
and available resources. 

For five- and 10-day priority reports, the Department of Child Safety now measures the time 
taken by child safety officers to start gathering information for the case. Its child safety officers 
must still sight a child, but there is no longer a requirement to sight a child within a specified 
time frame. We discuss the Department of Child Safety’s new practice approach for measuring 
and reporting the timely commencement of its investigations in chapter three.  

We have assessed the performance of child safety service centres (service centres) against 
the performance metrics the Department of Child Safety used between 2013–14 and 2018–19. 

Service centres are quick to commence child harm reports that require a 24-hour response. 
Between 2013–14 and 2018–19, the median time child safety officers took to sight a child was 
19 hours and 12 minutes (from the time the intake service received the child harm report). 
Service centres have maintained a timely response for these most urgent cases over the 
six-year period. Their timely response to these reports was crucial given they assessed these 
children as being in immediate danger.  

The timely commencement of all investigations is essential, including those child harm reports 
that require a five- and 10-day response. The Department of Child Safety is not timely in 
commencing an investigation for reports that require a five- and 10-day response. 

The median time service centres took to sight a child for reports that required a five-day 
response increased from 15 business days in 2013–14 to 21 business days in 2018–19. 
Similarly, the median time service centres took to sight a child for child harm reports that 
required a 10-day response increased from 22 business days in 2013–14 to 32 business days 
in 2018–19. The average, however, is much higher, indicating that some service centres are 
not sighting children for more than a month after they receive the initial report of harm.  

Figure 2D shows how long the Department of Child Safety took to sight a child for reports that 
required a five- and 10-day response between 2013–14 and 2018–19.  
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Figure 2D 
Median time taken to sight a child for reports that required a five-day and 

10-day response between 2013–14 and 2018–19 

Notes: We assessed the time taken by a child safety officer to sight a child from when the intake service first received 
the child harm report to the time the child safety officer sighted the child. We calculated the time taken to sight a child 
based on business days.  

Source: Queensland Audit Office using ICMS data provided by the Department of Child Safety. 

The Department of Child Safety's regions vary significantly in how long they take to sight a 
child for reports that require a five- and 10-day response.  

The median time taken by the south east region to sight a child for reports that required a 
five-day response increased by 76 per cent—from 21 business days in 2013–14 to 
37 business days in 2018–19. It also had the greatest delay for sighting a child for reports that 
required a 10-day response. This is despite its total number of reports requiring investigation 
decreasing from 4,005 in 2013–14 to 3,445 in 2018–19.  

In contrast, the median time it took the Moreton region to sight a child for reports that required 
a five-day response was 17 business days over the six-year period. It also reduced the median 
time it took to sight a child for reports that required a 10-day response over the six-year period. 
This is despite a five per cent increase in the number of five- and 10-day priority reports that 
required investigating. Appendix F captures the time regions took to investigate 24-hour, 
five-day, and 10-day priority reports.  

The cause of delays to sight a child is likely to be varied. In some cases, the complexity of the 
case and/or the geographical location of the child will influence the time taken to investigate a 
report of harm. High caseload per child safety officer is another possible reason for delays to 
sight a child. Regions with the highest staff turnover and the highest transfer of staff between 
regions (central, northern, and south east regions) also had the longest delays to sight a child. 
In contrast, Moreton region had the lowest staff turnover and shortest times to commence an 
investigation.  

A child safety officer's role is both challenging and demanding. In 2018–19, one in every four 
child safety officers either left the Department of Child Safety or transferred to another region.  
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The Department of Child Safety staff from four of the five regions we visited reported to us a 
lack of training and support to child safety officers to effectively perform their role. This 
included concerns raised by child safety officers and management across regions about both 
induction and ongoing training.  

Over the past 10 years, the amount of formal classroom-style training provided to child safety 
officers at induction has reduced from eight weeks to two. The Department of Child Safety 
changed its approach to induction training for new child safety officers to a combination of 
face-to-face training, online training, on-the-job coaching, and mentoring, to better develop the 
capability of its staff. A blended approach is likely to improve the capability of its child safety 
officers, but the Department of Child Safety also needs to ensure the training provided is 
sufficient to meet their learning needs.  

Staff and managers from four of the five regions we visited reported that child safety officers 
carried high caseloads and, at times, did not receive adequate support and mentoring. We 
also heard from team leaders who said they were unable to provide sufficient coaching due to 
workload. Improving the support and training provided to child safety officers is likely to help 
reduce staff movement. 

The Department of Child Safety is currently looking at how it can provide better support to its 
child safety officers. It has developed a workload management policy and manual to better 
manage workloads and intends to develop an induction toolkit to support new child safety 
officers by late 2020. In collaboration with the Queensland Family and Child Commission, it is 
also reviewing its investigation and assessment strategy to identify opportunities to improve 
timely commencement and streamline the process.  

In some cases, the Department of Child Safety and the Queensland Police Service may jointly 
investigate a child to ensure they are safe. The agencies report that these joint investigations 
are working well, although there remains an opportunity to improve the timely sharing of 
information and decision making. The Queensland Police Service did report that, in some 
instances, child safety officers from the Department of Child Safety had requested police to 
sight a child and report back to them on the child’s welfare. The Queensland Police Service 
does not support this practice given its officers do not have the necessary knowledge and 
experience to effectively assess a child’s protective needs.   

Completing investigations 
Up until 1 September 2019, the Department of Child Safety required child safety officers to 
complete an investigation within 60 calendar days from the date the service centre received 
the report. Between 2013–14 and 2018–19, the Department of Child Safety completed 
46.3 per cent of its investigations within 60 days. The percentage of investigations completed 
within 60 calendar days has decreased from 60.1 per cent in 2013–14 to 41 per cent in  
2018–19.  

From July 2014, the Department of Child Safety implemented a new practice approach in 
response to the reforms from the Carmody Inquiry. Its new approach involves staff spending 
more time working intensively with families during the investigation phase to de-escalate family 
risks and increase safety for children. It hoped this would result in fewer children requiring 
protection. The Queensland Police Service raised concerns with us over this new practice 
approach, highlighting that at times there may be a conflict between the interests of the child 
and the interests of the adult caring for the child. The Department of Child Safety’s child safety 
practice manual clearly states that the best interests of the child are to be at the centre of all 
decision making. 
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The number of investigations where harm was substantiated and the child was in need of 
protection has decreased from 4,494 in 2017–18 to 3,842 in 2018–19. Various factors could 
have contributed to this decrease, such as the reduction in the number of investigations over 
this period. We were unable to determine the extent to which the change to the Department of 
Child Safety’s investigation approach may have contributed to this decrease. The number of 
children in care has increased as children are staying in care longer.  

The median time the Department of Child Safety took to complete investigations for 24-hour, 
five-day, and 10-day priority reports increased over the six-year period. 

Figure 2E shows the median time the Department of Child Safety took to complete 
investigations between 2013–14 and 2018–19.  

Figure 2E 
Median time taken to complete an investigation between  

2013–14 and 2018–19 

Notes: The median time taken to complete investigations has been calculated from the time the intake service 
received the child harm report to the time it took for the child safety officer to complete the investigation and assess 
whether the child experienced significant harm or was at risk of significant harm and whether the child was in need 
of protection. We calculated the time taken to complete an investigation based on calendar days. This is consistent 
with how the Department of Child Safety measured the time taken to complete an investigation between 2013–14 and 
2018–19.  

Source: Queensland Audit Office using ICMS data provided by the Department of Child Safety. 
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Removing children from harm 
Difficulty finding suitable placements for children who require out-of-home care is putting 
pressure on the child protection system and creating instability for children.  

The Department of Child Safety places a child into out-of-home care when it assesses that 
they are unable to remain safely in the care of their family at home. Out-of-home care includes: 

• kinship care—placing a child in the home of a family member who is approved as a kinship 
carer and who receives payments for caring for the child 

• foster care—placing a child in the home of a carer who is not kin and who receives 
payments for caring for the child 

• residential care—placing a child in a residential facility, with paid staff who care for the 
child.  

When placing children into care, the Department of Child Safety must comply with the National 
Standards for out of home care and standards under s. 122 of the Child Protection Act 1999. 
These standards include:  

• placing children into care that best matches their needs and ensures their ongoing safety 

• ensuring children are provided with stability and security during their time of care.  

Placing a child into a care arrangement that does not match their needs or that cannot provide 
the support they require is unlikely to achieve stability for the child and can have significant 
adverse effects on the child. Government and academic studies nationally and internationally 
have found that continued instability is associated with poor educational, employment, social, 
behavioural, and emotional outcomes for children.  

A shortage of foster carers is making it increasingly difficult for the Department of Child Safety 
to find appropriate out-of-home care for children. The complexity of children's behaviour, the 
cost of caring, and the increasing number of families with two working parents are some of the 
reasons why there are fewer foster carers. The existing requirements placed on foster carers 
and next of kin carers can also be arduous. In some instances, the Department of Child Safety 
requires home-based carers to seek permission before making basic life decisions if they are 
not the long-term or permanent guardian for the child. For example, it requires some 
home-based carers to seek permission before taking a child on a family holiday or going to the 
hairdresser. These requirements impact on the willingness of people to become foster carers 
and the ability for children to integrate into a stable family environment.  

