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Executive Summary 

The Department of Communities1 (‘Communities’) commissioned Quantum Consulting Australia to 

conduct an evaluation of the Kath French Secure Care Centre (KFSCC) service model and facility.  

Background 

The KFSCC commenced operations in May 2011 and is Western Australia’s (WA) first secure care 

facility staffed by a multidisciplinary team where children are provided with up to 21 days of intensive 

support (and one possible extension of up to a further 21 days). The KFSCC offers a planned, short-

term intensive trauma informed intervention for children and young people aged 12-17 years of age. 

In exceptional cases children under 12 years of age who are at extreme risk and where existing services 

cannot manage the risk can be admitted to the KFSCC. The KFSCC is intended to provide some of WA’s 

most vulnerable children in out of home care (OoHC) with their best opportunity to stabilise and begin 

to address the complex problems and behaviours that prevent them from maintaining longer term 

placements and, where appropriate, transitioning to more independent living.  

The KFSCC was established under amendments to the Children and Community Services Act 2004 

(CCSA), which came into effect on 1 January 2011.  

Purpose of the evaluation 

The purpose of the Evaluation is to address some of the Statutory Review of the Children and 

Community Services Act 2004 (Statutory Review) recommendations relating to KFSCC that were tabled 

in the Parliament of WA in November 2017, and to consider the broader service system impacting on 

children with extremely complex needs. The scope of the Evaluation also includes assessment of the 

effectiveness of KFSCC as a protective intervention for children and identifying recommendations 

relating to the delivery of services for young people with complex needs, the secure care model, and 

legislative policy into the future. 

Aligned with the Statutory Review recommendations, the aims and objectives of the Evaluation (the 

Evaluation Questions) are to: 

i. explore the comparability of secure care services in other jurisdictions, including international 

models 

ii. examine the extent to which the KFSCC is operating as intended 

iii. provide evidence on the role and effectiveness of secure care as a protective intervention for 

children 

iv. consider the appropriateness of the admission criteria and service model in identifying and 

responding to children in care with extremely complex needs 

                                                           

1 Note, the Department of Communities was formed 1 July 2017 with the amalgamation of the Department for Child Protection and 

Family Support, the Department of Housing (including Housing Authority), Disability Services Commission, the Communities component of 

the Department of Local Government and Communities, the Regional Services Reform Unit and the regional coordination and engagement 
component of the former Department of Aboriginal Affairs. In this document we use the term ‘Communities’ to refer to the Department 
responsible for child protection matters. 
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v. identify the availability of alternative options to manage the behaviours of children under 12 

years of age who have been held under a secure care arrangement 

vi. examine the current barriers to transitioning children safely from the KFSCC 

vii. identify intended and unintended outcomes for children admitted to the KFSCC, their families 

and carers 

viii. determine if the building is fit for purpose to manage operational performance requirements 

ix. examine the appropriateness of oversight arrangements, including the assessor model 

x. identify service gaps and the allocation of resources across government to meet the needs of, 

and improve outcomes for, children with complex needs. 

Evaluation methodology 

The method of evaluation is summarised below. The key areas that the Evaluation focussed on 

included:  

 the service model and whether it is appropriate to meet the intention of the KFSCC 

 actual operations at the KFSCC 

 outcomes and effectiveness of the KFSCC 

 alternative options for young people and comparison to approaches in other 

jurisdictions 

 the allocation of agency resources towards the intervention model.  

The data and information used to inform the Evaluation and address the evaluation questions included 

a comprehensive document and literature review, database reviews and extensive stakeholder 

interviews and consultation. 

Key findings 

Following is an overview of the Key Findings for each Evaluation Question.  

How are secure care services in other jurisdictions implemented? 

There is very limited consistency in secure care models between different jurisdictions both within 

Australia and internationally. There is, therefore, a limit to the information that is comparable on a 

like-for-like whole of program/initiative basis. There are significant challenges in comparing models, 

not only due to their variations in design but also a lack of evidence to suggest that one method/model 

is more effective than another. The outcomes for individuals transitioning out of secure care are not 

well researched. Furthermore, the absence of Australian national standards with regard to secure care 

also makes it difficult to establish a basis for comparison across the different jurisdictions.  Western 

Australia and Victoria share many similarities in design largely because Western Australia’s secure care 

was modelled on the Victorian example.  

To what extent is secure care operating as intended? 

The Evaluation notes that secure care is largely operating as intended. However, in the seven years 

since secure care was established and the original intent described, the landscape of children in care 

and their needs is, according to those working in the sector, becoming increasingly challenging and 

more complex. This is most reflected in the younger age of children requiring secure care including 

those under 12 years of age, the prevalence of mental health needs of many children, the need for 

many children to be in secure care for as long as possible, and the lack of services and facilities for 
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children in care and exiting secure care with extremely complex needs. The number of Aboriginal 

children in secure care has also risen considerably over this time and this reflects the higher rates of 

Aboriginal and Torres Strait children in OoHC 

The Evaluation noted that while the original intent of the Act may have envisioned for children to 

remain in secure care for the shortest period necessary to stabilise the child, there appears to have 

been a shift by the District to a view of 21 days as a “standard” expectation. This is likely to reflect a 

combination of: 

 the limited accommodation options available that provide high level care/intensive 

supervision pertinent to a child exiting secure care 

 the time involved in identifying a suitable placement option post secure care  

 a discretionary overlay by KFSCC Management that the interests of the child are best 

served by working with the child over the maximum duration of 21 days (rather than a 

shorter duration)   

 limited flexibility in the CCSA to facilitate modified programs and transition to the 

community. 

When considering the intent of the Act, there is limited compelling evidence that the current 

maximum timeframes in which a child may be placed in secure care should be extended.  Conversely, 

a number of factors support a view that the current operating model/approach may be resulting in 

children remaining in secure care longer than the intent of the legislation. These factors include: 

 A number of the admissions into KFSCC comprise children experiencing substance use 

(alcohol and other drugs) and which can generally be stabilised within a 7 to 10 day 

timeframe. It is, however, acknowledged that other underlying risk factors are also 

present.  

 Examples exist of operating models similar to that of the KFSCC where the duration of 

admission into secure care is less than the current duration occurring in WA – e.g. 

Victoria, where release of a child from secure care is generally occurring within a shorter 

time period (9 to 12 days2) than the current 18 day average for KFSCC, although as noted 

within this report, there are other factors that impact on length of stay in the Victorian 

secure care model. 

Consultations with District staff highlighted a perception that the purpose of secure care had shifted 

from its initial intent of ‘contain and assess’ because of the lack of assessments taking place in KFSCC. 

The current limited assessment process at KFSCC was perceived as a gap by many District staff 

consulted. It was suggested that secure care provided an opportunity often not available to the 

Districts for accessing assessment services for young people some of which could be conducted by 

KFSCC staff, as well as bringing in other services as required. 

Is the admission criteria and service model appropriate for responding to young people in 

care with extremely complex needs? 

The Evaluation notes that the admission criteria are appropriate for identifying children with 

extremely complex needs, at an immediate and severe level of risk and whose situation requires 

intervention through the provision of removal and security. The consensus among external 

                                                           

2 If the incidents of “overnight” stays is removed from the Victorian statistics, then the average length of stay would increase slightly from 

9 days to approximately 11 or 12 days per stay. 
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stakeholders and District staff consulted was that the safety provided by the secure facility was 

effective for addressing many children’s immediate needs, including an opportunity to assess and 

commence treatment of medical problems, and review their educational engagement. The reduction 

in the level of risk occurred primarily because it removed them from many of the sources of their risk 

and gave them some time to de-escalate. For children requiring this level of containment, secure care 

can be seen as acting as a ‘circuit breaker’. However, as many of those consulted also acknowledge, 

some children’s extremely complex needs are such that they quickly resurface after exiting secure 

care resulting in a strong likelihood of their return to dangerous risk levels sometimes requiring further 

admissions to secure care.  

Consideration of the appropriateness of the admission criteria and secure care service model in 

responding to children with extremely complex needs inevitably includes the length of time a child is 

in secure care. As identified in the preceding section, the average stay of 18 days for children at KFSCC, 

is, in the view of most stakeholders, necessary and, for some, an effective, albeit often short lived, 

circuit breaker. There is, however, a “tension” that may occur between the intent of the CCSA in regard 

to the maximum duration of stay within secure care with that of a general view that the full 21 days 

(if not longer) provides greater opportunity to work with the child in relation to assisting the individual 

with their underlying risk behaviour issues.  Currently, the process associated with reaching a decision 

on whether the legislative criteria/threshold for admission has been met, incorporates an element of 

interpretation. In such instances, a conservative approach should be applied that acknowledges that 

no child should be deprived of their liberty unless as a measure of last resort and then for the shortest 

appropriate period of time.  

What are the current barriers to transitioning children safely from secure care? 

An effective transition from secure care is critical to sustaining any positive outcomes achieved during 

the secure care period, to the continuity of care and enhanced care a child receives, and to reducing 

the risk of them re-entering secure care. The Evaluation identified many barriers to children 

transitioning from secure care. These include: 

 limited suitable placements available  

 no step down service or specific placement options from secure care  

 uncertainty about the next placement, disrupting a child’s stabilisation both before and 

on exit 

 impact of the contrast between the secure care environment and the next placement 

 not being able to place Aboriginal children consistent with the Aboriginal and Torres 

Strait Islander Child Placement Principle, with many being kept off country which often 

added to trauma levels and a longer-term placement breakdown  

 limited support services after secure care especially in regional areas  

 lack of inter-agency collaboration for planning a child’s reengagement and ongoing 

support. 

Many of the barriers appear to lie with the broader OoHC system and the multiple pressures it faces. 

These barriers include the lack of a dedicated child and adolescent mental health service for children 

in care, and an insufficient number of high needs placements – particularly in remote regions. These 

have challenged the sector's ability to consistently deliver stable and healing care and living 

arrangements, especially for vulnerable children. 

Communities is working to develop and implement a number of reforms to respond to the pressures 

on the OoHC system. The Statutory Review noted that the reformed service system should increase 

and appropriately resource community-based placement options and reduce the number of secure 
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care readmissions. However, at the time this evaluation was conducted, many of the challenges of the 

OoHC system remain and were repeatedly identified during the consultations as barriers impacting on 

the need for the effective transitioning of children from secure care.   

The need for a multi-agency response for children exiting secure care and with complex needs is a 

consistent theme. The interaction of relevant agencies would ideally occur within a set of agreed 

processes and commitments that facilitate multi-disciplinary teams and ensure access to resources 

and services required for an effective response. While various attempts have been undertaken by 

Communities to collaborate with other agencies, consultations overwhelmingly suggest that more 

work needs to be done to develop a culture of shared decision making and responsibility between 

relevant government agencies and external organisations with regard to children in and transitioning 

out of secure care. 

What are the intended and/or unintended outcomes for children in care who have been 

admitted to the KFSCC? 

Analysis of Communities records and stakeholder consultations highlight a number of intended 

outcomes for children in secure care. These include ensuring the child’s immediate safety, a de-

escalation of stress and anger, removal of the source of a range of risk behaviours and establishing 

routine. Secure care also aims to meet the basic needs of children as well as working to address some 

of their dynamic risk factors, such as substance abuse, emotional dysregulation, impulsivity, violence 

and self-harming, amenable to deliberate and immediate intervention. Other intended outcomes 

include the treatment of health issues, provision of nutritious meals, and raising awareness about safe 

and protective behaviours.  

