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Executive Summary
Introduction
Prevention of child abuse and neglect refers to the strategies that attempt to stop child abuse 
and neglect before they occur (Australian Institute of Family Studies (AIFS), 2017a). The rates 
of child abuse and neglect can be reduced through various types of public health interventions. 
Primary prevention interventions include activities that target the whole population such 
as family support, community building, valuing the rights of children and addressing social 
inequity (AIFS, 2017a). Secondary prevention refers to activities that seek to prevent child 
abuse and neglect before it happens, where there are indicators of child abuse and neglect 
or a particular group at high risk of child abuse and neglect (AIFS, 2017a). The Australian 
Child Protection system currently expends the majority of resources at the tertiary response 
level (targeted services and programs for at-risk families and children) (AIFS, 2017a). This can 
include placing children and young people (C&YP) in out-of-home care (OOHC). OzChild’s 
Prevention and Strengthening Families (PSF) services fall between secondary prevention and 
tertiary response. 

The primary goal of PSF services is to empower families to repair and strengthen their 
relationships in order to create a safer home environment that ensures the well-being of 
C&YP. PSF services at OzChild are focused on providing services to children and their 
families who present with vulnerabilities that may have led to (or are likely to lead to) child 
protection intervention due to the risk of child abuse and neglect. This means that the families 
OzChild work with present with a number of factors that put children at greater risk such 
as, mental health, family violence, drug and alcohol misuse, disabilities, homelessness and 
intergenerational trauma that often lead to poorer parenting and poorer outcomes for their 
children. Most families present with more than one of these risk factors.

Prevention and strengthening activities undertaken by these services intend to address risk 
factors and enhance protective factors associated with child abuse and neglect. Prevention 
strategies can be aimed at different levels such as societal, community, relationship and 
individual (AIFS, 2017a). Most OzChild PSF program interventions address the risk factors and 
enhance protective factors at the individual and relationship levels.  For example, substance 
abuse (individual) and family conflict (relationship). However, PSF services also provide 
community level strategies such as linking families to social supports, and health and social 
services where appropriate. 
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Childhood maltreatment may lead to multiple and complex experiences of disadvantage 
including poor educational outcomes, higher likelihood of victimisation and exposure to 
violence, and greater levels of offending and incarceration (Datta et al., 2019).

To determine whether prevention and strengthening strategies employed by OzChild are 
effective, thereby achieving outcomes for children and their families, OzChild routinely collects 
data in relation to the primary outcome domains: Permanency, Safety and Well-being. This 
report is a review of the effectiveness of OzChild’s PSF programs in achieving the primary 
domain outcomes between 1 July 2019 and 30 June 2020.

A number of different outcome tools were used to measure the achievement of the outcomes 
that form the primary outcome domains. Some of these were introduced by the model 
purveyors associated with the introduction of the specific Evidence-Based Programs (EBP) 
and the others were introduced by OzChild. EBPs are defined as organised and typically 
multi-component interventions with clearly identified linkages between core components and 
expected outcomes, which have been experimentally evaluated and deemed efficacious in 
meeting specified goals (Metz, Espiritu & Moore, 2007).

This is the first year that OzChild is reporting on all EBPs. EBPs form the majority of PSF 
services at OzChild. In prior years, only Functional Family Therapy – Child Welfare (FFT-CW), 
Multisystemic Therapy for Child Abuse and Neglect (MST-CAN) and SafeCare were reported 
on.

Purpose
This report provides a review of the effectiveness of OzChild’s PSF programs in achieving the 
primary domain outcomes that form OzChild’s PSF Outcomes Framework (the Framework) 
(see the Framework on the next page). The Framework has been adapted from the Victorian 
Public Health and Well-being Outcomes Framework and the NSW Human Services Outcomes 
Framework. Outcomes have been aligned to each of the primary outcome domains. This report 
will review the achievement of these outcomes for children and their families in OzChild’s PSF 
programs and make recommendations for further development of these programs. 
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OzChild’s 
Prevention and Strengthening 
Families Outcomes Framework

Care Arrangements
Children and their families live together 
and have continuous and stable care 
arrangements and relationships

Safe and Secure
Children and their families live free 
from abuse and violence

Physical Health
Children and their families have 
good physical health

Health Protection
Children and their families act to 
protect and promote health

Empowerment
Children and their families are 
self-sufficient

Community and Support
Children and their families are socially 
engaged and live in inclusive 
communities

Culture and Identity
Children and their families can safely 
identify and connect with their culture 
and identity

Mental Health
Children and their families have 
good mental health

Safety
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Children and their families have 
suitable and stable housing
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in learning and education
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Scope of Reporting
Programs
The programs in scope for this review are as follows:

Evidence-Based Programs

• Functional Family Therapy (FFT) - NSW – FFT is a family intervention program that 
supports adolescents (aged 11-18 years) who are exhibiting aggressive and in certain 
cases violent behaviour, as well as substance misuse. The program aims to reduce 
and/or eradicate these challenging behaviours.

• Functional Family Therapy – Child Welfare (FFT-CW) - ACT, NSW and VIC – FFT-CW 
aims to support C&YP (aged 0-17 years) and their families to stay strong, safe and 
together, preventing C&YP from entering OOHC and/or to reunify C&YP in OOHC 
with their families. The first objective is engagement and motivation, the second is to 
change the problem behaviour, and the third is to generalise change1.

• Multisystemic Therapy (MST) - VIC – MST aims to reduce youth (aged 10-18 years) 
offending and re-offending, as well as other types of anti-social behaviour, such as 
drug abuse. In doing so, it aims to decrease rates of placement in custody and foster 
care placement.

• MST-CAN - NSW – MST-CAN aims to keep families together by ensuring children are 
safe, by preventing abuse and neglect. It also aims to reduce mental health difficulties 
experienced by adults and children and increase social supports.

• SafeCare - VIC – SafeCare aims to prevent maltreatment and improve health, 
development and welfare of children (aged 0-5 years old) in at-risk families. It uses 
knowledge and skill development to address parental behaviours associated with 
child maltreatment, with an emphasis on neglect.

Case Management Programs

• Intensive Therapeutic Program (ITP) - VIC – ITP aims to support families with children 
up to the age of 18 years, where there are concerns about child and family well-being, 
and the family is ready and able to engage in therapeutic change.

• Families First - VIC – Families First aims to help C&YP, at immediate risk of removal 
from parental care, to remain at home whilst providing support to those in OOHC on 
their return home.

1 The Generalisation phase focuses on helping youth and families to generalise specific behaviour change into other 
family situations and to anticipate and plan for potential barriers or challenges that youth and families may face in 
the future (Turner at al., 2017). This includes maintaining and creating new links with other familial systems and 
social/community networks.
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The programs out of scope for this review are as follows:

• School Focused Youth Services - VIC. Funding limitations precluded this program 
from being reviewed.

• Orange Door Support and Safety Hub - VIC. The outcomes for this service forms 
part of the Family Safety Victoria recommendations from the Royal Commission into 
Family Violence. 

• Early Years Programs - VIC. These programs are currently establishing and 
implementing outcome measurement tools. This data will be available for analysis in 
the following year’s outcomes report.

• Family Law Services - VIC. These programs are currently establishing and 
implementing outcome measurement tools. This data will be available for analysis in 
the following year’s outcomes report.

Review period
Families who were active in, discharged from or completed OzChild PSF programs between 
1 July 2019 and 30 June 2020 were in scope. This includes families who commenced the 
program prior to 2019-20, however were discharged or completed the program during this 
period.  
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Methodology
Quantitative
Validated outcomes tools 

• Strengths and Difficulties Questionnaire (SDQ) - FFT, FFT-CW - NSW and VIC,  
MST-CAN and MST

• Client Outcome Measure – Adolescent (COM-A) - FFT and FFT-CW all  
• Client Outcome Measure – Parent (COM-P) - FFT and FFT-CW all
• Therapist Outcome Measure (TOM) - FFT and FFT-CW all
• North Carolina Family Assessment Scale (NCFAS) - Families First, SafeCare and ITP
• Outcomes Questionnaire 45.2 (OQ) - FFT and FFT-CW - NSW and VIC
• Personal Well-being Index (PWI) - MST-CAN
• Sick or Injured Child Checklist (SICC) - SafeCare
• Daily Activities Checklist (DAC) - SafeCare
• Home Accident Prevention Inventory (HAPI) - SafeCare. 

Other outcome measures 
(prescribed by Government Agencies and have not been validated) 

• Improved family functioning, improved behaviour and mental health and decreased 
substance abuse - MST.

Outputs
• Young people living at home at end of treatment - FFT and MST.
• Target child is either in school or working by treatment completion - FFT-CW, FFT, 

MST and MST-CAN.

Qualitative
• Consultation with program staff and leadership
• Deidentified information from case notes in outcome tools.

The detailed methodology is outlined in Appendix 1.
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Limitations
The findings of this report should be viewed in light of some limitations. The first limitation 
relates to the outcomes that were measured during 2019-20. The Framework outlines ten 
outcomes that PSF programs aim to achieve. The outcomes are considered as either primary 
or secondary outcomes, depending on the program. For example, stable and suitable housing 
may be a primary outcome for Families First and ITP (case management programs) but would 
generally not be a primary outcome for EBPs. During 2019-20, EBPs focused on adequately 
implementing program specific tools, and the case management programs used OzChild’s 
specified outcome tool, NCFAS, to measure their outcomes (it should be noted that SafeCare 
also used the NCFAS). EBP specific tools only measure the primary outcomes for those 
programs such as aspects of parental capability, family interactions, parental mental health, 
child well-being and safety in relation to conflict, supervision and adolescent behaviours. They 
only measure the primary outcomes as it is on this basis that they have derived their validity 
as an EBP. The NCFAS is a tool that enables practitioners to evidence holistic outcomes for 
families in relation to a range of domains. The NCFAS is one of the few outcome measurement 
tools used by OzChild, that is completed by the therapist most involved with the family and 
therefore provides information from the therapist’s perspective both at pre and post treatment 
to achieve intra-rater reliability2. The NCFAS domains include the primary outcomes for EBPs, 
as well as secondary outcomes such as increased self-sufficiency and community/social 
protective factors. Consequently, some outcomes were not measured by all programs (refer to 
Appendix 2 for a breakdown of outcomes measured by each program).

Another limitation is that children and their families were only included in the outcomes analysis 
if the therapist had collected both the pre/intake and the post/closure data. Additionally, 
collection of quantitative and qualitative data was not controlled for other environmental and 
social factors (e.g. there may have been an event that occurred, such as the loss of a friend/
family member, which adversely affected the family and may have impacted on their outcome 
tool results). There was also an inconsistency between programs’ definitions for completion, 
partial completion and non-completion of treatment. A final limitation relates to Covid-19 
restrictions which impacted on outcomes data collection rates and engagement of families 
within PSF programs between mid-March 2020 and 30 June 2020.