The number of children in out-of-home care increased by 19 per cent from 8,631 in 2013–14 to 
10,248 in 2018–19. In contrast, the number of foster carers has only increased by 
10.6 per cent from 4,833 in 2013–14 to 5,345 in 2018–19. In addition, the number of children 
staying in care longer is increasing, reducing the availability of carers.  

Child safety officers and managers from two of the five regions we visited reported to us 
instances of staff needing to work late and keep a child at the service centre until they could 
find a place for the child to stay. The Department of Child Safety service centres do not have 
appropriate facilities to support and care for children while staff try to find a suitable placement. 
None complained about doing this, but they raised concerns over the shortage of foster carers 
and the quality of care provided by residential care facilities.  

The lack of placement options also affects other entities, like the Queensland Police Service. 
In the last 12 months alone, we identified five examples where young adolescents slept 
overnight in police stations due to a lack of placement options. Their carers either refused to 
collect them or allow them to return to their care facilities because of their complex behavioural 
needs. In several of these cases, the Queensland Police Service contacted the Department of 
Child Safety to find an alternative placement, but was unsuccessful, and the child remained in 
the care of police overnight.  
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It is likely that difficulties in matching children to the most appropriate care based on their 
needs and circumstances is contributing to a higher number of placement changes.  

Figure 2F shows that, of the 10,468 children placed into care between 2013–14 and 2018–19, 
only 26 per cent (2,762) of children had one placement. Almost a quarter of the children placed 
into care by the Department of Child Safety had between six and 30 placements over the 
six-year period.  

Figure 2F  
Number of placements for children in need of protection between  

2013–14 and 2018–19 

Number of placements Number of 
children  

Percentage 

1 placement 2,762 26% 

2–5 placements 5,205 50% 

6–10 placements 1,841 18% 

11–20 placements 626 6% 

21–30 placements 34 0% 

Total 10,468 100% 

Notes: Some children may have already been in care prior to 2013–14. Percentages have been rounded to whole 
numbers. 

Source: Queensland Audit Office using ICMS data provided by the Department of Child Safety. 

In November 2018, the Department of Child Safety started a care-enhancement project 
focused on providing better stability and outcomes for children in care. The project's initiatives 
include increasing the number of children placed with kin and increasing the number of foster 
carers. It has engaged five non-government organisations to identify and successfully place 
children with kin.  

Residential care 
Across Australia, it is recognised that family-based care (kinship care and foster care) is the 
preferred model of care for children requiring protection. In Queensland, residential care is for 
children who have extreme or specific needs and who are not suited to family-based care. The 
Department of Child Safety is finding it increasingly difficult to find suitable placements for 
children, outside of residential care. In Queensland, the number of children in residential care 
has increased by 45 per cent, from 656 in 2013–14 to 951 in 2018–19.  

Across the state, child safety officers reported concerns about the quality of care provided by 
residential care facilities. Staff from four of the five regions, and staff from other government 
and non-government agencies, raised concerns over the care provided by residential facilities. 
We heard that in some instances: 

• children were placed into residential care due to the limited capacity of other placement 
options, rather than to match their individual needs 

• children were placed into environments that were unsuitable and sometimes worse than 
where they had come from. 
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Residential care facilities are staffed by shift workers who rotate every 12 hours. As such, they 
often lack the steadiness children require to feel safe and secure. Many of the shift workers do 
not have the appropriate qualifications, training, or experience to effectively support the 
children placed in their care. The Department of Child Safety has introduced minimum 
qualification standards for residential care staff effective from 1 January 2019. These 
standards are intended to help improve the care that is provided to children in residential care 
facilities. 

The Queensland Government states on its caring for children website that residential care is 
primarily for young people aged 12 to 17 years with complex and extreme support needs. 
Despite this, it is placing a high percentage of children under 12 years of age into residential 
care facilities. Between 2013–14 and 2018–19, almost one-third of children placed in 
residential facilities were below the age of 12. The Department of Child Safety needs to 
improve the quality and availability of out-of-home care options available to children requiring 
care.  

Indigenous children in care 
The over-representation of Indigenous children in the child protection system is a 
long-standing national issue. In June 2013, the Carmody Inquiry stated that Indigenous 
children are nine times more likely to be placed in out-of-home care than non-Indigenous 
children.  

In 2018–19, 43 per cent of all children in care were Indigenous. In contrast, Indigenous 
children made up only eight per cent of children in Queensland.  

The Aboriginal and Torres Strait Islander Child Placement Principles sets out the preferred 
placement options for Aboriginal and Torres Strait Islander children. Its preferred option is to 
place Aboriginal and Torres Strait Islander children with kin or the child's Indigenous 
community. Its least preferred option is to place them with non-Indigenous carers. Between 
2013–14 and 2018–19, the Department of Child Safety placed 44 per cent of Indigenous 
children into care with non-Indigenous carers. This remained consistent over the six-year 
period.  

Much work is occurring to reduce the number of Indigenous children in the child protection 
system. The Queensland government's Our Way: A generational strategy for Aboriginal and 
Torres Strait Islander children and families 2017–2037 (Our Way strategy) provides a blueprint 
for how the government aims to improve outcomes for Indigenous children. It is supported by 
Changing Tracks: An action plan for Aboriginal and Torres Strait Islander children and families 
2017–2019. Recent actions have included: 

• establishing the Queensland First Children and Families Board in November 2018 to 
oversee implementation of the Our Way strategy 

• establishing 33 non-government organisations to deliver Aboriginal and Torres Strait 
Islander Family Wellbeing services (established between December 2016 and April 2018) 

• amending the Child Protection Reform Amendment Act 2017 in October 2018 to embed the 
Aboriginal and Torres Strait Islander Child Placement Principles. 

In December 2018, the Queensland First Children and Families Board reported on the 
progress achieved. Since January 2018, Queensland has stabilised the proportion of children 
in care who are Aboriginal and Torres Strait Islander, despite the number increasing nationally.  
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3. Managing the system 

Introduction 
Caring for children and keeping them safe is a responsibility shared across government, 
non-government organisations, and the broader community. Queensland's family support and 
child protection system (the system) requires all entities to work together effectively and 
efficiently to ensure children are safe, healthy, and supported.  

Appropriate governance and system oversight are necessary to manage the system and make 
sure there is effective and efficient coordination across entities. Monitoring and reporting 
performance at both an entity and system level enables entities to identify risks and gaps in 
services and drive improvement.  

As a result of the Queensland Child Protection Commission of Inquiry (Carmody Inquiry), the 
Queensland Government established governance structures to oversee system reform. This 
included the Interdepartmental Committee and nine regional committees. Additional 
committees and groups form part of the broader governance.  

The Interdepartmental Committee is responsible for leading government policy on child 
protection, youth justice, and domestic and family violence reforms. The Deputy 
Director-General of the Department of the Premier and Cabinet and the Director-General of 
the Department of Child Safety, Youth and Women (Department of Child Safety) chair the 
committee. Its membership comprises 14 public sector entities.  

Across Queensland there are 13 Regional Child, Youth and Family Committees responsible 
for implementing reform from the Carmody Inquiry. Committee membership includes 
representatives from government and non-government organisations.  

Under the Family and Child Commission Act 2014, the Queensland Family and Child 
Commission (the Commission) performs a range of functions, including:  

• oversight of the system 

• strengthening capacity and capability  

• educating families, communities, and professionals about services available to support 
Queensland families.  

The Commission performs its oversight function by evaluating and reporting on the 
performance of the system. The Department of Child Safety also monitors and reports on 
service delivery across the system.   

This chapter assesses the adequacy of the system's governance and oversight arrangements.  

It also examines whether entities monitor and report performance at an entity and system level 
and use this information to drive improvement across the system.  

Governance and oversight 
Queensland's family support and child protection system has appropriate governance vehicles 
and oversight to ensure the system is performing effectively. However, the role and purpose of 
these committees needs to be better defined to strengthen system governance and oversight. 
Enhancing communication between the committees is also likely to improve the effectiveness 
of these governance arrangements and result in better outcomes for the system.   
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Committees 
The Interdepartmental Committee and the 13 Regional Child, Youth and Family Committees 
provide an avenue for entities to share information, discuss key issues, and drive 
improvements across the system. Enhancing the communication channels between the 
Interdepartmental Committee and regional committees is likely to improve the effectiveness of 
these governance arrangements and result in better outcomes for the system.  

The Interdepartmental Committee's primary role has been to oversee and monitor the 
implementation of the reform from the Carmody Inquiry. Since its establishment, it has 
regularly monitored reform implementation.  

There is opportunity for the Interdepartmental Committee to take a greater role in providing 
leadership and governance of the system. Specifically, the Interdepartmental Committee is 
appropriately placed to coordinate cross-agency efforts to address systemic issues, such as 
the number of children placed into care and the over-representation of Indigenous children in 
the system. The Interdepartmental Committee also needs to provide greater direction to 
regional committees to ensure risk is collectively managed. These initiatives would require a 
change to its terms of reference.  

The Department of Child Safety’s Regional Child, Youth and Family Committees provide a way 
to share relevant child safety information between entities. While these committees enable 
collaboration and information sharing, we heard from several committee members that the 
meetings lacked direction and were no longer action oriented.  

