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This report is dedicated to the memory of

Cate Groufsky

Team Leader, Therapeutic Care, Take Two
Cate died suddenly in August 2010. 

She is survived by her partner Gavin and their twin boys Ned and Tadhg.
 

Cate’s zest for life and her commitment and passion to improving 
the wellbeing and safety of children and young people is greatly missed. 

If ever the title of ‘More than Words’ applied it is to Cate and 
re� ects our feelings for her and her family.
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“These bitter sorrows of childhood!
When sorrow is all new and strange, 

when hope has not yet got wings 
to � y beyond the days and weeks, 

and the space from summer to summer seems measureless.”

(George Eliot, 1860, The Mill on the Floss)

“Hope is the thing with feathers
That perches in the soul,

And sings the tune without the words,
And never stops at all,

And sweetest in the gale is heard;
And sore must be the storm

That could abash the little bird
That kept so many warm.

I’ve heard it in the chilliest land
And on the strangest Sea
Yet, never, in extremity,
It asked a crumb of me.”

(Emily Dickinson, 1861)
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Foreword
In my Foreword to 
the � rst in this series 
of three program 
evaluations I spoke 
of the intention of 
Take Two: to offer 
opportunities for 
healing to those 
children who 
currently suffer the 
consequences of 
abuse or neglect. This 
evaluation, the third 
of three, reports on 
the � rst � ve years of 
Take Two operation 
(2004—2008). I like 
the way this report 

concludes by speaking of a journey: to continuously 
strive towards the ultimate aim of effectively responding 
to the needs of traumatised infants, children and young 
people for safety, sustained relationships, recovery 
from trauma, positive participation in their social world 
and growth.

We are still on that journey, and the � ve years of 
intervening learning has helped us to greatly re� ne our 
understanding of healing in relation to child trauma. In 
answer to the question as to whether or not we are 
achieving our aims lies within this program evaluation 
— I encourage you to read our story, as it is recounted 
so effectively and so comprehensively by the research 
team.

I have had the pleasure of leading Take Two through 
its formative years. I believe the research team has 
captured the essence of Take Two as they have examined 
our work from so many angles. This report refers to the 
centrality of ‘respectful relationships’; in our program 
design and in our clinical practice. This report refers 
to the ‘fractured and complex family lives’ of so many 
of the children we work with, and the way we try to 
contribute healing to those lives both through direct 
therapeutic relationship with each child and through 
helping others provide ‘multiple therapeutic moments’ 
in each child’s day-to-day life. By providing carefully 
documented program description, and by describing 
the very active ways we ‘manage our knowledge’ 
via research, information management, practice 
development and training, I hope we are demonstrating 
a clinical practice that is informed by evidence and a 
transparent program logic. Not many large-scale 
psychotherapeutic intervention programs are evaluated 
in such a multi-faceted and sustained way.

From my perspective, all those dedicated people who 
have contributed to Take Two have created a program 
that succeeds because children are demonstrably better 
for their efforts, because many of the most disadvantaged 
children in Victoria receive services of quality that is 
benchmarked against the best child trauma work in 
the world and because these services are delivered in 
ways that elicit high degrees of satisfaction from clients 
and other stakeholders. Take Two succeeds because it 
meets its contractual requirements, effectively embeds 
a health program in a children’s welfare agency, 
supports program quality through active and stable 
partnership-for-governance, works closely with child 
protection to identify children who could most bene� t 
from a trauma service, works closely with care teams 
to deliver healing that is effective and sustained and 
does all this within frameworks of health-system quality 
audits, reliable data gathering and reporting and careful 
research scrutiny. Despite its scale and its ambitions, 
Take Two still has capacity to subtly differentiate the 
trauma and attachment experiences of Aboriginal 
children in comparison with non-Indigenous children, 
and respond with a community-based intervention for 
Aboriginal people as eloquent and as effective as the 
Yarning up on Trauma initiative.

Many people deserve tribute for this accomplishment. 
Take Two has been blessed with quite a stable 
workforce, and many highly skilled and highly dedicated 
professionals have served with the program since its 
inception. Other � ne people have joined us for a while, 
and contributed mightily. The leadership of the research 
team, through La Trobe University, has worked closely 
together to complete all three stages of this program 
evaluation. I take this opportunity to again congratulate 
the principal authors of this report, Margarita Frederico, 
Annette Jackson and Carly Black, on their achievement. 
Many others have participated in the research team 
over the years, and I am pleased we can read an honour 
board of names in each of the Acknowledgements 
sections of the three reports.

For whatever your contribution — as a clinical worker, 
a knowledge worker or a program supporter — I thank 
you most sincerely for your contribution to the � rst � ve 
years of the Take Two program.

Ric Pawsey
(Director, Take Two)
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Executive Summary
More than words
the language of relationships
This is the third in a series of three evaluation reports of 
the Take Two program. Although this report represents 
an important milestone, it is relatively early in the 
continuing action research and outcomes-informed 
strategy. 

Take Two is a developmental therapeutic service in 
Victoria, Australia for children who have suffered abuse 
and neglect. It is a partnership of child and family 
services, mental health, academic and Indigenous 
services as follows: Berry Street, Austin Child and 
Adolescent Mental Health Services (CAMHS), La Trobe 
University School of Social Work and Social Policy, 
Mindful and the Victorian Aboriginal Child Care Agency 
(VACCA).

When the program was tendered to commence in 
2004, the underlying concepts were informed by new 
policy direction for child protection and child and family 
welfare. This new direction was then legislated in the 
Children, Youth and Families Act 2005 and the Child 
Wellbeing and Safety Act 2005. Take Two has since 
been part of the exciting development in the further 
promotion of wellbeing of children at risk in Victoria. 

This report builds on two previous evaluation reports 
(Frederico, Jackson, & Black, 2005, 2006). The � rst 
report presented a process evaluation of the � rst year 
of Take Two. It documented the development of Take 
Two’s clinical program, the training strategy and the 
creation of the research and evaluation model including 
an outcomes framework and selection of outcome 
measures (Frederico et al., 2005). It also described the 
characteristics of the clients in the � rst year of operation 
and the process of engagement and interventions 
utilised.

The second report extended the process evaluation and 
client description and presented an analysis of the � rst 
outcomes data (Frederico, Jackson, & Black, 2006). 
It acknowledged the importance for those who have 
experienced trauma to eventually be able to put ‘words 
to their sorrow’. 

This third evaluation report focuses on what happens 
beyond the words. The permeating theme in this report 
is the centrality of relationships through all aspects 
of the Take Two program. This relational approach is 
a fundamental aspiration for each child as well as for 
the program as a whole. The report aims to describe 
how close Take Two is to achieving this aspiration 
acknowledging that it is a continuous journey, rather 
than a � nal destination. 

This report notes that Take Two has become well 
established as a program working across the service 
system and has an evidence and research-informed 
child-focused approach. This way of working takes 
an integrated approach to therapeutic intervention. 
Take Two is guided by a developing knowledge base 
informed by speci� c theories and works within the State 
of Victoria’s Best Interests framework with a focus on 
children in their family, other relationships, culture and 
environment.

This third evaluation report focuses on the consolidation 
of knowledge, the Take Two therapeutic approach 
and client and program outcomes. No longer a brand 
new program at the front of a new policy direction 
— Take Two is now embedded in the service system 
and associated reforms. Outputs from Take Two, such 
as practice and training that is informed by trauma 
and attachment theories and an analysis of chronic 
neglect on behalf of the Of� ce of the Child Safety 
Commissioner (Frederico, Jackson, & Jones, 2006) have 
helped inform the development and implementation of 
new government policy and program development as 
well as been informed by it. The design of the Take 
Two program which includes action research and 
training components has enabled it to be dynamic and 
continuously engage in learning and dissemination of 
knowledge. Although not diverting from the primary 
aim of therapeutic responses to children traumatised 
by abuse, the program has been responsive to newly 
identi� ed needs such as at-risk children’s speech and 
language needs and Aboriginal children’s social and 
emotional wellbeing. The clinical, research and training 
components — all part of the integrated design — have 
facilitated the ability to identify needs and train to new 
areas of knowledge and skill.

The report presents evidence that Take Two is making 
a substantial difference in the lives of children through 
therapeutic interventions. These therapeutic approaches 
involve a focus on the children within their environment 
and developing an enhanced understanding of the 
consequences of abuse and neglect and effective 
responses to these including appropriate cultural 
responses. 

This report aims to further the building and dissemination 
of knowledge, not only about the work of Take Two 
but also to contribute to discussions about how best 
to meet the needs of children who have experienced 
chronic abuse and neglect. ‘More than words’ draws our 
attention to relationships around the children, between 
Take Two clinicians and children, Take Two clinicians and 
others in the children’s lives and between Take Two and 
other services. A key message traced throughout the 
report and in the work of Take Two is the importance of 
relationships at all levels in ensuring better outcomes 
for the child. The report demonstrates that Take Two 
has been successful in building relationships with 
children, carers, child protection and other areas of 
the service system. It points to where further work is 
required in areas of practice, research and training. The 
action research design provides a base for a continual 
process of exploration and discovery about the nature 
of the client group, the program, interventions and 
implications for the broader service system. 

Evaluation design
The methodology for this evaluation has been developed 
alongside the Take Two program and is a combined 
quantitative and qualitative design described in Chapter 
2. The data analysis has continued from the previous 
two evaluation reports in conjunction with some new 
sources of data collection and analysis. 

The continually developing methodology is based on an 
evaluation framework with the holistic assessment of the 
child at the centre and the surrounding aspects of the 
conceptual foundation of the program; multiple levels 
of assessment and intervention; highly developed and 
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evolving program design; and re� ective practice and 
action learning with integrated and ongoing evaluation 
and training. The methodology also examined 
key elements of program design; namely, inputs, 
throughputs or processes, outputs and outcomes, with 
an emphasis on outcomes. Expectations outlined in the 
originating documents that established the Take Two 
program were contrasted with data regarding whether 
those expectations had been achieved. 

The multiple data sources informing the evaluation 
include policy and program documents; client 
documentation, such as referral documents, client 
activity records, clinical outcome measures, clinician 
surveys and stakeholder surveys; focus groups, partner 
surveys and minutes of research circles; and training 
feedback. Depending on the data source and type of 
data, this evaluation reports on different time periods. 
For example, program development is examined over 
a � ve-year period; much of the client description is 
analysed over the � rst 3.5 years; whereas some client 
data were only available within shorter time periods. 

Major � ndings

1. Expectations compared with Take Two’s 
performance

Analysis of Take Two’s development and contribution to 
the broader system support the conclusion that it has 
met the original expectations of the State Government. 
The report also supports the proposition that, since 
its inception, Take Two has been achieving positive 
outcomes for children. 

1.1 Comparison between original 
expectations by government and 
subsequent program activity

As the � nal evaluation report in this series, an analysis 
is presented of the Take Two program’s development 
and performance indicators in comparison to the 
requirements and expectations listed in the original 
tender document. The analysis presented in Chapter 
3 demonstrates that Take Two has met and in some 
situations exceeded the expectations and performance 
indicators as set by the Department of Human Services 
(DHS). It is exciting to note that the program concept 
has been implemented and developed and is achieving 
the aims envisioned for the program. 

Expectations outlined in the formative documents 
that have been met or exceeded by Take Two include: 
implementation of the statewide clinical service; 
therapeutic practice based on research and well-
founded theories; therapeutic practice with children in 
the context of their important relationships; integration 
of research and training with clinical practice; 
development of a referral tool to assist in screening and 
assessment of children; accepting referrals regardless 
of stability of children’s placement; development of a 
research and evaluation strategy; development of a 
training strategy and forming collaborative relationships 
with other services. The evaluation has also reported on 
the growing sphere of in� uence and contributions made 
by Take Two beyond the immediate program level, 
including at a regional, state, national and international 
level. This impact has occurred in a variety of ways, 
such as through contributing to policy and program 
development, participating in professional networks 

and publications and conference presentations. These 
contributions have relied upon and added to Take Two’s 
reputation. Many of the program developments, such 
as the practice framework, the infant mental health 
project, the neuropsychology project, the training 
initiatives and the publications have developed out of 
integrating practice and research.

Many of these expectations, though met in terms of the 
original documentation, remain work in progress. In 
particular, the provision of a high quality clinical service 
and the ability to contribute positively to the service 
system require continual attention and an overt stance 
of quality assurance and quality improvement to be 
sustained and built upon.

An example of an expectation not yet met has been the 
role in early intervention for children who are at risk of 
but do not yet demonstrate emotional and behavioural 
dif� culties as there have been very few referrals in this 
category.

1.2 Take Two’s performance in meeting 
client-related targets (July 2006 – June 
2007)

As described in Chapter 4, from January 2004 through 
to June 2007 Take Two accepted 1063 referrals. For the 
� nancial year 2006—2007, Take Two achieved all three 
client-related targets set by DHS. These targets were 
the overall number of open cases, the daily average 
number of cases open and the low percentage of re-
referrals to Take Two within 12 months of closure. 
The number of open cases equated to approximately 
9 percent of substantiated cases in Victoria over the 
same time period.

Other data which in� uences the obtaining of target 
numbers is the rate of case closure. Not including Secure 
Welfare, which is brief by de� nition, the mean length of 
time cases were open in Take Two was just over one and 
a half years, with a quarter of the cases closed within 
12 months. Three-quarters of the cases were closed 
due to Take Two completing its role. Other reasons for 
closure included the child or family refusing Take Two 
involvement and child protection ceasing involvement. 
The efforts of Take Two to engage with children and their 
families is a hallmark of the program and so exploring 
reasons for children or families refusing the service and 
the degree of persistence and creativity of approaches 
by Take Two to avoid this when possible is an important 
direction for further research. 

2. Characteristics of the Take Two client 
group (January 2004 – June 2007)

The demographic descriptors of the children, their 
experiences in the protection and care system, their 
experiences of abuse and neglect and their resultant 
emotional, developmental and behavioural dif� culties 
are reported in Chapter 4.

2.1 Demographic descriptions of children 
referred to Take Two

Ages, gender and location 
During the � rst 3.5 years of the Take Two program, 
the highest percentage of children referred were over 
12 years of age with the mean age signi� cantly higher 
for metropolitan regions. The average age excluding 
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Secure Welfare clients was 9.7 years and including 
Secure Welfare clients was 11.8 years, with Secure 
Welfare clients being more likely to be 15 years or 
older compared to other Take Two clients. The ages of 
children referred to Take Two ranged between 6 weeks 
and 17.9 years. The trend of low numbers of infants 
and young children was a constant theme in this � rst 
3.5 years. Although children under six years of age are 
over-represented in the child protection system they 
represent a low percentage of clients referred to Take 
Two. In 2006—2007 children less than three years of 
age were only 6 percent of the Take Two population 
which rose to 15 percent for children under six years 
(not including Secure Welfare clients). 

As with the previous reports, males were two-thirds 
of the client group in the regional and Aboriginal Take 
Two teams. When the Secure Welfare client group was 
included, the ratio became closer to equal due to the 
high proportion of young women in Secure Welfare. 

These data on gender coupled with the average age of 
Take Two clients suggest that it was still young males 
over nine years of age whose presentations to child 
protection were most likely to lead to referral to Take 
Two.  

Consistent with earlier reports, two-thirds of referrals 
to Take Two were from metropolitan regions, though 
reduced to just over half of the referrals when Secure 
Welfare clients were excluded from the analysis. 

Aboriginal children
Aboriginal children remained signi� cantly over-
represented in Take Two. From January 2004 to June 
2007 there were 167 Aboriginal children referred to 
Take Two representing 16 percent of the Take Two 
population. They were 17 percent of the Take Two client 
group in Secure Welfare over this time period. This is 
in contrast with the 1 percent of children in the general 
population in Victoria who are Aboriginal. 

Aboriginal children were more likely to be female and 
older compared to non-Aboriginal children involved 
with Take Two. Five Aboriginal infants were referred to 
Take Two in the latter part of these 3.5 years. This is a 
small but important step given the degree of Aboriginal 
infants’ over-representation and vulnerability in the 
system.

Siblings
At the time of referral to Take Two, the children were 
signi� cantly more likely to have a sibling who was a 
client of the child protection system than to live with 
a sibling. This is indicative of their complex family 
structures and family experiences. Children over the age 
of 12 years, those living in residential care and those in 
metropolitan Melbourne were less likely to be placed 
with siblings than their counterparts. An important 
difference to explore further is that Aboriginal children 
were signi� cantly less likely to live with a sibling. 

Another important � nding was that children living with 
one or more siblings at time of referral to Take Two were 
signi� cantly more likely to have had a successful home 
return. This is not a cause and effect relationship but 
worth further exploration. Children who had a sibling 
as a child protection client were more likely themselves 
to have extensive child protection histories. These are 
both indicators of the same phenomena, that is, of the 
extent of risk and harm present in the children’s family.

2.2 The children’s experiences

Protection and care involvement
In accordance with the program design, all children 
referred to Take Two were clients of child protection. The 
large majority were on court orders, two-thirds of whom 
were on Custody to Secretary or Guardianship Orders. 
Analysis of age shows that although older children were 
more likely to be on Guardianship Orders, children 
younger than six years were just as likely to be on Custody 
to Secretary Orders and more likely to be on breached 
orders compared with older children. Only 14 percent of 
referrals were for children whose case management was 
contracted to community service organisations.

Four-� fths of children lived in out-of-home care at 
time of referral to Take Two. The largest group was in 
home-based care (31%) with the next largest group in 
residential care (29%). It is important to note that a 
� fth of the Take Two client group was living with at least 
one parent at the time of referral. Age was a factor in 
terms of where children were most likely to be living 
and were largely predictable based on the design of 
the placement system, such as younger children rarely 
being placed in residential care. When analysing other 
variables, males were more likely to be in home-based 
care or permanent care than females and Aboriginal 
children were more likely to live with extended family 
but less likely to live with a parent.

The extensive histories of protection and care 
involvement experienced by children referred to Take 
Two were again highlighted in this report. Only 10 
percent of children had no previous child protection 
involvement and 7 percent had not had a placement 
prior to Take Two referral. The mean number of previous 
placements was 6.9 with a range from 0 to 45. Age was 
the only signi� cant factor associated with the extent of 
their protection and care history. Although the mean 
number of placements for children less than six years 
was signi� cantly lower than for older children, it was 
still concerningly high (4.7 previous placements ranging 
from 0 to 18). It is not known if these children are typical 
or atypical of the total child protection population. 

It is of note that Take Two Secure Welfare clients had 
a less extensive child protection history (although 
more extensive placement history) and were older at 
the time they � rst became involved in child protection 
compared to other Take Two clients. This appeared 
mainly in� uenced by the � nding across Take Two 
that although the amount of involvement with child 
protection increased with age up until the 12 years of 
age it then appears to decrease for those who were 
12 years and older. In other words, young people who 
were clients of Take Two had less extensive involvement 
with child protection than would have been predicted 
based on the rate of increased involvement for the 
younger children. Different and potentially overlapping 
hypotheses are discussed in relation to this pattern 
highlighting the need for further study.

Reuni� cation and permanent care
The struggle to provide children who have suffered 
maltreatment with stability is highlighted by the high 
number in Take Two who have had multiple placements 
throughout their life. It is also clearly illustrated by the 
92 percent of the children at time of referral to Take Two 
who after being reunited with their families had been 
removed again. 
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A smaller but similarly important indicator of stability 
is the four percent of children who had previously lived 
in a permanent placement and who were subsequently 
removed from that placement. This represents further 
loss and grief for these children and re� ects the 
complexities in providing them with real stability and 
security.

Children’s experiences of abuse and neglect
Sadly the data continues to demonstrate that nearly 
all children referred to Take Two had experienced 
more than one form of abuse with almost a quarter 
experiencing all � ve domains of maltreatment types. 
Neglect and emotional abuse were the highest forms 
of maltreatment reported. Two-thirds of the clients had 
experienced at least one type of exposure to family 
violence and exposure to chaotic family life was almost 
as frequent.

According to the referral documents, children under six 
years of age were most likely to have been exposed to 
problems facing their parents, such as family violence, 
parental mental illness and con� ictual relationships. 
The younger children were more likely to have one or 
both parents with a combination of parental substance 
abuse, mental health problems and family violence. In 
comparison, children 12 years or older were more likely 
to experience rejection and blame. According to surveys 
completed by Take Two clinicians, many children were 
exposed to multiple parental risk factors, such as half 
having parents with both mental health and substance 
abuse problems.

Girls were more likely to have experienced sexual abuse 
and boys were more likely to have been physically 
abused. Boys were more likely to be described as being 
exposed to family violence, being scapegoated, blamed 
and criticised, verbal abuse and threats and inadequate 
supervision. Apart from sexual abuse, the only other 
item where girls were more likely to have been exposed 
was a lack of boundaries. 

Aboriginal children were signi� cantly more likely than 
non-Aboriginal children to be exposed to parental 
substance abuse, witnessing violence, and aspects 
of neglect but less likely to have a parent described 
by child protection as having a psychiatric illness or 
be exposed to certain experiences of sexual abuse. 
Aboriginal children were more likely to be exposed to a 
combination of family violence and parental alcohol and 
other drug use.

Young people involved with Take Two through Secure 
Welfare showed a different pattern of exposure to abuse 
and neglect compared to other Take Two clients. They 
were described by referrers as being frequently exposed 
to parent’s emotional unavailability, chaotic and violent 
families, and parents with substance abuse problems. 
Although the majority were exposed to different types 
of abuse and neglect, when compared with other Take 
Two clients, young people in Secure Welfare were 
less likely to have been exposed to emotional abuse, 
physical abuse and concerns regarding developmental 
abuse or neglect. 

Other losses and dif� culties experienced by the 
children
Similar to earlier reports, the Take Two client group 
have suffered other life dif� culties and losses such as 
18 percent who experienced the death of parents and/

or other family members. Thirty percent had one or 
more parents in gaol during Take Two’s involvement, 
with 5 percent having more than one parent in gaol.

Consequences of abuse and neglect and other 
dif� culties
Almost all the children involved with Take Two (95%) 
had two or more areas of concern in terms of emotional, 
behavioural and developmental problems according 
to the referral documents. Examples include children 
with a minimal sense of security, belonging, trust, 
permanence and future. Behavioural problems included 
risk taking, impulsivity, absconding, violence towards 
others and school refusal. Some of the emotional 
dif� culties included mood changes and problems with 
attachment and an example of social dif� culties was 
their minimal friendships. Most of these dif� culties were 
more likely to be observed in young people aged 12 and 
older, except for serious behavioural problems which 
were similarly reported for children between the ages 
of 6 and 12. Girls were more likely to show dif� culties 
pertaining to sexual problems, such as being involved 
with prostitution and problems relating to substance 
abuse, lengthy continuous absconding, suicidal 
attempts, ideation and self-harming behaviours. Boys 
were more likely to show serious or extreme speech 
dif� culties and a range of violent and other aggressive 
behaviours.

A quarter of the children were reported at time of referral 
to Take Two to demonstrate some degree of sexualised 
behaviours or sexual violence. Six percent of Take Two 
clients had been exploited through prostitution and 
another 10 percent had other dangerous to self sexual 
activities. Further analysis of dif� culties associated with 
prostitution included risk taking behaviours, dangerous 
to self sexual activity, substance abuse, absconding, 
violent and non-violent criminal activity, threats to 
self-harm, suicidal ideation and attempts, extremely 
negative sense of identity, self-blame, problems 
with school attendance, social isolation, extreme 
helplessness and constant emotional unavailability. 
There were also signi� cant associations found for those 
involved in prostitution being more likely than other 
Take Two clients to have a lack of connectedness, trust, 
security, belonging and hope in the future.

Another concern noted at time of referral to Take Two 
was that half of the children in the compulsory school-
age range experienced dif� culties attending school. 
Females were the most likely to show these dif� culties.

Analysis of dif� culties experienced by Aboriginal children 
referred to Take Two found a number of signi� cant 
differences compared to non-Aboriginal children, 
although not all in the same direction. For example, 
Aboriginal children were more frequently noted as 
having dif� culties with absconding, criminal activity 
involving violence, developmental delays, speech and 
language development, minimal sense of future, risk 
taking, prostitution, school attendance, minimal sense 
of security, substance abuse and trauma symptoms. 
Conversely, Aboriginal children were less likely to 
demonstrate dif� culties in areas such as insecure 
or indiscriminate attachments, isolation, sexualised 
dif� culties or eating dif� culties.

As is to be expected given the criteria for admission 
to Secure Welfare, young people involved with Take 
Two in Secure Welfare were frequently described at 
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time of referral as having problems with risk taking 
behaviour, absconding, suicide attempts, self-harming 
behaviours, substance abuse problems, school refusal, 
and impulsivity. They were more likely than other Take 
Two clients to present with these concerns, although 
these dif� culties were also often described for other 
Take Two clients. They were also described as showing 
a high degree of lack of trust, belonging, security, sense 
of permanence or future. The young people in Take 
Two Secure Welfare were less likely to be described by 
the referrers as having conduct problems, attachment 
problems, problems with identity or trauma symptoms 
compared to other Take Two clients, although some 
of these differences, such as with attachment and 
identity were no longer found when controlled for age 
differences. As some of these � ndings are inconsistent 
with the assessments by Take Two and the re� ections 
by staff at Secure Welfare, such as through the research 
circle, it is possible that some of these differences may 
relate to a focus by the referrers on the young person’s 
behaviour rather than some of the underlying and more 
internalised dif� culties.

According to Take Two clinicians, nearly two-thirds of 
the children had at least one mental health diagnosis, 
and just over a quarter had two or more diagnoses. 
These diagnoses included Reactive Attachment 
Disorders, Posttraumatic Stress Disorder, other Anxiety 
Disorders and Conduct Disorders. Aboriginal children 
were less likely to have a mental health diagnosis. 
Fourteen percent of the children were described by Take 
Two as having an Intellectual Disability or signi� cant 
developmental delay. 

3. Take Two’s therapeutic intervention 

3.1 Take Two’s work with Aboriginal 
children 

Chapter 5 spotlights the development of practice and 
knowledge underlying therapeutic intervention with 
Aboriginal children referred to Take Two. The close 
relationship Take Two has with VACCA - an Aboriginal 
community controlled organisation - was strengthened 
and formalised when VACCA became a partner of Take 
Two. The increased number of staff in the Aboriginal 
team, the development of the Take Two ATSI Assessment 
Tool and a research project exploring culturally informed 
assessment approaches are examples of Take Two’s 
approach to increasing culturally respectful practice. 
The ongoing work to develop a tool (Harrison, 2008) to 
assist assessment of Aboriginal children’s perceptions of 
their identity, belonging and connection is an important 
next step (Bamblett, Frederico, Harrison, Jackson, & 
Lewis, 2008).

The clinical work of the Take Two Aboriginal team is 
described in Chapter 5. It highlights the broader role 
of this team than its direct work with children, such 
as the Aboriginal team’s role in program development, 
research and training.

Although the ATSI Assessment Tool (Coade & Corlett, 
2008) was developed for clinical assessment and 
intervention planning it has also proven very useful for 
research. One of the � ndings from analysis of completed 
tools was the importance of not assuming that when 
Aboriginal children are placed with immediate or 
extended family that this means they are placed within 
the Aboriginal community. It was also found that living 

with family was no guarantee that the children would 
have knowledge of their family history or connections. 
Aboriginal children placed with non-Aboriginal carers 
were signi� cantly less likely to have access to extended 
family support, to have knowledge about Aboriginal 
culture or to have an active connection with the 
Aboriginal culture. Aboriginal carers were signi� cantly 
more likely to understand the child’s family of origin, 
the child’s identity, Aboriginal history and culture, 
current issues affecting the Aboriginal culture and have 
active linkages with the Aboriginal community.

The knowledge developed regarding attachment and 
trauma was disseminated to Aboriginal organisations 
through a training program initiated in partnership 
with VACCA, known as Yarning up on Trauma. This was 
also a means of exploring therapeutic intervention at a 
community level. This training was increasingly highly 
regarded as demonstrated by the feedback. Re� ecting 
on the learning from this approach has in� uenced the 
program’s therapeutic interventions with Aboriginal 
children and training in general, such as the training for 
therapeutic residential care.

Take Two and VACCA have also worked together to 
establish the yarning circle, which is a research circle 
focused upon culturally informed knowledge and the 
interface between research and practice. It is believed 
that Take Two is one of few mainstream therapeutic 
programs for children which has developed this strong 
engagement with cultural practice, but this is an ongoing 
journey, not an end destination.

3.2 Take Two’s therapeutic interventions 

As referenced in the title of this report, the overall Take 
Two therapeutic intervention is inherently relational, 
whether it is with the individual child, facilitating the 
child’s relationships with others, or with the child’s 
community and service system. A pervading principle 
that has gathered in strength has been Take Two’s role in 
both directly providing therapy and in supporting others 
who have daily interaction with the child to create and 
discover multiple therapeutic moments.

Chapter 6 takes the evaluation further in exploring the 
‘black box’ of therapeutic intervention. The existing 
evidence of the complex array of consequences of 
abuse and how to engage children in intervention is 
not considered suf� cient for the program to offer only 
one form of therapy. This report describes the different 
ways Take Two intervenes to assist children towards 
recovery. Take Two’s therapeutic approach is provided 
within a framework based on guiding principles and 
is evidence and research-informed. Trauma and 
attachment-informed approaches and developmental 
and ecological theories are at the foundation of Take 
Two’s work. These approaches occur in the context 
of systems and network interventions thus engaging 
with the children in the context of their social world. 
The continuum of assessment and intervention and 
the ongoing mix of these dynamics in intervention are 
key elements. The essential nature of engagement is 
highlighted, such as when the engagement becomes 
stronger more information important to assessment 
and intervention becomes available. 

Analysis of the desired outcomes for Take Two 
intervention showed that referrers wanted to see 
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changes directly for the children, such as to enhance 
their emotional, behavioural, social, cultural, and/or 
physical wellbeing; reduce emotional and behavioural 
symptoms; and to support recovery from trauma. Other 
desired outcomes included to strengthen parents, carers 
and others’ capacity to meet the children’s emotional, 
developmental and other needs.

Although more research is required to understand ‘what 
works’, this report provides an in-depth description of 
Take Two’s therapeutic activities. The highest proportion 
of time spent on therapeutic activity by Take Two was 
in individual work with children, followed by work with 
parents and carers about the children. There is also a 
high degree of activity spent in working therapeutically 
with the service system. The report also outlines Take 
Two’s consultation role regarding children who are not 
clients. This is an important role well recognised as 
valuable, however, further analysis is required.

4. Outcomes for children
This evaluation report has been able to expand on the 
previous report in documenting evidence of positive 
outcomes for Take Two clients. The second evaluation 
report identi� ed positive trends in client outcomes 
and this report presents statistically signi� cant 
positive outcomes. This is notable given the program 
commenced in 2004 and had to create, consult, train 
and implement an outcomes framework at the same 
time as the program itself was being created. 

The outcomes framework developed by Take Two 
includes four outcome measures. These are the 
Strengths and Dif� culties Questionnaire (SDQ; 
Goodman, 1997), the Trauma Symptom Checklist for 
Children (TSCC; Briere, 1996), the Trauma Symptom 
Checklist for Young Children (TSCYC; Briere, 2005) 
and Social Network Maps (Tracy & Whittaker, 1990). 
In addition to measuring outcomes, these measures 
have also been valuable to describe different aspects of 
the children’s situation at baseline. The fourth type of 
measure used in this evaluation is the stakeholder and 
clinicians’ feedback through use of surveys. 

4.1 Emotional and behavioural symptoms

Emotional and behavioural symptoms — baseline 
data
Over 500 SDQs were completed providing baseline data 
and are reported in Chapter 7. Findings at baseline 
supported the conclusion that many of the children 
presented in the borderline or clinical range in various 
areas of dif� culties. Carers (67%), followed by parents 
(60%), teachers (53%) and then the young people 
themselves (46%) reported three or more out of � ve 
scales in the clinical range. Similarly, the total dif� culties 
score was reported in the borderline or clinical range 
for the large majority of children according to all types 
of respondents. The analysis showed that the majority 
of children had experienced problems for over a year. 
Moreover, all groups of respondents noted that the 
dif� culties impacted upon the daily lives of the children 
and others, such as family, friends and school. Further 
study as the sample size grows will include triangulation 
of the data across different types of respondents for 
each child.