The Evaluation noted some unintended outcomes relating to being off country and away from 

community for Aboriginal children, the impact of how some critical incidents are responded to (e.g. 

resulting in transfer to detention on some occasions), and the impact of leaving secure care (e.g. in 

some instances, with little time for planning transition.  There can also be further challenges due to 

complex socio-cultural factors, specific culture-bound syndromes and the limited availability of 

culturally appropriate mental-health services.  

The Evaluation notes that existing Communities data collection systems do not readily enable the 

identification of medium or longer-term outcomes with regard to the impact of a secure care 

arrangement. The Evaluation conducted a review of case files and discharge summaries for a 

purposive selection of children who had been in secure care. The focus of the review was to confirm 

admissions followed legislative criteria and policy and procedure. It is not possible to extrapolate 

findings from the case file review to the wider population.  In this regard, the Evaluation proposes that 

an enhanced monitoring and evaluation framework be established to assist in the collection of data 

that will provide a means by which Communities can identify certain outcomes and have greater 

insights into the trajectory of the secure care cohort.   The Evaluation acknowledges that this will be 

difficult with regard to older children who are close to leaving the OoHC system.   

Is the secure care model effective as a protective intervention for children? 

To determine whether secure care operates as an effective protective intervention for children in WA 

requires consideration not only of the immediate and short-term impact of secure care (in regard to 

keeping children safe from harm to themselves and others) but also with respect to the medium and 

long-term impact of being detained for a period of time in an unfamiliar environment.  
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From the interviews with past and current children placed at the KFSCC, and from the feedback forms 

completed by children and file reviews, it is clear that admission provides for a cessation of risk 

behaviours for most children – with only a few continuing to self-harm or assault others once 

admitted. In this regard, the model appears to provide an effective protective intervention for children 

in secure care. However, for a comparatively small number of children the period in secure care does 

not appear to disrupt their trajectory and they continue to engage in behaviours that place themselves 

and others at risk after release from secure care. This would suggest that, while secure care might 

provide a short-term risk management option for these children, additional intervention is required 

to mitigate their medium to long-term risks. 

Are there alternative options for managing the behaviour of children who are under 12 

years of age? 

A review of a sample of twelve (approximately 25%) of the relevant case files identified a cohort of 

children under 12 years of age admitted to KFSCC with mental health needs and those who require, 

but are without, a mental health professional's ongoing involvement and treatment. This finding is 

consistent with the findings of the Department's review which identified a high prevalence of children 

with significant mental health conditions but less than half being referred to Child and Adolescent 

Mental Health Services (CAMHS) and many not being engaged in any current mental health treatment. 

The Evaluation notes that there is an absence of specialist service models available to meet the 

complex health needs of very young children in Communities care and for the younger children 

admitted to secure care this represents a significant concern. While there are some public and private 

mental health services for children in WA, these are largely not readily accessed or accessible by 

children in care with complex mental health needs and challenging behaviours, many of whom require 

a purpose designed service rather than a traditional out-patient clinic model. The development of 

specialist units for disengaged youth and for young people with eating disorders are examples of 

current services specifically designed to meet the needs of a group of children and adolescents not 

well catered for in the general CAMHS and private mental health system. 

Access to private mental health services under the Australian Government's Better Access to Mental 

Health Care Initiative has improved, however, these are focused on mild to moderate mental health 

conditions managed through primary and secondary health providers. While the initiative has 

improved the rate of treatment for adults with mood disorders and, to a lesser extent, children and 

adolescents, there appears to be little impact on severely disturbed younger people.3 

The Evaluation identified the need for a well-resourced, high quality specialist therapeutic support 

service in WA focussed specifically on meeting the mental health needs of children and adolescents in 

OoHC (for example the ‘CAMHS Children in Care’ operating in the Surrey CAMHS in the United 

Kingdom).  It is noted that the Mental Health Commission (MHC) have publicly stated an intent to 

develop a specialised unit for children in care with mental health diagnoses as a matter of urgency. It 

would be important that any dedicated service for children in care be inclusive of younger children. 

                                                           

3 Pirkis, J. & Ftanou, M. (2011). Evaluation of the better access to psychiatrists, psychologists and general practitioners through the 

Medicare benefits schedule initiative: summative evaluation. 
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Is the physical environment fit for purpose to manage operational performance 

requirements? 

The KFSCC facility is generally configured to meet the requirements of a secure facility with 

appropriate physical barriers and electronic monitoring. However, specific design shortcomings 

include: 

 A lack of a separate entry and “Admissions Room” (accessed via a purpose built/specific 

entrance door to the facility). 

 Video conference equipment is housed within a meeting room within the management 

and administration section. Accordingly, use of video conferencing requires children to 

access the relevant room via the working/office area of management and administration 

personnel. This represents a risk. 

 The layout of the KFSCC building has limited common passage access and results in 

access to bedrooms, the kitchen and education rooms via the lounge areas – this creates 

challenges during critical incidents including use of restraints and transfer to the safe 

room and limits capacity for low stimulation space during the winter months. 

 There is limited provision of floor space/room configuration to enable older children to 

participate in independent, age appropriate, life skill activities. 

 General internal finishes and furnishings are not reflective of contemporary guidelines 

in secure facilities4 (e.g. comfortable welcoming environment with domestic furnishings, 

décor and artwork and a dedicated area/room (with sensory modulation fit out) as a 

means of reducing the potential for aggressive behaviour) etc.) 

Is there sufficient oversight in place? 

Communities oversight of the KFSCC, including the Assessor process, requires processes that provide 

for greater accountability and community confidence. Recommendations by this Evaluation to 

enhance current procedures and policy documents regarding the operations of secure care are 

intended to provide mechanisms for increased departmental oversight of secure care admissions, 

extensions, and the decision-making processes of KFSCC Management.    

The Evaluation notes that there is currently limited publicly available information about the operations of 

the KFSCC.  The Communities Annual Report, which is intended to provide public information on the 

KFSCC performance, provides data on one indicator being the average cost per day; and some general 

comments. There is no detail about occupancy rates, the number of admissions, length of stay, etc. 

Greater emphasis on public accountability would assist to build confidence in the operations of the 

KFSCC.  There is also a need to ensure recognition is accorded to children’s rights and experiences 

whilst in secure care, and greater emphasis should be placed on ensuring children’s access to an 

independent advocate as a means by which their rights can be assured and their views incorporated 

in assessment processes, including those who have exited secure care.  

The Statutory Review considered the operation and effectiveness of the oversight provisions in some 

detail. It noted the distinction between systems oversight of the secure care facility, and oversight of 

the processes and procedures governing individual secure care arrangements. Submissions to the 

Statutory Review emphasised the need for heightened independent oversight of the secure care 

                                                           

4 E.g. Australasian Health Facility Guidelines, Part B - Health Facility Briefing and Planning 0132 - Child and Adolescent Mental Health Unit. 
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facility. The Statutory Review concluded that the “locked nature of the facility requires a higher degree 

of independent oversight than the current section 125A model allows” and should be assigned to an 

entity “completely independent of the Department.” The Evaluation supports this finding from the 

Statutory Review.5 

Can resources be allocated more efficiently to address service gaps in the system? 

Memoranda of understanding (MOUs), bi-lateral agreements and the Rapid Response Framework 

have all intended to improve multi-agency case work and respond effectively to children with 

extremely complex needs. Despite this, the Evaluation noted limited examples of highly effective 

multi-agency responses toward children in care and especially those with complex needs including 

those in secure care. Effective communication and collaboration between Communities and other 

agencies is a key enabler to responding to children with complex needs and improving children’s 

outcomes post secure care. These gaps contribute to a lack of alternative options and services for 

children at extreme risk and with ongoing complex needs. 

In this regard, the Evaluation supports recommendation 47 of The Statutory Review regarding the 

need to prioritise the provision of all necessary government services to children in care. This would 

have particular relevance to children transitioning out of secure care in order to reduce the potential 

for readmission.  

There is an urgent demand for more high needs placements to ensure such services are available to 

children in care who require them both before and after secure care. There is also an urgent need to 

introduce proposed reforms to OoHC to fund these intensive placements, so they have capacity and 

expertise to accommodate this cohort of children. 

Monitoring and evaluation framework 

The proposed Monitoring and Evaluation Framework (M&E Framework) is designed to establish the 

structure by which to measure and monitor the activities of the KFSCC and assist Communities to track 

outcomes for young people admitted to secure care. It has been designed as a flexible framework 

intended to establish an evidence base and enhance the planning, implementing, and reporting of the 

secure care model. The M&E Framework defines the aims, key indicators, type of data to be collected, 

data sources and reporting methods.  

From an overall perspective, the M&E Framework takes into consideration that secure care exists 

within a continuum of care for young people and that the KFSCC is a part of the broader OoHC system 

that seeks to serve the needs and wellbeing of young people in care.  

In particular, the aims of the M&E Framework are to support:  

 The provision of evidence of the impact of secure care during and post an admission. 

 Understanding of the relationships between the secure care model and the broader 

OoHC system in which it operates. 

 Improved planning and decision-making by identifying the most effective aspects of 

secure care and barriers to its intended aims. 

                                                           

5 Refer Recommendation 23 from the Statutory Review 
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 Creation of a secure care evidence base which can continue to be developed as part of 

the ongoing management and refinement of secure care and the care provided to young 

people with extremely complex needs. 

 A common direction across Communities about what is required to ensure secure care 

is operating as intended. 

 Accountability of, and confidence in, the secure care model. 

Monitoring and Evaluation - Indicators 

Data collection for monitoring and evaluation comprises two levels:   

i. Operational data (e.g. occupancy rates, pending referrals etc.) focusing on short to medium 

term KFSCC activity. 
ii. Outcome data (e.g. stabilisation in problematic behaviour etc.) focusing on establishing an 

evidence-base regarding the impact of secure care, from admission through to exit from 

secure care and short term follow-up. 

The first level of the M&E Framework is focused on how KFSCC operates at a system level by 

identifying key performance indicators that relate to daily operational activities of the KFSCC. It 

provides management of the KFSCC with a mechanism for collating current activity data that can be 

utilised to identify and address current operational issues. This data collection also provides 

Communities with enhanced oversight of the operations of the KFSCC. Operational data establishes a 

form of “clinical governance” and embeds a quality assurance approach that allows for evidence-

based decision making and empirical evaluation of quality improvement initiatives and projects. 

Outcomes of the KFSCC model are classified into immediate (at point of exit from the KFSCC) and 

medium-term outcomes for which the KFSCC can make some contribution. The M&E Framework has 

been developed with an acknowledgement that Communities has control over their inputs and 

activities, influence over the immediate-term outcomes and an interest in the longer-term outcomes. 

These longer-term outcomes (i.e. after a child has exited KFSCC) are subject to a variety of 

factors/variables external to the KFSCC model. The M&E Framework asks Communities to adopt a 

systems approach to monitoring and evaluation that seeks to engage other agencies in monitoring 

outcomes for children and young people over the longer-term and across the systems they are in 

contact with.  

KFSCC Service Improvement Plan  

Linked to a quality assurance and improvement framework is a process to reflect on findings or 

outputs of the M&E Framework for the KFSCC. The collection of baseline data will allow for the 

evidence based evaluation of initiatives and modifications and, where appropriate, the opportunity to 

compare with other similar services.  

Such mechanisms should include ‘self-evaluation’ sessions where staff reflect on what they consider 

the secure care service does well, and what it could do better. When collated with other stakeholder 

views this information can be fed directly into a KFSCC Service Improvement Plan - with specified target 

dates for actioning and allocated responsibilities. The Service Improvement Plan would be reviewed 

annually. 
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3.3 The M&E framework  

The M&E Framework aims to provide Communities with a level of oversight on the delivery of secure care 

together with the establishment of a data collection framework to assist in assessing the impact/outcomes of 

the KFSCC and the secure care model. The data collection and reporting process comprises of:   

i. Operational data (e.g. occupancy rates, pending referrals etc.) that focuses on short to medium term 

KFSCC activity 

ii. Outcome data (e.g. stabilisation in problematic behaviour etc.) that focuses on establishing an 

evidence-base regarding the impact of secure care during admission and also post exit from secure 

care and short term follow-up.  