The Department of Child Safety reviewed the Regional Child, Youth and Family Committees 
and reported that some had a high proxy attendance. Staff from three of the five regions we 
visited also reported a high proxy attendance and said that some entity representatives lacked 
the experience and authority to support decision making. The Department of Child Safety is 
currently developing a draft governance framework and other tools to ensure the appropriate 
flow of information between the various committees. 

The Department of Child Safety is responsible for leading the 13 committees. But given these 
committees are part of the system's overall governance structure and have a multi-agency 
focus, there is value in other public sector entities sharing responsibility for leading these 
committees.  

Oversight by the Queensland Family and Child Commission  
We found that the Commission is fulfilling its legislated responsibilities, including its mandate 
to provide oversight of the system. It is continuing to mature how it performs its oversight 
function.  

Since its establishment, the Commission has performed a range of reviews and inquiries. 
These reviews have helped identify key issues and have driven change across the system. In 
some instances, the Commission has been directed by government to perform a review 
triggered by a child's death, such as the review When a child is missing: Remembering 
Tiahleigh – A report into Queensland's children missing from out-of-home care and A systems 
review of individual agency findings following the death of a child.  

Some stakeholders are not informed about the role of the Commission and how it is fulfilling its 
role. While the Commission’s work has included reviews of the deaths of individual children the 
Commission has performed more sweeping reviews to identify areas for improvements across 
the system. The confidential nature of some of its work and its reporting requirements may be 
other reasons stakeholders are not informed about the Commission. 

• • •• 



Family support and child protection system (Report 1: 2020–21) 

 
36 

Under its enabling legislation the Commission is not required to have an oversight strategy. It 
advised that it developed draft oversight strategies in 2015 and 2016, using these to inform the 
direction of its oversight work. As these were not accessible to outside entities this may have 
contributed to confusion around its role and how it is fulfilling its oversight function. The 
Commission advised that in July 2020 it completed its Oversight Strategy 2020 – 2022, which 
outlines its oversight functions and identifies strategic focus areas for the next two years. It 
intends publishing the strategy online shortly. 

In late 2018, the Commission commenced a project to identify key points of risk for vulnerable 
children within the system and intends to use these high-risk areas to inform the basis of its 
future reviews and evaluations. This has been captured in its new oversight strategy 2020–
2022. The Commission intends to embed a systems thinking approach to its vulnerability 
project and other priorities. A systems thinking approach will examine the linkages and 
interactions between the key elements of the system. Finalising its vulnerability project and its 
oversight strategy will ensure the Commission focuses on the most pressing system issues 
and provide greater visibility of its proposed program of work. We note key aspects of the 
system that it has not reviewed include finding suitable placement for children requiring 
out-of-home care, assessing the effectiveness of family support services, and the outcomes for 
vulnerable children.  

Queensland's integrity agencies could enhance their oversight of the family support and child 
protection system through greater coordination of their planned activities. The Commission 
could help agencies to coordinate their planning of assurance activities across the system. 
Separate to this, there will be the need for integrity agencies to respond to specific incidents.  

The Commission is also responsible for evaluating the implementation, outcomes, and impact 
of the reform from the Carmody Inquiry. The Carmody Inquiry requires the Commission to 
complete a five- and 10-year evaluation of the reforms. In addition to these evaluations, reform 
stakeholders agreed the Commission would conduct a three-year evaluation to get an early 
indication of progress against the reform. It completed its three-year evaluation of the reform 
implementation in November 2018 and after government consideration was published in 
October 2019, one year and seven months after its due date. Some of these delays were 
outside its control and, as an independent statutory body, it could not submit its evaluation 
report directly to Cabinet. The evaluation assessed the reform implementation from 1 July 
2014 to 30 June 2017.  

Monitoring and reporting performance 
Entities monitor and report on the performance of Queensland's family support and child 
protection system, but they could improve the information they report at both an entity and 
system level.  

System reporting  
We found the performance information reported on the child protection system to be adequate, 
but not the performance reporting of family support services. 

The Department of Child Safety and the Commission report detailed information about the 
performance of the child protection system. The performance information reported is useful to 
both child safety stakeholders and the broader public. The performance data identifies risk 
factors in child abuse, including the increasing number of children requiring protection who 
have a parent using methamphetamines. It also identifies key trends, such as the number of 
investigations that substantiate harm and the number of children who re-enter the child 
protection system. This information can help inform decision-makers and identify opportunities 
for improvement.  
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The Department of Child Safety and the Commission, in collaboration with non-government 
organisations, can improve the information they capture and report on the performance of 
family support services. The current performance information is insufficient to determine the 
effectiveness of family support services. It focuses primarily on the output of family support 
providers, such as the number of enquiries they receive, and provides no indication about their 
effectiveness.  

Entity reporting 
The Department of Child Safety reports the time it takes to commence an investigation and 
sight a child, and the time taken to complete an investigation.  

Reporting the time taken to commence an investigation 
The Department of Child Safety could improve its publicly reported performance data to more 
clearly report the time taken to commence an investigation. It does not clearly state that the 
time taken to commence an investigation includes three days to screen a report of harm. Its 
publicly reported data gives a perception that it commences investigations more quickly than 
the reality.  

For example, it reported that 92.5 per cent of its investigations with a 24-hour priority 
commenced within that time frame for the 2018–19 financial year. In reality, 92.5 per cent of its 
investigations took up to four days to commence and sight a child, when allowing the three 
days to screen child harm reports and conduct the checks necessary to determine whether 
the report meets the threshold for investigation.  

In addition to this, its publicly reported data does not state that the time taken to commence 
investigating five- and 10-day priority reports is based on business days, not calendar days. It 
measures timeliness using business days because its child safety officers work five days a 
week. Although this is reasonable, without clearly stating this it leaves the performance data 
open to misinterpretation. Reporting the time taken to commence an investigation based on 
business days shows a timelier response when compared to the number of calendar days.  

Figure 3A displays the median time taken to commence an investigation for reports that required 
a 10-day response in business days and calendar days between 2013–14 and 2018–19, from 
the time the intake service received the child harm report to the time the child was sighted. 
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Figure 3A  
Reporting the time taken to commence an investigation for reports 

requiring a 10-day response using business days versus calendar days  

Source: Queensland Audit Office using ICMS data provided by the Department of Child Safety. 

Assessing timeliness 
The Department of Child Safety has recently changed its practice and associated reporting to 
measure the time taken to commence and complete investigations. It reported that its existing 
practice required change to better align with the reforms from the Carmody Inquiry and 
available resources. In September 2019, it changed its measure of commencing an 
investigation from the time taken to sight a child to the time taken to gather new information. 
This change better aligns its practice with other states and territories. 

It is reasonable to include the time taken to gather new information when assessing timeliness 
to commence an investigation. But there is also value in measuring and reporting on how long 
it takes the Department of Child Safety to ensure the child is safe. Both metrics used together 
provide a complete and transparent picture of the time taken to investigate a report of harm 
and ensure a child is safe. 

The Department of Child Safety developed guidance material for staff on its changes to 
commencing an investigation. It defines gathering information as seeking and receiving new 
information that informs the assessment about the safety of the child or the safety of the 
unborn child: 

• from an external agency, including a government or non-government agency, service 
provider, or health professional, such as a general practitioner 

• through email, phone or face-to-face discussion, receipt of an information request form, a 
SCAN (suspected child abuse and neglect) team meeting, or a locally convened panel 
process with relevant partners.  

In isolation, these criteria do not provide adequate assurance that a child is safe. Greater 
clarity around this definition is necessary to ensure gathering information adequately prioritises 
verifying the child's safety.   
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The Department of Child Safety has also removed the requirement to sight a child within a 
specified time frame for five- and 10-day priority reports stating that its existing resources were 
insufficient to meet these targets. While it is appropriate to ensure practice requirements are 
achievable and relevant, removing them entirely may result in greater delays and increased 
risk to children. To help mitigate this risk, the Department of Child Safety has engaged the 
Commission to monitor the timeliness of its investigations. The Department of Child Safety and 
the Commission should closely monitor the implementation of the practice changes to ensure 
information verifying a child's safety is obtained as early as possible. 

The Department of Child Safety has also changed its measure to assess the time taken to 
complete an investigation from 60 days to 100 days. The Department of Child Safety is now 
spending more time working intensively with families during the investigation to de-escalate 
the risk to the child, which has lengthened the time taken to complete an investigation. Other 
jurisdictions, such as Victoria, Western Australia, South Australia, Northern Territory, and 
Tasmania, all require their child safety officers to complete their investigations in less than 
42 days from when they receive the investigation. Unlike Queensland, these jurisdictions do 
not have a requirement to sight all children during an investigation.  

Continuous improvement  
Entities have made good progress implementing recommendations from the Carmody Inquiry. 
As at 30 June 2019, the Department of the Premier and Cabinet reported that entities had 
implemented 107 of the 121 recommendations. We did not assess whether the entities 
implemented the 107 recommendations.  