The analysis compared results from the HCA analysis 
with the SDQ data. The � ndings though preliminary 
indicate different associations between abuse and 
neglect and perception of dif� culties by the young 
people, parents, carers and teachers. This was the � rst 
time this type of analysis was attempted and only the 
total dif� culties scores in the SDQs were analysed. The 
� ndings require more detailed exploration over time as 
the sample grows of those for whom there is an SDQ. 

Emotional and behavioural symptoms — 
outcomes data
SDQs repeated over two time periods were completed 
by 58 children, 20 parents, 70 carers and 66 teachers. 
There were reductions between those reported in the 
clinical range from the � rst to the last SDQs in each scale 
and total dif� culties scores according to all respondent 
types. These reductions were most commonly 
signi� cant in the SDQs completed by the young people. 
For example, there was a signi� cant number of young 
people who were no longer in the clinical range in 
terms of conduct problems, hyperactivity, prosocial 
behaviours and total dif� culties scores. The other 
signi� cant reduction was reported in the parents’ SDQs 
regarding fewer children’s total dif� culties scores being 
in the clinical range.

Analysis of reductions in the mean scores over time 
found a reduction according to the young person’s SDQs 
on all the scales with signi� cant reductions in concerns 
regarding conduct, hyperactive and psychosocial 
scales. There were signi� cant reductions in the mean 
scores according to the parents’ SDQs in the areas 
of the children’s conduct problems, hyperactivity 
and total dif� culties scores. Analysis of carers’ SDQs 
found a signi� cant reduction in the mean score of peer 
problems over time. Teachers reported the least change 
over time, but were also the only ones included in the 
analysis where the SDQs were not always completed by 
the same teacher over the different time periods.

A question in the follow-up version of the SDQ asked 
respondents whether or not the service was helpful. 
The majority of all respondent types reported that Take 
Two made the children’s problems better and that the 
service was helpful in other ways.

4.2 Trauma symptoms

Trauma-related baseline data
As reported in Chapter 8, the valid TSCCs were 
completed at baseline for 105 children. The baseline 
data show that many Take Two clients scored highly in 
the clinical range of trauma-related symptoms. Forty-
six percent of the TSCCs had at least one scale and 28 
percent had more than one scale in the clinical range. 

There were 90 TSCYCs completed by parents or carers 
at baseline. Over two-thirds of the children had at least 
one scale and just over half had two or more scales 
in the clinical range. Signi� cant differences were found 
for older children and females who were more likely to 
have two or more scales in the clinical range.

Both the TSCC and TSCYC data was compared with HCA 
data in terms of experience of abuse and neglect and 
presentation of dif� culties according to the referrers. 
Clearer patterns emerged in this data compared to 
the analysis regarding SDQs and HCA data, however 
it is still preliminary and further exploration is required 
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with larger samples. Depression symptoms appeared 
associated with different types of abuse and neglect in 
the TSCC for children aged 8 years and older whereas 
Dissociation was more frequent in the TSCYCs for children 
aged between 3 and 12 years. Other symptoms such 
as anxiety, anger, sexual concerns and posttraumatic 
stress symptoms were also found for different examples 
of abuse or neglect in both measures. The TSCCs 
showed more signi� cant associations than TSCYCs 
with HCA data relating to the dif� culties for children 
according to the referrers, including minimal sense of 
belonging, permanence, security and trust.

Trauma-related outcomes data
Fifty-one children completed a valid TSCC over at least 
two time periods, all of which showed a reduction in 
reported symptoms, with signi� cant reductions in 
anxiety, depression, anger and posttraumatic stress 
symptoms. Similarly, there was a reduction in the 
number and percentage of children who were in the 
clinical range from the � rst to the last time on every 
scale and subscale, although this was only signi� cant in 
the depression scale.

Twenty-three parents or carers completed more than 
one TSCYC over time. Although this sample was small, 
the results were promising with a reduction in symptoms 
in every scale and signi� cant reduction in anger and 
aggression symptoms. 

The TSCC and the TSCYC results support the SDQ data 
of positive outcomes for clients of Take Two.

4.3 Social Networks

The use of Social Network Maps as an outcome measure 
for children is an innovative approach of Take Two and 
described in Chapter 9. Social Network Maps provide 
insight into how the children view the people and 
relationships in their world. 

Social networks — baseline data
Most frequently children described family members 
as important in their world whether or not they were 
living with them. The next highest group was those 
they lived with followed by friends and those they knew 
through school (including other friends and teachers). 
However, the baseline data illustrates very limited social 
connectedness for some children including an absence 
of key relationships and some children noting the 
absence of emotional or practical support. 

Social networks — outcomes data
Social Network Maps are not a standardised measure 
and so comparison over time is limited to qualitative 
analysis. Changes in these maps at a second or later 
time show an increase in the strength of relationships 
for many of the 28 children where a second map was 
available. This included an increase in family members 
and friends being included over time, the latter which 
was signi� cant. This evaluation provides an analysis of 
the maps which highlight the importance of family, even 
disrupted families, in the children’s world. 

4.4 Stakeholder feedback

A key measure of any program is the opinion of 
stakeholders. Chapter 10 presents the voices from 
stakeholders including the children, their parents, 
carers, child protection and community service workers 

and teachers. A high degree of satisfaction was reported 
by all groups, such as 86 percent describing the service 
as excellent or very good. The level of satisfaction 
regarding speci� c attributes of the service were all high 
(ranging from 82% to 95%), such as Take Two workers 
being understanding, the stakeholders feeling included, 
it being easy for children to access the service, Take 
Two workers speaking to the child in a way he or she 
understood and Take Two respecting the child’s culture.

Which type of stakeholder was most positive varied 
from one item to another. Children were the most 
positive in their responses regarding whether they 
liked the service (96%), whether they felt included by 
Take Two (96%) and whether it was easy to access the 
service (92%). Workers were the most likely to � nd 
Take Two to be understanding (97%). Carers were the 
most likely to note that Take Two spoke to the children 
in a way they understood (97%) and parents were 
the most likely to comment that Take Two respected 
the child’s culture (100%). Notably, all stakeholders 
agreed that Take Two respected the child’s culture for 
Aboriginal children. Parents had the lowest percentages 
of satisfaction in relation to the other items however the 
overall satisfaction was still quite high. 

The remaining items in the stakeholder surveys were 
about their perception of outcomes. Consistent with 
� ndings from the previous evaluation and other research, 
perceptions of satisfaction were higher than perceptions 
of change. The majority of respondents noted positive 
progress in all areas. Examples of qualitative comments 
from each stakeholder group were described.

The highest percentage of change noted was in the child 
being more able to handle daily life (80%) and the least 
frequent was the child getting along better with his or 
her family (65%). Children were most likely to agree 
that positive changes had occurred with the following: 
the child doing better at handling daily life, the child 
getting along better with family, the child getting along 
better with friends, and the child being better able to 
cope when things go wrong. Parents were the most 
likely to agree that the child was doing better at school. 
In contrast, parents were the least likely to agree to the 
other items, except for the item regarding getting along 
better with friends, where carers were least likely to 
agree. The majority of all respondent groups agreed or 
strongly agreed that there was positive change in each 
of these areas, except for the statement regarding the 
child being more able to cope when things go wrong. In 
this item, only 46 percent of the parents agreed.

Correlations were found between the stakeholders 
satisfaction with the program and various outcomes for 
the children.

4.5 Clinicians’ feedback

Engagement
Chapter 11 reports on Take Two clinicians’ views 
regarding various aspects of Take Two’s involvement, 
such as the degree to which they engaged with the 
children and their signi� cant others. The majority of 
clinician surveys noted that children (74%) and their 
carers (83%) were effectively engaged by Take Two, but 
less so for mothers (47%) and fathers (37%). Although 
there was a high percentage of children described as 
engaged by Take Two, child-related factors that were 
signi� cantly associated with an increased likelihood 
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of engagement included children of younger age and 
those with less extensive child protection histories. 
Factors associated with Take Two and engagement of 
the children included when Take Two’s focus was on 
individual therapy with the child and engagement with 
the carer. Associations between Take Two clinicians’ 
perception that they had engaged the child and their 
perception of positive outcomes were also found. These 
positive outcomes include the child’s overall progress, 
positive relationships with others, improvement in daily 
life, being hopeful, improved development and the child 
doing better at school.

In analysis regarding engagement of parents the 
most striking � ndings were in relation to Take Two 
intervention. Mothers were signi� cantly more likely to 
be described as engaged when Take Two undertook 
child-parent focused interventions, parent-child work 
or family sessions — in other words, when they were 
directly involved. This was in contrast to fathers who 
were more likely to be engaged when Take Two was 
working individually with the children. Neither parent 
was likely to be described as engaged when the focus of 
Take Two intervention was with the carers.

The only signi� cant differences found in terms of 
engagement with carers was that it was most likely with 
children under the age of 12 years and who had fewer 
number of substantiations by child protection of abuse 
and/or neglect. 

Clinician’s perceptions of outcomes
Take Two clinicians were asked to describe whether 
progress occurred in a number of areas for the children 
as reported in Chapter 11. The majority of children 
were reported as showing progress in areas, such as: 
improved relationships with carers (71%), problems 
having improved (69%), more positive attachments 
with signi� cant others (65%), improved handling of 
daily life (64%), improved emotional development 
(64%), doing better at school (61%), being more 
hopeful about life (59%), less disrupted when things go 
wrong (58%) and improved relationships with friends 
(53%). The only item where just under the majority 
reported positive change was improved relationships 
with family members (49%). What is not clear from the 
data is which of these areas of potential improvement 
were actual targets of Take Two intervention.

There were no signi� cant differences regarding Take 
Two clinicians’ perception of progress by gender, but 
some differences were found by age and Aboriginal 
identity. In general, positive changes were most likely 
to be noted by clinicians for children under the age of 
12 years, although still present in the older age range. 
Aboriginal children were less likely to be described as 
improving in hopefulness (44% compared to 62%) and 
in improved relationships with friends (36% compared 
to 56%).

When analysing whether Take Two clinicians noted 
improvements in the parents, carers, teachers or 
system’s ability to understand the children’s emotional 
needs and then respond effectively to them, there was 
a difference found between their level of understanding 
and their improved capacity to meet these needs. 
The parents were reported as showing the least 
improvement, but again it was unclear if this was an overt 
intent of Take Two’s role. Similarly to the earlier items, 
improvements were signi� cantly more likely to be seen 

in this area for younger children. According to Take Two 
clinicians, fewer changes were noted for carers, schools 
and systems’ ability to better understand children’s 
emotional needs for Aboriginal children compared 
with non-Aboriginal children. Carers and other service 
systems were also described as showing less progress 
in responding better to the needs of Aboriginal children. 
This is an important area for further enquiry. 

5. Feedback from the broader system
Take Two’s role with the broader service system is 
evidenced in the activities undertaken to engage 
other services and networks and in feedback from the 
stakeholders, including child protection, community 
service organisations and the partner organisations. 
Feedback through focus groups was overwhelmingly 
positive and demonstrates a series of active and positive 
relationships. 

The research circles are becoming components of the 
system and providing a venue for the sharing and 
development of knowledge. These research circles 
have the capacity for further expansion into other 
geographic or topic based areas of interest. The partner 
organisations also provided their perspectives on Take 
Two through the use of written surveys.

Conclusion
This evaluation report con� rms the trends identi� ed 
in the previous reports with respect to the positive 
outcomes for children referred to Take Two. It is 
the positive and meaningful changes in the lives of 
children who receive Take Two intervention that is 
a central albeit not sole message of this report. This 
evaluation describes the integrated approach utilising 
evidence and research-informed practice and utilising 
a practice research approach. The work is carried out 
in the context of the child’s social world and engaging 
with the relevant broader social system. A constant 
theme is the importance of relationships whether 
they are between the child and family, the child and 
clinician, with child protection, schools, CAMHS or with 
the broader service system. Take Two is built upon 
various aspects of a partnership of academe, mental 
health, child welfare, education, child protection and an 
Aboriginal community organisation. Take Two actively 
bene� ts from the expertise of these organisations and 
applies different lens to engage with complex issues to 
add to the knowledge base and make a difference in the 
lives of children. 

This integrated approach permeates throughout Take 
Two. It is enhanced by the in� uence of the Take Two 
partners in academe, clinical and cultural arenas and 
this provides a platform for the development of Take 
Two. Whilst the ‘black box’ has yet to be completely 
opened, it is clear that positive outcomes for the child 
depend on a relational and holistic approach. The Every 
Child Every Chance reforms and legislation supported 
by the development of practice frameworks and guides 
by DHS is bringing about changes to child protection 
and the service system. Take Two is strongly integrated 
into these changes and the report demonstrates that 
Take Two is also contributing to the knowledge base 
and skills required to support and assist traumatised 
children across the sector as well as within the service. 
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Chapter 1: Introduction 

1.1 Overview
The original tender document for the intensive 
therapeutic program, later known as Take Two, outlined 
the expectation that the program would be evaluated 
including the production of reports and other means of 
disseminating this and other research. This evaluation 
report is the � nal in a series of three reports required 
by the Victorian Government to provide a description of 
the establishment and ongoing work and outcomes of 
the Take Two program. It is part of the overall research 
strategy and informed by the conceptual framework 
underpinning Take Two. 

The intention of the three evaluation reports has been 
to provide a summative and process evaluation of the 
establishment and operation of the Take Two program. 
The � rst report re� ected on the complexities, such 
as the represented in the lives of the client group 
and the major tasks involved and learning curve 
associated with the implementation of a program such 
as Take Two (Frederico, Jackson, & Black, 2005). The 
second evaluation report explored the meaning of 
‘giving sorrow words’ — the importance of creating 
relationships through which children1 can make sense of 
their experiences (Frederico, Jackson, & Black, 2006). 
This also illustrated one of the functions of the research 
and evaluation process; namely, to enable the voices of 
children to be heard. Giving sorrow words also denotes 
putting into words the children’s experience of trauma 
and disrupted attachment through training the child and 
family welfare sector. The � rst two reports are available 
via the Berry Street website (www.berrystreet.org.au). 

This third evaluation report places an emphasis on 
action, intervention and outcomes, which goes beyond 
words and occurs primarily through relationships. This 
is not only the relationship between the clinician and 
the child, but also working to help children develop 
relationships in their daily lives that scaffold and 
support their journey towards recovery. This report also 
comments on organisational relationships that have 
been and continue to be necessary for the development 
and functioning of the Take Two program. 

The three evaluation reports provide the foundation for a 
continuous evaluation of Take Two as part of a perpetual 
and integrated quality improvement, outcome-focused 
and action learning process. These reports portray a 
developing picture of the Take Two program and the 
emerging model of intervention. This speaks to another 
purpose of the reports; namely, to build on the overall 
research strategy by contributing to knowledge and 
strengthening practice in the broader service system. 

This report explores how the people, services, systems 
and communities which directly and indirectly impact 
on children who have suffered trauma and deprivation 
can have a therapeutic and healing role. It is not only 
the purview of a therapy service to be therapeutic. 
In fact, therapy sessions in isolation are undoubtedly 
inadequate to respond to complex and long-term 
childhood trauma. Instead, children need to experience 
multiple therapeutic moments with those in their daily 

life. In this context, the role of services such as Take 
Two to enable and support these therapeutic moments 

is just as critical if not more so than individual therapy 
sessions. As such, Take Two has a dual therapeutic 
role — direct therapy and contributing to others being 
therapeutic. This highlights that Take Two’s ability 
to achieve positive outcomes for children will always 
require collaboration with others.

1.2 The beginnings
The concept of an intensive therapeutic service for child 
protection clients originated in Victoria, Australia in the 
late 1900s and early 2000s through policy initiatives 
and projects. These include the Working Together 
Strategy (Department of Human Services, 1999), 
When Care is not Enough report (Morton, Clark, & 
Pead, 1999), Voice for Kids report (Flanagan, Hogan, 
Tucci, Worth, & Hewitt, 2001), the Evaluation of the 
High Risk Adolescent Service Quality Improvement 
Initiative (Success Works, 2001), audits of children 
in out-of-home care (Department of Human Services, 
2000, 2001, 2002a), descriptive data about the child 
protection client group (e.g. Department of Human 
Services 2002b, 2003, 2005) and a number of child 
death inquiries. A growing body of research has argued 
for the need for accessible and targeted therapeutic 
services for the child protection client group (e.g. 
Guglani, Rushton, & Ford, 2008; Higgins & Katz, 2008; 
Leslie, Hurlburt, Landsverk, Barth, & Slymen, 2004; 
Sawyer, Carbone, Searle, & Robinson, 2007; Tarren-
Sweeney & Hazell, 2006; Walker, 2003). 

Based on these reports and other in� uences, the 
Department of Human Services (DHS) established 
the funding and program parameters of the intensive 
therapeutic service in 2002 (Department of Human 
Services, 2002c)2. The successful consortium was led 
by Berry Street and the Austin Child and Adolescent 
Mental Health Services (CAMHS), in partnership with 
La Trobe University and Mindful (Berry Street Victoria, 
Austin CAMHS, La Trobe University, & Mindful, 2002). 

Take Two began implementation in July 2003 with the 
appointment of the director, senior management and 
administrative team. The next six months involved 
appointing over 40 staff, selecting locations in 
consultation with DHS and setting up of� ces, establishing 
central and regional advisory processes, drafting 
program documentation, establishing the research 
strategy, and developing the referral documentation 
and pathways. Take Two began clinical operation in 
January 2004. 

As identi� ed through the submission brief (Department 
of Human Services, 2002c) and in the original proposal 
(Berry Street Victoria et al., 2002), Take Two’s key 
objectives were two-fold: to provide a high quality clinical 
service for child protection clients; and to contribute to 
the broader service system in order to better meet the 
needs of these most vulnerable children.

The implicit mandate associated with the funding of a 
statewide therapeutic service for the child protection 
population is that therapy will make a considerable 
improvement for children who have suffered abuse and 
neglect in terms of their development and wellbeing. 

1 Unless otherwise speci� ed, ‘children’ refers to infants, children and adolescents.
2 See Glossary for list of acronyms.
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Although it is obvious that no single service can achieve 
this in isolation of the work of others, the overarching 
challenge of an evaluation is to describe and where 
possible measure whether such a difference has been 
made.

1.3 Embedding research and training in 
a clinical service
One of the original ideas underpinning Take Two was the 
importance placed on embedding clinical practice with 
research and training. The Victorian State Government’s 
funding model for Take Two demonstrated this principle 
by ensuring a proportion of funding (10%) was set 
aside for research and training, with the greater 
amount focused on providing therapeutic services. 
This was an unusual funding decision and followed a 
recommendation in the When Care is not Enough report 
(Morton et al., 1999). It represented the commitment 
by government for this service to have capacity to 
develop and disseminate knowledge and have a system-
wide in� uence as well as impacting on outcomes for 
individual children.

The consortia responsible for Take Two demonstrated 
this funding principle through the decision as to who 
would form the organisational partners. These partners 
are:

• Berry Street — a large child and family service 
 organisation that is the lead partner and employer of 
 most Take Two staff;

• Austin Child and Adolescent Mental Health Service 
 (CAMHS) — a mental health service attached to a 
 large metropolitan hospital that provides clinical 
 support and psychiatric consultation to Take Two;

• The School of Social Work and Social Policy, La Trobe 
 University — a large university in metropolitan and 
 rural Victoria that provides leadership and direction 
 regarding the Take Two research and evaluation 
 strategy;

• Mindful (Centre for Training and Research in 
 Developmental Health) that provides leadership 
 and direction regarding the training and practice 
 development for Take Two; and

• The Victorian Aboriginal Child Care Agency (VACCA) 
 — the largest Aboriginal community controlled child 
 and family service organisation in Victoria that 
 provides leadership, cultural support and consultation 
 to support the work of Take Two with Aboriginal 
 children and the community.

1.4 Key features of Take Two
Take Two has certain distinctive characteristics as well as 
those it shares with other services. It is the combination 
of these elements that identi� es Take Two as a unique 
service and unique approach to this vulnerable client 
group. Table 1 describes these key features (Jackson, 
Frederico, Tanti, & Black, 2009). 

1.5 More than words
A resounding message repeated throughout every stage 
of the implementation of Take Two is that to achieve the 
desired outcomes for the children and the broader aims of 
the program in this complex array of trauma and unmet 
needs, the service needs to use ‘more than words.’ It is 

the centrality of relationships that is most prominent. 
This is illustrated through the governing partnerships; 
the local and central relationships between Take Two 
and child protection; local and statewide relationships 
within the service networks; the relationship between 
research, training and practice; relationships formed 
at national and international levels; and most critically, 
the relationships inherent in the direct clinical work with 
children and the signi� cant people in their lives. This is 
more than simply thinking about a relationship between 
two people; that is, it is more than focusing on what 
happens between the child and the clinician. 

The most powerful rewards and the most intense pain 
come from relational experiences. (Perry, 2005, 45)

Relationships have been a core focus of the clinical 
work within Take Two in a number of ways, beginning 
with understanding how they are important yet can 
be jeopardised for children of all ages. Understanding 
the experiences of disrupted attachment for many 
child protection clients early in life which are often 
repeated through multiple placements and other 
losses is a foundational concept underpinning much of 
Take Two’s assessment and therapeutic intervention. 
Not all relationships are the same. Take Two’s 
practice framework places particular emphasis on the 
attachment relationships as a developmental imperative 
for children. 

Another foundational concept is the understanding that 
one of the most insidious consequences of trauma, 
especially chronic, relational trauma, is its impact on 
children’s capacity to form and sustain positive, safe 
and trusting relationships. The isolating nature of 
trauma alongside yet in contrast to the heightened need 
for supportive relationships is one of the contradictory 
messages that challenge practice. A related aspect 
is the importance of the children’s broader social 
networks. Many studies have demonstrated the 
association between resilience in the face of trauma 
with the quality of children’s informal social networks. 
A developmental perspective has guided understanding 
the changing nature, presentation and functions of 
these relationships for children as they grow up.

A key question for any therapeutic service is how to 
engage with the children so they gain as much as 
possible from the therapeutic experience in order 
to increase the likelihood of achieving positive and 
lasting outcomes. This is described in various ways 
in the literature, such as engagement, dealing with 
resistance, the therapeutic alliance and the therapeutic 
relationship. This is especially challenging for children 
who have good reason, learnt through bitter experience, 
to not allow themselves to be vulnerable to others, 
particularly adults in so-called positions of ‘trust.’ 

Having once experienced the sense of total isolation, 
the survivor is intensely aware of the fragility of all 
human connections in the face of danger. She needs 
clear and explicit assurances that she will not be 
abandoned once again. (Herman, 1992/1997, 61–62)

An explicit expectation of Take Two since its inception 
has been to effectively engage with children, including 
those described as ‘dif� cult to engage’ or ‘resistant’. 
Take Two assumes responsibility for engaging with the 
child, rather than this being the child’s responsibility. 
This led to related principles including the need to be 
pro-active, persistent and creative in attempts to form 
meaningful therapeutic relationships with children 
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and their signi� cant others. An associated principle is 
also to provide therapy in the location most likely to 
facilitate engagement, including outreach to the child’s 
home, placement or school or providing therapy within 
a more contained space, such as a specially designed 
therapeutic room within a Take Two of� ce.

Trauma theorists, such as Judith Herman (1992/1997) 
and Bruce Perry (2005), note that recovery from trauma 
can only occur within the context of relationships, not 
in isolation. Take Two has implemented this principle in 
two ways. Firstly, much of the therapeutic intervention 
is aimed to help strengthen children’s relationships 
with others so that their journey towards recovery is 
supported by those who will remain in their life — long 
after therapy is over. This is also based on the recognition 
that recovery from trauma requires a ‘therapeutic web’ 
of people surrounding the child to provide nurturing 
experiences (Perry, 2006). In other words, therapy on 
its own is not enough to redress early in life, unremitting 

relational trauma and/or deprivation. Just as ‘care is not 
enough’ (Morton et al., 1999), neither is therapy.

If interventions with these children are going to work, 
the number of repetitions required cannot be provided 
in weekly therapy. Effective therapeutic and enrichment 
interventions must recruit other adults in a child’s life 
— caregivers, teachers, parents — to be involved in 
learning and delivering elements of these interventions, 
in addition to the speci� c therapy hours dedicated to 
them during the week. (Perry, 2006, p. 38)

Perry (2005) emphasises that the way to redress 
deprivation and chronic trauma for children is through 
repetitive, persistent, nurturing experiences, mediated 
through relationships. Firstly, therapy can support 
those who are important to the children on a day to day 
basis, such as carers, family members and teachers, 
through strategies such as psycho-education  and 
guidance in how to nurture the children and respond 

Table 1.
Key Features of the Take Two Program

Features Description

Governing structure 
and partnerships

Partnership of mental health and child welfare; mainstream and Indigenous services; and academic 
� elds of social work and psychiatry. The � ve organisations which form the consortium are Berry Street, 
Austin CAMHS, La Trobe University, Mindful and VACCA.

Program objectives Dual objectives of: 
(i) providing high quality clinical program; and 
(ii) contributing to service system improvement.

Client group Child protection clients with substantiated severe abuse and/or neglect; who show or are at risk 
of showing emotional and behavioural dif� culties; complex range and depth of issues; infancy to 
adolescence (0-<18 years); and living in out-of-home care, with parents or with extended family.

Intake process Intake process managed by child protection in collaboration with Take Two, including the use of 
computerised referral documents; namely, Harm Consequences Assessment (HCA) and the Child and 
Young Person Pro� le Document (CYPP).

Professional disciplines 
and team structures

Clinical staff employed with a range of disciplines including social work, psychology, psychiatric nursing 
and occupational therapists.
Local service provision across the state by nine regional clinical teams.
A statewide Aboriginal clinical team.
Therapeutic care specialist role in partnership with other services such as Secure Welfare, therapeutic 
foster care and therapeutic residential care.
Central functions, such as management, administration, research, information management and training

Core practice 
principles

Core practice principles, not limited to but including: 
The imperative of forming positive and bridging relationships with the child and those who are important 
to him or her;
Engagement is responsibility of the service, not the client; 
Working with child in context by establishing and supporting care teams; 
Facilitating safer and more healing relationships for children with their parents and carers; 
Providing services at most suitable location including outreach to home, placement and schools as well 
as within therapy rooms;
Importance of providing a culturally respectful and informed approach, especially for Aboriginal children.

Service delivery model Phases of intervention begin with intake, engagement and assessment, planning and implementation of 
tailored therapeutic modalities with children and their networks, followed by regular reviews and then 
closure. Interventions range from very brief (e.g. few days in Secure Welfare), short-term (e.g. 3 to 6 
months), intermediate (e.g. 6 to 12 months) or long-term (e.g. 2 to 4 years).

Conceptual base for 
intervention 

Evidence and research-informed interventions tailored to the child’s needs and developmental stages. 
Therapeutic modes include individual therapy with children, dyadic work with children and parents/
carers; family work; child-focused work with parents/carers; and systems intervention. Therapeutic 
interventions are trauma- and attachment-informed within a developmental and ecological perspective, 
including the importance of culture.

Research and 
evaluation strategy

Research is embedded, where outcome measures and stakeholder surveys are used in clinical work, as 
well as a research-practitioner approach supported by the research team.

Training and 
dissemination

Training of Take Two staff and � eld (e.g. child protection, foster parents, residential care, youth justice 
and schools) in trauma and attachment theory from a developmental perspective along with other 
aspects of the Take Two conceptual framework.

Jackson, Frederico, Tanti and Black, 2009
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to their dif� culties. Therapy can also assist children to 
learn how to experience these relationships as positive 
and to ‘practice’ being in positive relationships.

It is important to understand that the brain altered in 
destructive ways by trauma and neglect can also be 
altered in reparative, healing ways. Exposing the child, 
over and over again, to developmentally appropriate 
experiences is the key. With adequate repetition, this 
therapeutic healing process will in� uence those parts 
of the brain altered by developmental trauma . . . It 
is paramount that we provide environments which are 
relationally enriched, safe, predictable, and nurturing. 
Failing this, our conventional therapies are doomed to 
be ineffective. (Perry, 2005, p. 3)

Secondly, Take Two clinicians often use their therapeutic 
relationship with the children to not only provide a 
safe space for them to explore and understand their 
experiences, but to demonstrate that such relationships 
are possible. The therapeutic relationship can provide 
a bridge where children can take tentative steps to 
test out what a safe relationship feels like and how to 
recognise other such relationships. In this context the 
primary intervention may not be as much about the 
words but the predictable and responsive interactions 
shared between the child and the clinician.

Another important facet of relationships is those with 
and within communities. This is most notably a part of 
the work of the Take Two Aboriginal team, who intervene 
at a community level both in terms of individual clients 
and with the broader community.

1.6 This report
Following the introduction, Chapter 2 describes the 
methodology, some of which has been developing over 
the � ve years and some of which is speci� c to this 
stage of the evaluation. Chapter 3 provides a detailed 
exploration of the � rst � ve years of the establishment 
and program development of Take Two, beginning with 
a comparison between the establishing documentation, 
such as the original submission, and the programmatic 
response by the Take Two program.

The next eight chapters (4—11) provide insight into the 
clinical work of Take Two beginning with Chapter 4’s 
description of the client group and the enormity of the 
issues they have confronted. Chapter 5 concentrates 
on the therapeutic work of Take Two with Aboriginal 

children and the communities. Chapter 6 describes the 
overall way Take Two provides a therapeutic service for 
children, both individually and systemically. Chapters 
7—9 provide an analysis of the clinical outcome 
measures used to further describe the experiences of 
the client group and to signify whether positive changes 
are being found following Take Two intervention. 
Chapter 10 portrays children and signi� cant others’ 
perspectives of Take Two and whether or not positive 
changes have occurred. Chapter 11 then outlines the 
Take Two clinicians’ perspectives regarding whether or 
not change has occurred.

Chapter 12 reports on other sources of information 
regarding the Take Two program and the broader 
issues facing the child welfare and mental health 
� eld. It begins with focus groups of child protection 
and community service organisation (CSO) managers 
and staff, followed by analysis of the research circles 
conducted. The chapter � nishes with feedback from 
the partner organisations associated with Take Two. 
Chapter 13 concludes with a discussion of the � ndings 
and implications for Take Two and the broader � eld.

1.7 Summary
‘More than words’ is a catchcry pointing to the centrality 
of relationships in the development of the Take Two 
program as well as in the therapeutic interventions 
with children and those who care for them. This report 
aims to further build and disseminate knowledge, not 
only about the development and work of Take Two but 
also to contribute to re� ection about how best to meet 
the needs of children who have experienced abuse and 
neglect.

As a beginning, this chapter has described some of the 
in� uential policies and events that led to the creation 
of Take Two and one of the rare aspects of Take Two 
— the embedding of research and training within a 
clinical service. The key features of the program are 
outlined followed by discussion of the overall theme of 
the report; that is, ‘more than words.’ ‘More than words’ 
is an intentionally open-ended and unde� ned phrase, 
with an overt focus on relationships. In accordance 
with action research principles, the design and ongoing 
development of the Take Two program remains 
perpetually un� nished (Pinkerton, 1998) as it continues 
an ongoing journey of re� ection, learning and quality 
improvement.
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Chapter 2: Evaluation Design 
and Methodology 

2.1 Overview
This report builds on the methodology described in the 
previous two evaluation reports on the Take Two program 
and is based on the continuing evaluation framework 
and approach to research. The framework involves both 
quantitative and qualitative methodologies in an action 
research cycle regarding the client group, the program, 
and the broader context. 

The design of the evaluation embeds the analysis of 
the Take Two program in the overlapping � elds of child 
protection and mental health. It not only examines the 
work of Take Two with children and their signi� cant 
others, but also examines the broader scope of Take 
Two, such as in the Aboriginal community and with 
research circles. 

The evaluation involves detailed descriptions and 
analysis of the children, their experiences of abuse and 
neglect, their presentation and their protective and 
care history. It includes analysis of clinical outcome 
measures and surveys from stakeholders and clinicians. 
More comprehensive analysis has been possible through 
comparisons, such as between referral documents and 
outcome measures. There is a focus on Aboriginal 
children, given the high levels of over-representation. 
Take Two’s therapeutic intervention around individual 
children and their broader networks are also analysed.