The above is further described in the following section. 

3.3.1 Operations – outputs 

The first level of the M&E Framework is focused on how KFSCC operates at a system level by identifying key 

performance indicators that relate to the current and daily operational activities of the KFSCC. These indicators 

can be seen as ‘iceberg indicators’ in that they reflect larger areas of interest and allow for staff and 

management to detect and respond in a timely way.  This involves data collection and reporting that provides 

management of the KFSCC with a mechanism for collating current activity data that can be utilised to identify 

and address current operational issues and provides Communities with enhanced oversight of the operations 

of the KFSCC. It also establishes a form of “clinical governance” and embeds a quality assurance approach that 

allows for evidence-based decision making and empirical evaluation of quality improvement initiatives and 

projects. 

The reporting format consists of a “dashboard” type system with indicators showing current rates of KPIs 

relative to averages. The frequency of reporting (and type of data provided to Communities) are detailed 

below. 
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Reduction in psychological 

distress  
 Outcome of mental health assessment 

conducted in secure care 

KFSCC Clinical Psychologist  

 

Prior to exit from secure 

care (can be used to 

compare to risk profile and 

mental health status 

identified at initial care 

plan meeting)   

Evidence of improved self-

regulation (emotional and 

behavioural) 

 Summaries from SCOs daily rating scales 
‘measurable case notes outcomes’ 
(subject to further validation 

KFSCC Clinical Psychologist  On entry and at 

completion of secure care 

period  

 Health of the Nation Outcome Scales for 
Children and Adolescents (HoNOSCA) 

KFSCC SCOs  

 Rate and rationale of readmissions and 
extensions for child/young person   

KFSCC Management At extension or 

readmission 

Improved physical health  Physical health details recorded at 
admission (pre) 

 Discharge summary including medical 
summary (post) 

KFSCC Medical staff Commencement of secure 

care period  

End of secure care period 

Improved awareness/ 

understanding of protective 

behaviours, harms associated 

with alcohol and substance 

misuse/anger management 

(Where applicable) 

 Pre and post unmet needs analysis and 
care planning document  

KFSCC staff  At the start of psycho-

education activities and 

brief interventions and at 

the end of secure care 

period.  

Willingness to re-engage into 

education  
 Education needs assessment  KFSCC Education Officer During the secure care 

period  
 Observations from Education Officers SSNBEN 

Reporting: For each secure care admission all data collected for the key indicators would be compiled and utilised by KFSCC Management and 

provide feedback on each child’s progress and allow for evidence-based decisions about the needs of the child.  
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4 Appendices 
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Service Provision: 

 Care 

 Health 

 Education 

 Wellbeing 
Interventions 

 Behaviour 
Support 

Model of Care 

Sanctuary was selected as the preferred model for Therapeutic Care Services in WA as it is 
a trauma-informed framework for building an organisational culture.  It focuses on safety 
and creating an understanding of how past adversity and trauma can continue to affect 
someone’s behaviour.  Sanctuary recognises that trauma has an impact not only on the 
people who have experienced it, but also on the staff who work with them and on 
organisations as a whole.  

Sanctuary is based on a set of guiding principles as well as some specific tools that reinforce 
the philosophy when practiced by the staff and children on a daily basis.  

Community meetings are held daily as a tool to bring staff and children together and allow 
an opportunity to take the “pulse” of the group at the beginning of each shift or beginning 
a meeting.  

Self-care plans are used as a visual reminder for both staff and children about the need for 
each individual to manage and regulate emotions in order to keep themselves and others 
safe. Staff wear their Self-care cards at all times. Children are supported to create their 
own unique self-care strategies within the first two days of their stay, these are then 
printed out and available for the child to refer to whenever they choose.  

Self-care strategies are raised with the children as a reminder, each time an escalation in 
their behaviour is observed. Self-care strategies include both activities that one can do 
alone as well as those that involve others. The activities should be appropriate to the time 
and place.  

Sanctuary, together with the principles and practices of Therapeutic Crisis Intervention 
(TCI) guide the practice and interventions of staff. 

The philosophical underpinnings of the Sanctuary Model are reflected in seven 
commitments: 

 A commitment to Nonviolence  

 Being safe outside (physically), inside (emotionally), with others (socially) and to 
do the right thing (morally).  

 A commitment to Emotional Intelligence  

 Managing our feelings so that we don’t hurt ourselves or others  

 A commitment to Social Learning  

 Respecting and sharing the ideas of our teams  

 A commitment to Democracy  

 Shared decision making  

 A commitment to Open Communication  

 Saying what we mean and not being mean when we say it  

 A commitment to Social Responsibility  

 Together we accomplish more; everyone makes a contribution to the 
organisational culture  

 A commitment to Growth and Change  

 Creating hope for the children and ourselves 

Care Planning 

The Clinical Psychologist compiles a pack of therapeutic planning documents containing 
extracted information from a child’s online file, held by Communities. The pack is usually 
compiled before a child’s admission and contains an individual Safety Plan, Trauma Profile 
for the child, Medical Issues Form, a Brief History and Therapeutic Response Plan. The pack 
is emailed to all staff with a printed copy kept in the staff pod for staff to refer to. It is also 
available on Objective for wider departmental staff.   
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(b) There is no other suitable way to manage that risk and to support the child to 

receive the care he or she needs 

A child or young person admitted to the KFSCC under a secure care arrangement will be 
either: 

 the subject of a protection order (time-limited) or protection order (until 18) 
(referred to as a “protected child”); or 

 in the provisional protection and care of the CEO (and either already the subject 
of a protection application in the Children’s Court or to become one within two 
working days of admission. 

A child or young person may be admitted to the KFSCC under a secure care arrangement 
via an: 

 administrative admission, which occurs for a protected child, or a 

 judicial admission, which describes the process required for a child or young 
person who is in, or is taken into, provisional protection and care.  

An interim order (secure care) is an order from the Court that the CEO either make a secure 
care arrangement for a provisionally protected child, or continue a secure care 
arrangement that the CEO has already made for the child. Application to the Court for a 
continuation order must be made by the CEO as soon as practicable and not more than 
two working days after the child is admitted. 

A protected child or young person under a secure care arrangement may seek a 
“reconsideration” of the CEO’s secure care decision as to the decision to make the 
arrangement, the duration of the period of the arrangement or a decision to extend the 
period, under section 88G of the Act.  They will be assisted to comply with the requirement 
for a written application, as required. The child’s parents / carers or any other person 
considered by the CEO to be significant in the child’s life, may also apply for a 
reconsideration of a secure care decision. A “secure care decision” is the secure care 
arrangement, which is the decision to admit a young person to the secure care facility; the 
secure care period; any extension of the secure care period. The CEO may then confirm, 
vary or reverse the previous decision. 

In the event that a young person or other applicant is not satisfied with the outcome of 
the CEO’s reconsideration, he or she may apply to the State Administrative Tribunal for a 
review of that decision. 

Regulation 

The CEO appoints external assessors who conduct inspections as per section 125A of the 
Children and Community Services Act 2004. They may, at any time, visit the KFSCC and 
carry out one or more of the following functions: 

 enter and inspect the centre 

 inquire into the operation and management of the centre 

 inquire into the wellbeing of any child in the centre 

 see and talk with any child in the centre 

 inspect any document relating to the centre or to any child in the centre 

Although each assessment report states on the front page that it is an ‘Independent 
Assessment Report’, it should be considered that external assessors are appointed by the 
CEO through a tender process. 
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The Department operating SWS was unable to provide statistical/quantitative data 
for the purposes of the Evaluation and accordingly demographics of children 
admitted to the SWS, e.g. age, gender, indigenous status, and information on 
children who may have repeat admissions is not available for inclusion in this 
document.  

However, from discussions with management of SWS, the profile of young people 
admitted into SWS is considered to be generally consistent with that of secure care 
in Western Australia. 

A key difference however is the average duration of admission which is commented 
on further in the section below. 

 

Care Planning 

A “48-hour planning meeting” is held for a young person admitted to the SWS. The 
meeting occurs no later than two business days following admission. This meeting 
provides a framework from which other meetings can be convened and progress in 
achieving goals reviewed. The aim of the 48-hour meeting is to: 

 review the purpose and goals of the placement. 

 identify the required length of placement. 

 consider safety, care and protection issues. 

 determine roles and responsibilities. 

 agree on who can visit, call or write to the young person (including, support 
workers, family, significant others). 

 facilitate any assessments and professional engagement that is required. 

 develop an exit plan. 

 arrange subsequent review meetings if placement is planned to last longer 
than seven days 

Progress reviews are held seven days after the “48-hour” planning meeting and at 
subsequent seven-day intervals. These weekly review meetings are chaired by the 
child protection case planner or case manager and involve the same participants as 
that included in the 48-hour meeting where possible. The aim of the meeting is to: 

 review the agreed goals. 

 identify progress, risks and barriers to progress. 

 further develop transition and exit plan. 

 review whether planned professional engagement and family/carer visits 
have taken place. 

 review whether continued consultation with a principal practitioner is 
required. 

The average duration of stay in Victoria is approximately nine days whereas in 
Western Australia it is approximately 18 days.  

The following particulars are likely to contribute the shorter duration in Victoria: 

 The primary reason for short placements is the principle of providing a 
service of least restriction, it is recognised that placing someone in a secure 
facility should be for the shortest period of time needed to plan for effective 
risk management of the young person upon their exit 

 Capacity issues are often a factor - SWS regularly have to exit young women 
“early” given there is a need to accommodate another (new) young person 
into SWS.  

 On nights and weekends if a warrant to return a young person to placement 
is executed the matter is heard by a rostered Bail Justice who may make a 
decision to place the young person in SWS rather then return them to 
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o Convene a teleconference between relevant Child Protection 
Directors/Assistant Child Protection Directors if divisions have been 
unable to agree on the exit of identified young people, if the unit 
reaches nine residents and an admission is pending, or when the unit 
reaches ten residents. An invitation is sent to the Director of the Office 
of Professional Practice (or their delegate). 

o If a final agreement cannot be determined by divisional Directors a 
decision regarding a necessary exit or a suspension on future admissions 
will be made by the Director, Office of Professional Practice (or 
delegate) after consideration of the views of Director/s child protection 
and Director, Secure Services. 

 
How cases will be considered 

Cases will be reviewed by their admission date, presenting risk issues on admission, 
goals met and current presentation to ascertain which young person may safely be 
placed out of the facility to make room for a new admission. Young people on an 
interim accommodation order will also be considered for review where appropriate. 
This requires the child protection practitioner to make an application to return the 
young person to court.  

Health 

The health services provided at SWS are delivered by the Youth Health and 
Rehabilitation Services (YHaRS). It comprises a General Practitioner, Clinical Nurse 
Manager, General Nurse and Psychiatric Nurse working collaboratively with SWS staff 
to provide a “wrap- around” service for the young person. 

Psychology services are outsourced to an NGO (Berry Street) and operates the Take 
Two Program which is a partnership between:  

 La Trobe University: Social Work and Social Policy, Department of 
Community and Allied Health 

 Mindful Centre for Training and Research in Developmental Health 

 Victorian Aboriginal Child Care Agency (VACCA) 

Take Two are contracted to provide 100 psychosocial assessments within SWS per 
year).  