The Department of the Premier and Cabinet reports that five of the remaining 
14 recommendations outstanding have been delivered but need to be formally closed. The 
remaining nine outstanding recommendations directed to the Department of Child Safety relate 
to legislative changes, reducing red tape, and reviewing the capacity of non-government 
organisations to deliver child protection services. It expects to implement these remaining nine 
recommendations by the end of 2021.  

In addition to the reform, entities have willingly reviewed their practices, policies, and systems 
to identify opportunities to improve. In particular, the Department of Child Safety has been 
proactive in looking for better ways to deliver its services to ensure the safety of children. This 
includes reviewing its investigation and assessment strategy to identify opportunities to 
streamline its investigation process and engaging a private firm to review the intake system.     

Despite the significant reform that has occurred, not all the intended outcomes have been 
realised. The 10-year reform program proposed by the Carmody Inquiry estimated long-term 
cost savings to the child protection system through investment in family support services. 
These savings have not yet been realised.  

Between 1 July 2015 and 30 June 2019, the Queensland Government invested over 
$400 million to implement the reforms. In 2018–19, the Department of Child Safety reported 
that the number of children coming into the child protection system had not decreased as 
anticipated by the Carmody Inquiry. As a result, the Queensland Government is funding an 
additional $401.6 million to continue the reforms to 30 June 2024. Appendix C shows the 
timelines of reform funding.  
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A. Full responses from agencies 
As mandated in Section 64 of the Auditor-General Act 2009, the Queensland Audit Office gave 
a copy of this report with a request for comments to the Department of Child Safety, Youth and 
Women; the Department of Education; the Queensland Police Service; Queensland Health; 
the Department of the Premier and Cabinet; the Office of the Public Guardian; and the 
Queensland Family and Child Commission.  

The heads of these agencies are responsible for the accuracy, fairness and balance of their 
comments. 

This appendix contains their detailed responses to our audit recommendations. 

We also provided a copy of this report to the relevant ministers for their information. 
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Comments received from Director-General, 
Department of Child Safety, Youth and Women 
 

  

• •• 

You r reference 
Our reference 

9173P 
CSYW04 14 2-2020 

Mr Brendan Worrall 
Auditor-General 
Queensland Audit Office 
PO Box 15396 
CITY EAST QLD 4002 

Dear Mr Worrall 

Queensland 
Government 

Office of the 

Director-General 

Department of 

Child Safety, Youth and Women 

Thank you for your letter of 1 July 2020 enclosing the final draft performance audit report on 
how effectively Queensland Government agencies work together for the safety and 
wellbeing of Queensland children and young people. 

I would like to thank you and the audit team who have worked with departmental staff during 
the audit process. It has been a positive collaboration and I believe your report and its 
findings will make a valuable contribution to ongoing efforts to strengthen and improve the 
family support and child protection system. 

The Queensland Government has progressed significant reforms to the family support and 
child protection system over the last six years in response to the 2013 Queensland Child 
Protection Commission of Inquiry. I am pleased to see this work, and the resulting system 
improvements, are acknowledged by the Queensland Audit Office in its report. The audit 
report also acknowledges the family support and child protection system remains under 
considerable pressure from high demand, and growth in families with multiple and complex 
needs, and outlines a number of opportunities to further strengthen the system. This will be 
especially important, given the emerging social and economic impacts of the COVID-19 
pandemic on vulnerable families , and I believe the report will be a valuable addition to our 
collective work across government and non-government agencies in mitigating those 
impacts. 

As requested , please find enclosed the completed table regarding the recommendations 
contained in the report. While the department supports the intent of all the 
recommendations, it is noted that some recommendations require further investigation to 
determine how best to build on significant work already underway and to consider funding 
requirements. 

If you require any further information or assistance in relation to this matter, please contact 
Ms Kate Connors, Deputy Director-General , Strategy, Department of Child Safety, Youth 
and Women on 

v,~ 
~eiare Mulkerin 
Director-General 

Enc (1) 

1 William Street 
Brisbane Queenslood 4000 

Locked Bag 3405 
Brisbane Queenslood 4001 Austraia 

General Enquiries 
Telephone +61 7 3197 8602 
Email DGOffice@:,syw.qld _gOv' .au 

Website www csywqld.gov oo 
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Responses to recommendations 
 

 

  

• 

• Queensland 
• • Audit Office 

Better public services 

Department of Child Safety, Youth and Women 
Family support and child protection system 

Response to recommendations provided by Director-General, Department of Child Safety, Youth and 
Women on 16 July 2020. 

Recommendation 

We recommend that the Department of Child Safety, 
Youth and Women , in collaboration with family support 
services: 

establish minimum service-level requirements 
based on better practice for engaging with fam ilies 
requiring support by Intensive Family Support and 
Aboriginal and Torres Strait Islander vVellbeing 
services. It should tailor these requirements to the 
demographics of each region 

Agree/ 
Disagree 

Agree 

We recommend that the Department of Child Safety, Agree 
Youth and Women , in collaboration vVith family support 
services: 

2. collaborate with family support se~ces to monitor 
outcomes and increase consent rates and t he 
qual ity of data captured in the Advice, Referrals 
and Case Management database 

Timeframe for 
implementation 

(Quarter and 
year) 

June quarter, 
2021 

December 
quarter, 2021 

Additional comments 

The Department of C hild 
Safety, Youth and Women 
(DCSYW) is committed to 
enabling families to get the 
right support at the time that 
they need it to help them to 
safely care for their children. 
DCSYW will work with family 
support services to establish 
minimum service-level 
requirements that are based 
on better practice for 
engaging with families, and 
that are tailored to the 
demographics of each 
region. This will build on 
work already undertaken by 
DCSYW to update its 
lntense/e Family Support 
Model and Guidelines 
Manual, which includes best 
practice approaches for 
engaging with families 
requiring support. 

DCSYW is committed to 
ensuring that investment in 
family support services is 
targeted toVv'ards the most 
effective services that can 
demonstrate good outcomes 
for children and families. 
DCSYW will build on existing 
work already underway to 
improve the quality of data 
captured in the Advice, 
Referrals and Case (ARC) 
Management database, and 
to enhance the monitoring of 
client outcomes. 

DCSYW will also build on 
work being undertaken to 
investigate 
evidence-informed best 
practice approaches to 
increasing consent rates in 
voluntary family support 
services . 
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• •• 

• Queensland 
• • Audit Office 

Better public services 

Recommendation 

We recommend that the Department of Child Safety, 
Youth and Women , in collaboration vvith family support 
services: 
3. automate the transfer of those child harm reports 

that do not meet the threshold for investigatio n but 
the family may benefit from family support 
services betvveen the Integrated Client 
Management System and the Advice, Referrals 
and Case Management database 

We recommend that the Department of Child Safety, 
Youth and Women and entities with mandatory 
reporting responsibilities: 

4. establish a multi-disciplinary intake process for 
efficiently and effectively triaging all child harm 
reports. The intake process should integrate 
information from all relevant agencies, including 
non-govern ment organisations, to assess the 
cumulative risk and to facilitate a shared 
responsibility for triaging and responding to all 
child harm reports. This should prioritise the 
immediate safety of the child and not delay the 
Department of Child Safety, Youth and Women 
from immediately responding to a child harm 
report. 

Agree/ 
Disagree 

Agree 

Timeframe for Additional comments 
implementation 

(Quarter and 
year) 

June quarter, DCSYW -,.;11 explore 
2022 improved system 

functionalrty to support the 
automated referral of 
appropriate child concern 
reports to the ARC system 
as part of the existing Unify 
program of work. DCSYW 
-,.;11 work with family support 
services to support any new 
functionalrty and changes to 
process. 

Agree in June quarter, DCSYW acknowledges the 
value and importance of 
gathering information from all 
relevant sources to help 
inform responses to child 
harm reports, and supports a 
partnership approach to 
responding to harm. 

principle 2022 

DCSYW -,.;11 explore 
improved system 
functionalrty that assists 
professional notifiers to 
provide quality information 
and enables information to 
be integrated from all 
relevant agencies at intake, 
as part of the existing Unify 
program of work. 

Additionally, the program will 
further investigate the 
benefits of predictive 
analytics in the intake 
process, and associated 
funding requirements. 
Findings from DCSYW's 
current review of the intake 
system will be used to inform 
this work. 

2 
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• 

• Queensland 
• • Audit Office 

Better public services 

Recommendation 

We recommend that the Department of Child Safety, 
Youth and Women: 

6. enhance its existing model for responding to 
alleged harm or risk of harm by: 

• expanding its afterhours ch ild safety protection 
service to ensure its child safety officers can 
better respond to child harm reports across the 
state in a timely manner 

• providing adequate training, support and 
mentoring to child safety officers to enhance 
the ir decision-making skills, including an 
induction program for new staff. 

Agree/ 
Disagree 

Agree in 
principle 

We recommend that t he Department of Child Safety, Agree 
Youth and Women, in collaboration with the 
Queensland Family and Chi ld Commission : 

7. improve outcomes for chi ld ren placed in 
out-of-home care. This incl udes: 

• ensuring that children are placed in the most 
appropriate and stable type of care to meet 
their needs, rather than based on availability of 
care 

• improving the quality and availability of 
out-of-home care options available to children 
requiring care 

• reviewing the capability and capacity of ca rers, 
including the appropriateness of their 
experience, training, and qualifications 

Timeframe for 
implementation 

(Quarter and 
year) 

December 
quarter, 2020 

Ongoing - Care 
Services 
Investment 
Specifications to 
be finalised 
June quarter, 
2021 

Additional comments 

DCSYW is committed to 
ensuring that all reports of 
child harm are responded to 
in a timely manner. DCSYW 
already has a statewide 
service that is available 24/7 
to receive reports and 
respond if requ ired. 