As agreed with DHS, much of the data have primarily 
been collected for children who were clients of Take 
Two within the time period January 2004 to June 2007 
(3.5 years). However, due to this being the � nal report 
in this series, analysis of the program development 
covered the � rst � ve years (January 2004 — December 
2008). As such, this report describes some of the newer 
initiatives, such as Take Two’s role in therapeutic foster 
care and therapeutic residential care, but does not 
include data regarding the related client group. 

2.2 Evaluation framework and design
The evaluation framework as portrayed in Figure 1, was 
designed at the outset of the program, consistent with 
the view that evaluation should not be the last, but 
amongst the foundational aspects of program design 
(Kettner, Moroney, & Martin, 1999). This framework 
has been presented in each report with adaptations 
re� ecting the conceptual growth and changes in 
implementation over the years. For example, this 
� gure includes the addition of VACCA as a partner, the 
growth in Take Two’s role in therapeutic care and the 
computerised referral process. 

At the centre of the framework is a holistic understanding 
of the internal and external world of the children 
including their health and wellbeing and their important 
informal and formal social relationships. Surrounding 
this central point are four overlapping aspects of the 
evaluation framework:

• The conceptual foundation of the program;

• Multiple levels of assessment and intervention;

• Highly developed and evolving program design; and 

• Re� ective practice and action learning with integrated 
 and ongoing evaluation and training.

These overlapping aspects of the evaluation framework 
will continue to evolve. For example, the continuous 
integration of theory, research and practice strengthens 
clinical practice as well as the evaluation and training 
strategy. This is a foundation to the program’s 
continuous quality assurance and quality improvement 
processes. 

From an evaluation perspective, this framework not only 
indicates what to examine, but how. The methodologies 
occur at multiple levels. The action learning and action 
research aspect of the framework is also in� uential in 
ensuring the integration of practice and research; the 
impact of the research at a broader level; and on the 
continuous improvement cycle. 

Another way of articulating the evaluation strategy 
is to follow key elements of program design and the 
resultant evaluation and broader research questions. 
Figure 2 shows an adaptation of an earlier framework 
described in the original Take Two research strategy 
(Frederico & Jackson, 2004), which is in part based on 
systems theory (Kettner et al., 1999). Although most 
of these elements relate to client work, there are also 
data reported on Take Two’s work in the broader service 
system.

The description of inputs for Take Two include the client 
group (Chapter 4), additional descriptions of Aboriginal 
children (Chapter 5) and the staff and teams, material 
resources, facilities and equipment (Chapter 3). Inputs 
also include training provided to Take Two staff and the 
development of the practice framework described in 
Chapter 3.

Throughputs or processes refer to the program 
structure and systems as well as the therapeutic 
interventions. This evaluation explains aspects of 
the program’s development in Chapter 3. Chapter 6 
describes the therapeutic interventions in general, 
whereas Chapter 5 outlines the work with Aboriginal 
children and the community. The dif� cult task of 
describing the day-to-day therapeutic interventions in 
more than broad terms has been attempted so as to 
demystify the nature of the therapeutic work. 

Broader processes than client-related work include 
training provided to different sections of the � eld. There 
have also been conference presentations, publications 
and participation in policy and other contributions to the 
system (Chapter 3) including training and other roles 
speci� cally with the Aboriginal community (Chapter 
5). Research circles are another example of systems 
intervention (Chapter 12).

Outputs commonly refer to questions such as how 
much, how long and the perceived quality of the service. 
This report examines Take Two’s performance in terms 
of the pre-determined targets, such as the number of 
clients. These data and other outputs, such as reasons 
for case closure are reported in Chapter 4. Some 
questions regarding quality of the service are explored 
in Chapter 10 through different perspectives regarding 
Take Two’s work with clients. Chapter 12 includes 
different perspectives about the broader work of Take 
Two. Other aspects of quality are measured through 
an independent quality assurance and improvement 
process with the Australian Council of HealthCare 
Standards (ACHS) as re� ected in Appendix One.
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Outcomes are the most challenging to accurately 
determine as it is not possible to isolate all other 
variables except for Take Two intervention or ascertain 
which intervention leads to which outcome. Research 
studies that endeavour to achieve this level of speci� city 
are usually conducted through randomised clinical 
trials, which is beyond the remit and ethical parameters 
of the Take Two research strategy. This report focuses 
on questions regarding whether or not there is evidence 
of positive change, without being able to specify which 
elements lead to which change. This is discussed further 
in the next section on the Take Two outcomes framework 
which is a subset of the broader Take Two research and 
evaluation strategy. Incorporating other approaches to 
explore the question regarding ‘what is working’ will be 
a focus of the future research and evaluation strategy. 

The broader questions outlined in Figure 2 are also 
considered in this report, including system issues, 
systems interventions and the policy context. These are 
discussed in Chapters 3 and 12 and further analysed 
along with other data in the conclusion in Chapter 13. 
Feedback and perceptions of Take Two’s client and 

system work on a wider scale are reported in Chapter 
12 through focus groups with stakeholders, such as 
child protection, CSOs and Secure Welfare.

An underlying part of the design of the research and 
evaluation strategy has been to consult on the different 
elements. These consultation processes include the 
Take Two Research Advisory Committee (T2RAC), which 
includes representatives from other universities, DHS, 
Berry Street and VACCA and is chaired by Dr Howard 
Bath. An internal consultation process known as the 
Take Two clinical outcomes reference group comprises 
Take Two clinical staff at all levels and across the range 
of teams. Speci� c features of the design that have 
focused on Aboriginal children, especially in relation to 
outcome measures, have occurred in discussion with 
VACCA and the Take Two Aboriginal Reference Group.

All applicable aspects of the evaluation strategy have 
received the requisite ethics approval from the La Trobe 
University Research and Graduate Studies Committee 
Human Ethics Committee, the DHS Human Research 
Ethics Committee and Berry Street’s ethics processes. 

Conceptual foundation of program
• theoretical framework
• practice framework
• outcomes framework
• culturally sensitive 
• evidence-based practice
•   informed by practice knowledge and wisdom
•  understanding trauma, abuse, neglect and loss
• understanding developmental needs
• ecological and systems perspective
• understanding attachment
• therapeutic parenting and care
• integration of clinical and research
• social policy

Highly developed & evolving 
program design
•  Five strong partners (Berry Street, 

Austin, La Trobe, Mindful, VACCA)
• experienced leadership
• specialist knowledge
• culturally sensitive
• internal policies
• robust infrastructure - leadership, evaluation, training and  
   support
• local, regional, statewide
• national and international relationships and in� uence
• inter-service relationships
• computerised referral process and documents
• staff
• students
• outreach and other appropriate locations
• rural and metropolitan settings
• area, regional and specialist teams
• growth in therapeutic care role
• advisory groups

Multiple levels of assessment & intervention
• culturally sensitive
• engaging child
• engaging family
• engaging community
•  engaging service system

(child protection, out-of-home care, education, mental 
health, alcohol and other drug services, youth justice) 

• care teams
• referrals 
• assessment and formulation 
• interventions
• contributing to service system 

• evidence informed practice
• re� ective practice
• orientation to wellbeing
• rural and metropolitan practice
• outreach
• staff knowledge and values

Re� ective practice & action 
learning with integrated ongoing 
evaluation & training
• practice framework
• stakeholder feedback
• clinician’s feedback
•  outcomes framework and clinical 

measures for research 
and practice

• evaluation
• professional development
• training
• research
• information management
• integrated knowledge area
• service system development
• research circles
• action learning and research
• re� ective practice
• contributing to policy development

Figure 1. The evolving Take Two evaluation framework

Holistic understanding of the internal 
and external world of the child
• client group (infants, children adolescents)
• family & extended family
• carers
• peers
• teachers
• culture
• community
• service system
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2.3 Clinical outcomes framework
Evaluation begins with our stating a proposed 
relationship between a program or service (the 
independent variable) and some desired outcome (the 
dependent variable) . . . The concept of intervening 
variables recognizes the existence of multicausal 
models in understanding the complex problems that 
human service professionals encounter (Kettner et 
al., 1999, 75–76)

The evaluation of Take Two explores the proposed 
relationship between the key elements of Take Two (as 
described in Table 1, Chapter 1), the interventions (as 
described in Chapter 6) and the outcomes (as described 
in Table 2). However, which aspect of this program 

leads to which outcomes is obscured by the inherent 
complexities with both of these variables. Even � ve 
years on, this can only be done by example rather than 
a clearly explained chain of events. Figure 3 provides 
an example of a chain from causes to independent 
variables, although the reality is not as linear as this 
appears. This complex relationship between Take Two’s 
intervention and outcomes is described in more detail, 
including the multiplicity at every level, in Chapter 6. 

Take Two has developed a clinical outcomes framework, 
endorsed by T2RAC and DHS, which has informed the 
selection and use of clinical outcomes measures. The 
outcomes framework was originally adapted from the 
Child Welfare Outcome Indicator Matrix developed 
by the University of Toronto to measure child welfare 

Explore what is known 
& not known about 
target client group

Explore what is known 
& not known about 

system issues

Describe actual client 
group and context

Explore possible 
interactions between 
client group & system 

issues

Describe service 
system and policy 

context

Explore research 
based practice & 

interventions

Inputs Processes/ 
Throughputs Outputs Outcomes

Describe program

Stakeholder feedback

EVALUATION STRATEGY

RESEARCH AND EVALUATION STRATEGY

Figure 2. Take Two’s research and evaluation strategy – Identifying if Take Two makes a difference

Cause/s Intervening variables Identi� ed problem Intervention/s 
(independent variable)

Outcome/s
(dependent variable)

Child’s experience 
of past trauma & 
deprivation

Dysregulation of child’s 
arousal, emotional & 
behavioural response 
systems

Child has aggressive 
and violent behaviours

Create — between 
clinician & child &/or 
between carer & child 
— rhythmic, 
 in tune, 
co-regulated  relational
experiences

Increased capacity to 
regulate and reduction 
of behavioural and/or 
emotional symptoms

Figure 3. Example of relationship between causes, independent and dependent variables
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outcomes. It aimed to use measures that re� ect 
meaningful outcomes for children and their families 
(Trocme, Fallon, Nutter, MacLaurin, & Thompson, 1999). 
As with Take Two, the Toronto framework focused on the 
child protection client group. Its ecological perspective 
enabled consideration of the children’s mental and 
emotional health needs whilst including broader 
systemic elements.

Table 2 outlines the revised version of the Take Two 
clinical outcomes framework re� ecting changes over 
time. For example, since the previous evaluation report 
(Frederico, Jackson, & Black, 2006), cultural aspects 
have been made more explicit and the framework 
re� ects additional outcome measures, such as for 
infants, although these are not analysed in this report. 

Outcome measures analysed are reported in Chapters 
7—11, including the use of standardised and non-
standardised measures and stakeholders and clinician’s 
perceptions of change and satisfaction with the service. 

As reported in Table 2, the clinical outcome measures in 
use by Take Two since late 2004 include the Strengths 
and Dif� culties Questionnaire (SDQ; Goodman, 1999), 
the Trauma Symptom Checklist (TSCC; Briere, 1996), 
the Trauma Symptom Checklist for Young Children 
(TSCYC; Briere, 2005) and the Social Network Map 
(Tracy & Whittaker, 1990). These measures are 
described in more detail in the second evaluation report 

(Frederico, Jackson, & Black, 2006) and have been 
used to assess the presentations of children referred 
to Take Two as well as to follow their progress over 
time. The ATSI Assessment Tool has also been used for 
both clinical assessment and research purposes and is 
described later in this chapter. The cases analysed for 
outcome measures were those open between January 
2004 and June 2007 and where one or more outcome 
measures were completed. The data also include 
outcome measures completed post this time period.

The voices of children, their families, carers and 
members of the service system provide important data 
for the evaluation. A major means for collecting this 
information is through stakeholder surveys. As described 
in the second evaluation report (Frederico, Jackson, & 
Black, 2006), these surveys were informed by other 
surveys (e.g. Brunk & Koch, 1999; Larsen, Atkinson, 
Hargreaves, & Nguyen, 1979; Stüntzner-Gibson, Koren, 
& DeChillo, 1995). Some changes have been made since 
the last report, based largely on analysis of the data, 
such as the structure of the Likert scale and clarifying 
some wording of items. With additional ethics approval, 
a major change has been to enable the surveys to be 
identifying. Due to these changes, the analysis in this 
report has just focused on the newer version. 

The stakeholder surveys seek to explore the degree 
of client and other stakeholders’ satisfaction with the 
service as well as whether areas of positive change have 

Table 2.
Revised Take Two Clinical Outcomes Framework and Measures as of 2008

Domains Child Outcome Descriptions Measures

Child Safety • Reduction of harm related to child’s behaviour.
• Promotion of child’s safety.

• SDQ
• TSCC
• Stakeholder feedback
• Clinician survey

Child Wellbeing • Recovering from trauma.
• Reduction of behavioural and/or emotional symptoms.
• Improved cognitive and/or language development.
• Improved school attendance and/or performance.
• Enhanced emotional, behavioural, social, cultural and/or physical    
   wellbeing and/or functioning.

• TSCC
• TSCYC
• SDQ
• BITSEA#
• Ages & Stages Questionnaire#
• ATSI Assessment Tool
• Cultural Connection Yarn#
• Stakeholder feedback
• Clinician survey

Stability/ Security/ 
Connectedness

• Strengthening attachments and/or forming quality relationships.
• Strengthening child’s identity, sense of belonging and 
   connectedness.
• Strengthening child’s connections to their culture.
• Contributing to an appropriate, stable and secure placement for 
   the child.

• Social Network Map
• Stakeholder feedback
• BITSEA#
• Ages & Stages Questionnaire#
• ATSI Assessment Tool
• Cultural Connection Yarn#
• Clinician survey

Family & Community 
Support

• Strengthening quantity and quality of informal and/or formal 
   social networks.
• Strengthening parents’, other family members’ and/or carers’ 
   capacity to meet child’s emotional, developmental and other 
   needs.
• Strengthening child’s connections with their communities.
• Strengthening service system’s capacity to meet child’s 
   emotional, developmental and other needs.

• Social Network Map
• Stakeholder feedback
• BITSEA#
• Ages & Stages Questionnaire#
• ATSI Assessment Tool
• Cultural Connection Yarn#
• Clinician survey

Speci� c Goal 
Attainment 

• The goals as speci� ed by the child and/or signi� cant others have 
   been achieved.
• The goals as speci� ed by the Take Two clinician have been 
   achieved.

Measures as speci� ed in the goal 
attainment scale process #

Note: # refers to outcome measures planned for use at a later time and so data not available for analysis.



 Frederico, Jackson, & Black (2010) “More than Words” – Take Two Third Evaluation Report, La Trobe University, Bundoora, Australia 9

occurred. Surveys are sent to clients 8 years of age 
and older, parents, carers, teachers, child protection 
workers and other stakeholders as determined by 
the clinician at times of review and closure for the 
regional and Aboriginal teams. An additional process 
has been instituted whereby at the time of closure 
the stakeholders are asked if they are interested in 
receiving surveys post closure. If they indicate their 
consent then follow-up surveys are sent at 3 and 9 
months post closure. Few of these were received for 
the purposes of this evaluation report, but this will be 
a valuable source of information over time. Due to the 
brief nature of the work at Secure Welfare, the surveys 
were a different format and were distributed on a more 
ad hoc basis with few returns. 

Take Two clinician surveys were also used in the 
second evaluation report and have been adapted and 
used in this report, with changes made similarly to 
the stakeholder surveys. Take Two clinicians in the 
regional and Aboriginal teams were asked in late 2007 
to complete a survey for all cases open from January 
2006 to June 2007. The survey design used SharePoint 
(electronic form) and largely consisted of � xed choice 
questions with options for further comments. 

The clinician survey consisted of four categories. Firstly, 
there was a set of descriptive questions, such as about 
the child’s placement, case plan, and school attendance 
at time of the survey. These data largely provide the 
context upon which to analyse other data in Chapter 
11 on the clinicians’ perspective of change. Secondly, 
there were questions regarding the clinicians’ views of 
the children’s presentation, such as whether they had a 
mental health diagnosis. These data is primarily reported 
on in Chapter 4. Thirdly, there were questions regarding 
the clinicians’ perspectives on their engagement with 
the children and the children’s degree of progress or 
other indicators of change. These data are presented in 
Chapter 11. Where appropriate, a number of questions 
regarding perception of change were phrased similarly 

to those used in the stakeholder surveys. However, due 
to the differences in time of completion of these surveys 
compared with the stakeholder surveys a comparison of 
data per child was not possible. Fourthly, the clinicians 
were asked to list the intervention that most closely 
described their work with the family. These data are 
reported in Chapter 6 regarding Take Two’s interventions 
with children and their networks.

2.4 Referral documentation and other 
client documents
Each of the three evaluation reports provide a 
cumulative analysis of data from the referral documents 
received within a given time period. The time period 
for this report was more variable than previous reports 
due to a request by DHS to change from a calendar 
year time period to a � nancial year time period. As 
such, data pertaining to analysis regarding Take Two’s 
performance compared to targets were for the � nancial 
year July 2006 to June 2007. Descriptions of the client 
group and their experiences, however, was collected 
over the broader time period January 2004 to June 
2007 (i.e. � rst 3.5 years). The sources of data in this 
evaluation regarding client demographics and related 
areas are represented in Table 3.

As seen in Table 3, three referral documents provide a 
wealth of information. Two documents designed by Take 
Two are the Harm Consequences Assessment (HCA) 
and the Take Two Referral Guide. The third document 
received at referral is generated by DHS and is known 
as the Child and Young Person Pro� le (CYPP) document. 

As described in the second report, there is a substantial 
process of validating data from the referral documents, 
including examining different � elds for internal and 
external consistency (Frederico, Jackson, & Black, 
2006). For example, calculation of the number of 
placements is a manual process of excluding changes 
of address and Secure Welfare admissions. Additional 
dif� culties arose in data validation of the HCA and 

Table 3.
Sources of Different Types of Data about the Take Two Client Group used in this Evaluation

Type of data Source of data Time of data entry

Client demographic information,; e.g. 
age, gender, Aboriginal identity, family 
structure

DHS–CYPP Document;
Con� rmed with clinicians
ATSI Assessment Tool

Referral to Take Two and at time of 
completion of ATSI Assessment Tool

Client information regarding child 
protection and placement history and 
current legal status

DHS–CYPP;
Take Two Referral Guide

Referral to Take Two

Other services involved DHS–CYPP; Take Two Referral Guide; 
Clinician surveys

Referral to Take Two and at time of 
survey of Take Two clinicians in 2006 

Child’s experience of abuse and neglect 
and the harmful consequences; other 
experiences of loss

DHS–CYPP; Take Two HCA; Take Two 
Referral Guide; Clinician surveys; SDQ, 
TSCC and TSCYC

Referral to Take Two and time of clinician 
survey in 2007 and baseline outcome 
measures

Additional information regarding regional 
and Aboriginal team clients, e.g. 
placement at time of closure

Clinician surveys; ATSI Assessment Tools Retrospectively in 2007 for clinician 
surveys and at time of completion of 
ATSI Assessment Tool

Referral and closure dates of Take Two Take Two allocation forms and closure 
forms. Client activity records were used 
to verify data

Referral to Take Two and closure

Client-related activity including 
consultations by Take Two

Take Two client activity records recorded 
on an ACCESS data base

Throughout Take Two involvement
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CYPP due to changes made in the new DHS Client 
Relationship Information System (CRIS)3. For example, 
the original HCA document was designed by Take Two 
and SoPac Solutions (a computer software company) 
to enable data to be electronically imported into a 
database. When the HCA was incorporated into CRIS, 
this importing capacity was inadvertently removed. This 
led to a much more time-consuming data collection 
process. This was exacerbated by problems within the 
Berry Street computer system which led to a loss of 
data, requiring data re-entry. As reported in the next 
chapter, a project has recently completed in partnership 
with DHS to upgrade the HCA which has resolved these 
data importation dif� culties.                            

Another area of newfound dif� culty was some data 
errors occurring in the CRIS version of the CYPP 
document. This involved inaccuracies regarding 
placement and child protection history, leading to more 
time-consuming data entry and some documents not 
being able to be analysed. For example, some CYPP 
documents only reported placement history for the 
current episode of child protection involvement instead 
of the child’s overall placement history. CYPP documents 
with apparent unreliable data were excluded from 
analysis leading to increased missing data for some 
items.4

2.5 Data collection regarding Aboriginal 
children and the work of the Aboriginal 
team
The Aboriginal team’s expressed interest in being 
further involved in the evaluation process provided 
an opportunity to more fully describe some important 
aspects of Aboriginal children’s social and emotional 
wellbeing and more accurately describe the work 
of the Aboriginal team. The increase in the staff 
establishment of the Aboriginal team also facilitated 
their ability to follow their interest and commitment 
to improving Take Two’s work with Aboriginal children 
and identifying that research may assist this endeavour. 
The research project funded by the Australian Institute 
for Aboriginal and Torres Strait Islander Studies 
(AIATSIS) regarding assessment of Aboriginal children 
built on and strengthened the partnership between La 
Trobe University, Take Two and VACCA to explore how 
to assess Aboriginal children’s social and emotional 
wellbeing. It enabled the appointment of an Aboriginal 
Research Of� cer, Jane Harrison, who made a major 
contribution to Take Two’s ability to think about research 
for Aboriginal children. 

In describing the Aboriginal Take Two client group a 
detailed analysis of referral and other client data was 
undertaken as well as analysis of the Take Two ATSI 
Assessment Tools. The original purpose of these tools 
was to assist non-Aboriginal clinicians to explore aspects 
of the child’s cultural connection and knowledge, 
including the knowledge of those caring for the child. 
The purpose has since grown to include assessment for 
all Aboriginal children in Take Two and to eventually be 
able to measure whether or not changes have occurred. 

The ATSI Assessment Tool was initially developed in 
2005 by Shaun Coade and Les Corlett who brought 

together their experience and cultural knowledge to 
create the tool which was then piloted in Take Two. This 
tool began to be used in 2006 and was later adapted to 
enable capacity to measure change (Coade & Corlett, 
2008). Earlier versions had more open-ended questions, 
whereas the latest version has a mixture of � xed choice 
and open questions and is a semi-structured design. 
The development of this tool and preliminary data 
analysis is described in Chapter 5. The data include all 
ATSI Assessment Tools completed at the time of writing, 
rather than limiting them to a particular time period, so 
as to maximise the data available and as they are not 
being used at this stage as an outcome measure. 

Copies of the ATSI Assessment Tools are sent to the 
Aboriginal team to assist their consultation for non-
Aboriginal staff. The Aboriginal team forward copies 
of the tools to the research team for data entry on to 
an SPSS data base for analysis, As the earlier versions 
of the ATSI Assessment Tools had more open-ended 
questions, the research team was required to do more 
coding when entering the data. For the purposes of 
data validity, these data were entered by one member 
of the team and then cross-checked by another. Areas 
of potential confusion were discussed with a member 
of the Aboriginal team or the clinician who completed 
the tool.

The Aboriginal team agreed to complete a time-
in-motion activity log for a week, with some team 
members completing the log for longer. These data 
enabled a more detailed exploration of the ‘day in the 
life of’ members of the Aboriginal team in their clinical 
and community work.

Another aspect of the work of the Take Two Aboriginal 
team was the training and community intervention 
approach referred to as Yarning up on Trauma. Data 
for this analysis included reviewing the feedback 
surveys routinely requested by participants attending 
the training. These surveys are completed at the end 
of each day of the workshops and include the following 
questions: ‘Was the training helpful to you in your 
work?’, ‘What was most helpful?’, ‘What was least 
helpful?’, ‘What thoughts and feelings will you take 
away from this training?’, ‘How can we improve this 
training?’ and ‘Any other comments?’  

The recently published Yarning up on Trauma booklet 
(Coade, Downey, & McClung, 2008) describes the content 
of the training. The PowerPoint presentations and the 
participant’s handbook were also available for analysis. 
In late 2008 a member of the research team attended 
the training as a participant-observer. Finally, three of 
those involved in the development of the package were 
interviewed for this evaluation: namely, Shaun Coade 
(Manager — Aboriginal Services Development, Take 
Two); Lisa McClung (Senior Clinician, Aboriginal team, 
Take Two); and Chrisie Warren (Manager of Learning 
and Development, VACCA).

2.6 Research circles
A component of the original research methodology 
was to establish research circles in different parts of 
the state. Three ongoing research circles have been 
implemented and are analysed in this report. Research 

3 See Glossary for further description.
4 All dif� culties identi� ed with the accuracy of the data were raised with DHS as part of their quality improvement processes within the CRIS   
  project.
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circles focus on the interface between research and 
practice and how each can better inform the other in 
order to improve both and thereby contribute to the 
lives of children at risk. 

In each of the research circles, a participating 
organisation has taken responsibility to host and 
sponsor the meetings and Take Two provided a facilitator 
and minute taker. For the research circle regarding 
Aboriginal children (known as yarning circle), VACCA 
was the chair. In addition to the written process notes, 
the meetings are also audio-recorded for reference. 
Detailed minutes are sent to each participant and any 
changes requested are included in the � nal records. 

The documentation for analysis consisted of the paper, 
‘Introduction to Research Circles’ (Frederico, 2004) 
and the minutes of all meetings held of the yarning 
circle, Barwon South West and Secure Welfare research 
circles. The combined research circle meeting minutes 
translated to 100 pages describing 20 meetings. 

Quantitative analysis summarised the research circles 
identifying how often they met, over what time period, 
number of participants and services represented. 
Qualitative analysis initially conducted by Dr Deb 
Absler identi� ed themes emerging from the material5. 
This consisted of a process of immersion into the 
documentation, which involved reading the material 
a number of times followed by data reduction and 
identi� cation of the main patterns and themes. The 
analysis not only focused on the narrative of the minutes 
but also noted the gaps — what was missing, what was 
not being said as well as whether there were divergent 
views or important themes that were not mentioned 
often or at all. 

2.7 Focus groups
There were nine focus groups held in 2008 to inform 
this evaluation: six with child protection regional 
management; one with Secure Welfare; and two with 
CSOs. In total 48 participants provided feedback through 
focus groups. Thirty-one child protection participants 
were from three rural and three metropolitan regions. 
A focus group was also held with 11 members of 
the Secure Welfare research circle. Six participants 
from CSOs provided feedback. The mean number of 
participants per focus group was � ve. 

The process of recruitment to the focus groups varied. 
Two members of the research team attended a statewide 
Child Protection Managers meeting to invite participation 
in the focus groups. The Secure Welfare focus group 
enlisted involvement as part of the normal cycle of 
research circle meetings as agreed by the participants. 
Using a list of child and family CSOs compiled by the 
Centre of Excellence — Child and Family Welfare, all 
agencies who provided placements, family services or 
case management were invited by letter or email to 
send one or more representatives to a focus group.

The focus groups sought information on the contact 
the participants had with Take Two and how they 
experienced the process of referral, intervention and 
closure. Participants were also asked for suggestions for 
improvement and lessons learnt from the experience. 
A member of the research team recorded detailed 

minutes and used audio-recording for reference. 
Analysis involved re� ection of the participants’ direct 
comments as well as a thematic analysis.

2.8 Surveys for partners
An innovative aspect of Take Two was the consortium 
which came together to develop the program and 
oversee its implementation and ongoing work. The 
members of the consortium have their own vision for 
Take Two. This report presents results of a questionnaire 
to the partner organisations which sought their views 
on the work of Take Two and whether it is meeting the 
aims of the partners. This was a one-off questionnaire 
sent via email to each organisation acknowledging that 
con� dentiality was not possible in these circumstances. 

2.9 Data analysis
Quantitative data analysis was conducted using the 
Statistical Package for Social Sciences (SPSS 17). 
Statistically signi� cant differences were determined 
using chi-square analysis for categorical data, and t-test, 
Analysis of Variance (ANOVAs), Analysis of Covariance 
(ANCOVA) and Pearson’s correlations for continuous 
data. Where possible, statistical analysis included 
effect sizes (such as Partial eta squared ( 2)) as well 
as statistical signi� cance. In other words, examining 
not only whether the differences were statistically more 
likely to have occurred rather than by chance, but also 
whether the size of the difference was small, moderate 
or large. 

Qualitative data analysis was conducted using a 
thematic analysis approach for open-ended questions 
on the stakeholder, clinician and partner surveys as 
well as for analysis of the data from focus groups and 
research circles. 

2.10 Limitations

2.10.1 Measuring experiences of abuse and 
neglect
Problems with data validation were mentioned earlier 
in terms of changes made to the HCA and CYPP in the 
CRIS system; however, these new dif� culties were not 
the only limitations to data validity. Accurately de� ning 
the child’s experience of abuse and neglect is complex 
(Tajima, Herrenkohl, Huang, & Whitney, 2004) and the 
HCA is by no means infallible. Indeed, the strength 
of the HCA is asking referrers to include all known 
experiences of abuse and neglect that the child has ever 
experienced, but this is also a limitation. That these 
data are not the of� cial auto-generated de� nitions of 
the reasons for the children being in need of protection 
is both a strength and weakness. Tajima and colleagues’ 
(2004) review of measuring abuse and neglect noted 
that prospective studies of maltreatment that did not 
only rely on of� cial child protection records were more 
congruent with other measures of maltreatment than 
those which relied on of� cial records.

An exercise was undertaken in 2005 where Take Two 
clinicians were asked to complete an HCA for the 
purposes of research on open cases (i.e. cases where 
there was already an HCA completed by the referrer). 
They were also asked for their view regarding any 

5 It was considered bene� cial to have an independent researcher undertake the initial thematic analysis of the research circles as the research    
  team members were often participants of the circles.
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differences between their HCA and that of the referrer. 
There were 51 (22%) situations where the Take Two 
clinician’s HCA differed from the referrers in terms of 
the child’s past experience of abuse or neglect. Some 
(n=6; 3%) of the differences were due to the child 
suffering new experiences of abuse and neglect since 
the previous HCA and some were due to new information 
becoming available (n=7; 3%). However, according to 
the Take Two clinicians, the majority of differences were 
either due to Take Two undertaking a more detailed 
assessment (n=12; 5%) or a difference of opinion or 
interpretation of the information (n=26; 11%). 

This is not to say that the Take Two clinician’s opinion 
was more valid or accurate, but that any data collection 
process based on opinion is subject to variability. 
Strategies to increase validity included initial training 
throughout the state regarding the referral document 
and process, such as the need to review the client’s � le 
and to not just focus on the most recent experiences 
of abuse and neglect. However, it is understood that as 
with any data collection process, issues of time, recency 
of training, focus on recent or most severe incidents 
and other factors can in� uence accuracy. Since this 
exercise, adaptations have occurred within the HCA 
including help text available within the computerised 
version and further statewide training. 

Despite limitations to the accuracy of the HCA, it is still 
considered considerably more informative than other 
available data sources. For example, data collected via 
the DHS–CRIS system primarily report on abuse and 
neglect that have been substantiated at the beginning 
of each episode of child protection involvement, and 
not on experiences that were substantiated within 
an episode. The CRIS data regarding substantiated 
abuse are available to Take Two through the CYPP 
document and are considerably less detailed and less 
comprehensive about the children’s experiences. 

2.10.2 Measuring consequences of abuse and 
neglect, such as behavioural, emotional and 
developmental dif� culties
Similar to measuring the occurrences of abuse and 
neglect, measuring its consequences is multifaceted 
and complex. In fact it is probably more so, as it is 
a supposition in the � rst place that the children’s 
emotional, developmental, behavioural and other 
dif� culties are a consequence of these abusive 
experiences. The limitations regarding the HCA also 
apply to this question of consequences. In comparison 
between the referrers’ and Take Two clinicians’ HCAs 
undertaken in 2005, a similar level of difference was 
found regarding consequences. Of the 66 (28%) HCAs 
completed by Take Two clinicians that differed from 
the referrers’, 20 (9%) were due to either an increase 
or a decrease in dif� culties since the time of referral. 
The majority (n=34; 15%) were due to a difference 
in assessment, which is to be expected given that a 
common request to Take Two was to undertake a more 
detailed assessment of the children’s dif� culties. Eleven 
HCAs (5%) showed a difference of opinion, according to 
the Take Two clinicians.