The objective of the psychology service is to: 

 carry out assessments or secondary consults on young people, as per 
referrals completed by child protection practitioners 

 produce an outline of the current presentation of the young person 

 make recommendations on required follow up by the child protection 
practitioner 

A Drug and Alcohol counselling service is not directly appointed by SWS, however, 
alcohol and other drug workers will visit those young people in SWS that already had 
a counsellor appointed pre entry into SWS. In general, most community-based 
services do not outreach into SWS, particularly where the community-based service is 
located in rural Victoria. In general, if a young person is receiving psychological 
counselling or alcohol and other drug counselling or any other specialist service in the 
community these services do not outreach into SWS and continue once the young 
person returns to their placement 

On admission each young person meets with a worker from the health service for an 
assessment of their primary and mental health needs and the development of a 
healthcare plan. The admission health assessment provides: 

 a brief summary report 
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Quality Assurance There is currently no Quality Assurance system in place for SWS. 

The SWS Performance Governance Group meets quarterly to review performance 
data for the service, make recommendations for service improvements and formulate 
strategies to address performance issues 

SWS must maintain its accreditation against the DHHS Human Services Standards. The 
service undergoes external audit against the Standards every three years. 

SWS is oversighted by the Departments Quality and Safety Committee of the 
Department’s Board where quarterly performance reports are reviewed. 

SWS requires annual accreditation against the State’s Child Safety Standards. 

Transitions The transition and exit plan aim to ensure a safe move for the young person to their 
placement. Each young person exiting has a written plan to support them once they 
are discharged; aimed at preventing further admissions. These are prepared by the 
allocated case manager in child protection. 

The Plan incorporates the outcome of any available assessments undertaken while 
the young person has been at SWS. The Plan is shared with the young person prior to 
implementation and their views noted and incorporated into the Plan. Note Health 
assessments undertaken in SWS are immediately available but AOD or Psychosocial 
assessments are generally finalized a couple of weeks after the young person has 
been interviewed and generally not available to SWS as the young person will have 
exited the service. 

Oversight/ Regulations Placement at the SWS can occur through an administrative decision for children 
subject to a family reunification order, a care by Secretary order or a long-term care 
order or via judicial order on an interim accommodation order.  

Administrative review procedures (internal review of decision or Victorian Civil and 
Administrative Tribunal review) are available in relation to the decision to place a child 
at, or exit a child from, a secure welfare service. 

The Children, Youth and Families Act (the CYF Act) 2005 is the legislation governing 

secure care in Victoria.  Under the CYF Act the Secretary of DHHS approves an 

application if satisfied that there is substantial and immediate risk of harm to the child. 

There must be court application/order if the child is not already in the care of the CEO.   

The following must be met before authorisation for a placement at SWS is sought: 

 placement at the SWS is in the young person's best interests. This means 
that explicit consideration of the young person's safety and developmental 
needs demonstrates that placement at the SWS is necessary, and 

 there is substantial and immediate risk of harm to the young person and no 
other available support or placement is adequate to protect the young 
person from significant harm, and 

 contact has been made with the SWS to confirm that a place is available and 
that the identified needs of the young person can be met. 

A child subject to a family reunification, care by Secretary or long-term care order may 
be placed at a SWS for a period not exceeding 21 days if the Secretary or the court (if 
the child or young person is subject to an Interim Accommodation Order) is satisfied 
that there is a substantial and immediate risk of harm. In exceptional circumstances, 
the period at SWS may be extended for one further period not exceeding 21 days. 

There is no limit on how many times a young person is admitted to SWS 

Right of review of a decision to place or exit 

A person affected by a decision to place (or to not place) a child or young person at, 
or to exit them from SWS, may request a review of the decision. A person, including a 
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 Equality & Diversity 

Other ‘needs led’ training is undertaken during bi-annual staff development days and weekly 
team meetings. Refresher training in TCI, Safe Care and Child Protection is ongoing. 

New staff complete a 12-week induction pack that aims to provide them with an 
introduction to the aims, functions and objectives of the GSC, and to become familiar with 
the people, routine and practices of individual units.  

Staff training records are held in-house. 

Service Provision: 
 Care 

 Health 

 Education 

 Wellbeing 
Interventions 

 Behaviour 
Support 

Care 

National Care Standards 

The National Care Standards against which secure care centres in Scotland are registered 
and inspected changed with the implementation of new National Health and Social Care 
Standards in April 2018. New Care Standards specific to Secure Care are currently in draft 
form. 

Model of care 

The Model implemented within the GSC advocates adherence to a set of theoretical 
principles to help inform staff approaches, while retaining the flexibility to closely match 
interventions to the individual needs and risks presented by young people. 

The principles that inform the GSC model of care are as follows: 

 Use of attachment / trauma theory to inform all interventions contained within 
the residential milieu. This ensures that the staff team have a full understanding 
of the way in which the young person’s experiences can impact on their 
neurobiological, physical, emotional and psychological development. This also 
assists staff to choose the best strategy to employ in their attempts to meet the 
young person’s needs and helps them to respect the young person’s right to the 
development of their wellbeing while addressing their risky behaviour. 

 Focus on risk assessment and risk informed management of the young person’s 
behaviour through de escalatory techniques and promotion of self-regulatory 
skills.  

 Promotion of a therapeutic alliance between staff and young people to assist in 
the modelling of healthy attachments and the development of the young 
person’s sense of physical, emotional and psychological safety. 

 Focus on skills development with young people through the application of the 
outcomes framework. This is delivered by staff within the residential milieu to 
ensure that the young person has their learning reinforced within their living and 
learning environment. 

 Focus on integration of interventions by staff, parents and social workers to 
reinforce positive outcomes. 

 Focus on participative activities for staff, parents, children and social workers to 
ensure that they are fully involved in the promotion of the young person’s 
wellbeing. 

Care Planning 

Broad outcomes (achievable during their stay) are agreed at the young person’s initial 
planning meeting. Every young person has a case team with a ‘keyworker’ system in place 
to ensure young people are supported at every point of the day.  

Key workers are responsible for keeping their young person’s case files up to date, writing 
their interim care plan and writing reports on their progress. Keyworkers (care staff) liaise 
with Education, Health and Wellbeing staff to ensure agreed assessments and 
interventions are undertaken. They also liaise with social workers and parents/carers, and 
organise / attend young people’s meetings with external agencies.  
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Government’s National Priorities in Education. This system allows the Centre to identify 
the young person’s strengths & development needs and how to address these. 

It is recognised that many of the young people are disengaged from education due to prior 
experiences, therefore it is fundamental to re-engage the young person in the educational 
process through the provision of a bright, positive and supportive environment. If it is 
determined that a young person will stay past the initial assessment period of six weeks, 
they will have the opportunity to undertake learning in every area of the Scottish 
curriculum (Curriculum for Excellence).  

In addition, they will be afforded the opportunity to participate in wider achievement 
learning such as outdoor education & vocational awards. Further to this young people are 
encouraged to ‘learn how to learn’ through distance learning courses. The centre also 
works in partnership with local colleges and training providers who are utilised to offer 
further learning opportunities. 

Every learning activity is planned and learning intentions are shared with the young person. 
All learning can lead to nationally recognised attainment and a major focus of the young 
person’s individualised education programme is to raise self-esteem and confidence. There 
is a high attendance rate with many young people attending education 100% of the time. 
The mean attendance is over 90%. Young people are supported educationally by 
residential care workers in evenings and weekends through a LACE (Learning through Care 
& Education) initiative. 

Wellbeing Interventions 

The GSC works to the premise that a rigorous assessment of a young person’s risks and 
needs has to be undertaken before formal interventions are identified. Therefore, 
following the initial assessment period, every young person within the GSC has a bespoke 
intervention package tailored to their individual risks and needs.  

Interventions within the GSC are described under 5 categories: 

 Cognitive Behavioural Interventions – Cognitive Behavioural Interventions are 
evidence-based programs which can lead to positive change for young people 
who undertake the programme. The success of the program is influenced by 
both content and the relationship between young person and the program staff. 
Evidence, however, points to efficacy of the program independent of the latter 
factor. 

 “What Works” Programmes – Theses are programs based upon Cognitive 
Behavioural Theory.  

 Psychosocial Education Programs – These programs provide skills and knowledge 
in relation to identified issues. Although not evidence based they can provide 
the young person with skills and knowledge that could lead to positive change. 
These programs may be delivered by members of the Wellbeing Support Team 
or by Education Staff. 

 Skills Programs – these programs provide young people with skills applicable to 
leisure and other activities resulting in increased self-efficacy and Hope for the 
participant. 

 Wellbeing Programs – These programs are designed to reduce stress and anxiety 
in young people with the resultant outcome of making the young person more 
responsive to undertaking other programs and interventions. 

*All interventions will be undertaken on the premise that the young person will be Ready 
(the intervention has to be scheduled at the right time for the young person), Willing (the 
young person must have the motivation to engage) and Able (the young person must be 
capable of understanding and accessing the content of the intervention). 
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Introduction 

The purpose of this literature review is to establish the background and conceptual framework for an 

evaluation of the Kath French Secure Care Centre (KFSCC).  The literature review begins with a brief 

overview of the out-of-home care system, the role of secure care and the cohort of children it is designed 

to serve. It then outlines the components of secure care at the KFSCC and compares aspects of other 

programs and secure care centres in Australia and overseas.  The review then identifies key issues that 

dominate the literature on secure care and evidence of good practice approaches to delivering and 

measuring secure care services.   

Overview   

In Australia the number of children and young people entering the child protection system, including Out-

of-home care (OoHC), is steadily growing. In 2016–17, 168,352 (1 in 32) of all children in Australia had an 

investigation, care and protection order and/or were placed in out-of-home care. Aboriginal and Torres 

Strait Islander children were seven times as likely as non-Indigenous children to have received child 

protection services. The median age of children in care was eight years old for both Indigenous and non-

Indigenous children. The rate of children in OoHC at 30 June rose, from 7.7 per 1,000 in 2013 to 8.7 per 

1,000 in 2017. Overall, 7,366 more children were in OoHC at 30 June 2017 compared with 30 June 2013, 

an 18% rise. 116 

Some children are placed in OoHC because they were the subject of a child protection substantiation and 

need a more protective environment. Children may also be placed in OoHC when their parents are 

incapable of providing adequate care for them, or when alternative accommodation is needed during 

times of family conflict. There is no national data available on the reasons children are placed in out-of-

home care. Aboriginal and Torres Strait Islander children (13.6 per 1,000) were 10 times as likely as non-

Indigenous children to be admitted to OoHC during 2016–17 (1.4   per 1,000). 

Children are being admitted to OoHC at a younger age and remaining there for longer. Of the 47,915 

children in OoHC at 30 June 2017, most (83%) had been continuously in OoHC care for 1 year or more. 

This included: 27% who had been in OoHC for 2 –5 years, 41% who had been in OoHC for five years or 

more. About 17% of children had been in OoHC for less than 1 year. These timeframes were similar for 

both Indigenous and non-Indigenous children.  

The profile of children and young people in OoHC is also becoming more complex, both systemically and 

clinically.117 Many children enter care with a high risk of Post-Traumatic Stress Disorder diagnosis and 

                                                           

116 Australian Institute of Health and Welfare 2018. Child protection Australia 2016–17. Child welfare series no. 68. Cat. no. CWS 63. Canberra: 

AIHW. 
117 Fahey, L. (2014). "Who cares": the impact of carer trauma and resilience profiles on capacity to support young people with complex support 

needs (Doctoral dissertation, University of Western Sydney (Australia). 