Further investigation is 
needed to identify the best 
means of building, 
developing and funding a 
workforce that can provide a 
more comprehensive 
service. 

In order for families to be 
supported and children to be 
protected, child safety 
officers need to have 
appropriate skills, training 
and expertise. DCSYW is 
committed to strengthening 
its workforce and will explore 
how to best build on its 
existing training, mentoring 
and induction programs. 
Work has already 
commenced to review 
existing programs and 
identify opportunities to 
enhance and grow the 
capabilities of child safety 
officers. 

DCSYW is committed to 
meeting the safety and 
wellbeing outcomes for 
children and young people in 
care, and to ensuring that 
ch ildren and young people 
are placed in care 
arrangements that best meet 
their needs. 

DCSYW has introduced 
minimum qualifications for 
di rect ca re staff in residential 
care services; introduced the 
Hope and Heal ing 
Framework with residential 
care services; and is working 
with PeakCare to adapt the 
Hope and Healing 
Framework for 
implementation in 
family-based care. 
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• •• 

• •• 
Queensland 
Audit Office 
Better public services 

Recommendation 

• reviewing the contracts of out-of-home care 
providers to ensure th ey include appropriate 
key performance indicators and clearly outline 
expectations 

• identifying opportunities to increase t he 
number of Indigenous children placed with kin , 
Indigenous communities, or Indigenous carers. 

Agree/ 
Disagree 

Timeframe for 
implementation 

(Quarter and 
year) 

Additional comments 

OCSYW has recently 
increased the number of 
family-based care places by 
over 600 places per year to 
enable greater opportun ity 
fo r chi ldren and you ng 
people to be placed v.ith kin 
or su itable foster carers. The 
Care Connect app assists 
information sharing with 
carers so that they may 
better respond to a child 's 
individual needs. 

DCSYW will continue to work 
with partner agencies to 
deliver on key reforms. This 
includes working with the 
Queensland Aboriginal and 
Torres Strait Island Child 
Protection Peak to develop 
and implement an Aborigin al 
and Torres Stra it Islander 
Kinship Care program, and 
with the Community Service 
Industry Alliance to explore 
and implement whole-of­
Indust ry approaches to 
increasin g the supply and 
retention of foster carers. 

OCSYW 'Ni ll continue to 
progress work to improve 
outcomes for children in 
care, including 
implementation of 
recommendations arising 
fro m the QFCC Foster Care 
Review; and Our Way 
strategy and Changing 
Tracks action plan for 
eliminating the 
disproportionate 
representation of Aborigina l 
and Torres Strait Islander 
chi ldren and families in the 
chi ld protect ion system . 
This vVOrk will co llectively 
inform a new Care Services 
Investment Specification with 
revised output and outcome 
measures, and support 
future commissioning and 
recommissioning of existing 
investme nt. 
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• 

• Queensland 
• • Audit Office 

Better public services 

Recommendation 

We recommend that the Department of Child Safety, 
Youth and Women and the Department of the Premier 
and Cabinet, in colla boration Wlth othe r relevant public 
sector entities: 

8. more clearly define the ro les, purpose, and 
interrelationship of the Interdepartmental 
Committee and the regiona l C hild, Youth and 
Family Committees. This shou ld include: 

• expanding the role of the Interdepartme ntal 
Committee to provide greater leadersh ip and 
strategic direction of the system 

• ensu ri ng the Inte rdepartmenta l Committee is 
working collaboratively with stakeholders and 
partners to resolve systemic issues and 
advance state and regional pri orities, including 
through input from Regional Child, Youth and 
Fami ly Committees. 

We recommend that the Department of Chi ld Safety, 
Youth and Women 

9. enhance its pe rformance management by: 

• internally repo rting the ti me taken to gather 
information and sight a child for all 
investigations (24-hour, five-day, and 10-day 
investigations) 

• more clearly defin ing the criteria for assessing 
the time taken to commence an investigation 

• improving its publicly reported performance 
data by clea rly identifyi ng th e basis of its 
measurements, including whether it is using 
business days or calendar days 

Agree/ 
Disagree 

Agree 

Agree 

Timeframe for 
implementation 

(Quarter and 
year) 

Decembe r 
quarter, 2020 

September 
quarter, 2020 

Additional comments 

DCSYW acknowledges the 
importance of whole-of­
government leadership and 
shared responsibiltty for 
supporting families and 
protecti ng children. DCSYW 
wi 11 work with the 
Department of the Premier 
and Cabinet and other 
relevant agencies to 
strengthen existing 
governance a rrangements. 

DCSYW is committed to 
transparency and 
accountabi lity. The 
department wi ll continue to 
work with the QFCC to 
monitor investigation and 
assessment practices, and 
wi ll include additional 
footnotes in publ ic reporti ng 
fo r identify ing the basis of its 
measurements. 

5 
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Comments received from Director-General, 
Department of Education 
 

  

• •• 

9 JUL 2020 

Mr Brendan Worrall 
Auditor-Genera l 
Queensland Audit Office 
Email: gao@gao.gld.gov.au 

Dear Mforrall &~ 

Queensland 
Gove rn men t 

Office of the 

Director-General 

Department of 

Education 

Thank you for your letter dated 1 July 2020 regarding the Queensland Audit Office's 
Performance audit of the family support and child protection system. I understand you also 
wrote to the Honourable Grace Grace MP, Minister for Education and Minister fo r Industrial 
Relations, on the same matter. The Minister has asked me to respond on her behalf. 

I appreciate the opportunity to provide further feedback on the proposed report prior to it being 
tabled in Parl iament in July 2020. 

In addition to feedback provided previously on the pre liminary report, please find enclosed the 
Department of Education's response to the recommendations. 

Officers from the department will continue to collaborate closely with the Department of Child 
Safety, Youth and Women, and other relevant agencies to ensure a coordinated approach to 
improving outcome,s for children within the chi ld protection system. 

Should your officers wish to discuss this matter further, I invite them to contact Ms Hayley 
Stevenson , Executive Director, Student Protection and Wellbeing, on or by 
email at 

I look forward to working with other agencies lo strengthen the family support and child 
protection sector. 

Yours sincerely 

~~ )mt 
TONY OOK 
Direct r-General 

Ref: 20/386873 

Enc 

Level 371WS 

1 Will iam S1reat Brisbar'la 
Queensland 4000 Auslrnlia 

PO Box 15033 City Easl 
Queensland 4002 Aus!ralia 

Telephone -.&1 7 3034 4754 

Facslmllc +61 7 3034 4769 

Website www.qed.q!d.gov.au 

ABN 763376136'17 
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Responses to recommendations 
 

• 

• Queensland 
• • Audit Office 

Bette, public services 

Department of Education 
Family support and child protection system 

Response to recommendations provided by Ms Hayley Stevenson , Executive Director, Student 

Protection and Wellbeing, Department of Education, on 3 July 2020. 

Recommendation 

We recommend that the Department of Child Safety, 
Youth and Women and entities with mandatory 
reporting responsibilities: 

4. establish a multi-disciplinary intake process for 
efficiently and effectively triaging all child harm 
reports. The intake process should integrate 
information from all relevant agencies, including 
non-government organisations, to assess the 
cumulative risk and to facilitate a shared 
responsibi lity for triaging and responding to all 
child harm reports. This should prioritise the 
immediate safety of the child and not delay the 
Department of Child Safety, Youth and Women 
from immediately responding to a child harm 
report . 

We recommend that the Department of Education : 

5 . provide greater support and training to principals 
and teachers to assist them in determining the 
appropriate pathway to report concerns about a 
chi ld's safely. 

Agree/ 
Disagree 

Agree 

Agree 

Timeframe 
for 

implementa 
tion 

(Quarter 
and year) 

Q1 2021 

Additional comments 

The Department of Education 
(DoE} will continue to 
collaborate with and support the 
Department of Child Safety, 
Youth and Women (DCSYW) in 
identifying opportuni ties to 
improve the way reports of 
suspected harm to students are 
assessed and responded to. 
DoE officers are currently 
represented on the governance 
committees which oversee 
DCSYW's Unify program and 
Intake Review Project. 

DoE is considering this 
recommendalion as part of the 
annual review and update of 
student protection trai ning 
materials. The training on 
student protection available to 
staff includes: 

online student protect ion 
training; 

annual Mandatory All-Staff 
Training program; 

principal induction training ; 
and 

face-to-face training 
delivered to schools by the 
Principal Advisors, Student 
Protection. 