Measuring children’s emotional, social and behavioural 
dif� culties as well as trauma symptoms is obviously a 
major aspect of Take Two’s assessment role including 
the use of standardised and other measures, such as 
the SDQ, TSCC, TSCYC and the Social Network Map. 
Each of these measures has speci� c limitations, but 

a general limitation is the reliance on questionnaire 
approaches to ascertain emotional dif� culties. There is 
exciting research regarding the use of neurobiological 
measures to ascertain levels of physiological arousal 
and dysregulation, such as heart rate and cortisol 
levels (e.g. Dozier, Peloso, Lindhiem, Gordon, Manni, 
& Sepulveda et al., 2006; Fox & Card, 1999). However, 
the complexities of including these measures in a 
non-laboratory clinical program in addition to the 
increased resources and training required would need 
to be carefully weighed before deciding whether to 
incorporate them in the Take Two research strategy. 
A major strategy to minimise the limitations of the 
questionnaire approach is to have multiple measures so 
that the data can be triangulated.

2.10.3 Describing and measuring Take Two’s 
work
Therapeutic interventions have proven a dif� cult area 
to describe and measure given the non-manualised 
nature of Take Two’s approach. Two main approaches 
have been used, namely a contemporaneous measure 
where clinicians enter regular activity logs and the 
retrospective measure of the clinicians’ survey that 
asks questions regarding the nature of the interventions 
used over the last year. The major limitation with the 
activity logs is associated with common problems 
associated with variable compliance with administrative 
tasks. The major limitation with the clinicians’ surveys is 
those associated with retrospective measures including 
discrepancies with memory and interpretation.

2.10.4 Measuring outcomes and satisfaction with 
the service
As noted earlier, a reliance on use of questionnaires has 
limitations, especially when being used for measuring 
outcomes. In addition, there are challenges to increase 
rates by clinicians to use the measures and to increase 
the likelihood of children, parents, carers and teachers 
in completing the measures. McNamara and Neve 
(2009) wrote of how to support clinicians to participate 
in the research aspects of their clinical work and cite 
Take Two as an example of how to achieve this goal. 
Nevertheless, this remains an ongoing challenge and 
commitment for Take Two. 

Stakeholder surveys have been another important 
means of gathering perspectives on whether positive 
changes have occurred and on the level of satisfaction 
with the program. All such surveys have limitations, such 
as needing to restrict the number of questions in order 
to be user friendly. This restricts the analysis to being 
relatively super� cial as there is only one question per 
topic of interest. A design � aw in the clinicians’ survey 
meant that the date of completion was not recorded 
and this led to some limitations in the analysis.

2.11 Summary
The design and methodology of evaluating the Take 
Two program has developed alongside the program 
itself. This chapter has put the evaluation methodology 
within the context of the frameworks that informed its 
foundation, including the evaluation framework and the 
clinical outcomes framework. The chapter described the 
range of sources for data collection and the multi-level 
analyses of the work of Take Two with the individual 
children and the program as a whole.
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Chapter 3: First Five Years 
of the Take Two Program  

3.1 Overview 
An overview of the � rst few years of a program, 
including its preceding in� uences, provides opportunity 
to consider how such a program grows from the seed 
of an idea to full-grown implementation. Although Take 
Two is now deeply rooted into the Victorian system, 
there are signs of it branching out in related areas.

This portrayal of Take Two includes exploration of the 
formative documents that established the program and 
the key events and activities since its onset, including 
the development of clinical, training and research teams, 
and some of the newer initiatives such as therapeutic 
care. 

3.2 Formative documents for the 
establishment and direction of Take 
Two 
In addition to the growing body of literature in this 
� eld, three key documents informed and guided the 
establishment of the Take Two program: the qualitative 
study ‘When Care is not Enough’ (Morton et al., 1999); 
followed by the DHS submission brief for an intensive 
therapeutic service (DHS, 2002c); and the successful 
proposal to provide this service (Berry Street Victoria 
et al., 2002). According to the original Take Two 
service agreement between DHS and Berry Street, 
the last two documents provide an explicit reference 
point for determining whether or not Take Two is 
meeting the original and subsequent expectations. This 
section compares these formative documents with the 
subsequent program activities by Take Two. 

3.2.1 When Care is not Enough
The ‘When Care is not Enough’ report (Morton et al., 
1999) made a number of recommendations, many 
of which pertained to the creation of an intensive 
therapeutic service. A major difference between the 
recommendations by Morton and colleagues and the 
subsequent decision by DHS (2002c) was that the 
intensive therapeutic service was not funded to focus 
only on those young people with the most extreme 
dif� culties. Instead it was established on a larger scale 
to provide a service for both those children showing and 
for those at risk of showing emotional and behavioural 
dif� culties. As such, some of the recommendations made 
by Morton and colleagues regarding enhancements 
to local services for young people with less severe 
dif� culties were included in the DHS submission brief 
(2002c) for the establishment of this therapeutic service. 
The recommendations by Morton and colleagues (1999) 
relevant to the establishment of this therapeutic service 
included that it provides:

• A statewide service that informs already established 
 regional services.

• Therapy for children of all ages with histories of severe
  abuse and neglect who show extreme disturbance 
 and those who do not yet show such disturbance.

• Clinical practice informed by strong research, such as
  attachment, trauma and social learning theories.

• A clinical service based on the following aims:

 - To ensure physical and emotional safety.

 - To provide and support relationships that offer  
  possibility of secure attachments.

 - To respond to the aftermath of trauma.

 - To facilitate new learning across all contexts and
   address educational or vocational needs.

 - To provide a developmentally appropriate balance
   between empowerment and limit setting.

• Therapeutic interventions occur with children, their
  family, carers, schools, peers and others and through
  outreach when necessary.

• Clinical practice that is conducted by highly skilled,
  trained and closely supervised staff.

• Specialist holistic assessments of these children.

• Specialist crisis response in conjunction with Secure
  Welfare.

• Consultation to the following � elds: child protection
  and placement services, youth justice, mental health
  and alcohol and other drug services. 

• Training to these � elds on topics such as therapy,
  therapeutic case work and therapeutic care.

• Leadership to develop a shared vision for the target
  population across these � elds.

• Practice-related research to guide service development
  and clinical practice and so become a resource that
  attracts additional funding to broaden its scope.

• Dissemination of information on the needs of children
  who have suffered severe abuse or neglect and on
  best practice and promising service options.

Recommendations in that report which had a direct 
impact on the growth in Take Two at a later time (from 
mid 2007 onwards) included:

• Establishment of therapeutic home-based care. The
  Circle Program was subsequently established including
  the role of therapeutic specialists.

• Establishment of specialised therapeutic residential
  settings. This began with ‘Hurstbridge Farm’ and has
  since been expanded and includes the role of
  therapeutic specialists.

Although not all of the recommendations by Morton 
and colleagues (1999) were incorporated into the 
DHS submission brief (2002c), it was the single most 
in� uential report on the brief. In addition to the decision 
to fund this initiative on a larger scale and make it a 
statewide and regional service, another major difference 
was that Take Two was not funded to work across the 
youth justice, mental health and alcohol and other drug 
services, unless child protection is also involved. 

3.2.2 Submission brief for the intensive 
therapeutic service and Take Two’s response
The originating submission brief (DHS, 2002c) outlined 
the speci� cations to be met by the successful consortia 
to develop the intensive therapeutic service. The 
overarching purpose for this service was described as 
“to deliver specialist, high quality and effective intensive 
therapeutic and treatment services to children and 
young people who exhibit or are at risk of developing 
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severe emotional and behavioural disturbance caused 
by abuse and neglect” (DHS, 2002c, 3). The submission 
brief noted that the intent of the service included:

• To enhance children’s emotional and behavioural 
 functioning.

• To enhance their safety and wellbeing.

• To work with children involved with child protection, 
 whether they were at home or in placement.

• To work with those identi� ed as needing specialised
  therapeutic interventions due to abuse and neglect.

In order to meet these objectives, the intensive 
therapeutic service was expected to undertake a number 
of tasks. Table 4 outlines these tasks according to the 
brief and some of the activities undertaken by Take 
Two in response. These tasks were either associated 
with the provision of a direct clinical service and/or to 
contribute to the broader service system.

Table 4.
Tasks Required of the Therapeutic Service According to Submission Brief (DHS, 2002c) 
along with some Activities Subsequently Undertaken by Take Two 

Submission Brief Tasks Summary of  Associated Take Two Program Activities

Establish a state-wide, integrated 
service, with local services and 
centralised management. Locations 
of services to be agreed by DHS.

• Clinical teams established in every region in Victoria by the beginning of 2004.
• Locations of services decided in consultation with regional DHS management.
• Centralised management established.

Establish positions: clinical director; 
4 metropolitan teams with 1 senior 
clinician and 4 clinicians; and 5 
rural teams with 1 senior clinician 
and 2 clinicians. Establish a senior 
clinical position within the Secure 
Welfare Service.

• Nine clinical teams and management established across the state as per requirements.
• In addition to requirements, an Aboriginal clinical position was established.
• A senior clinician was appointed within Secure Welfare as per requirements.
• For a period of time, a short-term increase in funding enabled two clinical positions   
   within Secure Welfare. 

Establish strong working 
relationships with other services; 
e.g. child protection, placement 
services, Secure Welfare, CAMHS, 
alcohol and other drug services and 
other services.

• Establishment of central and regional advisory groups for � rst few years of program.
• Participation in local and statewide networks with other services.
• Partnering with placement services as part of therapeutic foster care and therapeutic 
   residential care initiatives.

Develop a practice framework to 
ensure linkages and coordination 
between this and other services 
and to underpin the therapeutic 
interventions.

• Establishment of framework outlining practice and guiding principles.
• Undertook extensive literature review, which is added to.
• Establish and disseminate focus on care teams.
• Ongoing development of a more detailed framework.

Develop a tool to assist in screening 
and assessment of children at risk 
of developing severe emotional and 
behavioural dif� culties.

• Developed, piloted and modi� ed the HCA as core referral document.
• Integrated the HCA into CRIS.
• Provided training to the � eld on the HCA and referral process.

Provide training about the needs 
and responses to children who have 
experienced abuse and neglect for 
child protection and other services 
that work with child protection 
clients.

• Established training team to provide internal and external training.
• Training also provided by clinical and research teams as required.
• Training strategy in place providing regular and ad hoc training, particularly to child
   protection and placement services. Training to other services provided on request.

Provide consultation to services 
providing care and support to child 
protection clients.

• Consultations provided to child protection on a regular basis across the state and to
   other services on an ad hoc basis.

Undertake research to achieve 
better outcomes for client group 
and disseminate knowledge.

• Research team established.
• Outcomes framework and research strategy developed and endorsed by T2RAC and DHS.
• Ethics approval received from appropriate bodies.
• Clinical outcome measures integrated into clinical teams and analysed on a client and 
   service-wide basis.
• Dissemination occurs through major evaluation reports, conference presentations, and
   peer-reviewed journal articles.

Provide DHS with data regarding 
service provision as required, 
including use of electronic data 
collection systems.

• Provided monthly data to DHS regarding target numbers.
• Provided annual data to DHS involving more detailed data analysis 
   (except when agreed not to do so).
• Process of establishing a computerised client information system.
• Linking in with DHS CRIS system for referral interface.

Employ staff with requisite 
quali� cations and experience.

• Staff employed across all areas of work, from range of disciplines including social work,
   psychology, psychiatric nursing and occupational therapy.
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The DHS submission brief (2002c) outlined additional 
requirements for the direct therapeutic service, such as 
that it will:

• Provide services across the continuum from
  prevention, early intervention to responding to those
  with serious emotional and behavioural problems.

• Only accept referrals from Child Protection Managers
  and not from any other source or where child
  protection is not involved.

• Support links for the child with mainstream services,
  such as CAMHS. The service was not to be a
  replacement for CAMHS, but a bridge or supplement
  to CAMHS as required.

• Undertake a therapeutic approach based on best
  practice approaches, including new approaches;
  assertive outreach; and client-centred practice, not
  constrained by regional boundaries or by whether the
  child is in a stable placement. 

The � rst point has not been operationalised due to the 
scarcity of referrals to Take Two in the prevention or 
early intervention phase. The last point about providing 
services to children regardless of stability of placement 

was a major factor in recognising the need for this 
service, as it had proven a barrier for many children in 
the past to receive therapeutic services. 

The funding of this service was predicated on the 
recognition that there was no ‘comprehensive or 
integrated’ therapeutic service already available for 
children who suffered abuse and neglect. This funding 
(originally $5.5 million) was ongoing with the standard 
three-yearly reviews of service agreements. The target 
of clients to be seen by Take Two was initially 710 
children who already showed severe emotional and 
behavioural dif� culties and those who were at risk of 
showing such dif� culties, given their known trauma 
history. This target was reduced to 550 by the second 
year of operation, after discussions between Take 
Two and DHS. This decision was based on analysis of 
the � rst year of data including the high proportion of 
complex long-term referrals and the scarcity of referrals 
regarding children who did not yet show dif� culties. 

A number of other draft deliverables were outlined in 
the submission brief but, other than the speci� c targets 
of client numbers, were not � nalised. Examples of these 
deliverables are seen in Table 5. 

Table 5.
Summary of Deliverables Speci� ed in Original Submission and Evidence of Deliverables 
Presented in this Report

Expected 
deliverables

Examples of deliverables Evidence of deliverables

Delivery of the clinical 
service

710 clients per year, adjusted to 550 clients per 
year

See Chapter 4 regarding targets.

Evidence of high levels of satisfaction with service 
by child protection and other service providers

See Chapter 10 regarding satisfaction of service 
delivery per client and Chapter 12 regarding 
satisfaction in general.

Evidence of continuous improvement of regional 
therapeutic service provision

See other sections in this chapter regarding 
continuous program development.

Reduction in numbers of clients advancing to 
regional High Risk Adolescent schedules and 
requiring placement in Secure Welfare Services

Subsequent discussions with DHS acknowledged 
this was not a reasonable expectation and data 
was not available to Take Two.

90% of successful referrals to mainstream services 
at point of case closure

Subsequent discussions with DHS acknowledged 
this was case management role not that of 
therapeutic service.

Individual client 
outcomes

Reduction in emotional and behavioural disturbance 
and other symptoms

See Chapters 7 and 8 regarding outcome 
measures and Chapters 10 and 11 regarding 
perceptions of change.

Improved relationships with family, carers and 
signi� cant others

See Chapter 9 regarding outcome measures and 
Chapters 10 and 11 regarding perceptions of 
change.

Decreased placement instability These data not available to Take Two.

Development of 
program tools

Development of an Early Detection and Assessment 
tool

See this chapter regarding development of the 
HCA.

Development of 
research and evaluation 
strategy

Development of outcome measures for clinical 
service provision

See Chapter 2 regarding clinical outcomes 
framework and Chapters 7—11 regarding results 
from clinical outcome measures.

Dissemination of research in peer-reviewed 
academic journals, forums

See other sections in this chapter.

Development of training 
and development 
strategy

Delivery of agreed training and development 
sessions provided to regional child protection, 
community organisations, and cross-program staff

See other sections in this chapter regarding 
provision of training and Chapter 5 regarding 
training of Aboriginal community organisations.

Relationship with other 
services or networks

Participation in regional coordination processes See other sections in this chapter regarding 
regional advisory processes.
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Rather than � nalising and endorsing the deliverables as 
described in Table 5, DHS has been an active member 
of T2RAC and approved the Take Two Research Strategy 
and Outcomes Framework as portrayed in Chapter 2. 
This outcomes-based approach to the work of Take 
Two has become a major theme for the service as is 
indicated by a number of the chapters in this report.

3.2.3 Document outlining the proposed intensive 
therapeutic service and Take Two’s response
Berry Street, Austin CAMHS, La Trobe University 
and Mindful submitted as a consortium this proposal 
(Berry Street Victoria et al., 2002) in response to the 
DHS submission brief (2002c). The proposal by the 
consortium de� ned the mission of the service as . . .

the development of an integrated network of therapeutic 
services for these children and young people across the 
state. This will be achieved in part directly by providing 
high quality services provided by [Take Two] staff, and 
in part via service system interventions which enhance 
responsiveness and effectiveness on the part of other 
treatment and support services. (Berry Street Victoria 
et al., 2002, 11) 

The service model proposed by the Take Two consortium 
consisted of four elements:

• Therapeutic approaches based on attachment,
 outreach and multi-systemic interventions.

• Commitment to ‘wrap around’ approaches
  emphasising work directly with carers so that the
  therapeutic intervention is experienced throughout
  the child’s day, not just in a one-hour session.

• Contributing to service system development in order
  to address the needs of the actual and potential client
  group — a major component permeates the whole
  model.

• Building on linkages with CAMHS, child protection and
  other services.

A core aspect of the service design of Take Two was that 
Child Protection Managers had the role of prioritising 
referrals to Take Two. This was a major statement of 
intent in the proposal in terms of collaboration and has 
been evident in practice whereby decisions are made 
jointly with Take Two. Where there is a difference of 
opinion, child protection has the � nal say regarding 
prioritisation and Take Two has the � nal say over Take 
Two’s capacity. Some DHS regions have delegated 
the decision-making to another manager within child 
protection.

The proposal documented that Take Two would provide 
brief interventions as well as longer-term interventions. 
However, the lack of referrals in the prevention or early 
intervention phase has made brief interventions less 
common than expected. 

Other aspects of practice noted in the proposal 
include the emphasis on engagement and therapeutic 
relationship with the child, the utilisation of key 
relationships around the child, and the importance of 
comprehensive assessments. Discharge planning and 
transition to mainstream services was also noted as 
important.

As noted earlier in Table 4, the proposal included an 
Aboriginal clinical position. This was not a requirement 
in the DHS submission brief but was part of the proposal 

put forward by the consortium and became an essential 
element of the Take Two program. Although the 
proposal outlined the role of one Aboriginal clinician, 
it soon became evident that more than one clinician 
was required. The program has continued to explore 
ways in which the number of Aboriginal clinicians can be 
expanded to meet the demand for service. At the time 
of writing, the Aboriginal team consists of four team 
members. The percentage of Aboriginal clients in Take 
Two for the � rst 3.5 years is 16 percent as reported in 
Chapter 4 with more demographic information. Chapter 
5 explores the work of Take Two with Aboriginal children 
in more detail.

Another key element articulated in the proposal is the 
integration of practice with research and training.

This will be a large, complex and multi-faceted service, 
involving components of research, direct service 
delivery and training, as well as a clear charter to 
initiate signi� cant and de� nitive changes in how the 
service system responds to the needs of this client 
group. (Berry Street Victoria et al., 2002, 22)

The training strategy included the possibility of a 
training calendar focusing on building skills in the Take 
Two workforce and in training for the broader sector. 
The training to Take Two staff has been anchored 
around a monthly day referred to as the ‘Friday Focus’ 
and is supplemented by other training and professional 
development opportunities. A formal calendar for the 
broader sector was not formally established; however, 
Take Two has regularly provided training within the 
DHS Child Protection and Youth Justice Professional 
Development Unit’s training calendar and is a regular 
contributor to the Mindful Friday Forum calendar. Take 
Two has also provided training to the residential care, 
foster care, education, youth justice and family support 
sectors as well as under-graduate and post-graduate 
lectures at universities as outlined further in this 
chapter.

According to the proposal, the research strategy aimed 
to contribute to direct clinical practice by informing the 
program’s development and assessing the program’s 
effectiveness (Berry Street Victoria et al., 2002). Details 
of the research strategy are discussed in Chapter 2. It 
was noted that the program would be evidence- and 
practice-informed including a continuous canvassing of 
the international literature and integrating the learning 
from direct practice through qualitative and quantitative 
data analysis. An example of the qualitative aspect 
described in the proposal was the establishment of 
research circles. The proposal included comparing the 
children referred to Take Two with those who were not. 
This has not yet been possible to implement although 
both DHS and Take Two have expressed interest in 
developing the appropriate methodology.

The research strategy also provided a PhD scholarship 
and involvement with international researchers. 
During the � rst � ve years, there have been two PhD 
scholarship candidates. The � rst candidate (Robyn 
Miller) relinquished the scholarship when she undertook 
full-time employment, although is continuing her 
studies. The second candidate (Prue Atkins) is in the 
process of conducting her research. 

The participation of international researchers in the 
research has occurred differently to that anticipated in 
the proposal. Instead of inviting researchers to visit the 
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service, the research team has developed relationships 
and networks with a number of internationally renowned 
researchers who have also taken the time to comment 
on the research strategy and past publications. Most 
notably, Dr Bruce Perry (ChildTrauma Academy, Texas, 
USA) and Professor James Whittaker (University of 
Washington, USA) have provided comment and advice, 
such as the following comment from Professor Whittaker 
regarding the second evaluation report.

To me they re� ect the essence of agency-university 
partnerships in knowledge development and 
dissemination. Your efforts speak exquisitely to the 
subtle nuances involved in implementation, as well as 
to how information can be utilized to change course 
before the project is completed. At another level, 
the work “paints-in” beautifully the environmental 
surround of children who have experienced trauma 
and is replete with implications for gathering routinely 
collected data at the case and program levels. (Email 
from Professor James Whittaker, 24/09/2007)

“I think the essential elements of Take 2 -  the 
development of a university linkage, the commitment 
to build a research capacity within the agency 
structure, the process that has unfolded for selecting 
intervention components and the “marrying” of a 
research design to accommodate a “moving target” 
are precisely what we ought to be about in services 
research.” (Email from Professor James Whittaker, 
26/10/2009)

3.3 Other in� uences on the 
development of Take Two
An in� uential pilot which informed the development of 
Take Two was the Stargate Early Intervention Program 
for Children and Young People in Out of Home Care 
report (Milburn, 2004). The Stargate project, as an 
immediate predecessor of Take Two, was able to pilot 
some key aspects. The Stargate project undertook 
multi-disciplinary therapeutic assessments for child 
protection clients who entered out-of-home care for 

the � rst time within the western suburbs of Melbourne. 
It operated for approximately 14 months in 2002 and 
2003. 

The Stargate report (Milburn, 2004) demonstrated the 
need and value of providing therapeutic assessments 
for the child protection client population. The report 
found that nearly two-thirds of the children had a 
mental health diagnosis and would bene� t from ongoing 
therapeutic intervention.

3.4 Overview of key events and 
activities by Take Two from 2004—2008
Figure 4 is a timeline of some key program developments 
in the life of Take Two.

Take Two’s primary development task since its inception 
has been to establish a high quality therapeutic service 
for child protection clients throughout Victoria. Take 
Two was also mandated to contribute to service system 
improvement. The funding of Take Two re� ected these 
objectives with 85 percent of the initial funding for 
clinical work, 5 percent for management, 5 percent for 
training and 5 percent for research.

Take Two’s integrated clinical, research and training 
functions have had a number of intended and unintended 
consequences. These include:

• Take Two’s clinical practice is informed by up-to-date
  international and local research;

• Take Two’s research is informed by real practice in
  real settings;

• Take Two’s clinical staff have access to training
  informed by this research and other relevant theories;

• Training provided by Take Two in the � elds of child
  protection and out-of-home care;

• Publication of articles in peer-reviewed journals; 

• Presentations at national and international
  conferences 
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Figure 4. A timeline of programmatic development of Take Two
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The training, research and Aboriginal teams have 
been able to attract other sources of funding through 
government, philanthropic trusts, fee for training, other 
contributions from partner organisations and private 
philanthropists to expand the impact of the in� uence of 
Take Two. A number of these include:

• Training for youth justice, permanent care, family 
 support and schools;

• Research and publications for Of� ce of Child Safety
  Commissioner (OCSC);

• Extension of research strategy, such as regarding
  Aboriginal children’s social and emotional wellbeing
  and the speech and language needs of children who
  have experienced abuse and neglect; 

• Development of models for trauma-sensitive practice
  in other settings, such as youth justice custodial
  settings and residential care.

These additional sources of funding and the projects 
they have supported have expanded the in� uence 
of Take Two and its ability to impact on the broader 
system. These projects and other initiatives include 
those in an international context, national context, state 
context, organisational context, program governance, 
management and program practice (as seen in 
Appendices Two to Seven).

As shown in Appendix Two, the pro� le of Take Two 
is developing on an international level. This has 
been through conference presentations, publications 
in international journals and developing networks 
and collaborative work with organisations in other 
countries, such as the ChildTrauma Academy and the 
University of Washington. This creates opportunities for 
communication with researchers and theorists regarding 
the nature of the client group and research-informed 
interventions. Take Two’s growing pro� le at a national 
level is seen in Appendix Three. Take Two’s  emerging 
pro� le and networks increases the opportunities for the 
clinical work within Take Two to be informed by and 
inform the international and national research, policy 
and practice regarding traumatised children.

In addition to local conferences and publications 
within the Victorian statewide context, Take Two has 
contributed to the policy, program development and 
practice related to the child protection, out-of-home 
care, youth justice, education and mental health � elds. 
Examples of these contributions are found in Appendix 
Four.

Appendix Five provides examples of some of the 
organisational activities within Berry Street related to 
Take Two, such as administrative restructures and the 
expansion of the work of the Aboriginal Team across 
other parts of Berry Street. Take Two has continued 
to strengthen its governance and other aspects of the 
underlying management structures as seen in Appendix 
Six. Most notably has been the addition of VACCA to 
the partnership of Take Two. Appendix Six also lists the 
beginning of the process for accreditation with ACHS 
involving program certi� cation. This is an important 
aspect of the quality assurance and improvement 
processes. Appendix One provides a description of 
the ACHS standards relevant to Take Two and the 
activities conducted by Take Two to meet or work 
towards meeting these standards. The ACHS framework 
provides a means of monitoring and measuring a health 

organisation’s endeavours towards quality assurance 
and improvement. Take Two was successfully certi� ed 
in 2007 and then accredited as a health service with 
ACHS in late 2009

A structural change that occurred in 2008 was 
the establishment of the knowledge area which 
brought together the areas of research, information 
management and practice development and training. 
This integration under the one management structure 
was in recognition of their inter-connectedness and 
to ensure greater cohesion. It aims to facilitate the 
clinicians’ ability to access client information and to 
utilise outcome measures, build knowledge, explore 
new knowledge and utilise research � ndings. 

Finally, Appendix Seven provides examples of some 
of the tasks and activities by Take Two in improving 
its therapeutic, research, training and program 
development. The details of some of these initiatives are 
discussed later in this chapter. Many of the initiatives in 
relation to the work with Aboriginal children and the 
community are discussed in more detail in Chapter 5. 
The following sections of this chapter spotlight some 
of these activities in more detail, including the infant 
mental health project, the neuropsychology project and 
the Take Two training strategy. For brevity, some of the 
data relating to the outcome measures are presented in 
Appendices Eight to Eleven. 

3.5 Structures and other inputs of 
Take Two
As mentioned in Chapter 2 on the evaluation framework, 
an evaluation should report on a range of elements of 
the program including inputs. In addition to describing 
the client group, inputs include staff, teams, materials, 
equipment and facilities. Training of Take Two staff is a 
signi� cant input and is described later in this chapter.

3.5.1 Structure of Take Two teams
As a result of the original funding and design and the 
subsequent growth and program development for 
Take Two the program and staff structures have gone 
through substantial growth and other changes. Figure 
5 maps the location of the Take Two teams throughout 
Victoria as at the end of 2008.

Figure 6 provides an overview of the team and staf� ng 
structure for Take Two as of the end of 2008. As mentioned 
in Tables 1 and 3, Take Two employs staff from a range 
of disciplines and with a variety of experience including 
in the mental health, child protection and other related 
� elds.

3.5.2 Other inputs

Facilities
As the Take Two program is located throughout the state, 
a number of of� ces have been established, mostly co-
locating with other services, such as other Berry Street 
locations (e.g. Seymour, Wangaratta, Shepparton, 
Morwell, Eaglemont, Clayton and Richmond), DHS 
locations (e.g. Mildura) and other organisations (e.g. 
Geelong, Bendigo, Ballarat and Flemington). Two 
teams also have some accommodation within partner 
organisations such as the Research and Information 
Management Teams (La Trobe University) and the 
Practice Development and Training Team (Mindful). The 
Therapeutic Care specialists in Therapeutic Foster Care 
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and Therapeutic Residential Care are usually located 
in Take Two sites and with the partner organisation, 
including Secure Welfare and Hurstbridge Farm.

Material resources and equipment
As Take Two is not a case management service it does 
not provide material resources to the client group, but 
may engage with other services for these needs to be 
met. The equipment needed to do the work can be 
categorised into functional, therapeutic, research and 
training equipment. 

Functional equipment used by Take Two supports the 
day-to-day service, such as all clinical staff having access 
to vehicles, computers, other of� ce equipment and 
mobile phones. Another type of functional equipment 
is the documents used by clinical staff for recording 
case notes, assessment reports and other recording. 
The Take Two Client Information System (T2-CIS) will 
be an important aspect of functional equipment once in 
operation and even in its early stages has contributed 
to the service’s ability to accept referrals.

Research equipment used by Take Two includes 
statistical and other software (such as SPSS and 
Endnote), and access to extensive library data bases 
and libraries through the partner organisations of La 
Trobe University and Mindful. Although these are 
primarily used by the teams in the knowledge area, 
all Take Two staff have access to the Mindful library. 
Training equipment includes DVDs, other audiovisual 
equipment, training activity sheets, feedback sheets 
and physical resources, such as training kits that assist 
in transporting training materials from one workshop to 
the next. 

Therapeutic equipment includes toys, games and 
other play equipment used in therapy, clinical outcome 
measures (some of which need to be regularly 
purchased), and activities that can be used with clients. 

3.6 Therapeutic care
The When Care is not Enough report (Morton et al., 
1999) identi� ed a need to work therapeutically with 
children in the care system. As noted earlier, this report 
recommended a number of therapeutic care initiatives. 
When Take Two was � rst established, a recognised 
need was to provide a senior clinical role within the 
DHS Secure Welfare Service. In effect, this was Take 
Two’s � rst therapeutic specialist, although not named 
as such at the time. Take Two also quickly realised that 
much of its work in the regional and Aboriginal teams 
was working directly with the foster parents, kinship 
carers, residential care staff and parents. Take Two 
contributed substantially to the DHS-led policy and 
program development regarding therapeutic foster care 
and therapeutic residential care. Each of the following 
initiatives has built on the work undertaken within the 
broader sector but also with the work of Take Two in 
Secure Welfare and the regional clinical teams.

The recommendations by Morton and colleagues (1999) 
regarding therapeutic care, though not initially funded, 
have subsequently begun to be funded by DHS and 
implemented across the state. Many, but not all of the 
therapeutic care initiatives, involve Take Two as the 
therapeutic specialist in partnership with care providers.

3.6.1 The Circle Program
Implemented in mid 2007, the Circle Program — a 
therapeutic approach to foster care — was introduced 
to better meet the needs of children in foster care. 
The Circle Program is part of the strategic aim of the 
government to build a system of home-based care 
where all children receive the therapeutic response 
they require when they require it and to develop “a 
therapeutic system not just a therapeutic model” 
(Department of Human Services, 2009b, 6). The 
Circle Program model endeavours to give effect to the 
principles contained in the Children, Youth and Families 
Act 2005 and the Child Wellbeing and Safety Act 2005 
with the core principle of the best interests of the child.

The Circle Program has a set of articulated principles and 
conceptual framework. The conceptual framework has 
four interacting components: the child is at the centre 
of the program; the care team to facilitate the ability of 
all those in the care environment to effectively support 
the child to recover from the effects of trauma; the 
care environment including the microsystems of home, 
family, school and networks; and the engagement 
of the child at all stages. A goal of the program is to 
promote timely reuni� cation between the children and 
family or alternative long-term stable care (Department 
of Human Services, 2009b).

The Circle Program was implemented through 
partnerships of CSOs and therapeutic services. Take 
Two tendered successfully within these partnerships in 
four regions as the therapeutic specialist of the team 
with CSOs as the lead agency. The detailed guidelines 
for implementation ensure consistency of approach. 
The outcome measures for children utilised in the Circle 
Program include four which are utilised in the Take 
Two outcome framework, hence Take Two workers are 
experienced in their administration. 