REDACTED



REDACTED



 

Page | 150  

form of protective intervention. Secure care is regarded as an appropriate support response for a small 

cohort of children and young people whose extreme behaviours make them a danger to themselves.122  

Secure care facilities are regarded as serving a purpose for a small cohort of children and young people 

who are in an OoHC setting that cannot adequately care for and support their immediate needs, the result 

of which not only increases the trauma for the child/young person, it can also contribute to significant 

problems in the out-of-home care system.123 These problems include multiple placement disruptions and 

breakdown, contagion and vicarious trauma, where other children and young people in the placement 

are impacted by the often distressing behaviours of the child. This causes issues for the individual child or 

young person, for the other children and young people around them and for the staff. Ultimately, it also 

causes problems for the overall system due to the breakdown of efficacy of treatment for children in the 

extreme cohort.   

Children and young people in secure care are likely to have significant mental health concerns and possibly 

cognitive impairment that can manifest in communication disorders, mental health disorders and post-

traumatic stress disorder. These children and young people may also be living with an ‘invisible’ or 

undiagnosed neuro-disabilities such as Foetal Alcohol Spectrum Disorder, Autistic Spectrum Disorders, 

traumatic brain injury, Attention Deficit Hyperactivity Disorder and learning disabilities.124 While there 

may be a particular crisis that leads to an application for secure care, children and young people in the 

target group will often have a history of chronic risk taking behaviour that places them at significant risk 

of harm. Children and young people within this target group might also have multiple challenging 

behaviours, including sexual, and may have been resistant to previous interventions.  

Therapeutic Secure Care in Australia  

Therapeutic based secure care (as opposed to secure care in a mental health or juvenile justice context) 

is relatively new in Australia. It has emerged along with an increase in the establishment of trauma-

informed therapeutic services across Australia over the past 15 years. This is largely due to the availability 

and prevalence of international research regarding the impact of trauma on childhood development and 

the understanding of how a trauma-informed service system can assist children to overcome adverse 

experiences. Such services attempt to address the underlying causes of the child or young person’s 

behavioural and emotional difficulties.  

Therapeutic residential care including secure care has been heavily informed by attachment theory, 

trauma theory, the neurobiology of attachment and trauma, self-regulation, the concept of resilience, 

                                                           

122 Barclay, A. & Hunter, L. (2008). Blurring the boundaries: The relationship between secure accommodation and ‘alternatives’ in Scotland. In A. 
Kendrick (Ed.), Residential childcare: Prospects and challenges. London: Jessica Kingsley Publishers. 
123 Mercy Family Services (2012) A Series of Papers examining Critical Issues in Child Protection. Brisbane: Mercy Family Services. 
124 Fahey, L. (2014). "Who cares": the impact of carer trauma and resilience profiles on capacity to support young people with complex support 
needs (Doctoral dissertation, University of Western Sydney (Australia); Passmore, H. M., Giglia, R., Watkins, R. E., Mutch, R. C., Marriott, R., 
Pestell, C., ... & Freeman, J. (2016). Study protocol for screening and diagnosis of fetal alcohol spectrum disorders (FASD) among young people 

sentenced to detention in Western Australia. BMJ open, 6(6), e012184. 
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Secure Care in Western Australia: The Kath French Secure Care 
Centre  

Establishment  

The Ombudsman of Western Australia’s Report on Allegations Concerning the Treatment of Children and 

Young people in Residential Care (2006) and Prudence Ford’s subsequent review of the then Department 

for Community Development (2007) both identified the need in Western Australia for a secure care facility 

for children in care. Ford recommended a three- tiered system of residential care in which a secure care 

facility would meet the needs of a small group of young people who present a substantial and immediate 

risk of causing significant harm to themselves or others, where there is no other way to manage that risk 

and ensure that they receive the care that they need. Ford also noted the need for an evidence based 

therapeutic model, staffing model and competence-based training that reflected the therapeutic 

approach to services. Ford recommended the Kath French Centre become an intensive therapeutic unit 

for children aged 12-17 years in care.126   

In May 2011, the Kath French Secure Care Centre (KFSCC) in Stoneville commenced operation as Western 

Australia’s first secure care facility staffed by a multidisciplinary team where children would be provided 

with up to 21 days of intensive support. In 2013, bed numbers at the centre were reduced from nine to 

six and the number of staff from 33 to 28. The centre is intended to provide some of Western Australia’s 

most vulnerable children in OoHC with their best opportunity to stabilise and begin to address the 

complex problems and behaviours that prevent them from maintaining longer term placements and 

transitioning to more independent living.  

Parliamentary Processes  

The Children and Community Services Act Amendment Bill (2010) sought to introduce “a suite of 

amendments to improve and strengthen the operation of” the CCSA 2004.127 The two major new 

developments outlined in the legislation were the establishment of a secure care facility for children and 

young people at extreme risk, and the introduction of special guardianship orders for children who were 

unable to live permanently in the care of their own families.   

In the Bill’s second reading speech, the Parliamentary Secretary noted the need for a secure care facility 

had “long been deliberated” in WA and had been raised in a 2006 Ombudsman report and a 2007 review 

of the Department for Community Development. He suggested the model introduced in the Bill was 

largely based on Victoria’s model.128 

                                                           

126 Department for Child Protection and Family Support (2016). Review of the Children and Community Services Act 2004: Consultation Paper. 

Perth, Western Australia, p.27.   
127 Western Australia, Parliamentary Debates, Legislative Assembly, 21 September 2010, Mr A. J. Simpson, p6962b-6991a,  
128 Western Australia, Parliamentary Debates, Legislative Assembly, 21 September 2010, Mr A. J. Simpson, p6962b-6991a 
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Mr C.C. Porter: No; indeed.133  

As part of the Amendment Bill’s debate, the Parliamentary Secretary set out the rationale for establishing 

secure care: 

These facilities need to be available if an unusual situation happens and a child needs to 

be in a safe place for his or her own safety to give the facility the time to address the child’s 

needs, take a breather and settle the person down, and look at why the person ended up 

in that situation… While the child is in a secure-care facility is an opportune time to address 

and assess the needs of the child. The best way to facilitate that and to take the child out 

of harm’s way and stop him harming himself is to put him in secure care.134  

Legislative Requirements  

The KFSCC was established under amendments to the Children and Community Services Amendment Act 

2010 (the Act), which came effect on 1 January 2011. These amendments were to address the needs of a 

small but increasing proportion of children aged 12 – 17 years in the CEO’s care who present a substantial 

risk to themselves and/or others, and require immediate stabilisation, assessment and support. 

The majority of the secure care provisions can be found in sections 88A to 88J of the Act and include the 

threshold for admission to secure care; how children may be admitted; the length of time they may stay; 

and the planning requirements while in secure care. The Act also provides safeguards which:   

 require court orders for children under the provisional protection and care of the CEO;  

 enable applications to be made to the State Administrative Tribunal for a review of the 

secure care arrangements of children who are in the CEO's care under a protection order 

(time limited) or protection order (until 18); and, 

 allow for the appointment of an Assessor with powers which include being able to enter and 

inspect the facility and talk to children in the facility (see section 125A).  

Further fundamentals of the WA secure care model outlined in the legislation include:  

Only the CEO of the Department of Communities can initiate a child’s admission to secure care, either 

through direct admission to the facility or by making an application to the Children’s Court. In order to do 

so the CEO must be satisfied that the following criteria, from section 88C of the Act, are met: 

(a) there is an immediate and substantial risk of the child causing significant harm to him or herself 

or another person; and 

(b) there is no other suitable way to manage that risk and to support the child to receive the care 

he or she needs 

A child or young person admitted to the KFSCC under a secure care arrangement will be either: 

 the subject of a protection order (time-limited) or protection order (until 18) (referred to as 

a protected child); or  

                                                           

133Western Australia, Parliamentary Debates, Legislative Assembly, 21 September 2010, p6962b-6991a, p12 
134 Western Australia, Parliamentary Debates, Legislative Assembly, 21 September 2010, Mr A. J. Simpson, p6962b-6991a, p13. 
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and do one or more of the following : enter and inspect the facility; inquire into the operation and 

management of the facility; inquire into the wellbeing of any child in the facility; see and talk with any 

child in the facility; inspect any document relating to the facility or to any child in the facility. An assessor 

must provide a written report to the CEO about each visit made by the assessor. 

Staffing 

KFSCC has a multi-disciplinary, coordinated team approach including a Senior Clinical Psychologist, Senior 

Child Protection Worker, Senior Secure Care Officers and Secure Care Officers, GP and Nurse. The Secure 

Care leadership group consists of an Assistant Director and Director who manage the day-to-day 

operations of Secure Care, as well as develop and contribute to policies and programs directly affecting 

their unit.  

Staff are required to undergo training that provides them with skills and knowledge to offer high quality 

therapeutic interventions for children and to understand the effects of trauma and abuse on brain 

development that results in challenging and confrontational behaviour. Secure Care Officers are described 

as caring for and engaging with the children to assist them to work within the individual program 

developed for each child. Secure Care Officers Training includes therapeutic crisis intervention, which 

provides knowledge and strategies to avoid behavioural escalations from children whose behaviour can 

often be volatile, as well as the capacity to take physical control as an ultimate safety measure to prevent 

children from harming themselves or others.  

It is documented that Senior Secure Care Officers oversee the interactions that Secure Care Officers have 

with children, and are a critical part of the assessment of children entering care, and developing and 

implementing their therapeutic and safety plans. They also work directly with children, where they 

provide a high standard of trauma informed therapeutic care. The therapeutic approach and 

organisational culture at the KFSCC is underpinned by the Sanctuary model – a theory-based, trauma-

informed, evidence-supported, whole culture approach that has a clear and structured methodology. 

Senior Secure Care Officers are expected to ensure the principles of Sanctuary135 are embedded in 

practice, and that practice meets the requirements of the Children and Community Services Act 2004.  

Service Model  

Documentation states that KFSCC offers a planned, short-term intensive trauma informed intervention 

for children and young people aged 12-17 years of age. In exceptional cases children under 12 years of 

age who are at extreme risk and where existing services cannot manage the risk can be admitted to the 

Centre. The KFSCC practice is guided by the Sanctuary Model. The Sanctuary Model aims to create an 

organisational environment in which there is an understanding of the impact of trauma on individuals and 

families. This knowledge is embedded in all policy and procedures and interventions. The Sanctuary Model 

aims to develop an organisational culture that: 

 recognises children have suffered a variety of traumatic experiences;  

                                                           

135 The culture and operational philosophy of the therapeutic care services of the Department of Communities, including the KFSCC, is 

underpinned by the Sanctuary Model® and principles. 
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Nine indicators are utilised to guide the evaluation of progress: 

1.  Less violence (physical, verbal and emotional) 

2.  A greater understanding of the impact of trauma within the system; 

3.  Less victim blaming, including fewer punitive or judgemental responses to behaviour; 

4. Clearer and more consistent boundaries with higher expectations (linked to rights and responsibilities); 

5.  Earlier identification of perpetrator behaviour, plus appropriate strategies to deal with this; 

6.  Enhanced ability to state clear goals, create strategies for change, and to justify the need for a holistic 

approach; 

7.  Better understanding of repeat behaviours and resistance to change; 

8.  A more democratic environment at all levels; 

9.  Better overall outcomes for children and young people, staff, and the organisation.137 

 

Comparing Secure Care Programs  

Along with Western Australia, New South Wales and Victoria, have secure care facilities for children under 

child protection orders. The aims of all the secure care facilities are containment and safety assessment 

and provision of a therapeutic environment with differing implementation models applied to achieve 

these aims138.  In all three jurisdictions the point of intervention at which a child is referred to secure care 

involves children considered at extreme risk. The admission criteria and point of intervention is not for 

children requiring a mental health facility or who need containment on the basis of a criminal activity and 

thus a juvenile justice response. One critical difference is that unlike Victoria and Western Australia the 

admission of children to secure care is not provided for in legislation in NSW.  