All training materials are to be 
updated before the 
commencement of the 2021 
school year . 
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Comments received from Minister for Police and 
Minister for Corrective Services 
 

  

• •• 

Minister for Police and 
Minister for Corrective Seivices 

Ref No: 2020/1 22:15 J F 
Your Ref 9173P 

16/07!2020 

Mr Brendan Worrall 
Auditor-General 
Ou eensland Audit Office 
PO Box 15396 
CITY Ell.ST OLD 4002 

Dear Mr Worrall 

1 William Street Brisbane 
PO Ba,.: 15195 City E.3st 

Que ensl-3 n d 4 00 2 Aust r-3 li-3 
Teleph-one + 61 7 3035 .8300 

Email polke @m inisteri.a l.gld.g<JV . .au 
ABN 65 959 415 158 

Thank you for your correspondence of 1 July 2020 regarding the preliminary draft report to State 
Parliament on the family support and child protection system. 

I am a\1\/are that the Queensland Police Service (OPS) \/\/as consulted in the course of the 
performance audit 

The OPS undertakes a vital role in investigating offences against children and working with partner 
agencies to ensure appropri ate re sponses to chi I dren who have been harmed or are at ri sk of 
ha rm. I have been assured that the OPS takes this role seriously and remains committed to 
ensuring that all children are protected from harm. 

Yours since rely 

The Honourable Mark Ryan MP 
Minister for Police and 
Minister for Corrective Services 

• 
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Comments received from Commissioner, 
Queensland Police Service 
 

  

• 

QUEENSLAND POLICE SERVICE 
COMMISSIONER'S OFFICE 

200 ROMA STREET BRISBANE OLD 4000 AUSTRALIA 
GPO BOX 1440 BRISBANE CLO 4001 AUSTRALIA 

Email: commlss1oner@pollce.qld.gov.au 

16July 2020 

Mr Brendan Worrall 
Auditor-General 
Queensland Audit Office 
POBox15396 
City East Qld 4002 

3-~ 
DearM~all ,, 

Our RM· 

Your Ref: 

I refer to your letter of 1 July 2020 regarding your preliminary draft report to 
parliament on the family support and child protection system. 

Thank you for the opportunity to review the draft report. I note the acquittal 
of the comments raised by the Queensland Police Service (QPS) in response to 
the preliminary report and thank you for your consideration of and response 
to these issues. I note the intent of the QPS responses has been incorporated 
into the draft report. 

1 note that despite the commitment and recent achievements of all agencies, 
the system is still under pressure and not adequately structured to meet the 
complex 24/7 needs of vulnerable children. The issues identified in the report 
impact on all agencies involved in the system, and any actions to improve 
communication, decision-making and action will benefit the children and the 
involved entities. 

The protection of children is everybody's responsibility and the child 
protection and family support systems perform very important functions to 
support families and the community to keep children safe, but also to 
intervene when a child' s safety is compromised. The QPS investigates when a 
child has been offended against (through physical or sexual abuse, or neglect), 
and is able to identify when a child is at risk of harm when attending to core 
policing functions. 

As a 24/7 agency, the QPS is often the first to respond to concerns about 
vulnerable children outside of business hours. Any actions to establish a 
more comprehensive 24/7 child protection service, in accordance with 

QUEENSLAND POLICE SERVICE 

• 

• •• 
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• •• 

recommendation 6, would not only significantly benefit vulnerable children 
and families but also reduce demand on policing resources. 

The QPS is committed to working with partner agencies to ensure appropriate 
responses to children in these circumstances, including through undertaking 
joint investigations with the Department of Child Safety, Youth and Women 
when the Department determines a child needs protection and the QPS 
believes a possible criminal offence has been committed against the child. 

Please find attached the QPS response to recommendation 4, which lists the 
QPS as a partner agency. The QPS agrees with the recommendation, and 
notes the following: 

• The reference on page 23 of the report to the current QPS triaging 
process for child harm reporting to ensure experienced child protection 
investigators review child harm concerns to determine the most 
appropriate response. 

• The Department of Child Safety, Youth and Women is considering 
changes to its intake model to improve consistency and the more 
efficient triage of child harm reports (p24). The QPS is continuing to 
work with the Department to streamline processes for reporting and 
information exchange between the two agencies. 

• The QPS endorses the report's proposal that the Department of Child 
Safety should retain accountability for the final decision regarding the 
most appropriate action to take for each child harm report (p24). 

Should you require any further information, please contact Detective 
Superintendent Denzil Oark, Child Abuse and Sexual Crime Group on 

Yours sincere! y 

~ 
KATARINA CARROLL APM 
COMMISSIONER 

• 
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Responses to recommendations  

 

 

  

• 

• •• 
Queensland 
Audit Office 
Better public services 

Queensland Police Service 
Family support and child protection system 

Response to recommendations provided by Operations Commander, Child Abuse and Sexual Crime 

Group, Queensland Police Service on 8 July 2020 

Recommendation 

We recommend that the Department of Child Safety, 
Youth and Women and entities with mandatory 
reporting responsibilities: 

4. Establish a multi-disciplinary intake process for 
efficiently and effectively triaging all child harm 
reports. The intake process should integrate 
information from all relevant agencies, including 
non-government organisations, to assess the 
cumulative risk and to facilitate a shared 
responsibility for triaging and responding to all 
child harm reports. This should prioritise the 
immediate safety of the child and not delay the 
Department of Child Safety, Youth and Women 
from immediately responding to a child harm 
report 

Agree/ 
Disagree 

Agree 

Timeframe for 
implementation 

(Quarter and 
year) 

Additional comments 

The Queensland Police 
Service (QPS) notes the 
reference on page 23 of the 
report to the current OPS 
triaging process for child 
harm reporting. 

The OPS notes the 
Department of Child Safety, 
Youth and Women is 
considering changes to its 
intake model to improve 
consistency and the more 
efficient triage of child harm 
reports (p24) . The QPS is 
continuing to work with the 
Department to streamline 
processes for reporting and 
information exchange. 

The OPS endorses the 
report's proposal that the 
Department of Child Safety 
should retain accountability 
for the final decision 
regarding the most 
appropriate action to take for 
each child harm report (p24) . 

• •• 
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Comments received from Acting Public Guardian, 
Office of the Public Guardian 
  

• •• 

~ public guardian 

Your ref: 9173P 
Our ref: 5249058 

22 Ju ly 2020 

Mr Brendan Worrall 
Auditor-Genera I 
PO Box 15396 
CITY EAST QLD 4002 

Via email: qao@qao.qld.qov.au 

Dear Mr Worrall 

Brisbane Office 
L16 State Law Building 
50 Ann Street Br1sbane Qld 4000 
PO BOX 13S54 
George Street Brisba ne Qld 4003 
Telephone 1300 553 187 
Fax 07 3738 9496 
Email publlcguardian@pu bllcguardtan.Qld.gov.a'" 

Thank you for you r letter dated 1 July 2020, regarding the performance audit on the family support 
and child protection system and for providing me w ith a furthe r opportun ity t o comment on your 
proposed repo rt to the Parliament. 

I would also like to thank you for agreeing to incorporate the feedback provided by the Office of the 

Public Guardian OPG, as noted in the Queensland Family and Ch ild Commission Performance Audit 
Acquitta l table. Incorporating t his feedback supports t he f unctions and purpose of Office of the 
Public Guardian and will no doubt support the recommendations for reform to strengthen systems 
relating to child protection. 

I look forward to the tabling of the report i n the Parliament and working alongside the Department 
of Child Safety, Youth and Women and the Queens land Family and Child Commission in achieving t he 
set goals. 

Should you requi re further information regard ing thi s matter, please conta ct me by email on 

. o r by phone on 

I t rust this information is of assistance. 

Yours sincerely 

Shayna Smith 
Acting Public Guardian 

• 
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Comments received from Principal Commissioner, 
Queensland Family and Child Commission 
 

  

• 

Telephone: 07 3900 6000 
Reference: OoC - TF20/540 - D20/17249 

24 July 2020 

Mr Brendan Worrall 
Auditor-General 
Queensland Audit Office 
PO Box 15396 
CITY EAST QLD 4002 

By email: 

Dear Auditor-Gene ral 

Queensland 
Govern ment 

Queensland 
Family & Child 
Commission 

Thank you for your letter dated 1 July 2020 enclosing your proposed report to Parliament on the 
family support and child protection system . 

I have reviewed the report and the acquittal of the documents outlining the Queens land Family and 
Child Comm ission's (QFCC) response to the preliminary report. The QFCC accepts the 
recommendation referencing its role to support the Department of Child Safety, Youth and Women's 
work to improve outcomes for children placed in out-of-home care - formal notification of this is at 
Attachment A. 

I am aware that the comments I provide will form part of your report to Parliament. 

Thank you again for the opportunity to provide feedback. If you or your officers have any queries in 
relation to this matter they may contact Mr Mark Strong, Director, Office of the Commissioners, on 

or email 

Yours sincerely 

Cheryl Vardon 
Principal Commissioner 

Queensland Family and Child Commission 

Level 8, 63 George Street, 
Brisbane Qld 4000 
PO Box 15217, 
Brisbane City East Qld 4002 
Telephone 07 3900 6000 
Facsimile 07 3900 6050 
Website www.qfcc.qld.go\l.au 
www.talkingfami lies.qld.gov.au 
www.oneplace.org.au 
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Responses to recommendations  

  

• •• 

Attachment A 

Queensland Family and Child Commission 
Family support and child protection system 

Response to recommendations provided by Queensland Family and Child Commission on 24 July 
2020. 