Take Two therapeutic specialists are members of 
care teams in the Circle Program. As the therapeutic 
specialist, Take Two has speci� c roles which include 
face to face contact with the carer at least weekly and 
to take the lead in the assessment of the child and 
development and monitoring of individual therapeutic 
care plans. Take Two with the CSO also engages in 
the assessment of therapeutic foster carers following 
training. The process of recruitment, assessment, 
training and accreditation of carers is key to the Circle 
Program and is actively shared between Take Two and 
the placement agency.

The Circle Program is another Take Two activity which 
engages and provides opportunity to build upon the 
relationship between Take Two and child protection and 
the broader care system for the bene� t of the child.

3.6.2 Hurstbridge Farm
The concept of applying trauma and attachment theory 
to interventions with children who have been abused 
has also informed the development of Hurstbridge Farm 
which was initiated by DHS in mid 2007 (Holmes, 2007).

In 2004 DHS Eastern Metropolitan region and North 
and Western Metropolitan region with the support of 
the DHS Central Child Protection and Family Services 
Branch purchased a 33-acre property in Hurstbridge 
(outer northern suburb of Melbourne) to establish a 
therapeutic model of care for young people 12—14.9 
years of age. The aim of Hurstbridge Farm is to make 
a difference in the lives of young adolescents who 
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have been traumatised by abuse through providing a 
therapeutic care approach. The program was developed 
between DHS and Take Two and the model developed is 
grounded in the theoretical frameworks of trauma and 
attachment. 

The Farm provides therapeutic residential care for up to 
eight young people in two units; i.e. four young people 
per unit. Referrals can only be made regarding young 
people who are clients of child protection from the 
two participating regions. The goals include the young 
person developing a greater ability to form positive 
relationships with others and be able to re-establish 
family connectedness where it is safe to do so. Enabling 
young people to engage in education/vocational 
programs and developing an ability to keep themselves 
safe are other goals of the program.

The program aims to employ staff with skills, time and 
knowledge to provide an intensive level of support 
that can create an environment where therapeutic 
intention and coherence is promoted. On-site services 
include education, therapy, and access to animals and 
recreation. Staff are thoroughly versed in the theoretical 
and therapeutic responses of trauma and attachment 
theory. 

“The program’s approach is based on understanding 
that staff will not become over focused on what these 
children do but rather that they understand and 
respond to what they do as a symptom of what has 
been done to them” (Holmes, 2007, 22).  

The role of a Take Two therapeutic specialist includes 
an assessment of each child, support and modelling of 
the theoretical model to other staff and undertaking 
speci� c roles in intervention including participating as a 
member of the care team.

The Hurstbridge Farm program was built on the practice 
approach of Take Two which is strongly immersed in 
trauma and attachment theory. Working with these 
young people 24/7 gave the opportunity to build 
the Take Two approach in a different context. The 
Hurstbridge Farm program was both informed by and 
will inform Take Two through new learning occurring in 
this model.  

3.6.3 Other therapeutic residential care
Hurstbridge Farm was the � rst of a number of therapeutic 
residential care pilots in Victoria. In middle 2008 DHS 
completed a tender and submission process whereby 
11 other pilots for different therapeutic residential care 
models were � nalised throughout Victoria. 

Take Two is in partnership with nine CSOs and two 
Aboriginal Community Controlled Organisations to 
develop and run therapeutic residential care pilots, a 
couple of which began late 2008. Take Two’s role in 
these pilots is to provide the therapeutic specialist along 
a similar model to that at Hurstbridge Farm. Some 
CSOs who were not successful in obtaining funding for 
a pilot were funded for a therapeutic specialist as part 
of a capacity building process. Take Two provides the 
therapeutic specialist for three of these initiatives. Take 
Two’s role in partnership with Westcare to develop and 
provide the training for therapeutic residential care is 
discussed later in this chapter.

3.6.4 Just Care and other trauma-informed 
initiatives
The Just Care model was developed as an outcome of a 
project undertaken by Take Two with Dr Jenny Dwyer, 
Associate Professor Margarita Frederico and Sue Jones 
to develop a model for youth justice custodial staff and 
management. This model was to provide an integrated 
trauma-informed response to the dif� cult behaviours 
presented by many young women in custody, especially 
those involving violence towards self or others. The 
project was funded by DHS — Operations Division, 
Youth Justice Custodial Services for the Cullity Unit in 
Parkville Youth Residential Centre.

The Just Care model was developed as a result of the 
analysis from the literature, interviews and the project 
team’s experience. The young women in custody had 
complex individual issues such as mental health or 
intellectual disability issues and in addition traumatic 
backgrounds which meant they had extreme dif� culty 
in self-regulation. Findings from the literature review 
and interviews included that young women were seen 
to respond differently than young men in custody, yet 
programs applied in custodial institutions had frequently 
been designed for young men.

The core of Just Care is the importance of safety for 
staff and young women. Just Care has three primary 
aims:

1. To create a safe environment that builds and maintains
  the physical and emotional wellbeing of young women
  in custody and staff.

2. To provide a context for assisting young women in
  custody in dealing with the underlying causes of their
  offending.

3. To assist young women in custody to develop skills
  to manage their own behaviour and make healthier
  life choices.

Just Care has � ve core components.

1. Foundational processes include an emphasis on
  providing a safe environment; management of the
  physical environment; systemic processes to ensure
  consistency, coherent practice and a re� ective stance
  on the part of staff; and integration of programs. 

2. An understanding of the underlying causes of and
  in� uences on the challenging behaviours found in
  custody, in particular but not solely including trauma
  and disrupted attachment. Understanding the meaning 
 behind the behaviours maximises the likelihood that
  the responses to these behaviours will be effective.

3. A process for engaging young women and
  developing opportunities for success, including safety
  planning, maintaining healthy boundaries and building
  relationships.

4. A behavioural management approach referred to as
  the Safe Behaviours Strategy. This incorporates ways
  of transparently reviewing young women’s behaviours
  according to key aspects of their daily functioning. 

5. Strategies for maintaining safety of staff and the
  young women, such as emotional � rst aid and ongoing
  assessment and review (Jackson, Dwyer, McKenzie,
  Frederico, Jones, & Bartlett, 2009).

At the time of writing this report the Just Care model 
had been accepted and implemented by the Cullity Unit. 
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Take Two staff Raeleen McKenzie and Dr Chris Tanti 
along with Dr Jenny Dwyer are coaching staff on the 
model and a new contract was signed in 2009 to provide 
training for a further two years. Although the Just Care 
model stands separate from other aspects of the Take 
Two role, it builds on the theoretical and therapeutic 
approach of Take Two and applies understanding of the 
theories to a different context.

3.7 Take Two Infant Mental Health 
Project
Take Two holds an unequivocal stance on the pivotal 
opportunities and heightened risks associated with 
infancy. Infancy is a time of great vulnerability and also 
of great promise, the greatest growth and organisation 
in the brain occurs before the age of three years and the 
template for future relationships is established in early 
relationships. Development moves along at an amazing 
pace from the complete helplessness of the newborn to 
the relative physical and emotional sophistication of the 
three-year-old. 

The developmental tasks of infancy are enormous and 
acute distress and disruption at this time can have far-
reaching consequences for the infant and their carer(s). 
Take Two contends that early, effective interventions at 
this time can alleviate distress and facilitate attachment 
to a parent or carer, preventing or reducing long-term 
dif� culties. The fundamentals of attachment theory 
indicate that the primary attachment relationships are 
usually established within the � rst three years of life, 
and therefore systemic and therapeutic interventions 
in the parent–child or carer–child relationship can 
maximise the formation of a secure attachment and the 
resilience that this brings to the child. This can reduce 
the likelihood of signi� cant developmental disruptions 
and the attendant effects. Yet despite all this, there are 
few referrals of infants and young children to Take Two.

There are substantial numbers of child protection 
clients less than three years of age in Victoria (DHS, 
2002c), and so can be assumed to have suffered the 
trauma of their abuse andneglect. There are, however, 
no speci� cally targeted therapeutic services focused on 
their recovery. Both Take Two and CAMHS are funded to 
see infants but neither receives many referrals. There 
are many reasons for this, not least a lack of awareness 
of the impact of trauma and disrupted attachment on 
infants in both therapeutic and child protection staff, 
and the immediacy of responsiveness required by child 
protection staff and other professionals.

In February 2007 Take Two decided that a response to 
the twin facts of low infant referrals and the missed 
opportunity that this represents for intervention and 
prevention was necessary. An Infant Mental Health 
Project aiming to address some of the barriers to 
therapeutic service delivery to infants was formulated 
and trialled in the Southern Metropolitan region.

The aim of this Infant Mental Health Project is to 
increase the capacity of Southern Metropolitan region 
Take Two and child protection staff in understanding and 
working with the mental health needs of child protection 
clients less than three years of age. The approach was 
to provide fortnightly secondary consultation by Take 
Two to the High Risk Infant Team in the Southern 
Metropolitan region. 

Six consultation sessions were held in 2007, with � ve 
occurring fortnightly over September and October and 
one in December. Sessions in November and December 
were cancelled for various operational reasons. All 
sessions were well attended by workers in the High Risk 
Infant Team. Consultations were led by senior Take Two 
staff. 

As expected, a high need for infant mental health input 
was found. Infants were described as considerably 
distressed. Child protection staff were task focused, 
particularly on their mandate to investigate and 
intervene to stop the child being exposed to harm from 
abuse and neglect. The sessions were often used to 
consider what capacities were required in the parent 
to provide adequate care for the infants. Because of 
a background of distress and disruption, as well as 
some developmental delays, all infants presented for 
discussion had special needs that would have challenged 
most parents or carers.

Fortnightly sessions were overly ambitious and workers 
experienced con� ict in their desire to attend amidst the 
demands of their demanding workloads. Three referrals 
were made to Take Two for ongoing therapeutic work. 
Child protection workers reported that they found the 
consultations useful and wanted them to continue. 
They requested that the consultations follow a format 
of education on speci� c topics that would then guide 
case discussion.

The model of consultation is being documented in the 
Take Two Practice Framework and implementation 
across the program via training and supervision has 
been expanded in 2009.

3.8 Neuropsychology service and 
research at Take Two
The neuropsychology service to the Take Two program 
has been operating since May 2005. This specialist 
service has been available to all Take Two regions 
and to a limited extent to the Secure Welfare Service.  
Neuropsychological assessments and feedback have been 
provided by Victoria University Doctor of Psychology–
Clinical Neuropsychology trainees under the supervision 
of Dr Alan Tucker (Clinical Neuropsychologist). Between 
2005 and 2008 a total of 50 children and adolescents, 
ranging in age from 4 to 17 years, were formally 
assessed by nine doctoral trainees. These trainees were 
typically in their � nal year of clinical neuropsychology 
training, had had several prior clinical placements, and 
were on 40-day placements at Take Two (usually two 
days a week). 

The neuropsychology assessments are conducted in a 
developmental framework of the emerging cognitive, 
emotional and behavioural skills of the children. In 
view of its importance for age appropriate and adaptive 
functioning at home, school, therapy, and in the wider 
community, these assessments have usually focused 
on cognitive functioning. Accordingly, the aim of the 
neuropsychology assessment is to produce a pro� le of 
the cognitive abilities of the child. The pro� le typically 
includes the vital cognitive skills of visual spatial ability, 
visual perception, receptive and expressive language, 
information processing speed, verbal memory, visual 
memory, verbal learning, attention, and executive 
cognitive functioning. Such assessments go well 
beyond the more limited assessment of cognitive 
function as re� ected in an IQ score. An important part 
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of this clinical service has been to convey this pro� le 
of cognitive strengths and weaknesses in a feedback 
session to the clinician, carer, DHS case workers, child 
or adolescent concerned, and their teachers to assist 
them in their work. Where appropriate this feedback 
has taken the form of a plain language letter setting out 
the main � ndings with recommendations for ways to 
utilise strengths and adapt to weaknesses. 

In 2005/2006 two collaborative research projects 
through Victoria University began to document in a 
formal and prospective way the cognitive functioning 
pro� les of a group of adolescents in Secure Welfare 
and a group of primary school-aged children recruited 
with the assistance of Take Two clinicians. Each of these 
substantial doctoral level projects has been formally 
approved by Take Two, DHS and Victoria University 
and is well advanced. Both of these studies are now 
at the ‘control group’ data collection stage, and will be 
completed later this year. Dr Tucker has overall planning 
and supervisory responsibility for these research studies 
and they are being carried out by Victoria University 
postgraduate candidates, Ms Vidanka Ruvceska, 
(adolescents in Secure Welfare) and Ms Lenka Schirmer 
(primary school-aged children). Reporting of the 
� ndings from these studies will be used to inform the 
ongoing work of Take Two and the broader system.

As of 2009, Dr Tucker became a part-time employee of 
Take Two enabling more direct clinical governance of 
Take Two’s work in this area.

3.9 Initial Health Assessments
An initiative developed by DHS has been to ensure 
that children entering into care have improved access 
to necessary physical and mental health screening. 
Consultations occurred with Take Two regarding this 
initiative since 2007 and the pilot began near the end of 
2008 in the Eastern Metropolitan region. 

The plan for the Initial Health Assessments initiative is 
for children coming into care for the � rst time to receive 
a range of screening assessments, including medical, 
dental, optometry, audiologist and mental health 
assessments. Take Two’s role in addition to providing a 
preliminary mental health assessment is to assist in the 
integration of the results of the other assessments into 
a coherent report to advise and inform the child, family, 
carers and broader system in terms of the health and 
wellbeing of the child.  

3.10 Research circles
Research circles are a component of the research design 
for the evaluation and knowledge building for Take Two 
as mentioned in Chapter 2. Research circles are one 
way of facilitating the engagement of the overall service 
system. As such, they can contribute to the work of 
Take Two to improve outcomes for children at risk who 
require intensive therapeutic intervention. Research 
circles are designed to address both micro and macro 
issues of the program. Membership crosses sectors of 
the service system and brings together key players in 
a forum to share knowledge, identify questions, � nd 
answers and take action. They are a forum in which 
information can be generated and answers to questions 
sought — what have we learnt?, what can we do better? 
and how do we implement this? Research circles assist 
with early dissemination of data and � ndings where 
action needs to be taken at a local level. They recognise 

that knowledge and creativity are distributed in all areas 
of the service delivery system and seeking to capture 
this resource and information from these circles will be 
of bene� t to the whole program and hence the children 
and their families. 

Research circles engage multiple stakeholders and the 
process facilitates the evaluation reaching broadly into 
the service provision system. As research circles are 
action focused as well as re� ective and information 
gathering they also form part of the intervention of the 
program to the system. Hence, research circles are both 
part of the knowledge building evaluative processes and 
part of the action processes.   

Research circles are said to have been developed 
from Indigenous ‘talking circles’ (Groundwater–Smith, 
2000). The approach lessens the impact of hierarchical 
and institutional constraints and encourages cross-
sector participation. As with action learning, research 
circles are a problem-solving activity. It is anticipated 
that members of the research circle will use both their 
theoretical knowledge and their practical experience to 
build knowledge and explore potential solutions. The 
challenge for the group is to � nd the ‘right’ questions to 
ask; that is, those questions which will lead to the most 
informative and effective outcomes for the target group 
of Take Two. 

From the commencement of Take Two it was planned to 
establish research circles in each region of Take Two and 
to establish an Aboriginal research circle and a Secure 
Welfare research circle. The latter two research circles 
are state-wide. In the period 2004—2008 in addition to 
the two statewide research circles one other research 
circle was successfully established in the Barwon South 
West region. Attempts have been made to establish 
others and there is interest amongst stakeholders to do 
this. The implementation and themes arising from the 
research circles over these four years are described in 
Chapter 12.

3.11 Take Two Client Information 
System

The client information systems and management 
information systems used in human service 
agencies today provide an extraordinary reservoir 
of quantitative data which can be analysed very 
simply to answer many questions about service user 
characteristics, the nature of service provision and, to 
some extent, the outcomes of service. (Darlington & 
Scott, 2002, 6)

As with any new service, Take Two had to develop a 
client record system to facilitate and re� ect clinical 
work (Kettner et al., 1999). A number of factors led 
to the conclusion that this needed to be both a paper 
and computerised client information system. These 
factors included: the multiple locations of the service 
throughout the state; the need to interface with the 
DHS computer information system; the need for 
compliance with ACHS regarding health records; the 
aim of integrating research and practice; the aim of 
providing regular data reports to DHS more ef� ciently; 
and the growth in computer software’s capacity to 
facilitate practice.

Alongside developing the program has been the task of 
establishing client-related documentation in accordance 
with ACHS and relevant legislation, including privacy 
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legislation. These documents include client records such 
as casenotes; report formats for assessment, review 
and closure; and checklists for assessment, review 
and closure. Other documentation included guidelines 
to inform Take Two staff regarding expectations and 
standards. The development of a computerised client 
information system that incorporates client records and 
re� ects the standards has been a goal since Take Two’s 
commencement. The challenge has been to develop 
a system which can manage the complexity of the 
client group characteristics, link with child protection 
client information system and be useful to clinicians, 
researchers and trainers. 

The development of the computerised client information 
system is known as the Take Two Client Information 
System (T2-CIS) and has been developed in partnership 
with a computer software company (SoPac Solutions). 
Developing computer systems are notoriously 
complicated and dif� cult to keep in scope and scale to 
meet the demands of time, quality and cost. The T2-CIS 
project is no exception. In 2008, Berry Street dedicated 
some internal resources to this project, which has led 
to a considerable improvement in productivity and 
completion of key phases. Another major contributor 
has been the support by provision of expert consultancy 
pro bono from the ANZ Bank and a ‘retired’ project 
management specialist, Carl Garley.  

In February 2008, the information management team 
became a discrete team in Take Two. The team’s primary 
purpose is to support Take Two clinical practice, as well 
as training, research and evaluation through accurate 
and ef� cient information management systems. Its 
primary tasks include the management of the referral 
interface between DHS and Take Two through the CRIS 
computer system, the ongoing development of the T2-
CIS system and the management of client � les and 
associated guidelines.

From the commencement of Take Two and in the ongoing 
development of the T2-CIS, Take Two has recognised the 
importance of having a clinician and researcher engaged 
with the team in the conceptualisation and development 
of a system for managing information to ensure that 
the program is more than a place for depositing data 
but that the data can be used to promote more effective 
intervention, highlight � ndings from Take Two and 
inform training. From a research perspective, resolving 
a number of longstanding dif� culties regarding validity 
of the data and time-consuming data entry is a strong 
motivation for the development of T2-CIS.

The T2-CIS project has been divided into four phases:

Phase One was the creation of an electronic referral 
system using CRIS/CRISSP6. This was a collaboration 
between DHS, Take Two and SoPac. It built on an 
existing system where DHS workers and CSO contracted 
case managers can generate referrals in CRIS which are 
accessed in CRISSP by Take Two. Take Two’s use of this 
system included the integration of Take Two’s referral 
document into the CRIS system.

Phase One saw a single combined referral tool, the ‘new 
HCA’ that combined elements of both the Referral Guide 
and the HCA and the use of auto-populated � elds from 

information already stored in CRIS. The revised HCA 
was drafted in consultation with Take Two clinical and 
management staff and DHS.

The electronic referral interface went ‘live’ on 8 October 
2008. The implications of this have been to streamline 
referrals as they can now be completed and sent to 
Take Two securely through CRISSP.

Phase Two of the T2-CIS project is the creation of an 
electronic client � le. This will include the core referral 
documents for accepted cases through to case closure 
and comprises those documents required to open and 
to close a client � le. It includes the storage of these 
documents and the capacity to extract data for reporting 
requirements. It also includes the delegations regarding 
access, authorship and auditing of the documents.

Phase Three constitutes placing the remaining Take 
Two documentation on to the computerised client 
information system. There is also opportunity within 
this phase to integrate a number of outcome measures 
on to the system. Once Phase Three of T2 CIS has 
been delivered, the ongoing management including 
maintenance, training and upgrading documents and 
technical speci� cations will begin as Phase Four.

An effective information system is essential for any 
operational program. An Information system can ensure 
that the relevant information reaches those who require 
it in a timely and usable manner and in the context of 
privacy principles. Children who are clients of Take Two 
with their complex lives and relationships can suffer 
again by important information not being available to 
their carers and signi� cant others. Take Two aims to 
ensure this does not happen. In addition, to make use 
of the � ndings of research, clinicians need to be able to 
receive feedback from their input on outcome measures 
and other data. Similarly a good information system can 
assist clinicians comply with requirements for recording 
data. Finally the information system can provide 
information to the training team to assist dissemination 
of the � ndings from the clinical and research aspects of 
the Take Two program. 

3.12 The Take Two training and 
dissemination strategy
As stated earlier, Take Two was established with two 
mandates both of which relate to the role of training 
and professional development; � rstly, the provision of 
a high quality clinical service with well-trained staff and 
secondly, the provision of training to the broader � eld 
working with child protection clients.

The Take Two training strategy began under the 
leadership of the late Dr Howard Cooper (previous 
Director of Mindful) who contributed with ideas, support 
and inspiration through his commitment to children and 
his understanding of the challenges facing the � eld. The 
inaugural Take Two Training Manager, Laurel Downey, 
and Dr Cooper were the kernel of the Take Two practice 
development and training team. From these beginnings, 
further funding opportunities and the growth of the Take 
Two pro� le has enabled the team to grow and it now 
includes the Practice Development and Training Team 
Leader, two Senior Training Of� cers, a Senior Practice 

6 *CRIS/CRISSP: The Client Relationship Information System (CRIS) and Client Relationship Information System for Service Providers 
 (CRISSP) is a client information and case management system developed by the Department of Human Services for recording client 
 information, assisting case management and enabling electronic reporting of data.
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Development Of� cer and a Training Of� cer, under 
the management of the Knowledge Manager7. The 
Knowledge Manager also has responsibility for the Take 
Two research team and the information management 
team. Dr Sandra Radovini (Director of Mindful) has 
picked up the mantle from Dr Cooper and Dr Neil 
Coventry and is establishing new relationships with 
the Take Two program through the focus on practice 
development and training.

A Training Advisory Committee was established in 
2004 which met for a couple of years and included 
representation from the DHS Child Protection and 
Youth Justice Professional Development Unit and from 
Take Two clinical and research teams. This committee 
provided a sounding board for ideas and plans in relation 
to both the internal and external training strategies and 
the development of the Take Two practice framework.

3.12.1 The internal Take Two training strategy
In order to meet the mandate of a high quality clinical 
service there has been an unfolding internal training 
strategy. At the beginning Take Two recruited over 40 
clinical staff at one time. A comprehensive orientation 
and training program was developed and delivered in 
November 2003. Since then there have been a couple 
of orientation programs run on an ad hoc basis. As a 
result of the growth in size of Take Two, a more regular 
orientation strategy has been developed and began 
three to four times a year depending on demand since 
the end of 2008.

Three Training Needs Analyses were conducted within 
Take Two, one by Associate Professor Martin Ryan and 
Sue Jones (2005) and internal ones conducted in 2005 
and 2007. These informed the ongoing development of 
the internal training strategy. In addition to the Training 
Needs Analyses, the training strategy has been informed 
by the evolving practice framework, particularly in 
relation to working therapeutically with children who 
have experienced trauma and disrupted attachment.

As part of a process involved in a large recruitment for a 
new service, Take Two had to include a strategy for those 
who had no previous training in child and adolescent 
mental health. As indicated in the original proposal, the 
main platform for this part of the strategy was to enrol 
staff in the Developmental Psychiatry Course (DPC) and 
a smaller number in the Graduate Diploma in Child and 
Adolescent Mental Health run by Mindful. The DPC is the 
core training provided to CAMHS workers and others 
in a therapeutic role for children and young people. In 
2004, eight Take Two clinicians attended the DPC and 
four attended the Graduate Diploma. Since then Take 
Two funds approximately four places a year for staff to 
enrol in the DPC. 

From the outset, the bedrock of the internal training 
strategy has been a monthly training and team building 
day known as the Friday Focus (named after the � eet of 
vehicles � rst purchased for the Take Two team). These 
days have been not only an opportunity for professional 
development, but also a means of bringing the teams 
together from across Victoria. The topics have largely 
re� ected the Take Two practice framework and identi� ed 
needs and opportunities as they have arisen. Over the 
� ve years, the topics included formulation and diagnosis, 

care teams and system intervention, attachment 
interventions, trauma interventions, working with 
Aboriginal children, vicarious trauma and self-care, and 
different sessions focusing on working with infants, 
toddlers, school-age children and adolescents.

A major development in 2008 was the partnership with 
the ChildTrauma Academy through Dr Bruce Perry. This 
has led to a session in most of the Friday Focuses using 
Of� ce Live software to have an in-depth case consultation 
with Professor Perry. This provides both direct input for 
the therapeutic response to the particular case and 
an invaluable professional development opportunity 
for clinical staff in Take Two. This partnership is also 
aimed at working towards Take Two staff being certi� ed 
in the Neurosequential Model of Therapeutics (NMT), 
which is a neurobiologically, developmentally and 
trauma-informed approach to therapeutic approaches 
for children who have experienced chronic abuse and 
neglect (Perry, 2006).

In addition to the Friday Focus strategy, Take Two staff 
are encouraged to pursue higher education in related 
� elds. In addition to the DPC and the Graduate Diploma 
in Child and Adolescent Mental Health, a number of Take 
Two staff have completed Masters of Clinical Family 
Therapy, Masters of Child Psychoanalytic Psychotherapy 
and Masters of Counselling and Human Services. Some 
Take Two staff have completed or are in the process of 
completing PhDs on related areas of interest.

Other aspects of the internal training strategy enlist the 
functions of supervision, team meetings and team days 
to expand professional development. External training 
activities have also provided valuable opportunities for 
Take Two staff, such as those run by Professor Perry and 
Daniel Hughes.

3.12.2 The external Take Two training and 
publication strategy
The external training strategy was focused on the 
child protection and out-of-home care workforce and 
caregivers as agreed with DHS. The strategy has 
been informed by the development of practice and 
research within Take Two. A related strategy has been 
the publication and conference presentation strategy, 
undertaken primarily by management, the research 
team and the practice development and training team 
but also occasionally clinical staff. This more broadly 
disseminates the � ndings and learning from the Take 
Two experience as well as strengthening networks with 
other research and practice areas. 

Child protection and CSOs — Case managers
Take Two has undertaken a number of workshops and 
training sessions for the child protection and CSO case 
management workforce, including:

• A statewide road show in 2004 regarding Take Two,
  the referral process and an overview of trauma and
  attachment.

• Two-day workshops on ‘trauma and attachment’ in 
 partnership with the DHS Child Protection and Youth 
 Justice Professional Development Unit since 2004 
 (between two and four times a year).

7 This position has since been reclassi� ed to Deputy Director.
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• A more recent road show regarding the new referral 
 process and documents via the DHS computer system 
 in partnership with the CRIS team in late 2008. Plans 
 are being � nalised to develop this into a package 
 similar to the one in 2004 where workshops can be 
 offered to regions regarding the referral process and 
 the broader work of Take Two.

• Responding to requests for training of child protection 
 and CSO staff by the practice development and 
 training team and by clinical teams.

• Presentations to events such as Child Protection 
 Week (2006 and 2007), Residential Care Learning and 
 Development Strategy (RCLDS) Forum (2008), 
 and the Victorian Foster Care Association Conference 
 (2008).

• Take Two is part of a consortium, led by La Trobe 
 University, that was successful in winning the tender 
 to provide the Graduate Certi� cate in Child and Family 
 Services and the Graduate Diploma in Child and 
 Family Services.

Out-of-home care
Take Two has had a growing role in developing and 
delivering training for the out-of-home care sector. This 
role has expanded from providing therapy for children in 
foster care, kinship care and residential care to having 
a formalised role in providing therapeutic specialists for 
the Circle Program (Therapeutic Foster Care) and for 
Therapeutic Residential Care (see Table 11).

The Circle training package, developed in partnership 
with the Australian Childhood Foundation, is a three-day 
training program, which sometimes occurs over a series 
of evening or weekend sessions. It includes material 
on the nature of therapeutic foster care, Looking after 
Children framework, attachment theory in practice and 
trauma theory in practice. It encapsulates what each 
of these theories portrays in terms of how to build and 
support resilience for children and carers. At the end of 
2008, as a result of a successful tender to DHS, Take 
Two and the Australian Childhood Foundation began the 
process of adapting the Circle training for general foster 
care. 

The therapeutic residential care training initiative has 
been contracted from DHS to the Centre of Excellence 
in Child and Family Welfare who established a tender 
process for the development and delivery of a training 
package. Take Two and Westcare (Salvation Army) were 
a successful partnership for this tender. This package 
involves two levels, beginning with a two-day training 
program for all residential carers in Victoria regarding 
an overview of trauma and attachment theory in 
practice. The second level is targeted explicitly for 
those residential care providers who were successful 
in being funded for a therapeutic residential care pilot. 
This is a one-week training program following the two-
day program that is developed around the speci� c 
therapeutic model. This training strategy is known as 
the With Care training program and is heavily in� uenced 
by the work of Dr Bruce Perry, Daniel Hughes, James 
Anglin and the Sanctuary Institute. This training began 
in late 2008.

Other sectors
Take Two has also provided training to the CAMHS 
sector, primarily through the Friday Forums, the 
DPC course and training for Child and Adolescent 
Psychiatry Trainees run by Mindful. Take Two has also 
run workshops and spoken at conferences organised 
by CAMHS in response to speci� c requests. Take Two 
staff have delivered lectures to universities, primarily 
La Trobe University, on a regular basis on child welfare, 
child protection, and working with Aboriginal children. 

Take Two has provided training to youth justice, 
permanent care and family services. When these have 
been for full workshops they have been delivered at 
a fee for training basis. Similarly, some training has 
also been provided interstate, such as in Queensland, 
Tasmania and South Australia. Take Two has also 
increasingly provided training in schools and other 
educational settings, such as in relation to the Calmer 
Classrooms package (Downey, 2007) as described in 
the next section.

Publications and presentations (local, national 
and international)
As mentioned in Appendices Three, Four and Five, Take 
Two has given a number of conference presentations 
and workshops at local, national and international 
forums. Take Two has also produced a number of 
publications. Table 6 provides a brief description of these 
publications, their purpose and context and where they 
can be accessed.

The ‘Calmer Classrooms’ publication, prepared by 
Laurel Downey (2007) and published by the OCSC, has 
provided a major contribution to supporting schools in 
educating and supporting children in the protection and 
care system as well as those who have experienced 
different types of trauma. It includes material on 
trauma and attachment from a developmental and 
educational perspective. Take Two has been designated 
the preferred provider for training for this package by 
the OCSC and the Department of Education and Early 
Childhood Development. An accompanying training 
package has been developed and delivered by Take Two 
to numerous schools and metropolitan and rural forums 
in 2008. The Catholic Education Of� ce has also hosted 
a Calmer Classrooms seminar. This training is currently 
not funded and so is usually provided on a fee for training 
basis. Although Take Two has done some fee for training 
in the past, Calmer Classrooms has led to this occurring 
on a larger scale. Alternative means for funding this 
training package are being sought to increase the scope 
of in� uence of the Calmer Classrooms approach. Take 
Two is working with the educational programs within 
Berry Street to form a more coherent approach to the 
delivery of training to schools, given Berry Street’s 
broader commitment to education for children and 
young people at risk.

As described in Table 6, another publication that 
represents extensive training is the Yarning up on 
Trauma book (Coade et al., 2008). This is discussed in 
more detail in Chapter 5 in terms of Take Two’s work with 
Aboriginal children. Similarly the report for the AIATSIS 
project ‘Not One Size Fits All’ (Bamblett et al., 2008) 
regarding assessment of Aboriginal children’s social and 
emotional wellbeing is in the process of being prepared 
for publication and is discussed in Chapter 5. 
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International visitors
As evidenced in Appendix Two, Take Two has had a 
range of opportunities to invite or support international 
guest speakers to deliver workshops and other forums 
in relation to children who have experienced abuse 
and neglect. As Take Two continues to publish and 
present in a range of settings, it is envisaged that these 
opportunities will continue to expand.