Some of the differences between WA, NSW and Victoria  relate to the models of care and therapeutic 

framework utilised, philosophies of care, staffing arrangements and care team compositions, the 

contributions provided by different professional and service streams, the training provided to staff (such 

as attachment, trauma informed, or neuro-physiologically informed), the degree to which models of care 

are informed by evidence, and the quality or source of that evidence, and extent of involvement of other 

government services and agencies and private sectors organisations. There are also variations in the way 

that placement in secure care is initiated, oversight of the placement, the length of time that a child can 

remain in secure care and the review and reporting requirements. There is limited evidence available 

demonstrating the effectiveness of any of these facilities.  

The following seeks to compare and explore further the components of secure care facilities and 

approaches in NSW, Victoria and WA. For further details and comparisons between the jurisdictions, refer 

to Annexure C (Australian context).  

Criteria 

                                                           

137 Bloom, S. L. (2005) The Sanctuary Model of Organizational Change for Children’s Residential treatment. Therapeutic Community: The 

International Journal for Therapeutic and Supportive Organizations. 26(1): 65-81. 
138 Mercy Community Services (2016), Secure Care Submission, Queensland.   
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Victoria and Western Australia have similar models of secure care in which a secure care arrangement 

may be made for up to a maximum of 21 days (the secure care period).  The secure care period can be 

extended, once only, by not more than 21 days. This does not mean that there cannot be subsequent 

placements of a child in a secure care facility. The purpose of secure care in both states is designed to be 

an emergency/short-term option where the containment of a child is designed to reduce the child’s risk 

of harm, be strictly time-limited and used to develop or revise the plans for the child’s return to the 

community including referral to other longer-term therapeutic programs, placement and support services  

Review Procedures  

All Australian jurisdictions providing secure care have appeal and review processes in place. In New South 

Wales, these are judicially based. In Victoria persons affected by an administrative decision to place a child 

in n secure care (i.e. a parent, carer or child) may first request an ‘internal’ review – a “reconsideration” 

in WA.   Decisions that can be reviewed include the decision to make a secure care arrangement for the 

child, length of the secure care period or the or the decision to extend the secure care period by not more 

than 21 days if there are exceptional reasons for doing so. In certain circumstances, parties within Victoria 

may have casework decisions reviewed by the Victorian Civil and Administrative Tribunal and in Western 

Australian parties to administrative admissions may similarly access the State Administrative Tribunal if 

they wish to have the outcome of the internal reconsideration reviewed.     

Oversight and Reporting  

Mechanisms for overseeing the activities of secure care facilities include monitoring through oversight 

reporting and complaints mechanisms, community visitor programs and process evaluation strategies 

such as child/youth satisfaction surveys. Oversight arrangements in Victoria and Western Australia vary.  

In Western Australia, the role of Assessors was part of the initial suite of secure care provisions and were 

for the purpose of providing oversight for secure care facilities and residential facilities as defined in the 

Act.  

As described in the CCSA 2004 section 125A (3), ‘An assessor may, at any time, visit a facility and do one 

or more of the following:  

(a) Enter and inspect the facility;  

(b) Inquire into the operation and management of the facility;  

(c) Inquire into the wellbeing of any child in the facility;  

(d) See and talk with any child in the facility  

(e) Inspect any document relating to the facility or to any child in the facility’.  

(4A) A child in a facility, or a parent or other relative of a child in a facility, may request the person in 

charge of the facility to arrange for an assessor to visit the facility and see and talk with the child.  

(4) An assessor must provide a written report to the CEO about each visit made by the assessor under this 

section.’ 

Communities’ practice with regard to the Assessor process involves the following:  
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and young people at Sherwood House must also be made available to the Children's Guardian for 

inspection upon request, in written form or an electronic format.139  

Staffing and Case Management  

There are differences among the jurisdictions in terms of the staffing structure within secure care facilities. 

Some have clinical specialists working full-time or part-time alongside other trained staff. In other centres, 

all staff members receive training in trauma-informed care, and residential psychologists are available to 

support staff in providing care. The amount and type of specific training offered to staff also varies to 

some degree across the jurisdictions. Some offer induction training in trauma-informed care and access 

to ongoing training in areas such as child development, brain development and the effects of trauma, and 

therapeutic crisis intervention.   

In NSW the therapeutic secure care program is managed and operated directly by the DFaCS (Operations) 

under the direction of the Director, Intensive Support Services (ISS). The ISS unit includes the secure care 

facility and an intensive case management team where children with the most complex needs and high-

risk levels across the state are intensively case managed by highly skilled caseworkers who have a 

maximum caseload of six. An independent Clinical Director is appointed to oversee the therapeutic 

aspects of the program and ensure independent clinical advice. All children and young people in this 

program have a department caseworker from the ISS team. The clinical program design, client case 

formulation, behaviour support planning and staff training at Sherwood House are contracted through a 

private agency (fee for service). The carers in the program are contracted from non-government personnel 

management agencies working in the youth work sector. While staff members are contracted from 

agencies, they work at Sherwood House as permanently rostered staff. Sherwood House is staffed during 

the day by four carers, one House Manager and one Manager and one carer during the night shift. The 

centre also employs four security staff per shift who have a ‘watching brief’ or line of sight role with the 

aim of providing rapid de-escalation by firstly escorting the child away or if necessary, the use of a sitting 

or standing restraint. Sherwood house do not utilise seclusion with critical incidents (there is no safe room 

in Sherwood House140 

In Western Australia secure care is staffed during the day by one Senior Secure Care Officer and five Secure 

Care Officers. Night shift staffing consists of one Senior Secure Care officer and two Secure Care Officers. 

Staff Qualifications are Certificate III and Certificate IV in a Human Services discipline (such as Children’s 

Services) or allied field of study, or an outline of equivalent experience in working with or caring for 

traumatised and abused children. The primary role of Secure Care Officers is to provide safety through 

therapeutic interventions and relationships, as well as trauma informed practice. They provide crisis co-

regulation as well as physical containment for children who are at extreme risk of harming self and/or 

                                                           

139 Office of the Children’s Guardian, NSW. Notice of Conditions of Accreditation as a Designated Agency. Community Services Sherwood 

House. Issued under Clause 65 of the Children and Young Persons (Care and Protection) Regulation 2012. 

140 Personal communication with Assistant Director, ISS, FACS, NSW. 
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immediate risk of harm to the child, until the matter is bought before the court or a bail justice. The SWS 

is responsible for the day-to-day protection and care responsibilities for children placed there.144   

Placement at a Secure Welfare Service:   

 occurs only if no other less restrictive action is sufficient to protect the child 

 is for the minimum period necessary within legally prescribed timeframes 

 requires assertive intervention and case planning following placement to address the 

protection needs of the child and plan their exit 

 is reviewable.145 

There is rarely one isolated factor for a placement in SWS. ‘Risk of harm’ is the essential placement criteria, 

however what this encompasses is not defined in legislation except for the fact ‘the assessment of risk 

may be made on the basis of a single incident or an accumulated risk’ (s. 173 [3]) and that ‘accommodation 

is not by itself a sufficient reason for placing the child in a secure welfare service’ (s.174 [1 (c)). There are 

also provisions for the placement and exit of Aboriginal children in SWS that require consultation with the 

Aboriginal Child Specialist Advice Support Service.  

Legislative Changes  

In 2013, the Victorian Ombudsman conducted an investigation into the state’s Secure Welfare Services. 

This followed a number of allegations raising concerns about the treatment of children in these facilities.  

The Ombudsman noted that secure welfare is ‘the most extreme form of child protection’ and suggested 

‘it is important that secure welfare is administered to the highest standards’. The investigation identified 

concerns with aspects of how the overseeing department was managing secure welfare, including  

 children being subjected to searches, akin to prohibited strip searches, and physical restraint 

without a legislative basis  

 children being placed in isolation without a legislative basis here being no independent 

visitor program for secure welfare as there is at adult prisons and youth justice centres  

 poor record keeping which meant that a number of authorities for admission were not 

signed and there was no accurate data recording the use of restraint and isolation  

 secure welfare being often at or near capacity with staff expressing concern that placement 

decisions were based on capacity rather than need.  

The Ombudsman’s report (2014) made eight recommendations, all of which were accepted by the 

department. Nonetheless, she suggested there that areas of concern remained with regard to secure 

welfare and noted that she would continue to monitor the situation.146 

                                                           

144 Victoria, Health and Human Services, http://www.cpmanual.vic.gov.au/policies-and-procedures/out-home-care/secure-welfare/secure-

welfare-service-placement 
145 Victoria, Health and Human Services, http://www.cpmanual.vic.gov.au/policies-and-procedures/out-home-care/secure-welfare/secure-

welfare-service-placement 
146  Ombudsman Victoria, Annual Report 2013 – Part 1 (Melbourne: Ombudsman Victoria, 2014), p.44-45 
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reports are poor oversight by the Department in provision of services, lack of program compliance and 

accountability, and poor outcomes for service users.153 

In 2011, the Victorian Government announced the Protecting Victoria’s Vulnerable Children Inquiry that 

was tasked with investigating systemic problems in Victoria’s child protection system and making 

recommendations to strengthen and improve the protection and support of vulnerable young Victorians. 

The three volume report of the Inquiry was tabled in Parliament on 28 February 2012. The Inquiry received 

225 written submissions. These highlight a broad range of issues and concerns with the Victorian child 

protection system including the complexity of cases; the difficulty of meeting the requirements of children 

with multiple needs and the effect of cumulative harm on children; and, the need for multidisciplinary 

approaches to serving the complex needs of vulnerable children and families. Many submissions argued 

for broader availability of a deeper range of therapeutic and support services and placement types with 

concerns expressed about a lack of enough placements available to appropriately match children and 

young people and provide a quality, tailored response to meet a child’s needs. Significant concerns were 

also raised about the accountability and quality of residential care facilities; the poorer educational 

outcomes of children in OoHC and the need for more diverse and flexible education systems that can 

support vulnerable young people to remain engaged or re-engaged in their learning. Other submissions 

noted that a lack of public performance measures for service delivery about statutory child protection 

services impedes public trust and confidence in the system for protecting children. Submissions also 

highlighted challenges faced by the OoHC workforce. These  included the difficulties encountered by 

regional child protection practitioners in covering large regional or rural areas where specialist and other 

services are scarce; and the impact of this on attempts to keep a child connected with their community 

when assessments or treatments are required that are not readily available in particular areas.154  

The Inquiry also commissioned the CREATE Foundation to undertake research with young people to 

explore their OoHC experiences. Of note in the report detailing the findings from this research (conducted 

through focus groups and a customised online survey) is the number of comments from young people 

about the detrimental effect of living in residential OoHC with other young people with more complex or 

higher support needs than their own. The report notes that responses highlighted the difficulty of having 

numerous young people in one placement, all with individual histories of abuse and trauma. The report 

suggests that  

“Placements in residential care needs to be made with consideration of the child or young 

person’s strengths and needs, individual abuse and trauma history, culture and 

developmental needs as well as the needs of other young people already residing with the 

service. Although the intention is that the placement is a response to each child’s physical, 

social and emotional needs, comprehensive assessment and matching is needed to ensure 

that each child will not be further traumatised or harmed by the experience.”155  

                                                           

153 There is no substantial references or details regarding the SWS in the associated document of these audits and inquiries. 
154 Protecting Victoria's Vulnerable Children Inquiry, Cummins, P. D., Scott, D., & Scales, B. (2012). Report of the Protecting Victoria's 

Vulnerable Children Inquiry. Melbourne: Victorian Government Printer. 
155 CREATE Foundation. Final Report: Protecting Victoria’s Vulnerable Children Inquiry. August 2011, p.32. 
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the TRC population dropped from a median of 16 at TRC entry to 3 at 18-21 months post-entry and 

down to 0 at 24-27 months. The report suggests that the use of TRC can reduce immediate costs to 

government by reducing police time, use of expensive secure welfare placements, the frequency of 

hospital admissions and other use of other community services. The VERSO report concluded that 

“Therapeutic residential care practice leads to better outcomes for children and young people than 

standard residential care practice.”158 It noted that Therapeutic Residential Care was more 

expensive than general residential care, however the immediate, medium-term, and long-term 

benefits for children and young people resulted in net benefits from “reduced demand for crisis 

services and intensive intervention services such as secure welfare, youth justice, policy and the 

courts.” The evaluation determined that there was an avoided cost per child and young person of 

$44,243.82.159 

International Comparisons  

The following provides some International examples of aspects relating to secure care models. With 

regard to the latter, as Lambie (2016) states in his examination of New Zealand’s secure care models, 

investigating international models is difficult due to the differing standards and philosophies regarding 

the purpose of secure care, and the available alternatives to secure care in one’s own jurisdiction. 