Demographics
Table 1 – Number of Family Referrals Active in Programs During 2019-20

FFT
NSW

FFT
CW
ACT

FFT
CW

NSW
Program name

Non-Aboriginal and 
Torres Strait Islander3

Aboriginal and 
Torres Strait Islander3

61 N/A4 284 284 53

FFT
CW
VIC

MST
VIC

15 47 79 43 1

MST
CAN
NSW

Safe
Care
VIC

ITP
VIC

22 122 252 25 1103

Families
First
VIC

TOTAL

6 32 13 3 239

2 Intra-rater reliability refers to the consistency of the data recorded by one rater over several occasions (Fink, 2010)
3 This total includes cases that were active at some point during the 2019-20 financial year. This total also 

encompasses families that moved to another catchment, were no longer eligible, moved to another service, did 
not engage, removed consent prior to treatment, partially completed treatment or fully completed treatment. It 
also refers to families that were active in the program as at 30 June 2020.

4 FFT-CW ACT is not applicable as this program only accepts First Nations Families 
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Key Findings
Permanency

Care arrangements

Housing

Safety
Safe and secure

Partially Completed 
Treatment

Completed 
Full Treatment

Did not engage/removed 
consent Pre Treatment

Target C/YP moved to 
OOHC during Treatment

2%

17%

71%

10%

All families (in MST and FFT) 
who completed full treatment, 
had young people living at 
home by treatment completion.

71 per cent of families in 
PSF services completed 
full treatment. 

Two per cent of target 
C&YP moved to OOHC 
during treatment.

80 per cent of children and families (in ITP and Families 
First) had stable housing by program closure. This was a 
26 per cent improvement from intake.

80 per cent of children and 
families (in ITP, Families First 
and SafeCare) were safe overall 
by program closure. This was 
a 51 per cent improvement 
from intake.

87 per cent of families 
(in SafeCare) had 
reduced at least 60 per 
cent of safety hazards 
in the home.  

75 per cent of children and families 
(in ITP, Families First and SafeCare) 
had strong or adequate parent/
child interactions by program 
closure. This was a 48 per cent 
improvement from intake.

All families (in MST) 
had improvement to 
family functioning by 
a moderate or great 
extent by program 
closure.

100%

100%

80%

51%

48%
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Well-being
Physical health

 

 
 
Mental health 

Health protection

83 per cent of caregivers (in 
ITP, Families First and SafeCare) 
were adequately managing their 
child(ren)’s physical health by 
program closure. This was a  
13 per cent improvement  
from intake.

All parents (in SafeCare) 
were able to manage their 
young child(ren)’s health 
symptoms and respond 
appropriately by program 
closure.

Approximately one in two 
C&YP aged 4-17 years (in 
FFT, FFT-CW, MST and MST-
CAN), were at risk of clinically 
significant mental health 
problems at program closure. 
This was a 23 per cent 
decline from intake.

31 per cent of 
parents’ (in FFT 
and FFT-CW) 
mental health 
improved by 
program closure. 

81 per cent of children (in ITP, Families First 
and SafeCare) had baseline or strong overall 
well-being by program closure. This was a 43 
per cent improvement from intake.

88 per cent of young people (in MST) had decreased substance 
abuse to some extent by program closure.

At least 83 per cent of 
parents (in FFT-CW and 
FFT) noted that their 
family’s functioning was 
somewhat better, a lot 
better or very much better.

At least 77 per cent of 
adolescents’  (in FFT-CW 
and FFT) noted that their 
family’s functioning was 
somewhat better, a lot 
better or very much better.

26%

87 per cent of children and 
families (in ITP, Families 
First and SafeCare) were 
safe in their community 
by program closure. 
This was a 26 per cent 
improvement from intake. 

83%

77%

31%

43%

88%
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Learning and education

Empowerment

Community and support

78 per cent of children (in ITP, Families First and SafeCare) had baseline 
or strong overall parental capabilities by program closure. This was a 44 
per cent improvement from intake.

85 per cent of target child(ren) were in school 
or working by program completion. 

81 per cent of children and their families (in ITP, Families First and SafeCare) 
demonstrated self-sufficiency by program closure. This was a 52 per cent 
improvement from intake.          

85 per cent of children and their families (in ITP, Families First and SafeCare) 
demonstrated connection to community and access to social supports by 
program closure. This was a 46 per cent improvement from intake.

52%

85%
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Summary of observations
As research suggests that EBP model fidelity results in outcomes, it is not surprising that 
EBP practitioners generally prioritise adherence to EBP models above the achievement and 
measurement of outcomes.

However, in order to demonstrate and evidence the achievement of outcomes (as outlined 
in the Framework, noting that not all outcomes are applicable to all programs), it is important 
that the use of outcome measurement tools is embedded into practice, rather than seen as an 
additional and discrete activity.  

During 2019-20, outcome measurement tool results were not always reviewed or considered 
by programs. For example, the reason behind young people’s worsened SDQ hyperactivity 
scores were either not investigated or documented at the time of discharge from the program. 
Therefore, it is not clear what could have contributed to this decline.   

There was also inconsistency between programs and states in relation to what constitutes as 
successful program completion, partial completion and non-completion. Therefore, it is difficult 
to accurately compare OzChild clients’ success rates between programs across Australia.

In relation to the culture and identity outcome, OzChild supports First Nations and Culturally 
and Linguistically Diverse (CALD) clients by undertaking cultural competence training and 
through internal and external cultural advisors. However, there is currently no formal feedback 
mechanism in place, for PSF programs, which demonstrates whether these families feel that 
they can safely identify and connect with their culture and identity, and that they have been 
provided a culturally responsive service.

Summary of areas for development
It is recommended that OzChild PSF programs develop and implement a process for 
proactively using outcome tools, during treatment, to enhance practice. This should include 
documenting how clients present at pre and post treatment, and any significant external 
factors that could impact on their outcome tool results at these times. The process should 
involve reviewing outcome measurement tool results at the beginning of treatment, to identify 
clients’ needs that may have not been identified as part of the referral, and at treatment 
completion, to ensure their needs have been adequately addressed during treatment or post 
treatment. This will ensure there is readily accessible evidence that clients’ needs have been 
addressed. Additionally, it is important all clients’ outcomes are assessed at completion of the 
program, to determine whether outcomes have been achieved and whether they have been 
sufficiently demonstrated within the outcome measurement tools.

It is also recommended that organisational definitions for program completion, partial 
completion and non-completion are established. These definitions will need to take into 
account specific model definitions. This will enable more adequate comparisons between 
program and state completion rates.   

A feedback survey for PSF families should also be developed that encompasses key outcome 
areas that are not adequately covered under other outcome measurement tools. In particular, a 
mechanism should be developed to assess whether First Nations and CALD families feel they 
are provided a culturally responsive service. It should be tailored specifically for each of these 
client groups.  



Detailed Findings
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  Permanency
1.1 Children and their families live together and have continuous and stable 
care arrangements and relationships
1.1.1 Number of families that have completed treatment

The percentage of Non-Aboriginal and Torres Strait Islander and Aboriginal and Torres Strait 
Islander families that were in treatment during 2019-20 are depicted in Figures 1 and 2. 852 
families were referred to PSF programs in scope. This excludes referrals that related to families 
that moved to another service, were no longer eligible or moved to another catchment/area. It 
should also be noted that the number of target children or young people who moved to OOHC 
during treatment was unavailable for ITP and FFT-CW – VIC (Bayside Peninsula and Goulburn). 
The detailed breakdown is in Appendix 3.

Figure 1 – Percentage of Non-Aboriginal and Torres Strait Islander Families in Treatment, 
2019-20

FFT-NSW
n = 27

1%2%

22%

Target C/YP moved to OOHC during Treatment

Completed Full Treatment

FFT-CW NSW
n = 197

FFT-CW VIC
n = 178

MST VIC
n = 26

MST-CAN NSW
n = 8

SafeCare VIC
n = 8

ITP VIC
n = 166

Families First VIC
n = 24

Total
n = 698

Did not engage/removed consent Pre Treatment

Partially Completed Treatment

19% 59%

10% 87%

100%

21% 47%
1%

31%

31% 31%35% 4%

13% 63%13% 13%

46%10% 44%

83%13% 4%

72%9% 17%
1%

Note: Some figures do not add up to 100 per cent due to rounding
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Figure 2 – Percentage of Aboriginal and Torres Strait Islander Families in Treatment, 
2019-20

The programs that had the highest completion rates were FFT-CW – NSW, ITP and Families 
First. In general, program leadership observed that families who remained engaged in 
programs were aware of the purpose of the program and believed that it met their needs. 
These families also had the same therapist throughout treatment, a therapist they connected 
with and mostly had stability in other aspects of their lives. Therefore, it was the appropriate 
time for them to be involved in the program. 

In relation to FFT-CW – NSW, 87 per cent of Non-Aboriginal and Torres Strait Islander families 
and 75 per cent of Aboriginal and Torres Strait Islander families remained engaged in the 
program until they had successfully controlled, improved and/or resolved referral behaviours 
(e.g. improved family dynamics, communication and relationships). These families were also 
not assessed as reaching Risk of Significant Harm (ROSH) by Child Protection at program 
closure. ITP and Families First are case management based programs that also had high 
completion rates. It is therefore within their remit to work with families to ensure that their 
basic needs (i.e. safety and physiological needs) are met, prior to engaging in therapeutic 
intervention.  With respect to the other PSF programs, it is expected that another agency will  
or already has attended to those needs.

FFT-NSW
n = 4

2%

25%

Target C/YP moved to OOHC during Treatment

Completed Full Treatment

FFT-CW ACT
n = 34

FFT-CW NSW
n = 59

FFT-CW VIC
n = 24

MST VIC
n = 1

MST-CAN NSW
n = 2

SafeCare VIC
n = 18

ITP VIC
n = 9

Families First VIC
n = 3

Total
n = 154

Did not engage/removed consent Pre Treatment

Partially Completed Treatment

25% 50%

14% 75%

100%

8% 63%29%

100%

100%

28%33% 39%

100%

68%12% 16%

10%

24% 3% 74%

4%

Note: Some figures do not add up to 100 per cent due to rounding
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Inconsistency amongst OzChild PSF programs in relation to what constitutes program 
completion (e.g. achieving all goals versus achieving referral goals) may have impacted on the 
analysis of program completion rates. This is partly due to program model purveyors having 
varying expectations.  

The programs with less than 70 per cent completion of full treatment were FFT – NSW, FFT-
CW – VIC, MST-CAN – NSW (only for Non-Aboriginal and Torres Strait Islander clients), 
MST – VIC (only for Non-Aboriginal and Torres Strait Islander clients) and SafeCare – VIC.  
Program leadership provided various reasons for no/limited engagement prior to treatment and 
disengagement during treatment.  In relation to no/limited engagement, this was usually due 
to families remaining on the waitlist for extended periods of time, not meeting referral criteria 
or the referrer/program staff not having clarity on referral criteria and/or misunderstanding of 
the nature of the program (i.e. they wanted case management support and the program was 
not going to meet their needs). Many regional areas in Victoria have limited support services 
available to families. This can impact their ability to engage or remain engaged in therapeutic 
programs as their primary needs may have not been met. Program staff lacked clarity on 
referral criteria during the initial stages of implementation of some programs (e.g. FFT-CW – 
ACT and FFT –  NSW). 

Disengagement from treatment was primarily due to changes to family circumstances 
impacting on their ability to remain engaged with the program (e.g. housing instability, decline 
in mental or physical health or increased family violence where the issues needed to be 
addressed first to ensure safety). In these situations, EBP interventions were no longer their 
highest priority. There were also instances in FFT-CW – VIC where the young person was not 
residing in the home at least 50 per cent of the time (which was identified during treatment 
and not at referral). Other barriers to engagement included: cultural barriers, telehealth (during 
Covid-19 restrictions), change in therapist or the therapists’ approach not meeting some 
families’ needs. Some of these families had addressed referral concerns but only partially met 
program goals (e.g. in MST and FFT-CW – VIC). There was also a number of instances where 
families decided not to proceed with treatment and the reason was unknown.