Take Two organised for Dr Phyllis Rubin and Jean Crume, 
certi� ed trainers from the Theraplay Institute in the US, 
to conduct a four-day training course for staff from Take 
Two, child protection, CSOs, private practitioners and 
CAMHS, in late 2005.

Daniel Hughes, eminent clinician and attachment 
specialist from the United States who developed Dyadic 
Developmental Psychotherapy, has presented various 
seminars to Take Two and other staff both in 2005 and 
2008. 

Take Two organised for Dr Melissa Runyon, a clinical 
psychologist from The University of New Jersey, to 
deliver two days of training to professionals from Take 
Two, child protection, sexual assault services and other 
CSOs and private practitioners in November–December 
2006.

Table 6.
Take Two’s Publications or Contributions to Publications (2004 – 2008)

Authors and 
Date Title Journal or other source Context

Frederico, Jackson, 
& Black, 2005

Re� ections on Complexity: Take Two 
First Evaluation Report

La Trobe University, Bundoora
Available on 
www.berrystreet.org.au

First published evaluation 
report. 

Frederico, Jackson, 
& Black, 2006

Give Sorrow Words -  A Language for 
Healing: Take Two Second Evaluation 
Report

La Trobe University, Bundoora
Available on www.berrystreet.org.au

Second published 
evaluation report.

Frederico, Jackson, 
& Jones, 2006

Child Death Group Analysis: Effective 
Responses to Chronic Neglect

Report sponsored by the Victorian 
Child Death Review Committee
Available on 
www.ocsc.vic.gov.au

As part of the child death 
review process, group 
analyses are sometimes 
requested by the VCDRC 
and organised by the 
OCSC and was completed 
in partnership with La 
Trobe University.

McClung, 2007 Therapeutic Foster Care – Integrating 
mental health and child welfare to 
provide care for traumatised children 
– A literature overview

Sponsored by Berry Street
Available on 
www.berrystreet.org.au

Developed to inform the 
program development 
and training package for 
therapeutic foster care.  

Downey, 2007 Calmer Classrooms: A Guide to 
Working with Traumatised Children

Sponsored and published by 
the Of� ce of the Child Safety 
Commissioner
Available on
www.ocsc.vic.gov.au

This was sponsored 
by OSCS to provide a 
resource for teachers. It is 
now part of the Take Two 
training strategy.

Department of 
Human Services, 
2007

Good Practice: a statewide snapshot 
2007

Published and produced by DHS
Available on 
www.dhs.vic.gov.au

Take Two contributed case 
studies to this document 
re� ecting good practice.

Department of 
Human Services, 
2008a

Good Practice: a statewide snapshot 
2008

Published and produced by DHS
Available on 
www.dhs.vic.gov.au

Take Two contributed case 
studies to this document 
re� ecting good practice.

Frederico, Jackson, 
& Black, 2008

Understanding the impact of
abuse and neglect on children 
and young people referred to a 
therapeutic program

Journal of Family Studies, 14, 
342–361

This is a national peer-
reviewed journal. The 
article provides description 
of Take Two and 
exploration of the data at 
time of referral regarding 
the children’s experience of 
abuse and neglect. 

Coade, Downey, & 
McClung, 2008

Yarning up on Trauma: Healing 
Ourselves, Healing our Children and 
Families, Healing our Communities

Sponsored by Berry Street
Available on 
www.berrystreet.org.au

Developed to support the 
Yarning up on Trauma 
training for Aboriginal 
communities and 
organisations. 

Jackson, Frederico 
et al., 2009

Exploring outcomes in a therapeutic 
service response to the emotional 
and mental health needs of children 
who have experienced abuse and 
neglect in Victoria, Australia

Child and Family Social Work 
Journal, 14, 198–212.

This is an international 
peer-reviewed journal. 
The article provides an 
overview of Take Two 
and some outcomes data 
regarding Take Two.
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Dr Kim Golding, a clinical psychologist from the United 
Kingdom who specialises in working with children in 
foster and adoptive care, presented seminars to Take 
Two, child protection, CSOs, private psychotherapists 
and CAMHS workers in July 2007.

Take Two took the lead role in organising a series 
of workshops with Dr Bruce D. Perry (ChildTrauma 
Academy) in December 2007. This week was organised 
in partnership with VACCA and DHS and proved highly 
successful as re� ected in the inaugural edition of the 
DHS publication ‘Re� ect’ (Department of Human 
Services, 2008b). The participants in the workshops 
ranged from child protection, CSOs, VACCA and other 
Indigenous organisations, Take Two, carers, schools, 
family services and other members of the public. In 
addition to presenting a series of workshops Dr Perry 
had the opportunity to meet with Minister Neville 
(Minister for Community Services), senior public 
servants and a number of magistrates. He was also 
interviewed by Radio National (ABC) and The Age. In 
addition to the direct learning opportunity this afforded, 
it strengthened Take Two’s collaboration with Dr Perry 
including case consultations.

In 2008, Take Two had the opportunity to invite 
Associate Professor Todd Herrenkohl (University of 
Washington, Seattle) to deliver a workshop on risk and 
protective factors for children who have suffered abuse 
and neglect.  This was built on the collaboration with 
Professor James Whittaker and has subsequently led to 
other collaborations with Professor Herrenkohl.

3.13 Summary
The chapter commenced by describing the developments 
within the Take Two program beginning with the formative 
documents. These documents provide an important 
reference point to ascertain if Take Two has been 
meeting the original expectations. The details outlined 
in this chapter (and subsequent chapters) support the 
conclusion that Take Two is effectively contributing to 
the service system and is having an exponentially large 
impact for its size. Many of the program developments, 
such as the infant mental health project and the training 
initiatives and publications have developed out of the 
process of integrating practice and research to inform 
knowledge and program development.

The engagement with the Aboriginal community and 
the growth of the Aboriginal team and activities is 
signi� cant as Aboriginal children are over-represented 
in Take Two and the overall protection and care system. 
The establishment of the research circles demonstrated 
the value of creating space in the sector for re� ecting 
on practice issues and applying knowledge and theories 
to address these. Engagement with international 
experts particularly Dr Bruce Perry was exciting in 
bringing cutting edge knowledge and theory to the 
program and also to measure the work of Take Two 
in an international context. Another highlight is the 
engagement of Take Two with other DHS programs 
such as the Circle Program and Hurstbridge Farm, all of 
which demonstrate the value of drawing upon trauma 
and attachment theories to shape the development 
of programs and inform interventions with children to 
achieve better outcomes. The partnerships between all 
areas of the sector emphasise the necessity and provide 
an opportunity for a seamless approach to care of these 
troubled children.

8 Professor Herrenkohl was in Victoria through the Centre for Adolescent Health (Royal Children’s Hospital).
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Chapter 4: Children and 
Young People Involved with 
Take Two 

4.1 Overview 
This chapter provides a description of the Take Two 
client group at time of referral, such as demographic 
information, the experiences that led them into the 
child protection system and many of their presenting 
dif� culties. These data cannot fully encapsulate the 
reality for many of disrupted childhood and fractured 
relationships. Nevertheless, the data presented 
reinforce the adage that it is not what is wrong with the 
children but what has happened to them that is the real 
question.

Following on from the previous evaluation reports, this 
chapter builds on the analysis of the Take Two client 
group. When discussing data pertaining to targets, 

such as acceptance of new cases and case closures, 
the time period is the � nancial year July 2006 to June 
2007. When providing data regarding the nature and 
experiences of the client group this chapter provides 
cumulative data from January 2004 to June 2007 or 
speci� es subsets during this time period depending on 
data availability.

4.2 Cases accepted and closed by Take 
Two 

4.2.1 Cases accepted by Take Two and/or active 
during June 2006—June 2007
In the 3.5 years starting from the beginning of 
operations in January 2004 until June 2007, Take Two 
accepted 1063 referrals. 

This section reports on accepted, closed and active 
(open) cases in Take Two within the � nancial year July 
2006 to June 2007. The target number of open cases 
changed in this time period due to a temporary increase 
of funding for an additional position to the Take Two 

Table 7. 
Take Two Cases Open, Accepted and Closed in the Financial Year 2006/2007 by Team According to 
Take Two Allocation Forms and Closure Records

Take Two Team Cases Open at 
1/7/06

Accepted in
06/07

Total Cases Open 
during 06/07

Closed in
06/07

 N % N % N % N %

Rural Take Two Teams

Barwon South West 19 6.8 23 7.2 42 7 15 4.7

Gippsland 22 7.8 27 8.5 49 8.2 27 8.5

Grampians 23 8.2 14 4.4 37 6.2 13 4.1

Hume 23 8.2 15 4.7 38 6.3 6 1.9

Loddon-Mallee 18 6.4 9 2.8 27 4.3 9 2.8

Sub-total rural 
teams 105 37.4 88 27.7 193 31.9 70 22.2

Metropolitan Take Two Teams

Eastern 47 16.7 19 6 66 11.6 25 7.9

Northern 44 15.7 12 3.8 56 8.5 26 8.2

Southern 36 12.8 25 7.9 61 10.8 24 7.6

Western 34 12.1 21 6.6 55 9.3 14 4.4

Sub-total 
metropolitan 
teams

161 57.3 77 24.2 238 40.3 89 28.2

Metropolitan Take Two Teams

Aboriginal team 15 5.3 3 0.9 18 2.8 7 2.2

Secure Welfare 0 0 150 47.2 150 25 150 47.5

Total 281 100 318 100 599 100 316 100

Note: Four additional cases were accepted for Therapeutic Care in this � nancial year (1 for the Circle Program and 
3 for Hurstbridge Farm). As these aspects of the service did not of� cially begin until July 2007 the data are not 
included in this table or report.
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Secure Welfare role. On a pro rata basis this led to 
the annual target increasing from 550 to 586 during 
this time. As shown in Table 7, Take Two achieved its 
target of number of open cases (n=601) in this � nancial 
year. To put these � gures in context, according to the 
Australian Institute of Health and Welfare (2008), child 
protection in Victoria received 38,675 reports of child 
abuse and neglect and substantiated 6,828 cases in 
that � nancial year. As such, Take Two worked with nine 
percent of substantiated cases of abuse and neglect.

As evident in Table 7, Take Two’s role in Secure Welfare 
continues to represent the highest percentage of 
acceptances of new cases. It was higher in this � nancial 
year than previously due to the additional position. 
After Secure Welfare (25%), the teams with the highest 
percentage of open cases during July 2006 to June 
2007 were Eastern (12%), Southern (11%), Western 
(9%), Northern (9%) and Gippsland (8%). Following 
Secure Welfare, the Gippsland team accepted the 
highest percentage of new cases (9%) and completed 
the highest percentage of closures (9%) in that � nancial 
year.

4.2.2 Daily average number of open cases
The daily average � gure re� ects the average number of 
cases active at any one time throughout the � nancial 
year. The target for the daily average this � nancial year, 
not including Secure Welfare, was 288. This target was 
achieved (n=291) as seen in Table 8. The daily average 
target when including Secure Welfare was 297. As seen 
in Table 8, Take Two was very close to achieving this 
target (n=295). 

4.2.3 Cases closed by Take Two
For the open cases in the 2006/2007 � nancial year, 
the dates of closure after this period (up to end of 
January 2009) were included in calculating the length 
of time cases had been open. As reported previously, 
the brevity of Secure Welfare’s role leads to Take Two 
cases within that service closing very quickly (range = 
1 to 35 days). Take Two’s role in Secure Welfare has 
an equal number of closures as it has accepted cases. 
It therefore has the highest proportion of closed cases 
(48%) within Take Two as shown earlier in Table 7. 

Table 8. 
Daily Average of Cases Open each Quarter by Take Two Team for 2006/2007 Financial Year According 
to Take Two Allocation Forms and Closure Records

Take Two Team
July-Sept Oct-Dec Jan- Mar Apr-June

2006/07 
Annual 

Average

Rural Take Two Teams

Barwon South West 22.4 24.6 24.8 29.2 25.2

Gippsland 24.9 26.7 31.3 25.4 27.1

Grampians 22.5 19.9 21.3 22.3 21.5

Hume 25.4 26.8 27.3 28.0 26.9

Loddon-Mallee 18.5 17.5 16.3 18.3 17.6

Sub-total rural 
teams 113.6 115.4 121.0 123.3 118.3

Metropolitan Take Two Teams

Eastern 51.6 51.6 46.7 44.8 48.7

Northern 39.9 36.2 28.3 24.9 32.3

Western 39.1 40.1 37.2 38.0 38.6

Southern 32.7 37.2 37.0 33.4 35.1

Sub-total 
metropolitan 
Teams

163.2 165.1 149.2 141.2 154.6

Statewide Take Two Teams

Aboriginal team 18.1 20.6 20.2 14.4 18.3

Secure Welfare 3.6 4.5 4.1 3.3 3.9

Total 298.5 305.7 294.4 282.2 295.2

Quarterly Average
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The mean length of time cases were open in Take Two 
in the � nancial year 2006/2007 (not including Secure 
Welfare) was 1.7 years (SD=1.0), with two cases open 
for longer than � ve years. A quarter (26%) of cases 
was closed within 12 months. When including Secure 
Welfare, the mean length of time cases were open was 
1.2 years (SD=1.2). 

As seen in Table 9, a number of reasons were noted for 
case closure, although there is considerable variation 
underlying each one. The most frequent reason for 
case closure (76%) was Take Two’s view that it had 
completed its role. In most situations this is informed 
by Take Two’s assessment and through discussions with 
the child and carers or family, and care team meetings. 
For young people in Secure Welfare this is determined 
by the young person leaving Secure Welfare. In 10 
percent of cases, the client was described as refusing 
the service. This was sometimes the child and other 
times the parent or carer. This is an area Take Two 
monitors given its focus on engaging the children and 
their signi� cant others. These situations are usually 
discussed with child protection as part of the decision-
making process to close.

Table 9.
Number and Percentage of Reasons for Case Closure regarding Take Two Cases Open in 2006/2007 
Financial Year According to Take Two Closure Records (N=601)

Reasons for Case Closure N %

Take Two role completed 231 45.8

Take Two Secure Welfare role completed 150 29.8

Client refused service (child or parent/carer) 52 10.3

Child protection closed case 38 7.5

Other service more appropriate 33 6.6

Total cases closed 504 100

Not closed 97  

Total cases in 2006/2007 601  

Take Two closed eight percent of cases due to child 
protection ceasing involvement. This was sometimes 
due to the young person’s age but often due to the 
expiry of a court order. In these situations, Take Two’s 
contract with DHS only enables it to continue working 
up to three months post child protection closure. In 
another seven percent of cases, Take Two’s assessment 
led to the conclusion that a different service was more 
appropriate to meet the needs of the child. This was 
usually in agreement with other members of the care 
team.

4.2.4 Repeat referrals to Take Two
The Take Two contract speci� es that 10 percent or less of 
referrals are to be re-referred within 12 months of Take 
Two closure (not including Secure Welfare). This target 
has been consistently met throughout the operation 
of Take Two. For the � nancial year 2006—2007, three 
percent of referrals to regional or Aboriginal teams were 
re-referrals.

Children less than three years old were only six percent 
of the non-Secure  Welfare Take Two client group, with 
an additional 15 percent of children aged between 
three and six years old. This low percentage of infants 
and young children referred to Take Two is in sharp 
contrast to the over-representation of young children in 
the protection and care system both in Victoria (DHS, 
2002c) and Australia overall (Australian Institute of 
Health and Welfare, 2008). For example, the Australian 
Institute of Health and Welfare (2008) showed that in 
the � nancial year 2006—2007, children under the age 
of one were 2.9 times more likely to be subject to a 
substantiation by child protection as 10—14 year olds 
and 4.7 times more likely as 15—16 year olds.

Despite efforts to reinforce the message of the value 
and necessity of responding to traumatised infants, 
the percentage of referrals to Take Two of infants has 
� uctuated but not increased (8% in 2004; 3% in 2005; 
8% in 2006; and 5% in the � rst half of 2007). This 
will be a key area to monitor since the implementation 

4.3 Demographic description of the 
Take Two client group
As this section is not limited to discussion of contractual 
targets it reports on 3.5 years of data regarding children 
referred to Take Two from January 2004 to June 2007. 
This larger data set enables more detailed analysis. 
Unless otherwise speci� ed, the demographic data and 
child protection involvement have been derived from 
the child protection CYPP documents that are received 
at time of referral to Take Two.

4.3.1 Age and gender
A continuing pattern within Take Two is the higher 
percentage of referrals for young people aged 12 
years or older. Over the � rst 3.5 years of the Take Two 
program, 58 percent of children referred to Take Two 
were 12 years or older (see Figure 7). The mean age at 
time of referral was 11.8 years (SD=4.2). The youngest 
child was six weeks of age and the oldest was 17.9 
years. When excluding Secure Welfare from analysis, 
the mean age was 9.7 years (SD=4.0) and upper age 
was 17.5 years. 
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of the Infant Mental Health Project in late 2007 (see 
Chapter 3) and the broader need to educate regarding 
the impact of trauma on young children and the role of 
therapeutic intervention for this age group.

Fifty-one percent of the Take Two client group in 
the � rst 3.5 years were male and 49 percent were 
female. However, the large number of Secure Welfare 
clients skews this picture as Take Two Secure Welfare 
clients were signi� cantly more likely to be female 
(64%) compared to other Take Two clients (39%) 
( ²(1)61.43=p<.001). Nearly two-thirds of regional 
and Aboriginal team clients were male (61%), whereas 
it was the reverse for Secure Welfare (64%). Every 
regional team had more male clients than female 
clients, whereas the Aboriginal team had slightly more 
female clients (55%).

4.3.2 Aboriginal children
From January 2004 to June 2007, there were 167 
Aboriginal or Torres Strait Islander children referred to 
Take Two. This represents 16 percent of the Take Two 
population. The proportion of Aboriginal clients changed 
over the years beginning at 14 percent in 2004; 17 
percent in 2005; 18 percent in 2006 and 13 percent in 
the � rst half of 2007. As only one percent of children 
in Victoria are Aboriginal (Australian Institute of Health 
and Welfare, 2008), this proportion of Aboriginal clients 
in 3.5 years of Take Two represents a 16-fold over-
representation.

The Take Two Aboriginal team has accepted referrals 
for 23 Aboriginal children which was 14 percent of the 
number referred to Take Two from January 2004 to 
June 2007. The Aboriginal team provided consultation 
and support work alongside other Take Two teams, 
especially Secure Welfare, to another 70 (42%) over 
this 3.5 years. Some of this supplementary work was 

brief one-off consultations whereas other cases involved 
the Aboriginal team co-working with other clinicians.

The Take Two regional teams worked with 45 percent 
and Take Two Secure Welfare worked with 41 percent 
of the Aboriginal client group. In further analysis of the 
regional teams, the Gippsland team received referrals 
for 16 percent of the Take Two Aboriginal client group, in 
contrast to the Eastern team (1%) and Grampians team 
(2%). An Aboriginal clinician joined the Gippsland team 
in late 2007 and has subsequently become a member of 
the Aboriginal team, but located in Gippsland.

In terms of the proportion of Aboriginal clients within 
each team, not surprisingly, the Aboriginal team’s clients 
were all Aboriginal, followed by Gippsland (30%), Hume 
(20%), Secure Welfare (17%), Loddon Mallee (14%), 
Barwon South West (14%), Southern (10%), Northern 
(9%), Western (7%), Grampians (6%) and Eastern 
(2%). The proportion of Take Two Secure Welfare clients 
who were Aboriginal was similar to the overall Secure 
Welfare population (16%) for 2004 to 2006 according 
to DHS data9.

Aboriginal children involved with Take Two in these 
3.5 years were signi� cantly more likely to be female 
(57%) compared to non-Aboriginal children (47%) ( ² 
(1)5.34=p<.05). Aboriginal children were more likely 
to be 12 years or older (67%) than non-Aboriginal 
children (57%) ( ²(2)6.15=p<.05). In contrast to the 
previous evaluation reports noting that no Aboriginal 
infants were referred to Take Two, a small number 
(n=5) were referred in 2006 and 2007. This is a small 
but important step given the disproportionately high 
number of infants and young children in the Aboriginal 
population (Department of Human Services, 2004) 
and the high over-representation of Aboriginal infants 
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and young children in the protection and care system 
(Australian Institute of Health and Welfare, 2008).

4.3.3 Siblings 
According to child protection records received as part of 
the referral process, 91 percent of children referred to 
Take Two had one or more brothers or sisters. The mean 
number of siblings per child was 2.7 (SD=1.8), with a 
range from none to eleven siblings. Siblings as described 
in the referral documents included full-siblings, half-
siblings and sometimes step-siblings. Missing data 
were primarily when the referral documents were not 
available or when the data were not clear. 

Table 10 shows the number of siblings for the Take Two 
client group in this � rst 3.5 years. It also shows the 
number of those living with siblings; and the number 
of those where the siblings were also clients of child 
protection. 

Perhaps what is most telling is that children referred to 
the Take Two program are more likely to have a sibling 
in the child protection system than they are to live with 
a sibling. Eighty-� ve percent of those who had a sibling 
had at least one who was also a child protection client, 
compared to 33 percent who lived with at least one 
sibling. This was a signi� cant difference ( ²(1)23.25 = 
p<.001).

There is a lack of studies and available data regarding 
whether or not siblings are placed together in out-
of-home care, particularly in Australia (Ainsworth & 
Maluccio, 2002; Brom� eld, Higgins, Osborn, Panozzo, 
& Richardson, 2005). Therefore, this � nding regarding 
the large percentage of children who do not live with 
one or more of their siblings is noteworthy and likely 
to be in contrast to the experience of most children in 
the general community. It has been noted that siblings 
usually provide the longest lasting relationships in life 
(Department of Health, 1991) and yet for two-thirds of 
the children referred to Take Two, these relationships 

were disrupted or absent. It is not clear which siblings 
shared both parents or had different parents and this 
could be a major factor in understanding whether or not 
they would have lived together in other circumstances. 
In other words, some of these separations of siblings 
may re� ect complex and changing family structures 
(Campbell, 1995; Jackson, Johnson, Millar, & Cameron, 
1999) involving siblings who know little of each other. 
These situations would therefore represent a different 
picture from those who have been separated from 
their brothers and sisters despite the familiarity and 
closeness of their relationship. Nevertheless, the 
concept of brothers and sisters is a crucial aspect of 
identity and belonging for children, especially those 
whose relationships with their parents have been 
fractured and so this is an area warranting further study.

A number of studies (e.g. Ainsworth & Maluccio, 2002; 
Brom� eld et al., 2005; Department of Health, 1991; 
Ryan, 2002; Whelan, 2003) report on the value of 
keeping siblings together when placed in out-of-home 
care. For example, placing siblings together has been 
associated with the following:

• Con� rming the child’s membership in a family unit;

• Maintaining sibling connections;

• Fewer placement changes;

• Less time in care;

• More successful outcomes of reuni� cation;

• Fewer emotional and behavioural problems;

• Promoting social skills;

• Providing social support;

• Avoiding further loss from separation;

• Avoiding sense of being punished; 

• Greater likelihood to reduce the harmful consequences
  of parental loss. 

Table 10. 
Number of Siblings for all Take Two Clients According to CYPP Documents between 
Jan 2004 – June 2007

                 Number of siblings (N = 1011) – Jan 2004 – June 2007

0 1 2 3 4 5 6 7+ Total

N 92 202 215 231 120 77 43 31 1011

% 9.1 20 21.3 22.8 11.9 7.6 4.3 3.1 100

                 Number of siblings living with client at time of referral (n = 855) – Jan 2004 – June 2007

N 575 152 74 32 6 1 14 1 855

% 67.3 17.8 8.7 3.7 0.7 0.1 1.6 0.1 100

                 Number of siblings involved with child protection (n =897 ) – Jan 2004 – June 2007

N 135 193 198 179 80 55 35 8 897

% 15.1 21.5 22.1 20 8.9 6.1 3.8 0.9 100

Note: Numbers and percentages of siblings living with client and number of siblings involved with child protection is
only reported for those children who had at least one sibling.
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Many of these studies also acknowledge that it is 
sometimes in the children’s best interests to be 
separated from their siblings. Reasons why siblings 
may not be placed together include the practical, such 
as lack of large enough placements and professional 
judgements, such as assessment of risk. These reasons 
include:

• Larger sibling group sizes than what the placement
  can place together;

• Broad age-range of siblings within a family unit
  putting different expectations on the placement (e.g. 
 infants and adolescents or even young adults);

• Sibling rivalry or direct con� ict;

• One sibling’s needs being undermined by another’s; 

• Siblings’ individual and combined dif� culties placing 
 cumulative pressure on the placement; 

• Direct physical violence or sexual abuse between 
 siblings leading to untenable risk if placed together 
 (Ryan, 2002; Whelan, 2003).

Further analysis was undertaken regarding associated 
factors for children living with one or more siblings. 
Children living with parents were signi� cantly more 
likely to be with a sibling than those in most other 
placement types ( ²(5)170.34=p<.001). Those placed 
in residential care were the least likely to live with a 
sibling. The literature notes that some sibling groups 
are placed in residential care in order to stay together, 
whereas children who came into care as adolescents 
due to their behaviour (and often placed in residential 
care) are less likely to be placed as siblings (Department 
of Health, 1991).

Aboriginal children (25%) involved with Take Two were 
less likely than non-Aboriginal children (34%) to live 
with a sibling ( ²(1)=4.089, p<.05). Children from 
a metropolitan region (29%) were less likely to live 
with a sibling compared to those from a rural region 
(39%) ( ²(1)=10.22, p<.01). There were no signi� cant 
differences based on gender. As seen in Figure 8, 
adolescents were signi� cantly less likely to live with a 
sibling than younger children ( ²(5)=160.52, p<.001). 

These � ndings may represent the broader child 
protection population or be speci� c to the Take Two 
client group, especially as one of the purported reasons 
for separating siblings is one or more having signi� cant 
emotional and behavioural problems (Ryan, 2002). It 
is, however, cause for further study. Further analysis of 
siblings is reported in section 4.4.1 regarding children’s 
history of child protection involvement.

4.3.4 Metropolitan and rural locations
Nearly two-thirds (64%) of the Take Two client group 
live within metropolitan Melbourne. This consisted 
of 75 percent of Take Two Secure Welfare clients 
compared to 56 percent of other Take Two teams 
( ²(1)36.74=p<.001). In the previous evaluation 
report, no signi� cant differences were found between 
where the child lived and other demographic factors 
(Frederico, Jackson, & Black, 2006). However, a 
number of signi� cant differences have been found in 
this larger sample. For example, although the majority 
of children in both rural and metropolitan locations 
were 12 years or older, this was signi� cantly higher 
for those in metropolitan areas (51% of rural; 63% 
of metropolitan — ²(2)15.98=p<.001). This is a 
re� ection on the adolescent age of the Take Two Secure 
Welfare population. There was no signi� cant difference 
regarding age and location when Secure Welfare clients 
were not included in the analysis. 

Although the majority of both male and female 
clients live in metropolitan areas, females (67%) 
were signi� cantly more likely to live in metropolitan 
areas than males (60%) ( ²(1)6.31=p<.05). This is 
consistent with the higher proportion of metropolitan 
clients in Secure Welfare who are females. Once Secure 
Welfare data were excluded there was no signi� cant 
difference regarding gender and location. 

Aboriginal children (52%) were signi� cantly more likely 
to live in rural areas compared to non-Aboriginal children 
(34%) ( ²(1)19.4=p<.001). This remained signi� cant 
when Secure Welfare clients were excluded from the 
analysis. In other words, Aboriginal identity was the only 
aspect that remained statistically signi� cant between 
children living in metropolitan compared to rural areas 
once the Take Two Secure Welfare data were excluded.
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between Jan 2004 –June 2007 by age, according to CYPP documents (N=855) 
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4.4 Children’s experience with the 
protection and care system

4.4.1 History of child protection involvement
As reported previously, children referred to Take 
Two have extensive histories of protection and care 
involvement. Although a larger sample size was 
available over a longer time period for this report, there 
is proportionately more missing data in this dataset due 
to data limitations in the CYPP as described in Chapter 
2. Any suspect data in terms of validity were categorised 
as missing and not included in the analysis.

As re� ected in Figure 9, prior to the current child 
protection involvement, 90 percent of the children 
had at least one previous report to child protection10, 
80 percent had at least one previous investigation, 66 

10 

20 

34 
37 

24 

32 

41 42 

20 20 19 
16 

13 14 

5 5 

10 
8 

1 1 

10 

4 
0 

4 
2 0 

5 

1 

5 

0 
0 

5 

10 

15 

20 

25 

30 

35 

40 

45 

Reports Investigations Substantiations Court Orders 

Figure 9. Percentage of clients with previous child protection involvement at time of 
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Note: Percentages rounded to the nearest whole number.

percent had at least one prior substantiation and 63 
percent had been on at least one prior court order. 

Although prior to the current protective involvement 
some children had no or only a small number of reports 
to child protection, this may have constituted a lengthy 
involvement. For example, some children were reported 
to child protection in infancy, were placed on long-term 
orders and were still clients of child protection in their 
adolescence, but were listed as only having one or 
two noti� cations. Figures 10—12 are three examples 
of different pathways through the child protection 
system experienced by Take Two clients. These case 
studies, derived from the CYPP documents, represent 
three adolescents of similar ages and each with long-
term child protection involvement, but with distinctly 
different pathways.

Report To
Child
Protection/
Referral to
Take Two

 1st report  2nd report Referral
to
Take
Two

Outcome of 
report

 Substantiated     
 & closed

 Court order – IAOs then Guardianship Order, placed in kinship care

Age of child 
(yrs) 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15

10 Note: Since the publication of the previous reports, a change in legislation and policy has led to the term ‘noti� cations’ no longer being 
   used in Victoria with the term ‘report to child protection’ being used instead.

Figure 10: Pathway through Child Protection – Referral of a 15 year old boy to a rural Take Two Team 
(2 reports to Child Protection in total) according to a CYPP document
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In further analysis of Take Two clients’ child protection 
history, there were no signi� cant differences in 
number of reports to child protection, investigations, 
substantiations or court orders in terms of gender, 
Aboriginal identity or whether the children lived in 
metropolitan Melbourne or a rural region. Signi� cant 
differences were found by age as shown in Table 11. 
Children under the age of six years had a signi� cantly 

less extensive history than both older groups of 
children. This difference between age had a moderate 
effect size for number of reports to child protection. 
However, no differences were found between any 
aspects of child protection involvement and middle 
childhood and adolescence. As such, primary school-
age children were likely to have a similarly extensive 
history of child protection involvement as adolescents. 