However, as he suggests, such information can be useful for the consideration of what elements or aspects 

of these systems could be implemented to enhance current service provision. Thus the intention is to be 

able situate Western Australia’s secure care model in a broader context.160  

Many of the models of secure care detailed below utilise secure care on the basis of welfare grounds and 

also for juvenile justice purposes – meaning that children can be placed in secure care as a result of 

concerns for their welfare or on the basis of offending.  

New Zealand  

New Zealand has four secure care facilities – referred to as care and protection secure residences. In total, 

these residences provide around 50 beds nationally. There are several distinct client types in the care and 

protection secure residential population: females, child offenders (< 13 years) both with current and 

previous offences, young care and protection children (≤ 12 years), and those children and young people 

with significant trauma and neglect histories. For admission into secure care, all children and young people 

must be under the care, custody or guardianship of the Chief Executive of the Ministry of Social 

Development. The two most common legal statuses of young people admitted to care and protection 

secure residences in New Zealand are s101 (custody order) and s78 (custody of child or young person 

pending determination of proceedings). On admission, the two most common statuses for young people 

                                                           

158 Ibid, p.4 
159 Ibid, p.6 
160 Lambie, I. (2016) Care and Protection Secure Residences: A report on the international evidence to guide best practice and service delivery. 
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reports are made publicly available and also grade the effectiveness of secure care units.164 Similarly, in 

Ireland the Social Services Inspectorate within the Health, Information and Quality Authority has a 

statutory function to inspect the statutory children’s residential centres including Special Care Units. 

These inspections are conducted in conjunction with the National Standards for Special Care Units 

developed by the Department of Health and Children. Further details are provided in Annexure D (Scottish 

context) of this Literature Review. 

USA 

Youth Justice and child protection Law and practice varies hugely across States of the USA, so that some 

States may be described as having far more progressive, psycho-social and child-centred legislative, policy 

and practice frameworks than others, and therefore there are many different models and approaches to 

the use of restricted care settings or detention and custody for children, young people and young adults.    

Examples:   

New York City 

The Age of Criminal Responsibility (ACR) was raised to 18 in 2017, and under 18s are dealt with in the 

Children and Youth systems rather than the adult Justice System. Since the changes in ACR, Youth Justice 

was transferred to the New York City administration for children’s services, which could be regarded as 

the equivalent of a local authority children’s services department (in the UK.)   There is a ‘close to home’ 

initiative, so that children are placed in therapeutic children’s homes close to their communities rather 

than ‘correctional’ facilities, (which are essentially prisons and are miles from the city).  Each of these 

houses looks after 6-20 young people, near the five boroughs of New York.  There are regular family visits 

and work with families is undertaken.  Placements last for 6-7 months on average, and there is 4-6 months 

of aftercare from charity and other support organisations. 

Missouri 

Young people may remain under joint youth/adult jurisdiction until age 21 years.  Missouri historically 

operated ‘training schools’ which were based on a reform school/correctional methodology.  These were 

closed in 1980 when there was a radical transformation of the youth justice approach.  This led to smaller 

group homes, camps and treatment facilities being established and prison guards and officers were 

replaced by child care, and youth development specialists, with an emphasis on constant staff interaction 

and relational based practice, supervision, guidance and support and reflection in small groups (a 

therapeutic community type model). The majority of these services care for less than 36 young people 

and evaluations have indicated positive outcomes; 85% productively engaged in school, college or 

employment on discharge and 75% made at least one year of academic progress per year in confinement 
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to improve experiences and outcomes for most vulnerable young people. The Board is due to report by the end of 2018.   
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and responding when there is an assessed risk to that safety. Responses may involve placing children a 

high needs placement, or residential care home. All jurisdictions have forms of Therapeutic Residential 

Care (TRC) including Victoria and Western Australia, that are regarded as providing options for children 

and young people with multiple and complex needs. McLean et al., (2011) note that TRC “shares some 

components of psychiatric hospital/secure treatment unit care, and has many features in common with 

both treatment and therapeutic foster care.”167  

Generally, TRC is provided to children aged 12 – 17 years with complex or extreme support needs although 

there are provisions for children younger than 12 years in cases where their needs are deemed to be best 

met by TRC. One difference however with TRC is the fact that these services cannot ‘contain’ these 

children through the use of various security measures. In jurisdictions without secure care provisions, 

children can only be detained for highly specified purposes enshrined in legislation associated with youth 

justice, mental health, public health and migration. 
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suggests that for children in secure care “longer term programs that respond to underlying mental health, 

disability and social needs that emphasise skilled interaction and transition planning hold promise”.173 

Assessment and Intervention Service Provision  

Children and young people in secure care have often experienced adverse childhood experiences and 

have additional mental and emotional health and wellbeing needs. Some may have unrecognised or 

undiagnosed problems which have been missed. Children and young people’s day to day functioning and 

emotional wellbeing has been compromised by past and ongoing trauma and many require robust and 

comprehensive assessment accompanied by intensive, well designed and multidisciplinary interventions 

and specialist services to help and support them to deal with their distress, stress, depression, anxiety and 

a multitude of behavioural risks.174  

At the Good Shepherd Centre (GSC) in Scotland a robust assessment process takes place involving a range 

of professionals utilising the wellbeing indicators from the National ‘Getting It Right for Every Child’ 

(GIRFEC) framework. The GIRFEC framework puts wellbeing of children and young people at the heart of 

its approach. Eight areas of wellbeing are identified, these are the SHANARRI Indicators of; safe, healthy, 

achieving, nurtured, active, respected, responsible and included (with the addition of Hope by the GSC). 

These indicators are given context by the four capacities as outlined in a Curriculum for Excellence which 

aims to ensure that every child and young person be a successful learner, a confident individual, a 

responsible citizen and an effective contributor. During their assessment young people are also 

encouraged to take an active part in determining their wellbeing through participation in care, education 

and health assessments, as well as participation in a subjective online assessment. The online assessment 

is a programme of self-reporting psychological testing across the GIRFEC wellbeing indicators (with the 

addition of HOPE) and is an integral part of the overall assessment of a young person’s wellbeing, which 

ensures that the young person’s views and opinions of their own wellbeing are placed at the centre of 

their intervention plans. The robust assessment process is designed to help young people achieve a range 

of positive wellbeing outcomes during their stay and ensure their personal achievements extend beyond 

the end of their placement. 

In the Scottish secure care sector there has been considerable investment in developing specialist 

intervention services, where clinicians and qualified health and wellbeing practitioners work together 

across care, education and support services to ensure that there is a health care pathway, in which the 

individual needs of each young person are identified, properly assessed and addressed.  This happens 

through treatment and therapeutic interventions, but also through everyone involved with the young 

person being aware of how to respond to them as an individual in light of their mental and emotional 

state.  In some centres, there are highly effective ‘whole system’ approaches in place, ensuring that 
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Addressing the needs of Aboriginal children in secure care  

Across Australia there is an over representation of Aboriginal children and young people in OoHC. While 

they comprise 5.5% of the total population of 0 to 17 year-olds in Australia, they constitute 35.6% of the 

children and young people in OoHC. The rate of Aboriginal and Torres Strait Islander children placed in 

out-of-home care rose steadily, from 48.2 per 1,000 children in 2013 to 58.7 per 1,000 children in 2017, 

while the rate for non-Indigenous children rose slightly, from 5.3 to 5.8.182  

Legislation and policy in Australian child welfare jurisdictions seeks to address the unique and particular 

needs of Aboriginal children in care, including their family, community and cultural connections.183 This 

includes children and young people having access to information about their own history and heritage, 

the country to which they belong and the clans to which they are connected. It also includes support and 

resources to initiate or maintain connection with their community and culture. Legislative and policy 

provisions aiming to support the cultural needs of Aboriginal children include the Aboriginal Child 

Placement Principle (ACPP) and Cultural Support Planning. These provisions recognise the importance of 

connection to family, community, culture and country in child and family welfare policy, legislation and 

practice. (Family Matters 2018).  

Numerous sources suggest it is imperative for Aboriginal children and young people in the child protection 

system that they are supported to retain connection to culture and family, thereby maintaining and 

developing their sense of identity.184 Providing for children’s cultural needs in care requires understanding 

and respect for the worldview of Aboriginal and Torres Strait Islander people, and also the unique 

differences between different Aboriginal communities and groups including the ways in which they 

understand and experience connection to culture.185  

Bamblett et al. (2012) emphasised several factors that need to be considered when supporting a cultural 

understanding of Aboriginal children and young people in care. These include exploring: 

 Who you are (personal identity); 

 Who you belong to (family, community); 

 Where you belong (country); 

 What you do (participation, expression); 

 Where you come from (family history, Aboriginal history); and 

                                                           

182 Australian Institute of Health and Welfare 2018. Child protection Australia 2016–17. Child welfare series no. 68. Cat. no. CWS 63. Canberra: 

AIHW, p.56. 
183 Libesman, T. (2011). Cultural care for Aboriginal and Torres Strait Islander children in out of home care. Sydney: SNAICC 
184 Libesman, T. Ibid; Hutt, S., & Clarke, A. (2012). Improving Aboriginal and Torres Strait Islander cultural support in out-of-home care. Children 

Australia, 37(02), 76–79. 
185 Lindstedt, S., Moeller-Saxone, K.,Black, C. , Herrman, H. , Szwarc, J. (2017). Realist Review of Programs, Policies, and Interventions to 

Enhance the Social, Emotional, and Spiritual Well-Being of Aboriginal and Torres Strait Islander Young People Living in Out-of-Home Care. The 
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communities at any time can run the risk of exacerbating feelings of distress and dislocation192 that can 

only be heightened at such an extreme period of their lives as when entering secure care. 