Recommendation 

We recommend that the Department of Child Safety, 
Youth and Women, in collaboration with the 
Queensland Family and Child Commission: 

7. improve outcomes for children placed in 
out-of-home care. This includes: 

• ensuring that children are placed in the most 
appropriate and stable type of care to meet 
their needs, rather than based on availability of 
care 

• improving the quality and availability of 
out-of-home care options available to children 
requiring care 

• reviewing the capability and capacity of carers, 
including the appropriateness of their 
experience, training, and qualifications 

• reviewing the contracts of out-of-home care 
providers to ensure they include appropriate 
key performance indicators and clearly outline 
expectations 

• identifying opportunities to increase the 
number of Indigenous children placed with kin, 
Indigenous communities, or Indigenous carers. 

Agree/ 
Disagree 

Agree 

Timeframe for 
implementation 

(Quarter and 
year) 

See additional 
comments 

Additional comments 

QFCC collaboration to take 
the form of oversight of 
Department of Child Safety, 
Youth and Women delivery. 

Timeframe to reflect 
Department of Child Safety, 
Youth and Women 
timeframe as delivery 
agency 

• 
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Comments received from Director-General, 
Queensland Health 
  

• 

Enquiries to· 

Our ref: 
Your ref 

David Harmer 
Senior Director 
Social Po licy and Legisla tion 

C-ECTF-20/9796 
9173P 

Mr Brendan Worrall 
Auditor-General 
Queensland Audit Office 
PO Box 15396 
CITY EAST QLD 4002 

Email gao@gao.gld.gov.au 

Dear Mr Worrall 

Queensland 
Government 

Queensland Health 

Thank you for your letter dated 1 July 2020, regarding the performance audit on the family 
support and child protection system. 

I appreciate you providing Queensland Health with the opportunity to review the preliminary 
draft of the report to Parliament on the family support and child protection system. I also note 
the acquittal of the comments raised in Queensland Heath's response to the preliminary 
report . 

Queensland Health agrees with the recommendation relating to the establishment of a 
multi-disciplinary intake process for efficiently and effectively triaging all child harm reports. 
Queensland Health will collaborate with the Department of Child Safety, Youth and Women, 
and other relevant entities, to support an agreed approach to respond to this 
recommendation. I have enclosed Queensland Health's response to Recommendation 4. 

Should you require further information , the Department of Health's contact is 
Mr David Harmer, Senior Director, Social Policy and Legislation Branch, Office of the 
Director-General and System Strategy Division, on telephone 

Yours sincerely 

~ 
Dr John Wakefield PSM 
Director-General 
24/07/2020 

Level 39 
1 VVi ll iam St Brisbane 
GPO Box 48 Brisbane 
Queensland 4000 Australia 

Website health .qld.r;;,:N.au 
Email DG Corrnspondenrn@Xlealth drl aw au 
ABN 66 329 1 69 4 12 
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Responses to recommendations  

  

• •• 

• •• 
Queensland 
Audit Office 
Better public services 

Queensland Health 
Family support and child protection system 

Response to recommendations prov ided by Director-General, Queensland Health on 24 July 2020. 

Recommendation 

We recommend that the Department of Child Safety, 
Youth and Women and entities with mandatory 
reporting responsibilities: 

4 establish a multi-disciplinary intake process for 
efficiently and effectively triaging all child harm 
reports. The intake process should integrate 
information from all relevant agencies, including 
non-government organisations, to assess the 
cumulative risk and to facilitate a shared 
responsibility for triaging and responding to all 
child harm reports. This should prioritise the 
immediate safety of the child and not delay the 
Department of Child Safety, Youth and Women 
from immediately responding to a child harm 
report. 

Agree/ 
Disagree 

Agree 

Timeframe for 
implementation 

(Quarter and 
year) 

TBC in 
consultation with 
DCSYW 

Additional comments 

Queensland Health would 
need to consider possible 
resource implications relating 
to this recommendation 

Queensland Health will 
consult with Department of 
Child Safety, Youth and 
Women and other relevant 
entities, to support an agreed 
approach to responding to 
this recommendation. 

• 
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Comments received from Minister for Child Safety, 
Youth and Women and Minister for the Prevention of 
Domestic and Family Violence 
 

  

• 

Minister for Child Safety, Youth and Women 
g~::~•,:,-;"~ Minister for the Prevention of Domestic and Family Violence 

Your reference" 9173P 
Our reference: MO ID# 6656; CSYW 03904-2020 

Mr Brendan Worrall 
Auditor-General 
Queensland Audit Office 
PO Box 15396 
CITY EAST OLD 4002 

Dear Mr Worrall 

1 William Street Brisbane 4000 
Loeked Bag 3405 
Brisbane Queensland 4001 Australia 
Telephone +61 7 3719 7330 
Emall 
childsafety@ministerial.qld.gov.au 

Thank you for your letter of 1 July 2020 enclosing a copy of the Queensland Audit Office's 
performance audit report on the family support and child protection system. 

I welcome the report and have read the findings and recommendations with interest. The 
report will be a useful addition to the Queensland Government's ongoing efforts to improve 
and strengthen the child protection and family support system. 

I understand from the Director-General , Department of Child Safety, Youth and Women that 
there has been very positive collaboration between the Queensland Audit Office and the 
department during the audit and finalisation of the report. I look forward to the final report 
and the department's response being tabled in Parliament and the report's consideration by 
the Health, Communities, Disability Services and Domestic and Family Violence Prevention 
Parliamentary Committee. 

If you require any further information or assistance in relation to this matter, please contact 
Mr Mike Smith, Chief of Staff in my office on 

Yours sincerely 

~ 

Di Farmer 
Minister for Child Safety, Youth and Women and 
Minister for the Prevention of Domestic and Family Violence 

• •• 



Family support and child protection system (Report 1: 2020–21) 

 
60 

Comments received from Director-General, 
Department of the Premier and Cabinet 
 

• •• 

For reply please quote: SocPo/lDF - TF/20/14643 - DOC/20/132918 
Your reference: 9173P 

Mr Brendan Worrall 
Auditor-General 
Queensland Audit Office 
qao@qao.qld .gov .au 

Dear Mr Worrall 

Queensland 
Government 

Department of the 
Premier and Cabinet 

Thank you for your letter of 1 July 2020 providing the proposed report to Parliament 
on the performance audit on the family support and child protection system (the 
report) and informing me of your intention to table the report in July 2020. 

I have considered the proposed report and note the suggested changes provided 
previously have been addressed in the latest report . In this regard , I appreciate the 
'Acquittal of key issues raised in response by the Department of the Premier and 
Cabinet' provided. 

Therefore , I am pleased to advise that I have no further comments on the report you 
have provided to me, and confirm that the Department of the Premier and Cabinet 
will work with relevant agencies to address the issues identified in recommendation 8. 

Thank you again for your letter and your important audit work to improve outcomes 
for Queensland's vulnerable families and children . 

Yours sincerely 

Dave Stewart 
Director-General 

30/07/2020 

1 William Street Brisbane 
PO Box 15185 City East 
Queensland 4002 Australia 
Telephone +61 7 3224 2111 
Facsimile +61 7 3229 2990 
Website www.premiers.qld.gov.au 

ABN 65 959 415 158 
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B. Audit objectives and methods 

Performance engagement 
This audit has been performed in accordance with the Standard on Assurance Engagements 
ASAE 3500 Performance Engagements, issued by the Auditing and Assurance Standards 
Board. This standard establishes mandatory requirements and provides explanatory guidance 
for undertaking and reporting on performance engagements. The conclusions in our report 
provide reasonable assurance that the objectives of our audit have been achieved. Our 
objectives and criteria are set out below.  

Audit objective  
The audit assessed how effectively Queensland government agencies work together for the 
safety and wellbeing of Queensland children.  

We addressed this by assessing whether: 

• Queensland’s family support and child protection system is managed to ensure efficient 
and effective coordination across agencies 

• Queensland government agencies share responsibility for the continuous improvement of 
the family support and child protection system. 

Entities subject to this audit 
We included the following entities in our audit: 

• Department of Child Safety, Youth and Women 

• Department of Education 

• Department of the Premier and Cabinet 

• Office of the Public Guardian 

• Queensland Family and Child Commission 

• Queensland Police Service. 

In March 2020, we excluded Queensland Health from the scope of this audit due to its role in 
leading the Queensland Government’s response to the COVID-19 pandemic.  

• • •• 
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Audit approach 

Field interviews 
We conducted interviews with key people, staff, and stakeholders from across the family 
support and child protection system. This included, but was not limited to:  

• Department of Child Safety, Youth and Women executive management group, executive 
director and director of strategy and delivery performance, director and manager of family 
safety and wellbeing, regional directors and managers, child safety officers at regional 
intake services and service centres, and ongoing intervention officers   

• Department of Education's director of investigations, performance and conduct; director of 
student protection; and student protection principal advisors  

• Department of the Premier and Cabinet, Deputy Director-General, executive director, 
director, social policy officer, principal adviser, and program manager  

• Queensland Family and Child Commission chief executive officer and principal 
commissioner, deputy commissioner, executive directors, directors, and other officers  

• Queensland Police Service Child Protection and Investigation Unit investigators and 
representatives from the Child Abuse and Sexual Crime Group 

• Queensland Health's Communicable Disease Branch and Child Protection Unit staff 

• various family support service providers and their staff.  