Figure 11: Pathway through Child Protection – Referral of a 15 year old girl to a metropolitan Take Two 
Team (14 reports to Child Protection in total) according to a CYPP document

Figure 12: Pathway through Child Protection – Referral of a 13-year-old girl to a metropolitan Take Two 
Team (4 reports to child protection in total) according to a CYPP document

Report To
Child
Protection/
Referral to
Take Two

1st 2nd 3rd 4th 5th 6st 7th 8th 9th 10th 11th 12th 13th 14th Referral to 
Take Two

Outcome of 
report

Sub-
stanti-
ated 

& 
closed 

Sub-
stanti-
ated 

& 
closed

Not 
investi-
gated

Not Investigated X 3 Substantiated & 
closed X 3

Not 
investi-
gated

Interim 
Protec-

tion 
Order , 
Super-
vision 

order & 
closed

Interim 
Protec-

tion 
Order , 
Cus-
tody 
Order 

& 
closed

Not 
investi-
gated

Supervision order, then 
Custody Order

Age of child 
(yrs)

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15

Report To
Child
Protection/
Referral to
Take Two

1st 
report

2nd
report

3rd
report

    4th
  report

Referral 
to Take 
Two

Outcome of 
report

Not sub-
stantiated 

Not sub-
stantiated

Substanti-
ated & 
closed

IAO Supervision 
order

Supervision 
order Custody Order Supervision 

Order

Age of child 
(yrs)

6 mths 1 2 3 4 5 6 7 8 9 10 11 12 13 14
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Figure 13. Comparing means of child protection involvement by age 
group, according to CYPP documents between Jan 2004 – June 

2007  (N=1005) 

Reports Investigations Substantiations Court Orders 

Table 11. 
Totals, Means, Standard Deviations and ANOVAs regarding Child Protection Involvement and Age of all 
Take Two Clients According to CYPP Documents between Jan 2004 – June 2007

Age groups Reports to Child
Protection

Investigations
by Child

Protection

Substantiations by 
Child Protection Court Orders

0-<5 years N=120
M = 2.3
SD=2.6
Range = 0–16

N=120
M=1.6
SD =2.0
Range = 0–9

N=120
M=0.7
SD=1.0
Range = 0–4

N=133
M=1.2
SD=1.2
Range = 0–5

6-<11 years N=274
M =5.7
SD=4.5
Range = 0–29

N=272
M=3.7
SD =3.0
Range = 0–14

N=273
M=1.7
SD=1.6
Range = 0–8

N=296
M=1.7
SD=1.6
Range = 0–8

12-<17 years N=530
M =5.8
SD=4.8
Range = 0–22

N=528
M=3.2
SD =3.1
Range = 0–16

N=527
M=1.6
SD=1.7
Range = 0–9

N=576
M=1.4
SD=1.7
Range = 0–11

Total
N=924
M = 5.3
SD=4.6
Range= 0–29

N=920
M=3.2
SD =3.0
Range= 0–16

N=920
M=1.5
SD=1.6
Range= 0–9

N=1005
M=1.4
SD=1.6
Range= 0–11

Test of signi� cance, 
ANOVA and effect size 

**Signi� cant – 
F(2,921)=32.6, p<.001, 
partial 2 (0.07)

**Signi� cant –
 F(2,917) =21.0, 
p<.001, partial 2 
(0.04)

**Signi� cant – 
F(2,917)=19.0, p<.001, 
partial 2 (0.04)

*Signi� cant – 
F(2,1002)=4.5, p<.05, 
partial 2 (0.01)

* Signi� cant at p<.05 level
** Signi� cant at p<.01 level
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As seen in Figure 13, an interesting � nding was the 
although the mean number of reports, investigations 
and court orders showed a steady increase with age 
until 12 years, from that age on, there was a reduced 
child protection history.

The previous report (Frederico, Jackson, & Black, 2006) 
noted there was no signi� cant difference in the number 
of court orders among the different age categories. 
However, this analysis, as shown in Table 11, found that 
although there was no signi� cant difference between 
young children and adolescents regarding prior court 
history, there was a signi� cant difference between young 
children and primary school-age children, although the 
size of the effect was small.

Another indication of the children’s history in the 
protection system is their family’s history in the 
system. Information regarding parental history is not 
suf� ciently reliable in the referral documentation for 
analysis. However, in comparing the children’s history 
with whether or not their siblings were also clients of 
child protection, signi� cant differences were found in 
each level of child protection involvement. Children 
with siblings involved in the child protection system 
were signi� cantly more likely to have a greater number 
of reports to child protection (F(1,830)=46.3, p<.001, 
partial 2 (0.05)), investigations (F(1,828)=42.6, 
p<.001, partial 2 (0.05)), substantiations 
(F(1,828)=30.9, p<.001, partial 2 (0.04)) and court 
orders (F(1,887)=36.7, p<.001, partial 2 (0.04)). 
As seen by the partial eta squared ( 2) � gures, the 

effect sizes in terms of whether the child has a sibling 
involved in child protection and the number of reports 
and investigations by child protection are moderate. 
In other words, not only are these � ndings statistically 
unlikely to have occurred by chance but the size of the 
differences are noteworthy.

4.4.2 History of children’s placements
In analysing the number of previous placements for 
children prior to their referral to Take Two, based on 
the CYPP documents, only seven percent had no prior 
placement. Three-quarters (75%) of children had � ve 
or more previous placements. The mean number of 
previous placements was 6.9 (SD=6.1) with a range 
from none to 45 previous placements. Five percent of 
the children had 19 or more previous placements prior 
to referral to Take Two. 

Figure 14 shows the number of previous placements 
by age of children. Children 12 years of age and older 
were signi� cantly more likely to have a greater number 
of previous placements and this had a small effect size 
(F(2,821)=9.01, p<.01, partial 2 (0.01)). However, 
no such difference was found between children aged 
younger than 6 years and those aged between 6 and 
12 years. Although few younger children had more than 
10 previous placements, the frequency in which they 
experienced multiple placements remains one of serious 
concern. The mean number of previous placements for 
children under the age of six years is 4.7 (SD=3.8) with 
a range from none to 18 previous placements. This 
frequency of placement changes re� ects a high degree 
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of instability in relationships, not only with their carers, 
but other children they live with, their neighbourhoods 
and schools.

The previous evaluation report (Frederico, Jackson, & 
Black, 2006) reported on the high proportion of children 
referred to Take Two who had experienced at least 
one unsuccessful attempt at reuni� cation with their 
family prior to Take Two involvement. This was a major 
indication of loss and disruption for many children as 
well as of ongoing concerns regarding their safety and 
wellbeing. 

The analysis continued to explore this phenomenon 
over a larger time period (January 2004 to June 2007). 
A caveat is that this was a quantitative analysis of 
the CYPP documents provided by child protection and 
is therefore limited to the degree of accuracy of data 
entry within the child protection computer system. It is 
also based on interpretation that for children recorded 
as being in a placement, then with a parent and then 
in a placement again — this equates to their having 
experienced an unsuccessful reuni� cation. It is possible 
that some of these situations may have been planned 
access visits and so this could be an over-estimate of 
the reuni� cation � gures, although this is contrary to 
usual recording practices within DHS . However, it is 
also likely that some of the brief placements or brief 
home returns were not recorded at all, in which case 
these � gures are an under-estimate. Either way the 
following analysis strongly points to the need for more 
in-depth quantitative and qualitative analysis.

According to this analysis, of the 847 children who had 
been removed from home at some time prior to Take 
Two involvement 62 percent had experienced at least 
one attempt at reuni� cation. Of these 527 children 
who had been reunited with their family on at least 
one occasion and where the data was available, 486 
(92%) were removed again, for a small number (n=3) 
as many as seven times. In other words, of the cases 
where children had been returned home, only eight 

percent had remained at home by the time they were 
referred to Take Two. Figure 15 shows the percentage 
of reuni� cation attempts prior to referral to Take Two.

In comparing this � nding with other factors, such as 
gender, Aboriginal identity, age and metropolitan or 
rural locations no signi� cant differences were found. 
However, children living with one or more siblings 
at the time of referral to Take Two were signi� cantly 
more likely to have had a successful home return 
( ²(1)9.24=p<.01).

This is an important area of further research, including 
whether the Take Two sample is signi� cantly different 
from the broader child protection population in this 
regard. Further discussion and analysis regarding 
reuni� cation is clearly indicated as a result of these 
� ndings, consistent with recent policy initiatives 
(Department of Human Services, 2009a).

Another indicator of stability is the permanence of 
permanent care placements. Forty-one children (4%) 
had previously lived in a permanent care placement 
that had subsequently broken down prior to referral to 
Take Two. This is another example of a major disruption 
to stability and security and a major source of loss and 
grief that children can experience in the placement 
system. 

4.4.3 Child protection involvement at time of 
referral to Take Two
By design, Take Two can only accept referrals of children 
currently involved with child protection, though they 
do not need to be on court orders. As shown in Figure 
16, only a small percentage, (6%) were not on a court 
order at the time of referral to Take Two. Many of these 
children were subsequently placed on orders during 
Take Two involvement. Six children on a Permanent 
Care Order at time of referral had been re-noti� ed and 
so were current child protection clients. Nearly two–
thirds (65%) of the referrals were for children on long-
term Children’s Court orders.
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11 According to the information available to the research team.
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Age was a signi� cant factor in terms of child protection 
involvement at the time of referral to Take Two. Children 
younger than six years were less likely to be on orders 
than older children. Young people 12 years or older 
were signi� cantly more likely to be on Guardianship 
Orders than younger children, even when excluding 
Secure Welfare clients. However, children under the age 
of 6 years were equally as likely to be on Custody to 
Secretary Orders as those 12 years or older. The most 
striking difference is that this younger group of children 

were signi� cantly more likely to have been on an order 
that was breached by child protection compared to older 
children ( ²(14)33.56=p<.01). This difference in type 
of child protection involvement by age is shown in Table 
12, which compares the mean age of children for each 
type of child protection involvement (excluding Secure 
Welfare). The mean age differences are signi� cant 
(F(7,1014)=13.34, p<.001) with a small to moderate 
effect size (partial 2 (0.08)).
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Figure 16. Child protection involvement at time of referral to Take Two for all clients 
according to CYPP documents between Jan 2004 – June 2007 (N=1031) 

Note: Some of the Interim Accommodation Orders were breaches of other orders.

Table 12.
Type of Child Protection Involvement at Time of Referral by Mean Age for All Take Two Clients 
According to CYPP Document between Jan 2004 – June 2007 (not including Secure Welfare) (N=645)

Type of Child Protection Involvement Mean 
(Years) SD (Years) Age Range 

(Years)

n

Breach of an order 7.8 4.7 0.9—16.9 35

Interim Protection Order 8.2 4.1 1.3—15.7 25

Supervision Order 8.7 4.3 0.3—15.2 41

Not on order 9.3 3.9 0.9—16.3 57

Interim Accommodation Order 9.5 3.7 1.2—15.8 75

Custody to Secretary Order 9.9 4.1 1.4—17.5 272

Permanent Care Order 10.2 3.4 6.2—14.6 6

Guardianship to Secretary Order 10.9 3.6 0.5—17.0 134
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Another descriptor of child protection involvement is 
whether or not case management was carried out by 
child protection or contracted to a CSO, such as the 
placement provider. These data were not available 
for Secure Welfare referrals. The percentage of cases 
referred to Take Two (not including Secure Welfare) 
according to the Take Two Referral Guides where case 
management was contracted to CSOs was 14 percent.

Analysis of the case plan goals of child protection 
involvement (now referred to as Best Interests Plans)  
according to the Take Two Referral Guides is shown in 
Table 13 and re� ects a family orientation for nearly half 
of the children referred to Take Two. The majority of Best 
Interest Plans were either working towards reuni� cation 
(29%) or supporting the children to remain with their 
family (18%). However, a third of the Best Interest Plans 
re� ected long-term (22%) or permanent placements 
(11%) away from the biological family. These data were 
not available for Secure Welfare referrals.

4.4.4 Child’s placement at time of referral to 
Take Two
As seen in Table 14, 80 percent of children at time of 
referral to Take Two were in some form of placement 
away from their parents. The largest placement 
type was home-based care, such as foster care and 
adolescent community placements (31%), closely 
followed by residential care (29%). Twenty percent of 
children lived with one or both parents and another 16 
percent lived with extended family. A small percentage 
lived in a permanent care placement, most of who were 
not on a Permanent Care Order. Examples of placement 
type listed in ‘Other’ include independent living (0.8%), 
no � xed address (0.8%) and Lead Tenant (0.6%).

There were no signi� cant differences in age for those 
living with one or both parents. However, signi� cant 
differences were found with children younger than 6 
years being more likely to live in home-based care or 
permanent care compared to children 12 years or older 

Table 13.
Best Interests Goals at Time of Referral to Take Two According to Referral Guide between 
Jan 2004 – June 2007 not including Secure Welfare (N=587)

Best Interests Goals N %

Time-limited assessment 57 9.7

Remaining with family through support services 103 17.5

Supported living in the community 15 2.6

Reuni� cation 172 29.3

Live with relatives/friends 23 3.9

Long-term placement foster care (no return to birth family) 70 11.9

Long-term placement foster care with a view to permanent care 62 10.6

Independent living 10 1.7

Permanent care 66 11.2

Other 9 1.6

Total 587 100.0

Missing data 67

Table 14.
Number and Percentage of Placements and Mean Age of Children at Time of Referral to Take Two 
According to CYPP Documents between Jan 2004 – June 2007 for all Take Two Clients (N=1005)

Type of placement Mean Age SD of Age n %

Living with one or both parent/s 11.5 4.2 196 19.5

Kinship care 10.2 4.4 158 15.7

Home-based care 9.9 4.1 311 30.9

Residential care 14.3 2.5 292 29.1

Permanent care 7.3 3.2 14 1.4

Other 15.0 2.1 34 3.4
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( ²(10)196.07=p<.001). Though small in number it 
is worth noting that four children under the age of six 
years were living in residential care. 

Aboriginal children were signi� cantly more likely to be 
living in kinship care and less likely to live with one or both 
parents ( ²(5)17.33=p<.01). Males were signi� cantly 
more likely to be in home-based care or permanent 
care, compared to females ( ²(5)16.26=p<.01).

When looking at differences based on children’s location, 
children living in metropolitan areas were signi� cantly 
more likely to be placed in residential care or with 
one or both parents compared to those in rural areas 
( ²(5)52.57=p<.001). Conversely children in rural 
areas were signi� cantly more likely to be in kinship 
care, home-based care or permanent care placements. 
Further analysis occurred by region and placement at 
time of referral to Take Two.

• Children in the Eastern Metropolitan region (26%), 
 Loddon-Mallee region (24%) and Southern 
 Metropolitan regions (24%) were more likely to live 
 with their parents in comparison to the overall Take 
 Two population (20%). 

• Children in the Barwon South West (27%), Loddon-
 Mallee (24%), Gippsland (23%), Southern 
 Metropolitan (22%) and Hume regions (17%) were 
 more likely than the overall percentage of children 
 (16%) to live in kinship care. 

• Children in the Grampians (51%), Gippsland (48%), 
 Barwon South West (34%), Loddon-Mallee (34%), 
 and Hume regions (34%) were more likely than the 
 overall percentage of children (32%) to live in home-
 based care. 

• Children in the Eastern Metropolitan (39%), North and 
 Western Metropolitan (38%), Southern Metropolitan 
 (33%) and Hume regions (31%), were more likely 
 than the 30 percent of the overall Take Two population 
 to live in residential care at time of referral.

4.5 Young people involved with Take 
Two in the Secure Welfare Service
As described in the previous evaluation report 
(Frederico, Jackson, & Black, 2006), the DHS – 
Secure Welfare Service is a unique service from both 
a national and international perspective. It consists of 
two contained 10 bed facilities; one for young women 
and one for young men. The reasons for brief admission 
are legislated (Child, Youth and Families Act, 2005) 
and the subject of procedures (DHS, 1992) noting 
that admission to Secure Welfare can only occur if the 
children/young people who are on an interim or long-
term court order place themselves at substantial and 
immediate risk of harm. Descriptions of many of the 
young people in Secure Welfare include: long history of 
involvement in out-of-home care; multiple placement 
breakdowns; abuse and neglect; history of chronic 
alcohol and other drug abuse; poor education and social 
life skills; disabilities; mental health dif� culties; health 
problems; and multiple family problems (DHS, 1992).

Given the distinctive role of Secure Welfare within the 
child protection and care sector, it is informative to look 

at the Take Two client group within Secure Welfare. After 
describing some of their characteristics over the � rst 
3.5 years of Take Two, there is a comparative analysis 
between Take Two clients in Secure Welfare compared 
to other Take Two clients. Only minimal comparison 
in terms of demographic data was possible between 
the Take Two client group in Secure Welfare with the 
broader Secure Welfare population . 

From January 2004 to June 2007, there were 409 
referrals to Take Two Secure Welfare, equating to 
39 percent of the total Take Two client population. 
The overall population in Secure Welfare averaged 
466 admissions each year from 2004 to 2006 which 
equated to approximately 1630 admissions over 3.5 
years. As such, it is estimated that Take Two’s role in 
Secure Welfare was directly involved with 25 percent 
of the Secure Welfare population. This does not include 
Take Two’s role in providing consultation and advice for 
many young people in Secure Welfare nor the role of 
the Aboriginal or regional Take Two teams if one of their 
clients was admitted to Secure Welfare.

Given the frequency of repeat referrals for young 
people in Secure Welfare to Take Two, analysis was also 
undertaken by only including last referral for each of 
the 271 young people who were a subject of the 409 
referrals. When excluding repeat episodes, 30 percent 
of the children and young people involved with Take 
Two overall were clients of Take Two Secure Welfare. 
In most aspects, this analysis found similar results in 
terms of demographics by number of young people as 
it did by number of referrals. The following analysis of 
the Children and Young Person’s pro� le document also 
shows that the Take Two client group in Secure Welfare 
were generally similar in demographics to the overall 
Secure Welfare population12.

• The mean age of clients of Take Two Secure Welfare 
 was 15.1 years (SD=1.5; range 9–17.9 years). There 
 was a similar � nding when repeat referrals to Take 
 Two were excluded. The overall Secure Welfare mean  
 age from 2004 to 2006 was 14.5 years.

• 64% were female. This reduced to 59% when repeat 
 referrals to Take Two were excluded. The overall 
 Secure Welfare population from 2004 to 2006 was 
 also 64% female.

• 75% were from a metropolitan region. This reduced 
 to 71% when repeat referrals were excluded. 80% 
 of the overall Secure Welfare population between 
 2004 and 2006 were from % metropolitan regions.

• In order of frequency, referrals came from Eastern 
 (26%), Southern (25%), North and Western (24%), 
 Loddon Mallee (9%), Hume (7%), Gippsland (4%), 
 Grampians (3%) and Barwon South West (2%) 
 regions. (The major difference when repeat referrals 
 to Take Two were excluded was the order of the 
 three regions who made the most frequent referrals; 
 it changed to North and Western Region (24%), 
 followed by Eastern Region (24%) and Southern 
 region (22%).

• 17% were Aboriginal. This was the same � nding 
 when repeat referrals to Take Two were excluded. The 
 percentage of Aboriginal clients in the overall Secure 
 Welfare program from 2004 to 2006 was 16%.

12 As the general Secure Welfare data time period (January 2004 to December 2006) did not completely match up with the Take Two 
   data collection time period (January 2004 to June 2007), comparisons between Take Two Secure Welfare clients and the general Secure 
   Welfare population are an estimate.
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• As required for Secure Welfare, all were on a Children’s 
 Court (Family Division) Order.

• 51% were on Custody to Secretary Orders followed 
 by 17% on Guardianship Orders; 32% on an Interim 
 Accommodation Order. There was a similar � nding 
 when repeat referrals to Take Two were excluded. 
 This was higher than the proportion of young people 
 in Secure Welfare overall on Interim Accommodation 
 Orders from 2004 to 2006 which was 22%.

Children under the age of 12 years were then excluded 
in order to compare young people involved with Take 
Two in Secure Welfare compared with other Take Two 
clients. This was due to the very small number of 
children aged 9 to 11 years in Secure Welfare (n=3; 
1% of Take Two Secure Welfare) compared to the large 
number in that age group in the regional and Aboriginal 
Take Two teams (n=148; 25% of Take Two Aboriginal 
and regional teams). Fifty-two young people who at 
different times were both a client of Take Two in Secure 
Welfare and in a regional/Aboriginal team were also 
excluded from this comparative analysis. This left 381 
young people consisting of 215 young people in Take 
Two Secure Welfare and 166 in the Take Two Aboriginal 
or regional teams. 

This comparative analysis showed that despite all Secure 
Welfare clients being on a court order, the Take Two 
Secure Welfare clients commonly had a less extensive 
child protection history compared to other Take Two 
clients. For example, young people involved with Take 
Two in Secure Welfare had a lower mean number of 
previous reports, investigations, substantiations and 
court orders compared to those in other Take Two 
teams, although only the lower mean number of 
investigations (F(1,315)=5.28, p<.05, partial 2 .016) 
and court orders (F(1,345)=5.93, p<.05, partial 2 
=.017) were signi� cant. Although these effect sizes are 
small, this pattern of lower number of child protection 
episodes for this high risk population was unexpected 
and of interest.

The reverse pattern was found with the number of 
previous placements where the Take Two Secure Welfare 
client group had more placements than other Take Two 
clients. Although not statistically signi� cant, this pattern 
of higher number of placements for the Take Two Secure 
Welfare client group was expected given their identi� ed 
high risk behaviours and the pressure these can place 
on placement and vice versa. In terms of placement 
type, young people in Take Two Secure Welfare prior 
to their admission were signi� cantly more likely to be 
in residential care (60%) compared to other Take Two 
clients (40%) at time of referral ( ²(4)14.22=p<.01). 

Consistent with the � nding of the lower mean number 
of child protection episodes, Take Two Secure Welfare 
clients were more likely than other Take Two clients to 
not have had any:

• previous reports to child protection (12% cf 5%) 
 ( ²(1)4.34=p<.05), 

• previous investigations (28% cf 13%) 
 ( ²(1)11.87=p<.001)

• previous substantiations (39% cf 30%) (n.s.) or 

• previous court orders (52% cf 31%) 
 ( ²(1)15.31=p<.001). 

Another view of young people’s involvement in the child 
protection system was to analyse their mean age when 
� rst reported to child protection. The Take Two Secure 
Welfare population were signi� cantly older (M=8.17 
years, SD=5.26) when � rst reported to child protection 
compared to other Take Two clients (M=5.48 years, 
SD=4.33) (F(1,336)=25.71, p<.001, partial 2 =.071). 
This showed a moderate effect size.

As Take Two Secure Welfare clients were signi� cantly 
more likely to be 15 years or older compared to other 
Take Two clients ( ²(1)65.94=p<.001), age was 
analysed to see if it was a factor in these comparative 
results. When the effects of age were controlled for in 
a two way analysis of variance (ANCOVA), signi� cant 
differences were no longer found between the Take 
Two Secure Welfare clients and other Take Two clients 
in terms of mean number of previous reports to child 
protection, investigations, substantiations and court 
orders. 

The implications of this analysis is that young people 
in Take Two Secure Welfare who all have current child 
protection involvement, are less likely to have extensive 
child protection history compared to other Take Two 
clients. Although this may be largely a factor of their 
older age, it nonetheless indicates a different pattern 
of how some young people enter the child protection 
system. Whether it is abuse or neglect that occurs 
later in life, or is identi� ed later in life or whether it is 
their behavioural and emotional dif� culties that draws 
the system’s attention to their situation are various 
hypotheses that are worth further exploration.

4.6 Child’s experience of abuse and 
neglect

4.6.1 Child’s experience of abuse and neglect 
prior to referral to Take Two
As described in Chapter 2, the Take Two referral 
process includes a document developed by Take Two 
in partnership with La Trobe University called the Harm 
Consequences Assessment (HCA). This document 
has been modi� ed over time but has always aimed 
to capture information regarding two key questions; 
namely, ‘What has happened to the child?’ and ‘What 
are the consequences for the child?’. The domains within 
the HCA directly relate to the Victorian legislation’s 
de� nition of what constitutes children being in need 
of protection (Children, Youth and Families Act 2005, 
S.162). The domains are ‘abandonment or concerns 
regarding parental incapacity’; ‘physical harm and 
abuse’; ‘sexual abuse’; ‘emotional harm and abuse’; 
and ‘developmental and medical abuse or neglect’. 
There were 1034 HCAs available to be analysed in 
relation to the 1063 referrals to the Take Two program 
over 3.5 years. 

Over time a consistent picture has developed showing 
that almost all children referred to Take Two have 
experienced multiple forms of abuse and neglect. As 
re� ected in Figure 17, 96 percent of children referred 
to Take Two have experienced two or more areas of 
maltreatment, with nearly a quarter having experienced 
all � ve domains.

Emotional abuse continues to be the most frequently 
noted for children referred to Take Two as seen in 
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Figure 18. Examples of emotional abuse items in the 
HCA include verbal abuse, threats, emotional rejection, 
absence of affection, exposure to family violence and 
exposure to parental substance abuse. In addition to 
actual abandonment, the domain of abandonment or 
parental incapacity includes items relating to aspects of 
neglect, such as lack of supervision. The developmental 
abuse or neglect domain includes other items relating 
to neglect, such as inadequate stimulation, inadequate 
� uids and food and educational neglect. The domain of 
physical abuse includes examples of varying severity 
of physical assaults. The sexual abuse domain is the 
least frequent domain of child maltreatment noted for 
children referred to Take Two, although it is noted for 
over a third of the client group.

Although the de� nitions of maltreatment are not 
directly comparable, it is interesting to consider other 
data available, such as those reported by the Australian 
Institute of Health and Welfare (2008) for the � nancial 
year 2006—2007. These data only reported the most 
serious maltreatment type and so did not include 
multiple types of maltreatment. Despite this difference 
in de� nition and type of data, the Victorian data 
showed a similar pattern to that found in the Take 
Two population, especially in regards to the highest 
and lowest percentages. The highest percentage of 
substantiated abuse was emotional abuse (43%), 
followed by physical abuse (34%), neglect (16%) and 
then sexual abuse (7%) (Australian Institute of Health 
and Welfare, 2008). However, as discussed, neglect 
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items are scattered in three of the four domains in the 
HCA consistent with the Victorian legislation, adding to 
the dif� culty of comparing these data with other data 
sets.

Further analysis of the HCA data regarding the children’s 
exposure to abuse and neglect has led to a number 
of other � ndings. Table 15 describes items where 10 
percent or more of the HCAs received at time of referral 
noted that these speci� c maltreatment experiences had 
occurred. The level of exposure to serious emotional 
abuse and emotional neglect is high with the most 
frequently rated experiences being exposure to 
chaotic family lifestyle, family violence and emotional 
unavailability of parents. 

Further analysis of a range of items showed that 67 
percent of Take Two clients had at least one type of 

exposure to family violence. As evident from Table 15, 
many types of maltreatment, as well as a number that 
are not listed, relate to different aspects of neglect. 
Every domain except for sexual abuse has some items 
that pertain to neglect. When combining all these 
items together from across domains, 96 percent of 
the children were exposed to one or more aspects of 
neglect. For example, 27 percent of the children have 
experienced at least one form of educational neglect. 

When analysing combinations of abuse or neglect 
experiences, children frequently experienced emotionally 
harmful abuse along with other forms of maltreatment, 
such as abandonment (79%) and physical abuse (79%). 
Abandonment/no appropriate carer and physical abuse 
were also frequent combinations with over two-thirds of 
the client group experiencing both (71%). 

Table 15. 
Examples of Maltreatment in HCAs Experienced by 10% or more of Children Referred to Take Two 
between Jan 2004 – June 2007 (N=1034)

Domain Extreme Serious Concerning

Abandonment/ no 
appropriate carer  

• Multiple placements (31%)
• Parental incapacity such that

they can’t care for child and no 
appropriate alternative (27%)

• Extreme lack of supervision 
(22%)

• Continuous inadequate 
   supervision (24%)
• Parental incapacity with 
  signi� cant concerns re alternative
  carer (17%)
• Small number of placements 
  (17%)
• Abandonment/ absence of 
  parent with signi� cant concerns 
  re alternative carer (10%)

• Low-level supervision (17%)
• No effective guardian – 
   some self- suf� ciency (10%)

Physical harm  
and Injury   

• Frequent failure to ensure safety  
  (28%)
• Frequent serious physical abuse 
  (10%)
• Hit with objects (10%)

• Failure to ensure safety (46%)
• Exposure to physical harm from 
  family violence (44%)
• An incident of physical abuse 
  leaving a mark (18%)
• Excessive physical discipline 
  (16%)

• Low-level supervision (17%)
• No effective guardian – 
   some self- suf� ciency (10%)

Sexual abuse • Sexual exploitation (10%) • Sexual abuse (including low tariff 
   sexual offence) (12%)

• Inappropriate sexual exposure 
  (15%)

Emotional and 
psychological 
harm 

• Pattern of extreme rejection 
  (27%)
• Pattern of overt blaming of child 
  (22%)
• Exposure to ongoing, extreme 
  violence (22%)
• Pattern of extreme verbal abuse 
  (19%)
• Pattern of highly unreasonable 
  expectations (14%)
• Forcing child to witness violence 
  (11%)
• Complete absence of affection 
  (10%)

• Chaotic family lifestyle (59%)
• Exposure to family violence 
  (54%)
• Emotional unavailability of parent 
  � gures (54%)
• Exposure to parental substance 
  abuse (45%)
• Inadequate caring relationships 
  (44%)
• Scapegoated (26%)
• Acting towards the child primarily 
  negatively (25%)
• Exposure to parental psychiatric 
  illness (25%)
• Unreasonable expectations (22%)
• Severe verbal abuse (22%)
• Frequent inappropriate threats 
  (16%)

• Lack of boundaries (38%)
• Exposed to con� ictual 
  relationships (35%)
• Lack of discipline (28%)

Developmental 
and medical harm  

• Inadequate basic care (25%)
• Inconsistently sending child to 
  school (<15 yrs) (17%)
• Inadequate stimulation (16%)
• Inadequate medical care (13%)

• Chronic low-level basic care 
  (14%)
• Not supporting child at school 
  (14%)
• Low-level stimulation (12%)
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4.6.2 Age and gender of children exposed to 
different types of abuse and neglect
In analysing the 20 most frequently reported types of 
maltreatment, 14 types showed signi� cant differences 
based on the child’s age. The three types of maltreatment 
which children younger than 6 years were signi� cantly 
more likely to have experienced were exposure to family 
violence ( ²(2)35.02=p<.001), exposure to parental 
psychiatric illness ( ²(2)15.79=p<.001) and exposure 
to con� ictual relationships ( ²(1)20.61=p<.001). 
As such, the youngest children referred to Take Two 
were most likely to be exposed to problems facing 
their parents, such as exposure to family violence and 
mental illness.

The maltreatment types more frequently experienced for 
children aged between 6 and 12 years were: acting towards 
the child negatively ( ²(2)6.75=p<.05), exposure to 
chaotic family lifestyle ( ²(2)45.76=p<.001), exposure 
to parental substance abuse ( ²(2)11.45=p<.01), 
exposure to physical harm from family violence 
( ²(2)28.02=p<.001), exposure to frequent failure to 
ensure their safety  ( ²(2)9.57=p<.01) and lack of 
boundaries ( ²(2)11.25=p<.01).

Experiences of maltreatment described most frequently 
for children aged 12 years or older compared to 
younger children were exposure to high criticism/low 
warmth ( ²(2)11.739=p<.01), being scapegoated 
( ²(2)25.53=p<.001) and patterns of extreme rejection 
( ²(2)14.87=p<.01). They were the age group least 
likely to have been described as experiencing inadequate 
basic care ( ²(2)8.81=p<.05). This provides a picture 
that for many of the adolescents referred to Take Two 
their experience was one of emotional rejection and 
blame.

Figure 19 portrays some of the items regarding abuse 
and neglect that relate to parental dif� culties, such 
as parental substance abuse, psychiatric illness and 
family violence and shows differences by age groups. 
Each of the differences by age shown in Figure 19 are 
signi� cant. As noted in the previous report (Frederico, 
Jackson, & Black, 2006), the HCA is aimed at gathering 
a cumulative picture of the children’s experiences. As 
such, it is likely that older children have been exposed 
to similar levels of these dif� culties but they may not 
be documented. This may be due to a lack of recency 
or a focus on the current dif� culties of the adolescent’s 
behaviour rather than on what has happened to them 
now or in the past. Subsequent changes in the HCA 
document distinguishing between current and historical 
experiences may provide greater insight into the 
children’s cumulative experiences.

Overall, 141 children (13.6%) were exposed to all three 
risk factors (parental substance abuse, mental health 
problems and family violence), 45 percent of whom 
were 12 years or older, followed by 33 percent aged 
between 6 and 12 years and 21 percent who were 
younger than 6 years. This pattern re� ects the different 
proportion of children in these different age groups. 
When data are analysed according to the percentage of 
children within each age range, the pattern is reversed. 
Twenty-two percent of infants, 15 percent of primary 
school-aged children and 12 percent of adolescents 
were identi� ed as having parents with all three risk 
factors ( ²(2)12.77=p<.01). These combinations of 
risk factors may be for one, either or both parents.