Staff Capacity 

Staff in secure care are tasked with working with some of the most vulnerable children and young people 

in society. Children and young people in secure care settings spend a substantial portion of their day with 

their treatment providers. Research highlights that the way children and young people evaluate a secure 

care service is primarily on the personal qualities of the care workers and the relationships established 

with them.193 Other research suggests that factors that may impact or influence treatment outcomes from 

secure care can include the ‘therapeutic alliance’ or ‘therapeutic relationship’ between staff and child 

along with satisfaction with the treatment provided and the working relationship or rapport between the 

staff and child.194  

The literature on the role of staff in secure settings suggests the quality and skillset of staff is central to 

the success of the therapeutic model and a key component of the effectiveness or otherwise of 

therapeutic secure care.195 Staff are also critical to the provision of a consistent approach to children’s 

care, a safe and stable environment with their skills in relationship building deemed of fundamental 

importance.196 It is therefore necessary that an organisation is committed to training and supporting staff 

and that staff are committed to the theory and practice of working therapeutically, culturally 

appropriately and able to provide a culturally safe environment for Aboriginal children and those from a 

Culturally and linguistically diverse background.  People working around the child and young person in a 

secure care model need to fundamentally believe in the model and the intervention.197  

The reality of working in secure care can prove challenging to effective relationship building, especially if 

there is a very limited time care workers can establish a rapport with children and young people.   High 

levels of staff absence and restrictions on the time staff have to allocate to building good quality 

relationships can also hinder the impact they might play. Issues raised in the literature around the 

importance of staff to the effectiveness of therapeutic secure care also included the challenges with 

staffing. This included a reliance in some centres on agency staff because of the difficulties of retaining 
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193 Kendrick, A., & Smith, M. (2002). Close enough? Professional closeness and safe caring. Scottish Journal of Residential Child Care, 1(1), 46-
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195 McLean, S., Price-Robertson, R., & Robinson, E. (2011). Therapeutic residential care in Australia: Taking stock and looking forward. National 
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197 Verso Consulting Pty Ltd, Evaluation of the Therapeutic Residential Care Pilot Programs, Final Summary and Technical Report, Department 

of Human Services, Nov 2011 
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impact on their sense of self-worth and self-esteem as a sense of despondency about their future.204  The 

report notes that across all types of detention, including secure care arrangements, children regarded 

their situation as a personal failure. The report also notes a level of confusion among children regarding 

their containment that caused some to struggle “to reconcile the circumstances in which they found 

themselves, with their own perceptions of themselves as ‘good’ people who hadn’t committed any 

offence.”205  

In her ethnographic study of girls in a secure care facility in England Ellis (2018) notes the paradoxical 

situation of secure settings aiming to keep ‘vulnerable’ girls safe by locking them up, and how their forcible 

removal worked to reinforce feelings of being punished.206 She suggests notions of vulnerability and risk 

are gendered and account for higher rates of girls in secure care who are more likely to be placed for 

issues relating to sexual practices and thus having their liberty restricted by being identified ‘at risk’. 

Participants’ in her study rejected labels of themselves as vulnerable and regarded conceptions of their 

status as children and in need of protection as failing to accord them any agency or responsibility for their 

actions. These rigid conceptions also underpin the type and intent of the enrichment activities provided 

to the girls and, as such, only serve to work against the girl’s receptivity to them. She also notes that the 

expectation from staff that the girls “should ‘act like children’ left some girls feeling dejected and aware 

that they did not conform to the type of childhood expected by the unit”.207 She concludes that instead 

of being 'vulnerable', the girls saw themselves as capable and independent and withstanding adversity 

and that their rejection of ‘vulnerability’ highlights a tension in the professional discourses used to justify 

secure care. She concludes that an implied and simplistic notion of vulnerability with the view of the girls’ 

behaviour as “wrong because they were young”, actually places the girls at greater risk of exploitation 

because important and crucial chances to reframe their actions and future choices were missed.  

Along with the rights based discourse, there is also those that advocate the need for ensuring the views 

of children and young people are accessed and advanced and that this can be critical to advancing their 

wellbeing and their rights.208 This research recognises the value of children’s perspective as ‘consumers’ 

and the importance of recognising them as key players in the decisions that impact on them, especially in 

OoHC practices.209 A significant contribution on the voices of children and young people can be found in 

a series of Report Cards by the CREATE Foundation, the national peak consumer body for children and 

young people with a care experience. These Report Cards present the views of many children and young 

people about OoHC, and highlight the critical importance to them of experiencing stability, having people 

                                                           

204 Ibid. 
205 Ibid, p.10 
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The NSW Department of Human Services (2012) states that a therapeutic secure care program should 

achieve the following outcomes:  

 the child or young person receives appropriate supports and service to address their 

behavioural, emotional, educational and mental and physical health needs.  

 the child or young person demonstrates skill development and positive behavioural change 

associated with his or her case plan goals, for example, greater emotional regulation, greater 

coping strategies to deal with interpersonal conflict and stressful situations and reduced 

incidences of self-harm.    

 the risk to the child or young person arising from their behaviour is reduced to the extent 

that it can be effectively managed in a community setting.    

 the child or young person is able to make a successful transition to a less restrictive 

community placement setting at the earliest opportunity, such as intensive therapeutic 

residential care, intensive foster care, supported independent living, relative or kinship care 

or family restoration.216 

Determining the effectiveness of secure care is complex. Identifying the components of a well-run secure 

care facility is a different process from measuring the outcomes of the children and young people involved 

and determining the effectiveness of their secure care placement. Assessing a centre involves evaluating 

the methods of assessment, the quality and impact of the immediate provision of safety and psychological 

and physical containment that staff are able to provide, which are different requirements to measuring 

outcomes of children and young people.   

Many suggest the scale of determining outcomes is too complex. Questions raised include how baselines 

should be measured; what constitutes a positive (or a negative) outcome; when should these outcomes 

be measured; should it be on leaving the secure centre or later; and how is it feasible to assert that a 

particular outcome can be attributed to any particular intervention or placement. Furthermore, is it the 

effect of secure care on the young person’s life while they are being held, or in when the young person 

moves on through their life that we seek to understand?  There have been few longitudinal studies of 

secure care outcomes and those that have been undertaken overseas have tended to stress that unpicking 

outcomes from a secure care placement, for examples of three or six months' duration, in the context of 

a person's childhood, is extremely difficult. In short, there is an evidence gap with regards to both short 

term outcomes and longitudinal follow-up of children and young people leaving secure care.217  

To identify change in a child from the time of their admission to their exit at a secure care centre and to 

determine whether the centre is successful (or not) in improving children’s outcomes, requires a 

mechanism to measure the child’s outcomes and use that data to assess impact. The report of the South 

Australian Royal Commission into Child Protection Systems states that if a secure therapeutic care model 
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o providing each young person with individually tailored rehabilitation, with appropriate 
programs and services, including drug and alcohol programs ensuring each young person has 
ongoing access to their case managers, case management programs and activities  

o case management and release planning take account of existing therapeutic and rehabilitation 
interventions and maintain their existing relationships with service providers. 

Establish independent oversight arrangements  
 

Oversight 
22.3: The Official Visitors Program, including recruitment, training and reporting, be a function of the 
Commission for Children and Young People and the Commission for Children and Young People be required 
to report regularly to the relevant Minister on the program’s activities.  
 

Coordinated and planned transitioning/throughcare  
 
 
 
 
 
 
 
 
 
 
 
 
Need for evaluation of transitioning/throughcare  services  

Throughcare  
24.1: An integrated, evidence-based throughcare service be established for children and young people in 
detention to deliver: 

 adequate planning for release including, as appropriate, safe and stable accommodation, access to 
physical and mental health support, access to substance abuse programs, assistance with 
education and/or employment 

 improved exit planning and post-release services to be made available to all children and young 
people detained more than once or for longer than one week 

 a comprehensive wraparound approach facilitated by cross-agency involvement, and 

 planning for detainees to exit from detention as soon as they enter detention. 
 
 
24.2: The throughcare service be independently evaluated at the end of five years, with a report to the 
Commission for Children and Young People, including outcomes and rates of reoffending. 

Improve responses to criminal behaviour of children in OOHC 
 
 
 
 
 
 
Need for tailored and specific services for children in both care 
and detention 

Addressing the needs of children in care and detention  
35.2:A joint protocol be developed between Territory Families, the out of home care service sector and 
the police to address the management and response to criminal behaviour in the out of home care 
environment, with an evaluation of the protocol carried out within two years. 
35.5: Territory Families: 

 engage specialised caseworkers with training in both child protection and youth detention to 
work with children who have been, or are, in care and detention, to deliver and coordinate 
services targeting the needs of the child, to minimise the risk of offending or re-offending and 
work in co-ordination with any legal service representing the child, and 

 develop flexible, dynamic services specific to the needs of children and youth in care and 
detention including: targeted services of high intensity, therapeutic models that focus on 
meeting the needs and changing the behaviour of the child while simultaneously addressing 
social and environmental risk factors, and a mentoring and/or visitor program. 

35.7: Develop a detailed plan for information-sharing and collaboration between workers in the child 
protection and youth justice sectors of Territory Families, and other relevant agencies. 
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must keep the care team apprised of the 
child’s progress in the SWS and ensure care 
team members are informed of arrangements 
prior to the child or young person returning 
to a community placement. 

 

Children receive specialised lessons in 
literacy, numeracy, hospitality, sport and 
music under the Parkville College 
program. 

The education program aims to focus on 
making the children and young people 
feel safe and secure within their 
environment. The program follows a 
trauma informed practice approach, in 
which teachers are sensitive to a 
student’s emotional state; they give 
space, offer choice and allow time for 
decision-making, with awareness and 
sensitivity to previous and ongoing 
trauma. 
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This guidance was issued by Scottish Government in 2014, produced to assist those involved in carrying out health assessments of looked 
after children and young people. It sets out the minimum standardised elements of a health care pathway which Scottish Government would 
expect Boards to implement in collaboration with local authorities and other organisations. – It is not statutory guidance.  

http://www.gov.scot/Resource/0045/00450743.pdf 

Healthcare Standards for Children and Young People in Secure Settings, Royal Colleges, 2013 

Sets out a pathway and standards for assessment of need and health support and care – across all aspects of physical and mental health and 
developmental wellbeing - ratified by all four UK Commissioners – operating in England and Wales but not in Scotland  

https://rcpch.ac.uk/sites/default/files/2018-03/healthcare standards for children and young people in secure settings june 2013.pdf 

Young people at the thresholds of, and in secure care, are likely to have experienced multiple difficulties (often referred to as adverse 
childhood experiences, or ACEs) and have additional mental and emotional health and wellbeing needs.  Some young people may have 
unrecognised problems which have been missed, particularly those who have experienced multiple home settings.  Young people’s  day to 
day functioning and emotional wellbeing has been compromised by past trauma and they require help and support to deal with distress, 
stress, depression and anxiety.  All available information and evidence tells us that secure care should provide positive containment and a 
therapeutic ‘treatment through care’ environment and the secure care centres are working towards this in Scotland.  

There has been considerable investment across the secure care sector in developing specialist intervention services, where clinicians and 
qualified health and wellbeing practitioners work together across care, education and support services to ensure that there is a health care 
pathway, in which the individual needs of each young person are identified, properly assessed and addressed.  This happens through 
treatment and therapeutic interventions, but also through everyone involved with the young person being aware of how to respond to them 
as an individual in light of their mental and emotional state.  In some centres, there are highly effective ‘whole system’ approaches in place, 
ensuring that attachment and trauma informed thinking underpins all service development, policy review and  practice development, 
including staff supervision, training and support.  

There is evidence from several placing authorities and from the secure care sector that each year, a number of young people at significant 
risk, often young women, who are involved in life threatening self -harming, are secured, or are sent to hospitals in other UK jurisdictions, as 
there are not the appropriate alternative services available for them in Scotland.  The in reach of CAMHS to young people in secure care is 
variable and there are tensions and disputes across health board and local authority boundaries in relation to the funding and provision of 
care.  There is no shared understanding or collective vision across health and social care strategies and services in relation to children and 
young people and trauma.  There is little connection between the systems which plan and manage medical secure care (in- patient psychiatric 
provision) and the secure care sector.  There have been longstanding issues in relation to definitions, terminology, language and meaning 
which are now being explored via the work streams of the Secure Care Strategic Board.         REDACTED
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