It is recommended that programs record and analyse each client’s reasons for non-
engagement or disengagement from programs in order to establish adequate actions to 
address these issues. This could include: working directly with government agencies to ensure 
that referrals accepted meet the program’s criteria, ensuring the family is aware of the purpose 
of the program and any limitations prior to acceptance into the program or assigning the 
appropriate therapist to meet the family’s needs if the current therapist is unable to meet their 
needs due to countertransference5 (see Recommendations section).

5 Burwell-Pender et al. (2009) define Countertransference as occurring when a therapist's past or present 
experiences are realised in his or her client's present situation. Countertransference manifests in many positive 
and negative forms and can include over-involvement or under-involvement with a client. Examples of possible 
over-involvement include losing neutrality or objectivity, blurring boundaries, over-praising, excessive care-taking, 
and feeling an attraction to a client. In contrast, examples of possible under-involvement include feelings of 
boredom, withdrawal behaviour, and avoidant behaviour. 
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The total completion rate for Non-Aboriginal and Torres Strait Islander families is only four per 
cent above the rate of Aboriginal and Torres Strait Islander families. However, upon drilling 
down to program level, the completion rate varies between Non-Aboriginal and Torres Strait 
Islander and Aboriginal and Torres Strait Islander families amongst different programs. FFT, 
FFT-CW - NSW and SafeCare had completion rates that were between nine and 18 per cent 
lower for First Nations clients. This could be attributed to some clients being apprehensive 
about the Child Protection system due to intergenerational trauma, which has discouraged 
them from remaining engaged in the program as well as they may not have had access to 
Aboriginal workers which could have supported them to feel culturally safe. The challenges 
faced by Aboriginal and Torres Strait Islander people are multifaceted and need to be resolved 
concurrently to make long lasting change (Hunt, 2013).  Program leadership have also advised 
that lower completion rates for First Nations clients may be due to the change in practitioner 
during treatment, services running concurrently and instances where the young person decided 
not to return home to participate in the program. However, these reasons are not too dissimilar 
to the reasons provided for Non-Aboriginal and Torres Strait Islander families.

Aboriginal and Torres Strait Islander clients that are referred to ITP, SafeCare and FFT-CW in 
Bayside Peninsula, Victoria, require practitioners to consult with the Aboriginal Liaison Worker 
at the Victorian Aboriginal Child Care Agency (VACCA) as part of the service agreement. Most 
of these Aboriginal and Torres Strait Islander families are case managed by VACCA unless they 
have chosen to go through a mainstream program or if VACCA does not offer that particular 
service. 
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Aboriginal and Torres Strait Islander clients in other PSF programs should be referred 
to OzChild’s Aboriginal Cultural Advisors (ACAs) or local Aboriginal Community Service 
Organisations (ACSOs).  The ACA’s role involves liaising with First Nations stakeholders and 
community members prior to First Nations families commencing OzChild programs in order 
to increase uptake (OzChild, 2020a). This assists in developing trust, understanding and 
demonstrating commitment to bridging the gap which contributes to successful engagement 
with First Nations families (Hunt, 2013; Hunt 2016). Therefore, if the client is disengaging, the 
ACA should be consulted as early as possible. Feedback from program staff indicates that 
there were instances where practitioners engaged with the local ACA for advice on cultural 
responsiveness, rather than the ACA engaging with the family in the first instance. This could 
have been due to the limited availability of the ACA. Direct engagement with the ACAs or 
ACSOs in initial interactions prior to acceptance into programs, is expected to strengthen 
families’ relationships with OzChild services. This approach can facilitate Aboriginal  
self-determination where the services are not available for delivery by Aboriginal organisations. 
It can also recognise and serve to address power inequalities (Hunt, 2013; Hunt 2016).
 
For Families First and MST-CAN, the rate of completion was higher for Aboriginal and Torres 
Strait Islander clients than Non-Aboriginal and Torres Strait Islander clients. However, it should 
be noted that there was a low number of Aboriginal and Torres Strait Islander clients in these 
programs, three and two respectively. Families First has a focus on placement prevention 
or reunification, which is likely to have encouraged greater engagement in the program. 
Child Protection remains responsible for ensuring cultural support plans are progressed in 
consultation with VACCA. The reasons behind MST-CAN’s completion rates will need to be 
investigated further.  



20

It should be noted that FFT-CW - ACT only accepts First Nations families into their programs.
FFT-CW - ACT has a formal partnership with Gugan Gulwan Youth Aboriginal Corporation. 
OzChild are jointly delivering FFT-CW alongside of Gugan (OzChild, 2020a). The team includes 
two dedicated full-time OzChild Cultural Advisors. The ACT Cultural Advisors are the first point 
of engagement for referred families. Their role involves building trust and providing cultural 
advice to Family Practitioners and external stakeholders working with the family. Program 
leadership believe that this function contributes to ACT’s low disengagement rate. The other 
states each have one OzChild ACA whose time is distributed amongst the various programs 
in that state. In NSW, the ACA distributes their time amongst all programs in the state, this 
includes In Home Care programs. The ACA’s time is mostly spent on initial consults with First 
Nations families. In Victoria, the ACA spends 75 per cent of their time on Foster Care program 
consultation. This impacts on time available for initial consults with Victorian Aboriginal 
clients. Due to time constraints, the local ACSO is expected to perform the initial consult and 
the Victorian ACA would provide secondary support. It is recommended that partnerships 
with ACSOs are strengthened and Aboriginal clients’ initial interactions with OzChild via the 
ACA or the local ACSO, are monitored and can be clearly evidenced and reported on (see 
Recommendations section).
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1.1.2 Number of families with young people now living at home

Figure 3 – Percentage of Young People Living at Home upon Completion of Full 
Treatment, 2019-20 
MST and FFT | Young People now Living at Home

The primary goal for both MST and FFT, is to address conduct problems (e.g. delinquency, 
substance abuse and violence) for adolescents at risk of incarceration or residential treatment, 
to enable them to remain at home (Henggele & Schaeffer, 2016; Weisman & Montgomery, 
2019). All young people in MST and FFT who completed the entire program, were living 
at home by the end of treatment. It is understood that MST’s support in improving family 
functioning and empowering caregivers contributes to the overall outcome of preventing 
removal of youth from the home. For youth that completed FFT, it is believed that the 
program’s focus on behavioural change, relational patterns and family systems has driven this 
achievement (Weisman & Montgomery, 2019).

1.1.3 Number of families that had children removed by Child Protection or equivalent

Data indicating whether C&YP in PSF programs have been removed by Child Protection 
or equivalent during treatment, was either not consistently recorded during the 2019-20 
financial year or was not readily accessible. During 2019-20, data was collected in multiple 
spreadsheets and purveyor systems. These data collection processes and spreadsheets/
systems were prone to data integrity issues as there was commonly no single source of truth or 
adequate data validation controls established. 

Complete datasets on C&YP that were placed in OOHC post treatment was also not available 
from Child Protection agencies. The data in Tables 2 and 3 below was collected by PSF 
programs. However, as the data is not comprehensive, it is not entirely reflective of the removal 
rates of C&YP in PSF programs. It is recommended that data on C&YP removed from their 
homes by Child Protection during treatment, is captured consistently within the organisation’s 
new case management system (see Recommendations section). It is also recommended that 
OzChild executive leadership continue to advocate for data, highlighting the number of C&YP 
from PSF programs that have been removed by Child Protection post treatment, to be provided 
by Child Protection agencies (see Recommendations section). Families must also provide 
consent for this information to be collected (e.g. through the program consent form). 

100% 100%

MST - VIC
n = 8

FFT - NSW
n = 18
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Table 2 – Number of Non-Aboriginal and Torres Strait Islander Families that had Children 

Removed by Child Protection or Equivalent

Table 3 – Number of Aboriginal and Torres Strait Islander Families that had Children 

Removed by Child Protection or Equivalent

No. of Non-Aboriginal 
and Torres Strait Islander 
families that commenced 

treatment and are no 
longer active

No. of Non-Aboriginal and 
Torres Strait Islander 

families that had children 
removed by Child 

Protection during treatment

Percentage of 
Non-Aboriginal and Torres 

Strait Islander children 
removed by Child 

Protection during treatment

Program name

FFT - NSW

FFT-CW - ACT

FFT-CW - NSW

FFT-CW - VIC

MST - VIC

MST-CAN - NSW

SafeCare - VIC

ITP - VIC

Families First - VIC

TOTAL

27 0 0%

N/A N/A N/A

197 2 1%

178 2 1%

26 1 4%

8 1 13%

72 0 0%

166 Unknown Unknown

24 1 4%

698 7 1%

No. of Aboriginal and 
Torres Strait Islander 

families that commenced 
treatment and are no 

longer active

No. of Aboriginal and Torres 
Strait Islander families that 
had children removed by 
Child Protection during 

treatment

Percentage of Aboriginal 
and Torres Strait Islander 

children removed by 
Child Protection during 

treatment

Program name

FFT - NSW

FFT-CW - ACT

FFT-CW - NSW

FFT-CW - VIC

MST - VIC

MST-CAN - NSW

SafeCare - VIC

ITP - VIC

Families First - VIC

TOTAL

4 0 0%

34 0 0%

59 6 10%

24 Unknown Unknown

1 0 0%

2 0 0%

18 0 0%

9 Unknown Unknown

3 0 0%

154 6 4%
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1.2 Children and their families have suitable and stable housing
1.2.1 Improvement in housing stability 

The North Carolina Family Assessment Scale (NCFAS) is used to assess how a family 
is functioning, from the perspective of the therapist, in relation to several domains (e.g. 
Environment, Parental Capabilities, Family Interactions, Family Safety, and Child Well-
Being) (Martens, 2008). NCFAS was used by two programs (Families First and ITP) to assess 
improvement to housing stability (refer to Appendix 3 for a breakdown by program). Housing 
stability is a sub-domain of the Environment domain. Families in SafeCare were not included in 
this analysis as referrals are not accepted if housing is not stable.  

Figure 4 – Percentage of Families with Improvement to Housing Stability, 2019-20  
Families First and ITP | NCFAS

There were 71 families that had NCFAS assessments undertaken at intake and closure. Prior to 
intervention, 47 per cent of these families had a rating of mild, moderate or serious problem. At 
program closure, 19 per cent of families had a problem rating. 

To improve housing stability, clients were supported to apply for private rental properties and 
those under threat of eviction were assisted to access funding for rental arrears, arrange for 
cleaning and rubbish removal, develop household and budgeting skills, and access National 
Disability Insurance Scheme (NDIS) support.