Document review 
We obtained and reviewed relevant documents from the entities involved in the audit. We 
reviewed relevant legislation, organisational reviews and evaluations, strategic plans, 
performance reports and indicators, guidelines, case files, and correspondence. We sought 
advice from the entities regarding the status of recommendations from the Carmody Inquiry. 
We did not perform an independent assessment to validate the status of these 
recommendations.  

• •• • 
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Data analysis 
We accessed all child harm reports received by the Department of Child Safety, Youth and 
Women between 2013–14 and 2018–19 and recorded in its Integrated Client Management 
System (ICMS). In some cases, we isolated our analysis to different time periods due to 
limitations with the datasets. For example, we accessed all referrals made to family support 
services recorded in its Advice and Referral Case Management System (ARC) between 2015–
16 and 2018–19. However, due to data quality issues within ARC, we limited our analysis to 
2016–17 to 2018–19. Some of the analysis we performed included:  

• assessing the time taken by family support services to attempt to contact families from the 
date they received the referral between 2016–17 and 2018–19 

• assessing the portion of families that received support from family support services and 
those that did not receive support, and whether those families had a subsequent child harm 
report meeting the threshold of significant harm made to the Department of Child Safety 
between 2016–17 and 2018–19 

• assessing the portion of families referred to family support services that consented to 
receive support and those that did not consent between 2016–17 and 2018–19 

• assessing the portion of families that received support and reported that family support 
services had either fully met their needs or partially met their needs between 2016–17 and 
2018–19 

• assessing the time taken by regional intake services to screen a child harm report from the 
time the intake service received the report to the time it took intake staff to record a child 
harm report for investigation between 2013–14 and 2018–19 

• assessing the time taken by child safety officers to sight a child from the date the intake 
service received the child harm report to the time they sighted the child between 2013–14 
and 2018–19 

• assessing the number of placements that children had between 2013–14 and 2018–19. 

We assessed the mean and median time taken to deliver family support and child protection 
services. The mean is the average of the numbers. The median is the middle value in a list of 
values and accounts for outliers that may be influencing the time taken to deliver services.  

• • •• 
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C. Reform funding 
Figure C shows the funding allocated by the Queensland Government to reform the family 
support and child protection system from 2015–16 to 2024. 

Figure C 
Child protection reform funding timeline 

Financial 
year 

Funding ($) Description  

2015–16 $61.5 million • Launched nine Family and Child Connect services  

• Launched 14 Intensive Family Support services  

• Created 230 new positions in non-government organisations 
to provide family support services  

• Created eight new Student Protection Principal Advisor 
positions (jointly funded by the Department of Child Safety, 
Youth and Women and the Department of Education) 

2016–17 $102 million • Established another eight Family and Child Connect services 

• Established another 30 Intensive Family Support services 

• Created 247 new positions in non-government organisations 
to provide family support services 

• Employed 129 additional child safety staff to address growing 
demand and complexity  

2017–18 $123.5 million • Opened 33 Aboriginal and Torres Strait Islander Family 
Wellbeing services 

• Employed 105 additional child safety staff to address growing 
demand and complexity   

2018–19 $125.5 million  • Employed 59 additional child safety staff to address growing 
demand and complexity 

2019–2024 $401.5 million • Committed new funding to continue reforms 

Total  $814 million 

Notes: Amounts have been rounded.   

Source: Queensland Audit Office using the Department of Child Safety's supporting families changing 
futures 2019 – 2023. 
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D. Reviews, evaluations, and 
inquiries 
Figure D shows the 12 reviews, evaluations, and inquiries of the family support and child 
protection system (or components of the system) since 2013–14. It excludes entities' smaller, 
internally focused reviews and evaluations and other reviews that did not have 
recommendations.  

Figure D  
Reviews, evaluations, and inquiries of the system 

 Name of review Individual/Entity Number of 
recommendations  

1 Not Now, Not Ever: Putting an end to domestic 
and family violence in Queensland (2015) 

Stakeholder 
taskforce 

140 

2 Managing child safety information QAO 6 

3 Healthcheck report 1: Review of professional 
reporting behaviours (2015) 

QFCC 5 

4 Independent Review of Youth Detention (2016) DJAG 83 

5 When a child is missing: Remembering Tiahleigh 
– A report into Queensland's children missing from 
out-of-home care (2016) 

QFCC 29 

6 Recommendation 28 supplementary review: A 
report on information sharing to enhance the 
safety of children in regulated home-based 
services (2016) 

QFCC 17 

7 Keeping Children More than Safe – Review of the 
Blue Card System (2017) 

QFCC 81 

8 Keeping Children More than Safe – Review of the 
Foster Care system (2017) 

QFCC 42 

9 A systems review of individual agency findings 
following the death of a child (2017) 

QFCC 1 

10 Blue card and foster care systems reviews   
Report on term of reference 5 (2017) 

QFCC 14 

11 Royal Commission into Institutional Responses to 
Child Sexual Abuse (2017) 

Australian 
Government 

189 

12 Queensland child protection reform program 
(2014–24) implementation evaluation (2019) 

QFCC 5 

Total recommendations 612 

Notes: Appendix D excludes entities' smaller, internally focused reviews and other reviews that did not contain 
recommendations. These include the SCAN review (2017), Healthcheck 2 report: Analysis of professional reporting 
behaviour (2018), review of progress towards child protection reform goals (2016), Family and Child Connect (FaCC) 
Implementation and Impact Evaluation (2018), and the Queensland Intensive Family Support Services (IFS) 
Implementation and Outcomes Evaluations. The QAO is the Queensland Audit Office. The QFCC is the Queensland 
Family and Child Commission. The DJAG is the Department of Justice and Attorney-General.   

Source: Queensland Audit Office. 
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E. Department of Child Safety 
regions 
Figure E shows the Department of Child Safety, Youth and Women’s five regions and the 
location of family support services within each region.  

Figure E  
Department of Child Safety, Youth and Women regions  

Region Family support services  

Northern Queensland Cairns, Cape York, Torres Strait, Townsville, Mackay, Mt Isa, Gulf 

Central Queensland Rockhampton, Gladstone, Emerald, Maryborough, Bundaberg, Kingaroy 

Moreton Sunshine Coast, Gympie, Moreton Bay, Brisbane North, Brisbane South, 
Brisbane South West  

South West Toowoomba, Roma, Ipswich 

South East Gold Coast, Logan, Beenleigh, Bayside, Browns Plains, Beaudesert 

Source: Department of Child Safety, Youth and Women website.  

• •• 
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F. Regional performance 
Figure F shows the time taken (median and average) by the Department of Child Safety, Youth 
and Women’s five regions to screen reports of harm and to commence and complete 
investigations between 2013–14 and 2018–19. 

Figure F 
Regional performance 

Region Median time taken to screen 
reports  

Median time taken to sight  
a child  

Median time 
taken to 

complete an 
investigation 24-hour 

priority  
5-day 

priority  
10-day 
priority  

24-hour 
priority  

5-day 
priority  

10-day 
priority  

Central 
Queensland 

2.7 hours 1.3 days 3 days 3 hours 15 days 25 days 67 days 

Moreton 2.5 hours 1 day 2.1 days 1.7 hours 13 days 22 days 67 days 

Northern 
Queensland 

2.4 hours 1.1 days 2 days 1.5 hours 9 days 14 days 53 days 

South East 
Queensland 

2.4 hours 1.1 days 2.1 days 3.5 hours 31 days 41 days 77 days 

South West 
Queensland 

3.2 hours 1.8 days 3.9 days 3.5 hours 16 days 21 days 69 days 

 

Region Average time taken to screen 
reports  

Average time taken to sight  
a child  

Average time 
taken to 

complete an 
investigation 24-hour 

priority  
5-day 

priority  
10-day 
priority  

24-hour 
priority  

5-day 
priority  

10-day 
priority  

Central 
Queensland 

41.1 hours 4.9 days 7.8 days 26.8 
hours 

30 days 37 days 90 days 

Moreton 31.6 hours 4.4 days  6.6 days 9 hours 26 days 36 days 90 days 

Northern 
Queensland 

24.1 hours 3.1 days 4.2 days 18.3 
hours 

20 days 26 days 75 days 

South East 
Queensland 

28.6 hours 3.9 days 6.1 days 9.7 hours 43 days 51 days 97 days 

South West 
Queensland 

48.7 hours 6.7 days 9.6 days 51 hours 31 days 36 days 91 days 

Source: Queensland Audit Office using ICMS data provided by the Department of Child Safety. 

• • •• 





 

 

 

 
qao.qld.gov.au/reports-resources/reports-parliament 

 
 

Suggest a performance audit topic 

Contribute to a performance audit in progress 

Subscribe to news and our blog 

Connect with QAO on LinkedIn 

 

 

 

 
 

 

 

  

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
T:   (07) 3149 6000 
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53 Albert Street, Brisbane Qld 4000 
PO Box 15396, City East Qld 4002 
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Better public services 

https://www.qao.qld.gov.au/suggest-new-performance-audit-topic
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