Review of families who had ratings of serious or moderate problem at closure, identified 
that most were still experiencing issues of housing affordability and/or family violence. In 
two instances, the families were attempting to locate affordable housing which was a slow 
process. Supports were in place to address any residual risks in the interim.  In relation to the 
other cases, families who were referred to family violence agencies, were awaiting Alcohol 
and other Drugs (AOD) rehab admission (these children were removed from parent’s care), had 
their children moved to grandparents’ housing (as perpetrator was aware of mother’s current 
housing location) or were relocated to a crisis centre for safety and housing support.
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  Safety
2.1 Children and their families live free from abuse and violence
2.1.1 Reduction in prevalence and impact of abuse and neglect of children

2.1.2 Reduction in prevalence and impact of family violence

To determine whether there was a reduction in the prevalence and impact of abuse and 
neglect of children, and family violence, the NCFAS was used. These aspects were captured 
under NCFAS’s overall family safety domain. There are three programs (Families First, ITP 
and SafeCare) that used the NCFAS to assess improvement to overall family safety (refer to 
Appendix 3 for a breakdown by program). Within these programs, therapists undertook NCFAS 
assessments at intake and closure for 90 families. 

Figure 5 – Percentage of Families with  Improvement to Overall Family Safety, 2019-20 
Family Services Programs | NCFAS

Prior to intervention, 70 per cent of these families had a rating of mild, moderate or serious 
problem. This decreased to 21 per cent by program closure. 

Interventions and support in relation to historical and current family violence were provided by 
applying the Safe and Together Model6 and arranging access to mental health services, family 
violence specific services and family violence funding.

Family Violence continues to be an ongoing problem within Victoria. Families who still had 
ratings of serious or moderate problem upon being discharged from the program, was due to 
domestic violence occurring between caregivers. Program leadership advised that in these 
cases, safety plan(s), safety equipment such as cameras and locks and plans to manage the 
perpetrators behaviour were in place and appropriate referrals had been progressed. The 
plans to manage perpetrator’s behaviour included Intervention Orders (IVOs), referral for men's 
behaviour change program and clarification of the breach process. These plans are put in 
place prior to families being discharged from the program due to funding limitations.

6 The Safe and Together™ Model (Mandel 2017) is a framework for partnering with domestic and family violence 
survivors and intervening with domestic violence perpetrators to enhance the safety and well-being of children 
(Department of Child Safety, Youth and Women, 2019).
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2.1.3 Decreased unintentional injury

SafeCare is OzChild’s only program that has a specific focus on reducing hazards in the home. 
This is because the program targets families with very young children (they have at least one 
child aged between 0-5 years old) who is at-risk of, or has been reported for, child neglect or 
physical abuse (OzChild, 2020b). 

Figure 6 – Percentage of Families with Reduction to Hazards in the Home, 2019-20  
SafeCare | HAPI

SafeCare therapists complete the Home Accident Prevention Inventory (HAPI) by assessing 
three rooms in the home that the child spends the most time in and recording the number of 
hazards that can be accessed by the child based on their height. The HAPI targets risk factors 
for environmental unintentional injury. Parents are taught to identify and eliminate health 
hazards in and outside the home (Gallitto, Romano & Drolet, 2017). 

Figure 6 demonstrates that all families had reduced the number of hazards in their home by the 
end of treatment. Eighty-seven per cent of families (33 families) reduced hazards in their home 
by 60 per cent or more. There were no significant differences between the reduction of hazards 
in the home by Aboriginal and Torres Strait Islander families and reduction of hazards by 
Non-Aboriginal and Torres Strait Islander families. However, the number of hazards identified 
at the beginning of treatment ranged between 30 and 146 for Aboriginal and Torres Strait 
Islander families and 4 and 111 for Non-Aboriginal and Torres Strait Islander families. There is 
a difference between Aboriginal and Torres Strait Islander and Non- Aboriginal and Torres Strait 
Islander families in relation to the number of hazards identified. This will be investigated further 
by program leadership to determine whether the differences are significant.

The families with the lowest reductions in hazards could be attributed to instances where it 
may have not been possible to remove hazards due to landlords not allowing furniture to be 
secured to walls. There were also instances where there was excessive crowding of household 
items and not all could be removed. In some cases, parents felt that items identified as hazards 
by the therapist, were not actual hazards to their children such as sharp edges on furniture. 

20-39%0-19%

63%

3%

40-59% 60-79% 80-100%

10%

24%

n = 38
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2.1.4 Improvement in family functioning

Improvement in family functioning is an expected outcome for most of the PSF programs. 
Various measurement tools are used to measure this outcome including NCFAS (ITP, Families 
First and SafeCare), improved family functioning measure (MST), Client Outcome Measure 
– Adolescent (COM-A), Client Outcome Measure – Parent (COM-P) and Therapist Outcome 
Measure (TOM) (FFT and FFT-CW) and the Daily Activities Checklist (DAC) (SafeCare).

Figure 7 – Percentage of Families with Improvement to Overall Family Interactions,  
2019-20 
Family Services Programs | NCFAS

Only families with a NCFAS assessment undertaken at both intake and closure were included 
in the analysis. There were 90 families of these families (refer to Appendix 3 for a breakdown by 
program). 

Prior to intervention, 74 per cent of these families had a rating of mild, moderate or serious 
problem. This decreased to 26 per cent at program closure. Improvements to overall family 
interactions could be attributed to parenting skills education which involved teaching parents 
how to respond to their children’s needs by understanding cues and establishing routines. 

Review of the families who still had ratings of serious or moderate problem at closure, 
identified that these families were facing challenges that varied from impacts of family violence, 
struggles with complex physical and mental health needs within the family, parental substance 
use, and lack of understanding of developmental needs. Program leadership have advised that 
in these instances, families would be referred onto more intensive services that would target 
those specific needs (e.g. AOD facilities or mental health services) (see Recommendations 
section).
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MST’s improvement in family functioning measure requires the therapist to rate the family’s 
monthly progress in relation to communication and family conflict. Figure 8 demonstrates that 
in the first month of treatment, eight families had either no improvement or improvement to a 
small extent. By the end of treatment, all families had either improvement to a moderate extent 
or to a great extent.

Figure 8 – Number of Families with Improvement in Family Functioning, 2019-20  
MST | Improved Family Functioning

Program leadership have advised that these improvements relate to new strategies that have 
been implemented including de-escalation strategies, introducing more effective ways that 
caregivers could respond to aggression and increasing parental responsibility to empower 
parents to manage the young person’s behaviour. 

British qualitative studies identified that caregivers noticed the impact of the parenting 
strategies that they had developed as part of the MST program on improved functioning of 
youth (Henggele and Schaeffer, 2016). This also included removing negative peer influences. In 
future, it would be valuable to get formal feedback on families’ perspectives on improvement 
to their family functioning. 

FFT and FFT-CW (Turner at al., 2017) aim to support the development of positive interactions 
and behaviours within families to prevent statutory intervention and entry/re-entry into 
OOHC. FFT focuses on adolescents whereas FFT-CW incorporates a developmental focus 
to meet the needs of C&YP across the entire age range (0-18) (Turner at al., 2017). FFT often 
accepts families that are motivated to engage in treatment due to the adolescent’s problem 
behaviours. However, with younger children in FFT-CW, it is necessary to implement parent-
driven intervention strategies that build an environment in which children can thrive (Turner 
at al., 2017). The COM-A, COM-P and TOM are the measurement tools prescribed by FFT 
LLC (2020) to measure improvements to the family functioning outcome. These tools are 
undertaken at treatment closure by the target adolescent (if they are 11 or over), the parent and 
the therapist.
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Figure 9 – Therapists’ Perspective on Changes to Family Functioning, 2019-20 
FFT and FFT-CW | TOM          

Figure 10 – Parents’ Perspective on Changes to Family Functioning, 2019-20 
FFT and FFT-CW | COM-P

 
 
Requirements in relation to these outcome tools were not always followed or understood. For 
example, in relation to the age of young people who were required to complete the COM-A. It 
is recommended that a practice group is established to build knowledge and understanding 
about COM-A, COM-P and TOM requirements (see Recommendations section).

Family Conflict 
Change

Supervision 
Change

Parenting 
Change

Adolescent 
Behaviour Change

Communication 
Change

Generalised 
Change

21% 42% 28% 6%

21% 35% 27% 6%

3%

11%

22% 42% 27% 5% 3%

15% 34% 37% 7% 7%

20% 45% 29% 5%
1%

1%
22% 47% 25% 4%

A lot betterVery much better

Only a little better

Some better

No different

n = 335

Family Conflict 
Change

A lot betterVery much better

Supervision 
Change

Parenting 
Change

Adolescent 
Behaviour Change

Communication 
Change

Generalised 
Change

Only a little better

Some better

28% 42%

No different

n = 301

19% 5%

28% 33% 23% 7%

5%

9%

23% 42% 27% 4% 4%

17% 35% 31% 10% 7%

24% 46% 22% 6%
2%

1%
31% 40% 22% 6%

Worse

Note: Some figures do not add up to 100 per cent due to rounding



29

Therapists’ results indicate that for four of the six domains (family conflict level, parenting, 
communication and generalised change), at least 90 per cent of families were very much better, 
a lot better or somewhat better by the end of treatment. The question, ‘How much has the 
caregiver(s) changed their ability to supervise the youth’, had 11 per cent of families (38) rated 
as demonstrating no change (no different). This included families from FFT-CW – NSW (18), 
FFT-CW – VIC (12), FFT - NSW (5) and FFT-CW – ACT (3). Feedback from program leadership 
indicates that supervision may have not been an area of concern to begin with, as well as, 
there was a higher percentage of parents presenting with severe mental health concerns and 
significant early childhood trauma which impacted on their parenting. However, as potential 
impacts on each families’ results were not documented at the time of treatment completion, it 
is now difficult to ascertain the reasons behind there being no change (see Recommendations 
section). For example, whether the treatment was unsuitable for a particular family until they 
had addressed mental health concerns or if in these specific cases, supervision was not a 
concern for these families.  

In line with the therapists, four of the six domains were rated by caregivers as very much 
better, a lot better or somewhat better for at least 90 per cent of families. According to parents, 
supervision and adolescent behaviour had the highest percentages, nine per cent (28) and 
seven per cent (21) respectively, where there was no difference noted. The majority of these no 
different ratings were from parents’ in FFT-CW - NSW (28) and VIC (14). These programs have 
the largest number of families in their programs (FFT-CW – NSW: 189 respondents and FFT-CW 
– VIC: 84 respondents). Review of a sample of these cases by program leadership identified 
that these results related to supervision not being an area of concern upon referral, changes to 
family living arrangements and deterioration of adolescents’ or parents’ mental health. There 
were also three different parents in FFT-CW - NSW that noted that in general, the aspects they 
tried to change in counselling, the adolescent’s behaviour or the conflict level had become 
worse since counselling began. These ratings will need to be further investigated by program 
leadership  (see Recommendations section). 

Figure 11 – Adolescents’ Perspective on Changes to Family Functioning, 2019-20 
FFT and FFT-CW | COM-A
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Figure 12 – Changes to Family Functioning Average Scores, 2019-20 
FFT and FFT-CW | TOM, COM-P and COM-A

Largely, the adolescents’ perception of family functioning at the end of treatment, wasn’t 
too dissimilar to the parents’ and therapists’ perspectives. However, on average, caregivers 
rated the family functioning domains higher (between 3.6 and or higher) than adolescents and 
therapists, except in relation to adolescent behaviour change. This indicates that on average, 
therapists and adolescents noticed more of a change in the adolescents’ behaviour than their 
parents did. All average ratings fall between somewhat better and a lot better. There were also 
four adolescents in FFT-CW – NSW (two), FFT – NSW (one) and FFT-CW - VIC (one) that noted 
that in general, either the aspects they tried to change in counselling, parental supervision, their 
own behaviour or the family conflict level had become worse since counselling began. Program 
leadership hypothesize that some of these ratings could relate to a behavioural relapse. These 
ratings will need to be further investigated by program leadership (see Recommendations 
section). 

Most families have shown considerable improvement which could be attributed to therapists 
supporting families to identify dysfunctional behaviour patterns and to develop strategies for 
addressing them. It is recommended that additional information is collected to understand how 
a parent or adolescent presented when the outcome tools were administered. Additionally, as 
the COM-A and COM-P outcome tools are not administrated at intake, it would be useful for 
at least the therapist to undertake the TOM at intake and store this information in a reportable 
format on FFT LLC’s Client Service System (CSS). This will establish a baseline rating for 
the family for each domain/question to allow for a more effective comparison at the end of 
treatment. It would also clearly highlight domains that were not applicable to a particular family 
due to them already possessing adequate skills in that area (e.g. supervision).
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Figure 13 – Improvement to Parent-Infant/Child Interaction, 2019-20 
SafeCare | DAC

The final outcome tool that was used to measure family interactions/functioning was the Daily 
Activity Checklist (DAC). The DAC is used by the SafeCare program. The SafeCare module, 
Parent-Infant/Child Interaction, focuses on helping caregivers establish positive interactions 
with their children and empathetically engaging with them to improve the parent-infant/child 
relationship (Gallitto, Romano & Drolet, 2017). The module requires the therapist to ask the 
parent to choose three activities (such as playing, eating, toileting) to work on to achieve 
improved interactions with their child. Parents are asked to select eight activities from the 
list that are in the home and two either outside the home or not listed. Parents rate with the 
therapist, the amount of change that is required within that activity using the DAC. The DAC 
uses the following scale: 0 = no change, 1 = very little change, 2 = some change, and 3 = a lot 
of change. The scores for each of the activities selected by the parent at the beginning of the 
module, and at the end, were compared to determine whether the parent believed that change 
was still required.  

The results indicate that Non-Aboriginal and Torres Strait Islander caregivers identified more 
activities requiring change, than Aboriginal and Torres Strait Islander families. This may be 
because Aboriginal and Torres Strait Islander families are less likely to identify difficulties due 
to past intergenerational trauma. They may also be concerned that their children are at risk of 
removal if too many issues are raised. 

However, on average, parents noticed a significant change to their interactions with their 
children.
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2.1.5 Improvement in community safety

There are three programs (Families First, ITP and SafeCare) that used the NCFAS to assess 
improvement to community safety (refer to Appendix 3 for a breakdown by program). Risks 
to a child or young person’s safety expand from household to community contexts during 
adolescence. Neighbourhood safety is a substantial factor in shaping the likelihood that an 
adolescent will be a victim or become involved in anti-social or illegal activity (Department of 
Education and Training (DET), 2019). Only families with an assessment undertaken at both 
intake and closure were included in the below analysis. There were 90 of these families.

Figure 14 – Percentage of Families with Improvement in Community Safety, 2019-20 
Family Services Programs | NCFAS

At intake, 37 per cent of families had a rating of mild, moderate or serious problem. This 
decreased to 11 per cent at program closure.

Families entering the program with a rating of adequate, mild or clear strength, were noted 
to be living in safe communities. These families had referral concerns that were unrelated 
to community safety, for example, safety in the home or parental capability. Of the families 
identified that had the biggest improvements (moving up three ratings between intake and 
closure), two had notes which explained the change. These two instances involved a parent 
and their children moving homes due to neighbourhood risks such as the perpetrator’s family 
living in the area or they lived close to AOD facilities. 

For families that demonstrated improvements to safety in the community ratings, this was 
a result of case managers/therapists negotiating housing transfers and working with these 
families to address housing safety (e.g. setting up locks or cameras). Therapists also worked 
with families on safety planning and awareness building in relation to supervision and 
monitoring of children in the community. 

For families that were rated as having a serious or moderate problem at closure, the issues 
included: domestic violence perpetrators’ knowledge of family’s address or were living in 
the same area, family violence, over-crowded housing, ongoing conflicts with neighbours 
and young children unsupervised on a very busy road or absconding unsupervised into the 
community.

Program leadership advised that where the risks were considered to be at a level of concern, 
particularly in relation to family violence and children left unsupervised, these families would be 
referred to family violence specific agencies, community based child protection (for SafeCare 
and ITP) or to the Child Protection Practitioner assigned to the case (for Families First).
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  Well-being
3.1 Children and their families have good physical health
3.1.1 Increased healthy start in life

Neglect and abuse may have resulted in actual or potential harm to C&YP’s physical health. 
This can have detrimental long term consequences if not treated (World Health Organisation 
(WHO), 2020). There are three programs (Families First, ITP and SafeCare) that used the 
NCFAS to assess improvement to child(ren)’s physical health (refer to Appendix 3 for a 
breakdown by program). Only families with an assessment undertaken at both intake and 
closure were included in the below analysis. There were 90 of these families.

Figure 15 – Percentage of Families with Improvement to Child(ren)’s Physical Health, 
2019-20  
Families Services Programs | NCFAS

At intake, 27 per cent of percentage of families had a rating of mild, moderate or serious 
problem. This decreased to 15 per cent at program closure. 

Families with a rating of clear strength at program intake was primarily due to there being no 
known disabilities, the child(ren) being up to date with healthcare and immunisations, and the 
family having adequate access to medical care.

Families rated as having a serious or moderate problem in relation to child(ren)’s physical 
health at closure, was due to the existence of a range of serious health conditions. This 
included Celiac disease, Type 1 Diabetes, Bronchiolitis requiring repeated hospitalisation, and 
an unnamed health condition requiring numerous surgeries. A number of cases also raised 
inaccessibility to medical care as a problem. For example, parents that did not facilitate access 
for their child(ren), follow recommendations for specialist therapies/creation of NDIS plans or 
have recent appointments for their child(ren) with a doctor or dentist. One case also identified 
the risk of family violence posing a problem for accessing medical care, as the preferred 
medical practitioner lived in the geographical area of the perpetrator. By closure, in some of 
these cases, families were awaiting medical appointments that had eventually been scheduled 
and in other cases, the notes taken within the NCFAS tool were unclear on supports put in 
place to mitigate any remaining risks at closure (see Recommendations section).
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Figure 16 – Percentage of Families Achieving Success or Mastery in Health Scenarios 
at Pre and Post Treatment, 2019-20  
SafeCare | SICC

SafeCare therapists also use the Sick or Injured Child Checklist (SICC) to determine whether 
parents require any support in order to manage their child(ren’s) health symptoms and respond 
appropriately. OzChild therapists used scenarios to assess and train parents in the SafeCare 
program through the SICC decision-making process. These were hypothetical scenarios 
designed to walk the parent through potential situations when his/her child is sick or injured, 
so if that situation or a similar situation occurred in the future, the parent is fully prepared and 
can arrive at an informed decision, even if distressed (Lutzker, 2016). Specifically, the scenarios 
help parents decide whether to seek emergency services, call their doctor, or care for their 
child at home (Lutzker, 2016). 

The SICC is completed at Pre (session 1) and at Post (session 6 at the end of treatment). Figure 
16 demonstrates the percentage of families achieving success or mastery in the hypothetical 
scenarios. Success means they responded satisfactorily to most steps in the scenario and 
mastery means that they responded satisfactorily to the entire scenario. Therapists walk 
families through scenarios until they achieve either success or mastery for each scenario type. 
Some families may have needed to go through more scenarios than others due to intellectual 
disabilities or literacy levels. 

Results indicate that the percentage of families that improved was 61 per cent for Emergency 
Department scenarios, 68 per cent for Doctor’s appointment scenarios and 71 per cent for 
Care at Home scenarios. This indicates that more families initially required support when caring 
for their child at home.  

The above results are comparable with last year (2018-19), where, for two health modules, by 
post treatment, the percentage of families that achieved mastery or success was 100 per cent 
for Doctor’s appointment scenarios and 100 per cent for Care at Home scenarios. In relation to 
Emergency Department scenarios, there was a slight increase from 94 per cent in 2018-19 to 
100 per cent in 2019-20.
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3.2 Children and their families have good mental health
3.2.1 Improved mental well-being of parent and child

Child/Young Person‘s Mental Health

There were 123 Strengths and Difficulties Questionnaires (SDQs), with both pre and post 
scores, completed for PSF programs (FFT, FFT-CW (excluding ACT), MST and MST-CAN) 
by the parent/caregiver and 28 SDQs by the target young person (aged 11 and over). 
Approximately 20 per cent of all target C&YP requiring an SDQ (i.e. over age 2), had pre and 
post SDQs completed by their parent. The SDQ rate of completion could be improved. The 
current rate of completion could be attributed to instances where either only a pre or post 
SDQ was collected (rather than both), the parent refused to complete SDQ and/or SDQ data 
captured within the purveyor systems/spreadsheets was incomplete/inaccurate. An outcomes 
tools working group could be established to build knowledge about the tools, understand data 
collection processes and consider ways to increase completion rates (see Recommendations 
section).

SDQ scores for C&YP aged 4-17 years (119 SDQs by parent and 25 by young person), were 
classified into four groups: ‘Close to Average’, ‘Slightly Raised’, ‘High’ and ‘Very High’ for 
the Total Difficulties scale and ‘Close to Average’, ‘Slightly Lowered’, ‘Low’ and ‘Very Low’ 
for the Prosocial scale (Youth in Mind, 2016). ‘High’, ‘Very High’, ‘Low’ and ‘Very Low’ scores 
indicate substantial risk of clinically significant problems (Lawrence et al., 2015). The SDQ 
was designed so that approximately ten per cent of C&YP will fall into the ‘High’ to ‘Very High’ 
range on the Total Difficulties score as well as the ‘Low’ to ‘Very’ Low range on the Prosocial 
score (Lawrence et al., 2015). 



36

Slightly RaisedClose to Average

55%

21%

High Very High

9%

15%

n = 119

34% 39%

14%
13%

Figure 17 – Percentage of Parents’ Pre Total 
Difficulties Score for C&YP 
FFT, FFT-CW, MST and MST-CAN

Figure 18 – Percentage of Parents’ Post 
Total Difficulties Score for 
C&YP by Risk Level 
FFT, FFT-CW, MST and MST-CAN

Figure 19 – Percentage of YP’s Pre Total 
Difficulties Score by Risk Level 
FFT, FFT-CW and MST

Figure 20 – Percentage of YP’s Post Total 
Difficulties Score by Risk Level 
FFT, FFT-CW and MST
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The parents’ SDQ Total Difficulties scores in relation to the target child/young person, resulted 
in 47 per cent of C&YP (57 C&YP) that were in the ‘High’ and ‘Very High’ categories (higher 
risk) by the end of treatment. This is a 23 per cent reduction from the beginning of treatment. 
Based on the young person’s SDQ results, 40 per cent of young people (11 young people) were 
in the ‘High’ and ‘Very High’ categories for Total Difficulties by end of treatment, which is a 12 
per cent reduction. It is expected that C&YP in PSF services would have a higher percentage 
of C&YP in these ranges due to their experiences of maltreatment and adversity.

Results also indicate that 18 per cent of Parents’ Total Difficulties scores moved to the lower 
risk category of ‘Close to Average’ by post treatment. Four per cent of Young People's Total 
Difficulties scores moved to the lower risk category of ‘Close to Average’ by post treatment.
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Figure 21 – Percentage of Parents’ Pre 
Prosocial Score for C&YP by 
Risk Level 
FFT, FFT-CW, MST and MST-CAN

Figure 22 – Percentage of Parents’ Post 
Prosocial Score for C&YP by 
Risk Level 
FFT, FFT-CW, MST and MST-CAN

Figure 23 – Percentage of YP’s Pre 
Prosocial Score by Risk Level 
FFT, FFT-CW and MST

Figure 24 – Percentage of YP’s Post 
Prosocial Score by Risk Level 
FFT, FFT-CW and MST

Based on the parents’ SDQ prosocial results in relation to the child/young person, 34 per cent 
of C&YP (41 C&YP) were in the ‘Low’ and ‘Very Low’ categories (higher risk) by the end of 
treatment, a 9 per cent reduction. Based on the young person’s SDQ prosocial results, 60 per 
cent of C&YP (15 C&YP) were in the ‘Low’ and ‘Very Low’ categories (higher risk) by the end of 
treatment. This was an increase of 24 per cent from the beginning of treatment. The decline to 
young people’s prosocial scores is explored on the next page. 
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Figure 25 – Parents' Perspective on Changes to Emotional and Behavioural Well-being 
FFT, FFT-CW, MST and MST-CAN

Figure 26 – Young People's Perspectives on Changes to their Emotional and Behavioural 
Well-being 
FFT, FFT-CW, MST and MST-CAN

Further analysis of parents’ SDQ scores in relation to the target child or young person identified 
that on average, prosocial, total difficulties, peer problems, hyperactivity/inattentive, emotional 
problems and conduct problems had improved. All program therapists work with children 
and their families to develop strategies for addressing child and adolescent emotional and 
behavioural needs, strengths and areas of risk that require clinical intervention.

For young people’s SDQ scores, the only scores that did not improve were the hyperactivity/
inattentive and prosocial scores. There was an increase in hyperactivity/inattentive SDQ scores 
for nine young people. Seven of these young people had prosocial scores that had worsened 
as well.

Upon further drill down of the results, it was identified that 12 young people’s SDQ prosocial 
scores in FFT– NSW (7), FFT-CW – VIC (4) and MST-VIC (1) had worsened. Program leadership 
have suggested that the decline could be due to these young people’s increased self-
awareness. However, other than the young person’s SDQ results and the parents’ (if they had 
completed pre and post SDQs), there were no case notes or any other additional  
information on these specific clients that could validate this hypothesis.
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The parent SDQ scores varied for young people whose self-reported prosocial scores had 
worsened. Of the 12, one also had a score that worsened, four did not complete the SDQ, two 
had no change and the remaining five noted that the young person’s hyperactivity score had 
improved. Additionally, the parent SDQ scores varied for young people whose self-reported 
hyperactivity scores had worsened. Of the nine, three also had scores that worsened, three 
did not complete the SDQ and the remaining three noted that the young person’s hyperactivity 
score had improved.

In the cases where the parents’ SDQ scores contradicted the young person’s scores, it is 
unclear what could have contributed to this. It is recommended that any differences in the 
young person’s and parent’s SDQ scores are considered at the time of treatment. Factors 
that could be influencing their scores should be documented and explored in more detail. 
This demonstrates the need for SDQs to be embedded into practice (see Recommendations 
section). 

Figure 27 – Number of Young People with Improvement in Behaviour and Mental Health, 
2019-20 
MST | Improved Behaviour and Mental Health

MST’s improvement in behaviour and mental health measure requires the therapist to rate 
the adolescent’s monthly progress in relation to their behaviour and mental health. Figure 27 
demonstrates that in the first month of treatment, eight young people had either no or little 
improvement. By the end of treatment, young people had either improvement to a small extent, 
moderate extent or to a great extent.    

Program leadership have advised that these improvements relate to the treatment provided to 
address depression and anxiety as well as referrals to mental health services. 

These improvements mostly aligned with the SDQ score improvements.  However, there 
was one young person out of three, that reported declines to total difficulties and prosocial 
scores. This was believed to be due to this young person coming from a non-English speaking 
background. SDQs are available in other languages and it is recommended that clients with 
low English literacy are provided the SDQ in their language. It should be noted that parent 
SDQs were completed on a different set of young people to the self-report SDQs that were 
completed (see Recommendations section). 

Henggele and Schaeffer (2016) asserted that the effects of MST were more favourable in 
families where parenting practices may be ineffective, but positive family relations were 
evident, and parents had stable mental health. For MST, no outcome measurement tool was 
utilised to assess parent’s mental health. 
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Parents' Mental Health

Figure 28 – Clinically Significant Changes to Parents' Mental Health 
FFT and FFT-CW | OQ

The Outcomes Questionnaire (OQ) is intended to measure important areas of mental health 
functioning (symptoms, interpersonal problems, social role functioning and quality of life) for 
adults (Beckstead et al., 2003). FFT and FFT-CW programs (excluding ACT) used the OQ to 
assess the impact that program interventions had on parents’ mental health. OQ scores were 
only included in this analysis if the OQ was completed pre and post treatment. 

The completion rate of pre and post OQs was low for FFT-CW – NSW (5 per cent), compared 
to FFT-NSW and FFT-CW – VIC, which both had over 65 per cent completion rate.  Program 
leadership have advised that the low completion rate for FFT-CW – NSW was due to an 
oversight by the FFT purveyor, FFT LLC, resulting in OQ not being fully implemented by FFT-
CW NSW until December 2019.  

Results indicate that 31 per cent of parents had a clinically significant improvement to their 
mental health.  The OQ has a Reliable Change Index (RCI) of 14, which is the amount by 
which a client’s total OQ score must increase (deterioration) or decrease (improvement) to be 
considered clinically significant. Changes in the total score that are less than the RCI are not 
statistically relevant (i.e. no change) (OQ Measures LLC 2020). 

Between 51 to 70 per cent of parents experienced no significant change. The reason behind 
this will need to be further investigated as it was not readily available. Feedback provided by 
program leadership on a sample of parents whose scores deteriorated indicated that it could 
be due to the following reasons: an incident unrelated to referral concerns occurring which 
was distressing for the family, mental health concerns increased due to death of a friend or 
anxieties associated with a new stage of a romantic relationship. Program leadership also 
believe that some parents are moderating their responses to the OQ for the initial assessment. 
It is also possible that families were discharged from the program once referral concerns 
were addressed, however other concerns, such as the parents’ mental health (which may not 
have been a referral concern) was not targeted and therefore there was no significant change 
to the parent’s mental health. However, explanations on total OQ scores were not collected 
or analysed at the time of treatment completion for each family in order to validate this 
hypothesis. It is recommended that at the time of administering outcome measurement tools, 
the clients’ presentation should be documented as well as any significant external factors that 
could impact on their OQ results. 
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Figure 29 – Changes to Parents' Well-being 
MST-CAN | PWI

The Personal Well-being Index (PWI) was used to assess parents’ overall well-being 
and satisfaction with life domains.  This tool was completed by parents in the MST-CAN 
program at intake and closure. The normative index range for Australia is between 73.4 and 
76.4 (International Well-being Group, 2013).  Four of five parents who completed the PWI 
demonstrated improvements to their Index Score by treatment completion which exceeded 
the normative range. Improvements to PWI scores could be attributed to therapists working 
with families to identify drivers of problematic behaviours (e.g. parental anxiety that drives 
harsh discipline) and develop strategies (e.g., Cognitive Behavioural Therapy for anxiety 
management) to address these specific behaviours. One parent’s index score declined by 
11.43. This particular caregiver went through a divorce at end of treatment and had to share 
custody of their children.
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3.2.2 Decreased Dysfunctional Behaviours Including Verbal and Physical Aggression

There are three programs (Families First, ITP and SafeCare) that used the NCFAS to assess 
improvement to overall child well-being (refer to Appendix 3 for a breakdown by program). Only 
families with an assessment undertaken at both intake and closure were included in the below 
analysis. There were 90 of these families. 

Figure 30 – Percentage of Families with Improvement to Overall Child Well-being,  
2019-20  
Families Services Programs | NCFAS

At intake, 62 per cent of families had a rating of mild, moderate or serious problem. This 
decreased to 19 per cent at program closure.

For SafeCare, parents became more confident in managing their child(ren) through the Parent-
Infant/Child Interaction module as well as their children’s health was being monitored and 
adequately treated.

For Families First and ITP, parents were taught strategies for managing their children’s 
behavioural and emotional problems and were provided support to manage NDIS. Parents, 
particularly those with intellectual disabilities, were also educated on child development. 

For families with a rating of serious or moderate problem at closure, the most common issue 
documented was difficulty managing challenging behaviours. Also listed were low school 
engagement, limited or no peer relationships, strained relationships with caregivers and 
conflictual relationships with siblings/other children. In one example, where the rating moved 
from adequate at intake, to moderate problem at closure, Covid-19 was identified as disruptive 
to the supports being provided, resulting in an escalation of challenging behaviours during this 
time. In one case where a child was exhibiting challenging behaviours, this child was referred 
onto a social skills group.  In another instance where there was family conflict, the family 
was referred to FFT-CW in order to improve the family dynamic. In some cases, the notes 
documented in the NCFAS tool, did not explicitly state if any actions were taken to address 
any remaining risks at program closure (see Recommendations section). These cases will be 
followed up with program leadership.
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3.3 Children and their families act to protect and promote health
3.3.1 Reduction in harmful alcohol and drug use 

Figure 31 – Number of Young People with Decreased Substance Abuse 2019-20 
MST | Decreased Substance Abuse

The children and their families act to protect and promote health outcome focuses on 
adolescents’ in MST and their reduction in harmful alcohol and drug use. MST’s decreased 
substance abuse measure requires the therapist to rate the adolescent’s monthly progress in 
relation to their substance abuse. Figure 31 demonstrates that in the first month of treatment, 
eight young people had either no improvement or improvement to a small extent. By the end 
of treatment, the young people had either improvement to a small extent, moderate extent or 
to a great extent. Most of the young people that had no improvement after the first month of 
treatment, demonstrated improvement to either a small extent, moderate extent or great extent 
by the end of treatment. However, one young person did not demonstrate any improvement. In 
this instance, there was minimal engagement with the young person and therefore the therapist 
was unable to fully assess if there was substance misuse or if there was any improvement. 

Program leadership have advised that other conduct behaviours of concern were usually 
evident when the young person was substance affected. Therapists worked with these families 
and their target young people to address substance misuse by increasing parents’ monitoring 
of substances and decreasing the young person’s ability to access substances.
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3.4 Children and their families participate in learning and education
3.4.1 Decreased developmental vulnerability

There are three programs (Families First, ITP and SafeCare) that assessed whether there 
was a decrease in C&YP’s developmental vulnerability. The NCFAS was used to assess 
developmental vulnerability via the overall parental capability domain (refer to Appendix 3 for 
a breakdown by program). There were 90 families that had completed full treatment and had 
NCFAS assessments undertaken at intake and closure. These were the only families included 
in the below analysis. 

Figure 32 – Percentage of Families with Improvement to Overall Parental Capabilities, 
2019-20  
Family Services Programs | NCFAS

At intake, 66 per cent of these families had a rating of mild, moderate or serious problem. This 
decreased to 22 per cent at program closure.

Families that had positive ratings at intake was generally due to the referral reasons relating to 
complex issues other than parenting such as the child or young person’s intellectual disability 
or Attention Deficit Hyperactivity Disorder (ADHD), or family violence where the mother’s 
parenting was not the issue but the perpetrator’s behaviour was impacting on the family 
situation.

To improve overall parental capabilities, programs educated parents on parenting skills such 
as parent/child interaction, supervision, discipline and self-care. They also linked families to 
childcare and school access and support. 

Families that were rated as having a serious or moderate problem for overall parental 
capabilities by the end of treatment, had common themes of challenges with mental health, 
substance use, family violence, supervision and/or discipline. Program leadership advised that 
some families may not have been willing to engage to address the concerns or did not have 
the capacity at the time and may have been referred to Child Protection for follow up if risks 
were identified.
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3.4.2 Number of children engaged in education and/or employment

Figure 33 – Percentage of Target Children and Young People in School or Working by 
Treatment Completion, 2019-20  
MST, MST-CAN, FFT and FFT-CW | Target Child or Young Person is Either in School or 
Working

Datta et al. (2019) demonstrate that educational interventions and good educational outcomes 
can positively impact on maltreated C&YP, by reducing delinquency and incarceration. Young 
people who do not complete secondary school and do not pursue any further qualifications are 
at greater risk of homelessness, drug and alcohol abuse, as well as poorer physical and mental 
health (DET, 2019). This is because regular school attendance is associated with cognitive 
stimulation, higher self-esteem and the development of social skills including making friends, 
teamwork and communication (Datta et al., 2019; DET, 2019). This can contribute to C&YP’s 
resilience (AIFS, 2014; Datta et al., 2019). 

Young people who have been involved in the youth justice system are vulnerable to 
reoffending. They are at a higher risk of experiencing socio-economic disadvantage as 
they usually come from families who are experiencing this type of disadvantage. Therefore, 
they require support through the processes of finding employment to break the cycle of 
disadvantage (AIFS 2017c). Consequently, employment is another protective factor for young 
people in FFT and MST.   

As it is a protector factor, attendance at school or work is an outcome that is assessed for 
the FFT-CW, FFT, MST and MST-CAN programs. The FFT-CW (FFT-CW VIC excludes Bayside 
Peninsula), FFT, MST and MST-CAN programs assess whether the target child is attending 
school or working, by treatment completion. However, whether these particular C&YP were 
attending school or work prior to treatment, was either not documented or not recorded in a 
reportable format. The introduction of the new case management system during the 2020-21 
will allow for this data to be collected in a reportable format. This information would enable a 
more reliable comparison to be made. This is particularly important for youth in FFT and MST 
due to their delinquency.

Over 80 per cent of target C&YP were attending school or work in the following programs: 
MST-CAN, FFT-CW and FFT. In MST, the four young people that were not in school or work 
by treatment completion, were enrolled in school, however had not yet attended school. 
There were barriers to locating suitable schools for these young people as they had either 
been disengaged from school for a long time, had learning difficulties or had been expelled 
from multiple schools in the region. These young people had decreased substance abuse and 
criminal activity by the end of treatment. It is important that C&YP are enrolled in schools that 
address not only their academic needs but also their social and emotional needs and  
learning. Schools must also provide a safe environment for C&YP.
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3.5 Children and their families are self-sufficient
3.5.1	 Increased	self-sufficiency

There are three programs (Families First, ITP and SafeCare) that used the NCFAS to assess 
improvement to overall self-sufficiency. Only families with an assessment undertaken at both 
intake and closure were included in the below analysis (refer to Appendix 3 for a breakdown by 
program). 

Figure 34 – Percentage of Families with Improvement to Overall Self-Sufficiency, 
2019-20 
Families Services Programs | NCFAS

At intake, 71 per cent of these families had a rating of mild, moderate or serious problem. This 
decreased to 21 per cent at program closure.

Improvements to overall self-sufficiency could be attributed to referrals to affordable housing 
and WDPs (Work Development Programs), and assistance with reducing fines and debts 
through links to financial counselling and Centrelink payments. Parents were also educated on 
budgeting. 

Families with ratings of serious or moderate problems for overall self-sufficiency at program 
closure, experienced issues of reliance on Centrelink, insufficient income to meet family needs, 
difficulty managing finances and debts, substance use impacting financial management, family 
violence and reliance on other family members or services. For most families that had serious 
or moderate problems at closure, the NCFAS notes taken did not specify what supports were 
put in place or if any referrals were made in relation to these issues (see Recommendations 
section). In one case, it was noted that although there was a reliance on Centrelink, budgeting 
was performed effectively.  Program leadership advised that usually these families would be 
referred onto targeted agencies to address these needs.
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3.6 Children and their families are socially engaged and live in inclusive 
communities
3.6.1 Increased connection to communities

3.6.2 Increased access to social support

There are three programs (Families First, ITP and SafeCare) that assessed whether families 
were connected to their community and had access to other social supports. NCFAS was used 
to perform this assessment via the overall social/community life domain (refer to Appendix 3 
for a breakdown by program). Only families with an assessment undertaken at both intake and 
closure were included in the below analysis. 

Figure 35 – Percentage of Families with Improvement to Overall Social/Community 
Life, 2019-20 
Families Services Programs | NCFAS

At intake, 61 per cent of these families had a rating of mild, moderate or serious problem. This 
decreased to 14 per cent at program closure.

Program interventions to improve overall social/community life included providing access to 
a vehicle, supporting parents to get a driver’s license and linking families to play and parent 
groups to promote social interaction.

Families that had ratings of serious problem or moderate problem at closure, experienced 
issues such as mental health impacting social relationships, controlling behaviours within 
the family that limited connection, fear in the community after history of domestic violence, 
geographical isolation, social relationships having a negative impact through substance use 
or conflict, and suspicion of external parties being involved in family matters. In some cases, 
these families refused to be linked with community supports.

9%

3%

23%

4%

29%

24%

39%

6%

22%

9%

24%

Serious 
Problem

ClosureIntake

Moderate 
Problem

Mild 
Problem

Baseline/ 
Adequate

Mild 
Strength

Clear 
Strength

n = 90

7%



48

3.7 Children and their families can safely identify and connect with their 
culture and identity
3.7.1 Increased responsiveness to culture and identity  

The Aboriginal and Torres Strait Islander Child Placement Principle (ATSICPP) requires 
that C&YP who are placed with Non-Aboriginal and Torres Strait Islander carers maintain 
connections to their family, community and cultural identity (Secretariat of National Aboriginal 
and Islander Child Care (SNAICC), 2017). However, the ATSICPP’s core element of connection 
does not specify any requirements for other C&YP within the child protection and youth justice 
systems. There is also no directive for CALD communities. The focus for this outcome is 
therefore on whether Aboriginal and Torres Strait Islander and CALD families feel that OzChild 
workers are culturally responsive. This data is currently not collected.

However, feedback from the Bridging Cultures Team has highlighted that local ACAs usually 
either support First Nations families directly or support the therapists to link these families to 
ACSOs, Koorie Engagement Support Officers in schools and local Aboriginal health services. 
This is to ensure a culturally responsive service is provided which focuses on building 
relationships with First Nations families in order to establish trust. 

In relation to CALD families, there is no formalised process for evaluating whether a culturally 
responsive service was provided to families in PSF programs. However, Family Services 
programs (Families First, ITP and SafeCare) administered a survey to collect feedback from 
16 clients. This survey had a question in relation to culture, which was ‘My worker asked me 
about my cultural identity and language’. Sixty-three per cent of participants reported that 
they agreed or strongly agreed with this statement. Further questions specific to cultural 
responsiveness could be established. Program leadership in MST also have advised that they 
work closely with a Cultural Advisor at Youth Justice to support CALD C&YP in their program. 
It is not known what other PSF programs do to ensure CALD families have been provided a 
culturally responsive service (see Recommendations section). 
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Recommendations
1. Permanency:

a. Establish organisational definitions for program completion, partial completion and 
non-completion to enable accurate data comparison between programs across the 
states. These definitions must take into account specific model definitions. 

b. Document reasons for no engagement and disengagement from programs within the 
case management system. Report on and analyse this data and ensure mitigating 
actions are taken to address lack of engagement/disengagement. This should include 
consideration of factors specific to First Nations and CALD clients’ disengagement 
such as monitoring and recording of whether clients’ have initially interacted with 
OzChild via the ACA or local ACSO and whether this has an impact on engagement/
disengagement. 

c. Record C&YP removed from their homes by Child Protection during treatment, within 
the OzChild's case management system. Ensure case management system has the 
ability to report on this data. 

d. OzChild executive leadership should continue to advocate for Child Protection data 
to be regularly provided by Child Protection agencies, that highlights the number 
of C&YP from PSF programs that have been removed by Child Protection post 
treatment. Explore alternative methods for collecting this data. 

2. Education:
a. Record whether C&YP were attending school or work prior to treatment in OzChild’s 

case management system in a reportable format (FFT and MST).

3. Culture and Identity:
a. Establish a mechanism to assess whether First Nations and CALD families feel that 

they are provided a culturally responsive service. These mechanisms may need to be 
tailored specifically to both First Nations and CALD families.

4. Overall
a. Develop and implement a process for proactively using outcome tools within 

programs to enhance practice and ensure that all needs are addressed. This 
should include documenting how clients present at pre and post treatment and any 
significant external factors that could impact on their outcome tool results at these 
times. Outcome tools’ results should be reviewed and analysed by programs to 
understand whether outcomes have been achieved (and what has contributed to 
a decline, no change or  improvement), as well as if any further support should be 
provided to the client post treatment.  

b. Implement an Outcome Tool practice group to build knowledge and understanding 
about key outcome tools (e.g. SDQ, OQ, COM-A, COM-P and TOM), data collection 
and consider ways to increase completion rates. 

c. Develop a feedback survey for PSF families and ensure that it encompasses 
key outcome areas. There should also be a feedback survey for families who 
have disengaged from the program to assist in understanding their reasons for 
disengagement.
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Appendix 1
Detailed Methodology

Quantitative
Validated outcomes tools

• SDQ (FFT, FFT-CW – NSW and VIC, MST-CAN and MST) - This measure assesses a 
child or young person’s emotional problems, conduct problems, peer problems and 
hyperactivity which can be summed to derive a total difficulties score. The SDQ also 
assesses a child or young person’s prosocial behaviours. The SDQ was undertaken at 
intake and closure.

• COM-A (FFT and FFT-CW all) - A 6-item questionnaire which assesses the 
adolescent’s perceptions of change in family functioning, communication, personal 
behaviour, improved parenting skills, parental supervision, and change in family 
conflict. Each dimension is rated on a 6-point scale from 0 (things are worse) to 5 
(things are much better).

• COM-P (FFT and FFT-CW all) - A 6-item questionnaire which assesses the parent’s 
perceptions of change in family functioning, communication, personal behaviour, 
improved parenting skills, parental supervision, and change in family conflict. Each 
dimension is rated on a 6-point scale from 0 (things are worse) to 5 (things are much 
better).

• TOM (FFT and FFT-CW all) – The therapist describes perceptions of client and family 
change during treatment on the same 6 dimensions as the COM. Therapists also 
rate the families on 9 family factors reflective of positive social relationships, effective 
supervision, and discipline.

• NCFAS (Families First, SafeCare and ITP) - This measure is used to assess family 
functioning from the perspective of the therapist, at intake and closure of the program. 
This includes only families who completed full treatment.

• OQ 45.2 (FFT and FFT-CW – NSW and VIC) – The OQ 45.2 is a 45-item self-report 
scale designed to track and measure client progress in psychotherapy. Each item is 
rated using a 5-point Likert scale (0 = never, 1 = rarely, 2 = sometimes, 3 = frequently, 
4 = always), yielding a range of possible scores from 0 to 180. This measure assesses 
the parent(s) against three areas of functioning including how they feel, how they are 
getting along with significant others, and how they are doing in important life tasks, 
such as work, school or home duties. The OQ was undertaken at intake and closure.

• PWI (MST-CAN) – This measure is used to assess the parent’s satisfaction with 
specific life domains including standard of living, personal health, achieving in life, 
personal relationships, personal safety, community connectedness and future security 
(International Well-being Group, 2013). The PWI was undertaken at intake and closure.

• SICC (SafeCare) – The therapist assesses common illness/injury scenarios in relation 
to their children. The therapist then trains the parent and re-assesses them using 
the three common scenarios. The scenarios help parents decide whether to seek 
emergency services, call their doctor or care for their child at home. The SICC was 
undertaken at intake and closure.
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• DAC (SafeCare) – This involves the therapist observing play and daily activities in and 
out of the home, training the parent and subsequently re-observing play and daily 
activities.  

• HAPI (SafeCare) – This involves the therapist assessing hazards in three targeted 
rooms, reviewing ten categories of hazards and securing accessible hazards. There is 
subsequently a re-assessment of hazards.    

Other outcome measures 
(prescribed by Government Agencies and have not been validated)

• Improved family functioning, improved behaviour and mental health and decreased 
substance abuse (MST). This information is collected once a month during the 
program. A 4-point scale was used to rate clients (1 - not at all, 2 - to a small extent, 
3 - to a moderate extent and 4 - to a great extent).  

Outputs

• Young people living at home at end of treatment (FFT and MST).

• Target child is either in school or working by treatment completion (FFT-CW, FFT, MST 
and MST-CAN).

Qualitative
• Consultation with program staff and leadership
• Deidentified information from case notes in Outcome tools
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Appendix 2

Outcomes Indicators Families 
First

OzChild
Outcome
Domains

Permanency

Safety

FFT FFT-CW ITP MST MST-CAN SafeCare

Children and their 
families live together 
and have continuous 
and stable care 
arrangements and 
relationships

Children and their 
families have suitable 
and stable housing

Number of families 
with youth now living 
at home

Children and their 
families live free from 
abuse and violence

Improvement in 
housing stability

Reduction in 
prevalence and 
impact of abuse and 
neglect of children

Decreased 
unintentional injury

Improvement in 
family functioning

Improvement in 
community safety

Number of families that 
have completed 
treatment

Number of families that 
have children removed 
by Child Protection or 
equivalent

Reduction in prevalence 
and impact of family 
violence
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Outcomes Indicators Families 
First

OzChild
Outcome
Domains

Well-being

FFT FFT-CW ITP MST MST-CAN SafeCare

Children and their 
families have good 
physical health

Increase healthy start 
in life

Children and their 
families have good 
mental health

Improved mental 
well-being of parent 
and child

Decreased dysfunctional 
behaviours including 
verbal and physical 
aggression

Reduction in harmful 
alcohol and drug use 
by young people

Children and their 
families act to protect 
and promote health

Children and their 
families participate 
in learning and 
education

Children and their 
families are 
self-sufficient

Children and their 
families are socially 
engaged and live in 
inclusive communities

Children and their 
families can safely 
identify and connect 
with their culture and 
identity

Decreased 
developmental 
vulnerability

Number of children 
engaged in education 
and/or employment

Increased 
self-sufficiency

Increased connection to 
communities

Increased access to 
social support

Increased connection to 
culture and identity

VIC and 
NSW
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APPENDIX 3
 Permanency

Children and their families live together and have continuous and stable 
care arrangements and relationships

Table 4 – Percentage of Non-Aboriginal and Torres Strait Islander Families who 

Completed Full Treatment by Program

0

N/A

2

2

1

1

0

Unknown

1

No. of families that 
did not engage/ 

removed consent 
prior to treatment

No. of families that 
commenced 

treatment and did 
not fully complete it

No. of families that 
completed full 

treatmentProgram name

FFT - NSW

FFT-CW - ACT

FFT-CW - NSW

FFT-CW - VIC

MST - VIC

MST-CAN - NSW

SafeCare - VIC

ITP - VIC

Families First - VIC

TOTAL

6 5 16

N/A N/A N/A

3 20 172

37 55 84

8 9 8

1 1 5

7 32 33

0 0 166

3 0 20

No. of families 
where C&YP moved 

to OOHC during 
treatment

765 122 504
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0

0

6

Unknown

0

0

0

Unknown

0

No. of families that 
did not engage/ 

removed consent 
prior to treatment

No. of families that 
commenced 

treatment and did 
not fully complete it

No. of families that 
completed full 

treatmentProgram name

FFT - NSW

FFT-CW - ACT

FFT-CW - NSW

FFT-CW - VIC

MST - VIC

MST-CAN - NSW

SafeCare - VIC

ITP - VIC

Families First - VIC

TOTAL

1 1 2

8 1 25

1 8 44

2 7 15

1 0 0

0 0 2

6 7 5

0 0 9

0 0 3

No. of families 
where C&YP moved 

to OOHC during 
treatment

619 24 105

Table 5 – Percentage of First Nations Families who Completed Full Treatment by Program
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Children and their family have suitable and stable housing

Figure 36 – Percentage of Families First Families with Improvement to Housing 
Stability, 2019-20 
Families First | NCFAS

Figure 37 – Percentage of ITP Families with Improvement to Housing Stability, 2019-20  
ITP | NCFAS
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 Safety

Children and their families live free from abuse and violence

Figure 38 – Percentage of Families First Families with Improvement to Overall Family 
Safety, 2019-20 
Families First | NCFAS

Figure 39 – Percentage of ITP Families with Improvement to Overall Family Safety,  
2019-20 
ITP | NCFAS
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Figure 40 – Percentage of SafeCare Families with Improvement to Overall Family 
Safety, 2019-20  
SafeCare | NCFAS

Figure 41 – Percentage of Families First Families with Improvement to Family 
Interactions, 2019-20 
Families First | NCFAS
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Figure 42 – Percentage of ITP Families with Improvement to Family Interactions,  
2019-20 
ITP | NCFAS  

Figure 43 – Percentage of SafeCare Families with Improvement to Family Interactions, 
2019-20  
SafeCare | NCFAS
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Figure 44 – Percentage of Families First Families with Improvement to Safety in the 
Community, 2019-20 
Families First | NCFAS

Figure 45 – Percentage of ITP Families with Improvement to Safety in the Community, 
2019-20 
ITP | NCFAS
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Figure 46 – Percentage of SafeCare Families with Improvement to Safety in the 
Community, 2019-20 
SafeCare | NCFAS
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 Well-being

Children and their families have good physical health

Figure 47 – Percentage of Families First Families with Improvement to Child(ren)’s 
Physical Health, 2019-20  
Families First | NCFAS

 

Figure 48 – Percentage of ITP Families with Improvement to Child(ren)’s Physical 
Health, 2019-20  
ITP | NCFAS

11%

5%

21%

11%

16%

32%

37%

5%

0%

16%

37%

Serious 
Problem

ClosureIntake

Moderate 
Problem

Mild 
Problem

Baseline/ 
Adequate

Mild 
Strength

Clear 
Strength

n = 19

11%

Serious 
Problem

ClosureIntake

Moderate 
Problem

Mild 
Problem

Baseline/ 
Adequate

Mild 
Strength

Clear 
Strength

n = 52

Unknown Not 
Applicable

0% 0%2%2%
6%

10%

0%2%

10%12%

29%

40%

10%
6%

44%

29%



63

Figure 49 – Percentage of SafeCare Families with Improvement to Child(ren)’s Physical 
Health, 2019-20  
SafeCare | NCFAS

Children and their families have good mental health

Figure 50 – Percentage of Families First Families with Improvement to Overall Child  
Well-Being, 2019-20 
Families First | NCFAS
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Figure 51 – Percentage of ITP Families with Improvement to Overall Child Well-Being, 
2019-20 
ITP | NCFAS 

Figure 52 – Percentage of SafeCare Families with Improvement to Overall Child  
Well-being, 2019-20 
SafeCare | NCFAS    
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Children and their families participate in learning and education

Figure 53 – Percentage of Families First Families with Improvement to Overall Parental 
Capabilities, 2019-20 
Families First | NCFAS

Figure 54 – Percentage of ITP Families with Improvement to Overall Parental 
Capabilities, 2019-20 
ITP | NCFAS 
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Figure 55 – Percentage of SafeCare Families with Improvement to Overall Parental 
Capabilities, 2019-20 
SafeCare | NCFAS

0% 0%
5%

0%

26%

53%

21%

11%

32%

5%

47%

Serious 
Problem

ClosureIntake

Moderate 
Problem

Mild 
Problem

Baseline/ 
Adequate

Mild 
Strength

Clear 
Strength

n = 19

0%



67

Children and their families are self-sufficient

Figure 56 – Percentage of Families First Families with Improvement to Overall Self-
Sufficiency, 2019-20  
Families First | NCFAS

Figure 57 – Percentage of ITP Families with Improvement to Overall Self-Sufficiency,  
2019-20 
ITP | NCFAS 
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Figure 58 – Percentage of SafeCare Families with Improvement to Overall Self-
Sufficiency, 2019-20 
SafeCare | NCFAS

Children and their families are socially engaged and live in inclusive 
communities

Figure 59 – Percentage of Families First Families with Improvement to Overall Social/
Community Life, 2019-20 
Families First | NCFAS
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Figure 60 – Percentage of Families First Families with Improvement to Overall Social/
Community Life, 2019-20 
ITP | NCFAS 

Figure 61 – Percentage of SafeCare Families with Improvement to Overall Social/
Community Life, 2019-20 
SafeCare | NCFAS 
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Acronyms 

ACSO  Aboriginal Community Service Organisations 

ACA  Aboriginal Cultural Advisor

ADHD  Attention Deficit Hyperactivity Disorder

AOD   Alcohol and other Drugs

CALD  Culturally and Linguistically Diverse

COM-A Client Outcome Measure - Adolescent

COM-P Client Outcome Measure - Parent

DAC Daily Activities Checklist

EBP  Evidence-Based Programs

FFT  Functional Family Therapy

FFT-CW Functional Family Therapy – Child Welfare

HAPI Home Accident Prevention Inventory

MST  Multisystemic Therapy

MST-CAN Multisystemic Therapy for Child Abuse and Neglect

NCFAS North Carolina Family Assessment Scale

NDIS  National Disability Insurance Scheme

OOHC  Out-of-home care

OQ Outcomes Questionnaire

PWI Personal Well-being Index

ROSH  Risk of Significant Harm

SICC Sick or Injured Child Checklist

SDQ Strengths and Difficulties Questionnaire

TOM  Therapist Outcome Measure

WHO  World Health Organisation
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