In the analysis of experience of abuse and neglect by 
gender, a general pattern is apparent of boys being 
more at risk of physical abuse and girls being more at 
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risk of sexual abuse. Males (84.3%) were signi� cantly 
more likely to have experienced physical abuse 
compared to females (78.4%) ( ²(1)5.88=p<.05); 
and females (49.2%) were signi� cantly more likely to 
have experienced sexual abuse than males (29.4%) 
( ²(1)42.56=p<.001). In some areas of abuse and 
neglect there were no signi� cant differences. When all 
levels of extreme, serious and concerning are combined, 
there were no differences by gender found regarding 
exposure to abandonment/no appropriate carer, 
emotional abuse or developmental abuse or neglect. 

Further analysis examined some of the frequently 
occurring types of maltreatment by gender, with most 
types of maltreatment showing no signi� cant difference. 
Table 16 presents items where a signi� cant difference 
was found and that other than sexual abuse and lack of 

boundaries, areas of signi� cant difference were higher 
for boys than girls.

4.6.3 Take Two Secure Welfare clients’ 
experience of abuse and neglect
The most frequent abuse and neglect experiences 
described in HCAs for 235 children and young people 
referred to Take Two Secure Welfare from January 2004 
to June 2007 were as follows:

1.  Emotional unavailability of parents (48%)

2.  Exposure to different levels of family violence 
  (44%)

3.  Chaotic family lifestyle (44%)

4.  Failure to ensure safety (43%) 

Table 16. 
Examples of Maltreatment in HCAs where Signi� cant Differences were Found between Males and 
Females between Jan 2004 – June 2007 (N=1034)

Examples of abuse and neglect Males (%) Females (%) Level of 
signi� cance

Abandonment /No Appropriate Carer

Continuous inadequate supervision (n=245) 26.4% 20.8% ( ²(1)4.49=p<.05)

Physical Harm and Injury

Exposure to physical harm from family violence 
(n=453) 48.1% 39.2% ( ²(1)8.36=p<.01)

An incident of physical abuse leaving a mark 
(n=183) 21.5% 13.6% ( ²(1)11.16=p<.01)

Excessive physical discipline (n=167) 19.5% 12.6% ( ²(1)9.01=p<.01)

Frequent serious physical abuse (n=106) 12.9% 7.4% ( ²(1)8.56=p<.01)

Sexual Abuse

Sexual abuse (including low tariff sexual offences) 
(n=127) 9.7% 15% ( ²(1)6.64=p<.05)

Sexual exploitation (n=107) 3.7% 17.4% ( ²(1)51.9=p<.001)

Emotional and Psychological Abuse

Exposure to family violence (n=561) 57.7% 50.6% ( ²(1)5.21=p<.05)

Lack of boundaries (n=393 ) 34.1% 42.2% ( ²(1)7.22=p<.01)

High criticism/low warmth (n=357) 37.5% 31.4% ( ²(1)4.19=p<.05)

Scapegoated (n=272) 29.4% 23.9% ( ²(1)5.46=p<.05)

Acting towards the child primarily negatively 
(n=258) 27.9% 21.8% ( ²(1)5.14=p<.05)

Pattern of overt blaming of child (n=224) 24.2% 19% ( ²(1)4.05=p<.015)

Severe verbal abuse (n=230) 25.3% 19% ( ²(1)5.89.71=p<.05)

Pattern of extreme verbal abuse (n=192) 21.7% 15.2% ( ²(1)7.27=p<.01)

Frequent inappropriate threats (n=167) 18.5% 13.6% ( ²(1)4.65=p<.05)

Forcing child to witness violence (n=111) 13.1% 8.2% ( ²(1)6.49=p<.05)

Note: Shading denotes the highest percentage.
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5.  Inadequate caring relationships (41%) 

6. Lack of boundaries (40%)

7. Multiple placements (35%)

8.  Exposure to parental substance abuse (34%)

9.  Exposure to con� ictual relationships (31%) 

10.  Pattern of extreme rejection (28%)

These experiences of abuse and neglect indicate a 
pattern of unavailability and inadequate parenting with 
the presence of major parental dif� culties that would 
likely add to a chaotic and unpredictable environment.

Analysis of differences between the Take Two Secure 
Welfare clients and other Take Two clients has shown 
some differences, once children younger than 12 years 
of age are excluded and only the most recent episode for 
each young person is analysed. This analysis comprised 
194 Take Two Secure Welfare clients and 208 other Take 
Two clients. Young people that had both an episode of 
Take Two Secure Welfare and Take Two Aboriginal and 
regional Aboriginal clients were also excluded from this 
comparison (n=49).

Secure Welfare Take Two clients were less likely than 
other Take Two clients to have been described by the 
referrer as experiencing: 

• emotional abuse (99% cf 93%, ²(1)10.28=p<.01),

• physical abuse (84% cf 73%, ²(1)7.83=p<.01), and

• developmental abuse (58% cf 42%, 
 ²(1)10.83=p<.01). 

There were no differences between the two client 
groups for abandonment/no appropriate carer or sexual 
abuse according to the referrers. When controlling for 
age these patterns remained unchanged (emotional 
abuse; F(1,401)=9.06, p<.01, partial 2 =.022); 
physical abuse F(1,401)=7.12, p<.01, partial 2 =.018; 
and developmental abuse F(1,401)=11.61, p<.01, 
partial 2 =.028; with signi� cances not found for either 
abandonment/no appropriate carer or sexual abuse).
Take Two Secure Welfare clients were less likely than 
other Take Two clients to have been described by the 
referrers as exposed to parental risk factors, such as 
parental substance abuse (31% cf 48%, ²(1)11.67 
=p<.001); parental mental illness 13% cf 25%, 
²(1)8.63 =p<.01), or family violence (44% cf 72%, 
²(1)31.94=p<.001).

What appears clear from the anecdotal, albeit consistent 
feedback from Take Two staff and discussions with 
Secure Welfare staff primarily through the Secure 
Welfare research circle is that this � nding is not a 
re� ection of the lack of trauma experienced by these 
young people in Secure Welfare. There are different 
and potentially overlapping hypotheses for the less 
frequent descriptions by referrers of abuse and neglect 
experiences for Take Two Secure Welfare clients 
compared to other Take Two clients. One hypothesis is 
that this is in� uenced by the crisis nature of Secure 
Welfare admission leading to referrers having less 
time to record all the young person’s experiences of 
abuse and neglect. Another hypothesis and one that 
may be compounded by reduced time available, is 
that referrers may focus more on the young person’s 
worrying behaviours that have led them to their 
admission into Secure Welfare rather than the young 
person’s experience of abuse and neglect. Another 

hypothesis and one that is consistent with the � nding 
regarding reduced child protection history, is that less 
may be known about these young people’s experience 
of maltreatment. A fourth hypothesis is the recency 
factor, where referrers are more likely to note what is 
most apparent at the time of the referral, which is more 
likely to be the young person’s presentation than past 
experiences. Finally, a � fth hypothesis is that both as the 
Take Two regional and Aboriginal teams have been able 
to communicate to referrers that the children/young 
people’s experience of abuse and neglect is part of the 
criteria for prioritisation for a referral to be prioritised, 
whereas this is not a factor for Secure Welfare referrals. 

4.6.4 Aboriginal children’s experiences of abuse 
and neglect
Further analysis was undertaken regarding whether 
there were signi� cant differences in exposure to abuse 
and neglect for Aboriginal children. Overall, Aboriginal 
children were signi� cantly more likely (88% compared 
to 81%) to be exposed to abandonment /no appropriate 
carer ( ²(1)6.03=p<.01) and developmental 
abuse (69% compared to 59%), such as neglect 
( ²(1)5.91=p<.05). In a more detailed analysis, a 
number of signi� cant differences were evident, as 
shown in Table 17. 

Similar � ndings were reported in an earlier sample 
where Aboriginal children were signi� cantly more 
likely to be exposed to parental substance abuse, 
witnessing violence and aspects of neglect, but less 
likely to have a parent described by child protection 
has having a psychiatric illness or be exposed to certain 
experiences of sexual abuse (Frederico, Jackson, & 
Black, 2008). Aboriginal children were more likely than 
non-Aboriginal children to be exposed to a combination 
of family violence and parental drug and alcohol use 
( ²(1)24.92=p<.001) .

4.6.5 Child’s experiences of other loss and 
dif� culties 
The survey completed by Take Two clinicians asked a 
series of questions regarding the children’s experience 
of loss and whether the parents experienced additional 
adverse experiences. These dif� culties included 
the parents’ own childhood experience in the child 
protection system or current dif� culties such as mental 
health problems, alcohol and other drug problems and 
intellectual disability. Referral documents were used to 
supplement missing data.

Of the 527 children where a response was known either 
through the CYPP document or the clinicians’ survey, 96 
(18%) had at least one deceased parent. The clinicians’ 
survey included more details regarding 38 of these 
children. Of these, 18 had a deceased father, 12 had a 
deceased mother, � ve had a deceased step-parent and 
two children had two deceased parents. This profound 
source of loss for any child has been a consistent theme 
since the � rst Take Two evaluation report (Frederico, 
Jackson, Black, 2005). 

Of the 229 children where a response was known in 
the clinicians’ survey, 30 percent (n=69) had one 
or more parents who had been in gaol during Take 
Two’s involvement. Twelve children (5%) had two or 
more parent � gures in gaol. Four unrelated children 
had three parent � gures (mother, father and step-
parent) in gaol. This does not include parents with a 
past history of incarceration or other criminal justice 
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involvement. This � nding highlights a range of issues 
for children, including their additional experiences of 
loss, uncertainty, grief and fear for their parents’ safety. 
The experience of visiting parents in gaol can also be 
confusing, distressing and even shaming for children. 
It is also an overt sign of the parent’s level of criminal 
activity which can have other consequences for children 
such as impacting on their moral development (sense of 
right and wrong), lack of access to models of pro-social 
behaviour, sense of exclusion from society and potential 
exposure to and inclusion in a criminal culture.

As found in previous evaluation reports and described 
at time of referral through the HCA, such as reported in 
Table 15 and Figure 19, children involved with Take Two 
often are dealing with parental problems that overlap 
with their experience of trauma and deprivation. For 
example, according to 191 clinician surveys where it 
was known, 121 (63%) children had at least one parent 
described as having a mental health problem. There 
were 179 (81%) children, with one or more parents 
described as having a substance abuse problem. These 

� ndings regarding parents’ mental health and substance 
abuse problems were higher than that reported through 
the HCA analysis shown in Table 15; however, there is 
more unknown data regarding parental problems in the 
clinicians’ surveys and so this limits comparisons. Of 
209 surveys where it was known, 46 (22%) children 
had one or more parents with an intellectual disability. 
Finally, according to 170 clinicians’ surveys where it 
was known, 98 (58%) children had at least one parent 
who had been a child protection client when they were 
children. 

As noted earlier in the analysis of the HCA data, 
a number of Take Two clients have been exposed to 
multiple parental risk factors, either within one parent 
or from both parents. Further analysis was undertaken 
of the clinicians’ surveys to explore this issue.

• Of the 163 surveys where it was reported, 80 (49%) 
 children were exposed to parents with both mental 
 health problems and alcohol and other drug problems.

Table 17. 
Comparison between Aboriginal and non-Aboriginal Children’s Exposure to Abuse and Neglect as 
Reported in HCAs at Time of Referral to Take Two between Jan 2004 – June 2007  (N=1034)

Examples of abuse and neglect Aboriginal children 
(%)

(n=163)

Non-Aboriginal 
children (%)

(n=871)

Level of 
signi� cance

Physical Harm and Injury

Frequent failure to ensure safety 35% 27% ( ²(1)4.59=p<.05)

Incident of physical abuse leaving a mark 10% 19% ( ²(1)7.019=p<.01)

Sexual Abuse

Inappropriate sexual exposure 9% 16% ( ²(1)5.613=p<.05)

Grooming behaviour 3% 8% ( ²(1)6.812=p<.01)

Sexual exploitation 15% 10% ( ²(1)3.994=p<.05)

Emotional and Psychological Abuse

Chaotic family lifestyle 71% 56% ( ²(1)11.558=p<.01)

Parental substance abuse 61% 42% ( ²(1)20.216=p<.001)

Involve in violence towards others 10% 4% ( ²(1)11.816=p<.01)

Exposure to parental psychiatric illness 15% 27% ( ²(1)10.634=p<.01)

Developmental and Medical Harm

Chronic low level basic care 20% 13% ( ²(1)5.99=p<.05)

Continuous inadequate provision of food or � uids 14% 8% ( ²(1)5.88=p<.05)

Extreme lack of medical care 7% 3% ( ²(1)5.408=p<.05)

Not supporting child at school 22% 12% ( ²(1)11.731=p<.01)

Inconsistently sending child to school 7% 3% ( ²(1)3.924=p<.05)

Refusal to send child to school 23% 16% ( ²(1)3.937=p<.05)

Note: Shading denotes the highest percentage.
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Table 18. 
Examples of Emotional, Behavioural and other Consequences in HCAs Present for 10% or more of 
Children Referred to Take Two between Jan 2004 – June 2007 (N=1034)

Domain Extreme Serious Concerning

Abandonment/ no 
appropriate carer  

• Minimal sense of security (43%)
• Minimal sense of belonging 
  (41%)
• Minimal trust (40%)
• Minimal sense of permanence 
  (35%)
• Minimal sense of future (32%)

• Limited trust in others (28%)
• Limited sense of security (27%)
• Limited sense of belonging (24%)
• Limited sense of permanence   
  (21%)
• Limited and age-inappropriate 
  view of the future (16%)

• Lack of con� dence in others 
  (15%)
• Some insecurity (15%)
• Unclear sense of belonging (13%)

Physical harm  
and Injury  • Observable injury (18%) • Minor injury (12%)

Sexual abuse • Dangerous to self sexual activity 
   (10%)
• Distorted understanding of 
  sexuality (10%)

• Promiscuity (13%)
• Pattern of inappropriate 
  sexualised behaviour towards 
  others (12%)
• Confused understanding of 
  sexuality (11%)

• An incident of inappropriate 
  sexualised behaviour to others 
  (12%)

Emotional and 
psychological 
harm 

• Risk taking (37%)
• Severe changes in affect or mood 
   (30%)
• Extreme lack of attachment or 
   disorganised attachment (29%)
• No self-control (22%)
• Ongoing or frequent substance 
   abuse (19%)
• No self-awareness (16%)
• Disturbed or no sense of identity 
   (15%)
• Extremely negative sense of 
  identity (14%)
• Repeated and severe violence to 
  others (14%)
• Criminal activity involving  
   violence (14%)
• Constant emotional unavailability 
  (14%)
• Highly indiscriminate (13%)
• Dangerous self-harm (12%)
• Overwhelming sense of 
   helplessness (12%)
• ADHD diagnosis (11%)

• Conduct/behavioural problems   
  (42%)
• Impulsive (32%)
• Lengthy/continuous absconding 
  (31%)
• Intermittent violence to others 
  (30%)
• School refusal (29%)
• Signi� cant changes in affect or 
   mood (28%)
• Negative peer relationships 
  (27%)
• Confused sense of identity (25%)
• Altered/negative impact to 
  self-esteem (25%)
• Insecure attachment (24%)
• Anxious/fearful (21%)
• Threats to self-harm (21%)
• Non-violent criminal activity 
  (19%)
• Physical or emotional isolation 
  (19%)
• Limited self-awareness (19%)
• Indiscriminate (17%)
• Suicidal ideation (16%)
• Intermittent emotional 
  unavailability (15%)
• Limited response to threatening 
  situations (14%)
• Feelings of helplessness (13%)
• Intermittent substance abuse 
  (13%)
• Hyperactivity (12%)
• Parenti� ed (11%)
• Frequent sleep dif� culties (11%)
• Soiling/enuresis (10%)

• Non-dangerous acting out (13%)
• Occasional threats of violence to
   others (10%)

Developmental 
and medical harm  

 • No school attendance (13%) • Minimal friendships (29%)
• Frequently not at school (22%)
• Deterioration in attention (21%)
• Social isolation (20%)
• Limited understanding of morality   
  (19%)
• Some developmental delay (14%)
• Speech and language dif� culties 
  (10%)

• Concerns re-development (10%)
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• Of the 165 surveys where it was reported, 23 (14%) 
 children were exposed to parents with both mental 
 health problems and intellectual disability. 

• Of the 177 surveys where it was reported, 21 (12%) 
 children were exposed to parents with alcohol and 
 other drug problems and intellectual disability.

• Of the 146 surveys where it was reported, 13 (9%) 
 children were exposed to parents with alcohol and 
 other drug problems, mental health problems and an 
 intellectual disability.

4.7 Consequences of child’s experience 
of abuse and neglect

4.7.1 Overview of emotional, developmental and 
behavioural presentations
The large majority of children (95%) referred to Take 
Two from January 2004 to June 2007 had two or more 
areas of concern representing emotional, behavioural, 
physical, social and developmental consequences of 
their experience of abuse and neglect. Table 18 lists 
where 10 percent or more of children were identi� ed as 
having dif� culties described in the HCA. Items showing 
the highest frequency of concern are for those children 
who experienced minimal connections with others, 
minimal sense of security or minimal trust in others or 
in the future.

Figure 20 shows in order of frequency the ten most 
frequently reported consequences experienced by the 
children referred to Take Two from January 2004 to 
June 2007. This � gure also provides a developmental 
perspective by showing differences by age. In all but 
one area, children aged 12 years or older were more 
likely to be described as having these dif� culties 
than younger children. The only difference was with 
children between the ages of 6 and 12 years, who were 
more likely to be reported with serious conduct and 

behavioural problems. All of these comparisons by age 
were signi� cant, eight of which were signi� cant at the 
p<.001 level.

Analysis of gender showed no signi� cant differences 
across the types of consequences, except in relation to 
sexual harms which are discussed in more detail in the 
next section. Some examples of behavioural, emotional 
and developmental concerns that differed by gender, 
were the following:

• Males were signi� cantly more likely than females 
 to have serious (13% cf 6%— ²(1)15.93=p<.001) 
 or extreme (5% cf 1%— ²(1)16.09=p<.001) speech 
 dif� culties.  

• Males were signi� cantly more likely than females to 
 show external behavioural problems, as indicated by 
 conduct problems (46% cf 38%— ²(1)6.30=p<.05), 
 conduct disorder (13% cf 4%— ²(1)24.48=p<.001), 
 repeated and severe violence towards others (18% 
 cf 9%— ²(1)18.04=p<.001) and intermittent or 
 threats of violence towards others (35% cf 25% — 
 ²(1)10.95=p<.01).

• Females were signi� cantly more likely than males 
 to have concerning (6% cf 2%— ²(1)11.83=p<.01), 
 serious (15% cf 11%— ²(1)4.69=p<.05) or extreme 
 (24% cf 14%— ²(1)16.55=p<.001) substance abuse 
 problems.

• Females were signi� cantly more likely than males to 
 show lengthy continuous absconding (37% cf 26%—
 ²(1)15.50=p<.001) or risk taking behaviours (43% 
 cf 30%— ²(1)18.93=p<.001). 

• Females were signi� cantly more likely than 
 males to show suicidal attempts (12% cf 4% — 
 ²(1)26.08=p<.001), suicidal ideation (22% cf 
 10%— ²(1)29.39=p<.001) and threats to self-harm 
 (29% cf 13%— ²(1)38.94=p<.001).
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Figure 20. The ten most frequently reported difficulties at time of referral experienced by children according to 
HCAs for all Take Two clients between Jan 2004 – June 2007 (N=1034) 
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Table 19. 
Emotional, Behavioural and Other Dif� culties Experienced by Take Two Clients Involved in Prostitution 
Compared to those not Involved in Prostitution According to HCAs at Time of Referral to Take Two 
between Jan 2004 – June 2007 (N=827)

Emotional and behavioural consequences % of those 
involved in 

prostitution (n=27)

% of those 
not involved 

in prostitution 
(n=800)

Level of 
signi� cance

Experience of abandonment

Minimal sense of belonging 70% 39% ( ²(1)10.80=p<.01)

Minimal trust 70% 38% ( ²(1)11.20=p<.01)

Minimal sense of security 67% 41% ( ²(1)6.92=p<.01)

Minimal sense of the future 56% 30% ( ²(1)7.81=p<.01)

Minimal sense of permanence 56% 34% ( ²(1)5.43=p<.05)

Physical Harm & Injury

Condition requiring medical intervention 22% 1% ( ²(1)65.28=p<.001)

Life-threatening physical harm 11% 4% ( ²(1)4.19=p<.05)

Sexual Harm

Dangerous to self sexual activity 67% 4% ( ²(1)193.65=p<.001)

Promiscuity 56% 9% ( ²(1)60.14=p<.001)

Distorted understanding of sexuality 44% 8% ( ²(1)43.17=p<.001)

Self-blame 33% 4% ( ²(1)46.22=p<.001)

Repeated sexual harm 37% 4% ( ²(1)57.40=p<.001)

Extreme sexual harm 22% 2% ( ²(1)35.10=p<.001)

Shame 15% 5% ( ²(1)5.49=p<.05)

4.7.2 Sexualised behaviours, sexual exploitation 
and related concerns

Sexualised behaviours and related concerns
Analysis of HCA data showed a number of � ndings 
related to concerns regarding sexual behaviours that 
placed themselves or others at risk. For example, nearly 
a quarter (23%) of the referrals to Take Two reported 
the children as having some form of sexual violence or 
other sexualised behaviours towards others.

Males were signi� cantly more likely to show sexualised 
behaviours towards others, such as 

• Sexual harassment (7.9% males compared to 3.2% 
 females — ²(1)10.61=p<.01);

• An incident of inappropriate sexual behaviour 
 towards others (14% males compared to 9% females 
 — ²(1)5.87=p<.05);

• Sexualised violence towards others (4% males 
 compared to 2% females — ²(1)3.97=p<.05).

Conversely, females (56.4%) were signi� cantly more 
likely to show dif� culties compared with males (32.6%) 
across all three levels of concerning, serious and 

extreme sexual harms ( ²(1)59.41=p<.001). Examples 
of sexual harms include:

• Promiscuity (25% females compared to 2% males — 
 ²(1)114.98=p<.001);

• Prostitution (12% females compared to 0.7% males 
 — ²(1)56.29=p<.001);

• Dangerous to self sexual activity (19% females 
 compared to 1% males — ²(1)90.87=p<.001);

• Distorted understanding of sexuality (15% females 
 compared to 6% males — ²(1)24.91=p<.001) or 
 confused understanding of sexuality (13% females 
 compared to 9% males — ²(1)5.13=p<.05).

Commercial sexual exploitation or prostitution
Another area of analysis was in relation to the 6 percent 
of referrals to Take Two where the young people had been 
reported as harmed through prostitution, alternatively 
referred to as commercial sexual exploitation. When 
this item is added to ‘dangerous to self sexual activity’, 
16 percent of referrals were for young people identi� ed 
with dif� culties regarding sexual activity that placed 
themselves at extreme risk. 
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Table 19. continued
Emotional, Behavioural and Other Dif� culties Experienced by Take Two Clients Involved in Prostitution 
Compared to those not Involved in Prostitution According to HCAs at Time of Referral to Take Two 
between Jan 2004 – June 2007 (N=827)

Emotional and behavioural consequences % of those 
involved in 

prostitution (n=27)

% of those 
not involved 

in prostitution 
(n=800)

Level of 
signi� cance

Emotional and Psychological Harm

Risk taking 82% 28% ( ²(1)35.25=p<.001)

Ongoing frequent substance abuse 70% 13% ( ²(1)68.66=p<.001)

School refusal 59% 23% ( ²(1)18.16=p<.001)

Extreme lack of or disorganised attachment 59% 27% ( ²(1)13.61=p<.001)

Lengthy or continuous absconding 56% 26% ( ²(1)11.85=p<.01)

Non-violent criminal activity 52% 14% ( ²(1)29.36=p<.001)

No self-awareness 48% 13% ( ²(1)27.34=p<.001)

No self-control 48% 17% ( ²(1)16.71=p<.001)

Criminal activity involving violence 48% 10% ( ²(1)38.70=p<.001)

Threats to self-harm 41% 17% ( ²(1)10.23=p<.01)

Suicidal ideation 37% 13% ( ²(1)12.70=p<.001)

Suicide attempts 41% 5% ( ²(1)60.70=p<.001)

Extremely negative sense of identity 33% 12% ( ²(1)10.31=p<.01)

Constant emotional unavailability 33% 13% ( ²(1)9.71=p<.01)

Intermittent substance abuse 33% 10% ( ²(1)15.12=p<.001)

Overwhelming sense of helplessness 30% 10% ( ²(1)10.58=p<.01)

Disturbed or no sense of identity 30% 15% ( ²(1)4.69=p<.05)

Highly indiscriminate 22% 10% ( ²(1)4.73=p<.05)

Depression 22% 4% ( ²(1)20.57=p<.001)

Feelings of helplessness 30% 12% ( ²(1)4.77=p<.05)

Dangerous self-harm 22% 10% ( ²(1)4.06=p<.05)

Trauma symptoms 19% 8% ( ²(1)4.38=p<.05)

Enduring psychological impairment or condition 19% 4% ( ²(1)11.83=p<.01)

Developmental and Medical Harms

Minimal friendships 52% 26% ( ²(1)9.00=p<.01)

Frequently not at school 37% 19% ( ²(1)5.81=p<.05)

No school attendance 26% 11% ( ²(1)6.35=p<.05)

Deterioration in cognition 19% 8% ( ²(1)4.22=p<.05)

Extreme social isolation 15% 5% ( ²(1)4.77=p<.05)

Note: Shading denotes the highest percentage.
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More detailed analysis was undertaken in relation to the 
27 young people who were the subject of 64 referrals to 
Take Two where prostitution was identi� ed in the HCA. 
Of these, 14 (52%) were only clients of Secure Welfare, 
11 (41%) were clients of Secure Welfare at one time 
and a regional or Aboriginal team at another time; and 
2 (7%) were only clients of a regional or Aboriginal 
team. The youngest were two young people at 12 years 
of age and the oldest were three young people at 17 
years of age. The mean age was 15.6 (SD=1.4). All 
but 3 of the 27 were female (89%) and 6 (22%) were 
Aboriginal.

Table 19 shows within each of the domains in the HCA 
and in order of frequency, where the 27 young people 
involved in prostitution were signi� cantly more likely 
to have dif� culties compared to those not involved in 
prostitution. Some of these descriptors of emotional 
and other dif� culties may have been selected by the 
referrer as an implicit element of their involvement 
in commercial sexual exploitation. For example, 
commercial sexual exploitation is inherently high risk 
taking (82%); a dangerous to self sexual activity (67%) 
and associated with promiscuity (56%). However, other 
dif� culties are not so directly linked with prostitution 
and are therefore more likely to re� ect co-occurring 
problems, such as substance abuse (70%). The items 
listed as extreme in the sense of abandonment domain 
were signi� cantly more likely to be reported for this 
group of young people compared to those not involved 
in prostitution such as: minimal sense of permanence 
(70%); minimal sense of trust (70%); minimal sense 
of security (67%); minimal sense of future (56%); and 
minimal sense of permanence (56%). Although causal 
relationships cannot be ascertained from this analysis, 
the strong links found in these data with prostitution 
and lack of connectedness with others and sense of 
hope in the future is striking. This is also supported 
by the � ndings that extreme lack of or disorganised 
attachments (59%) and/or minimal friendships (52%) 
were signi� cantly more likely to be reported for those 
involved in prostitution compared to those who were 
not. School refusal (59%) and lengthy or continuous 
absconding behaviours (56%) were other items where 
large and signi� cant differences were reported.

4.7.3 School attendance 
Another important area for analysis is that of school 
attendance. Four items in the HCA refer to the child’s 
lack or limited attendance at school or overt school 
refusal. When these items are combined, 49 percent 
of children had some level of dif� culty with attending 
school. Of these, 93 children were between the ages of 6 
and 12 years, with another 224 between the ages of 12 
and 15 years. This 317 children equates to half (50.3%) 
the children who were in the compulsory school-age 
range at time of referral to Take Two reportedly having 
dif� culties attending school or being completely absent 
from school. Another way of viewing these data is that 
62 percent of those who had such dif� culties were in 
the compulsory school-age range.

Females were more likely to show some greater 
problems with attending school than males. For 
example, they were more likely to show problems with 
school refusal (33% cf 24% — ²(1)10.34=p<.01) and 
with frequently not attending school (26% cf 18% — 
²(1)10.16=p<.01).

4.7.4 Consequences experienced by Aboriginal 
children
In exploring the emotional, behavioural and 
developmental consequences for Aboriginal children 
compared with non-Aboriginal children, a number of 
signi� cant differences were found in the HCA data. 
These differences were in both directions as reported 
in Table 20. For example, Aboriginal children were 
signi� cantly more likely to show behavioural problems 
such as absconding, violent criminal activity, minimal 
sense of the future, risk taking and problems with 
attending school. In contrast, non-Aboriginal children 
were more likely to show relational problems, such as 
insecure attachment, being isolated and having limited 
trust in others.

4.7.5 Take Two Secure Welfare clients’ 
emotional and behavioural consequences of their 
experience of abuse and neglect 
The most frequently reported concerns in the HCA 
regarding the presentation of 235 young people referred 
to Take Two Secure Welfare from January 2004 to June 
2007 were as follows:

1. Risk taking (64%)

2. Lengthy or continuous absconding (51%)

3.  Minimal sense of belonging (50%) (62% when
  adding all concerns re sense of belonging)

4.  School refusal (47%) 

5.  Minimal sense of trust (46%) (55% when adding 
  all concerns re sense of trust)

6. Minimal sense of security (46%)

7. Any attempt or threat of suicide or self harm
  (43%)

8.  Conduct or behavioural problems (41%)

9.  Ongoing or frequent substance abuse (40%) (60% 
  when adding all forms of substance abuse)

10. Minimal sense of permanence (40%) 

11. Minimal sense of future (37%) 

12. Impulsive (37%)

13. Severe changes in affect or mood (36%)

14. Non-violent criminal activity (32%)

These dif� culties experienced by the young people 
involved with Take Two Secure Welfare include those 
dif� culties which are part of the criteria for admission 
to Secure Welfare; such as risk taking, absconding, 
substance abuse and suicidal or self-harming 
behaviours. They also re� ect dif� culties that may be 
associated with some of these problems, such as their 
lack of a sense of trust, belonging, future, security and 
permanence.

Take Two Secure Welfare clients and other Take Two 
clients were then compared in terms of signi� cant 
differences with the exclusion of children younger than 
12 years of age and any cases involved with both Take 
Two Secure Welfare and other teams in Take Two. This 
analysis comprised of 194 Take Two Secure Welfare 
clients and 208 other Take Two clients. 



 Frederico, Jackson, & Black (2010) “More than Words” – Take Two Third Evaluation Report, La Trobe University, Bundoora, Australia 55

Table 20. 
Comparison between Aboriginal and non-Aboriginal Children’s Emotional, Developmental and 
Behavioural Dif� culties as a Consequence of Abuse and Neglect as Reported in HCAs at Time of 
Referral to Take Two between Jan 2004 – June 2007 (N=1034)

Emotional, physical and behavioural 
consequences Aboriginal children 

(%) (n=163)

Non-Aboriginal 
children (%)

(n=871)

Level of 
signi� cance

Experience of abandonment

Minimal sense of future 44% 30% ( ²(1)12.69=p<.001)

Limited trust in others 21% 29% ( ²(1)4.59=p<.05)

Minimal sense of security 51% 41% ( ²(1)5.28=p<.05)

Sexual Harm

Promiscuity 20% 12% ( ²(1)7.11=p<.01)

Prostitution 10% 6% ( ²(1)4.38=p<.05)

Incident of inappropriate sexualised behaviour 6% 13% ( ²(1)5.80=p<.05)

Distorted understanding of sexuality 4% 11% ( ²(1)7.28=p<.01)

Emotional and Psychological Harm

Lengthy continuous absconding 44% 29% ( ²(1)15.32=p<.001)

Non-dangerous acting out 6% 14% ( ²(1)7.30=p<.01)

Eating dif� culties 4% 10% ( ²(1)4.90=p<.05)

School refusal 41% 26% ( ²(1)14.49=p<.001)

Substance abuse 38% 16% ( ²(1)43.96=p<.001)

Criminal activity involving violence 24% 12% ( ²(1)15.74=p<.001)

Confused by parent’s delusions 2% 6% ( ²(1)4.47=p<.05)

Parenti� ed 10% 5% ( ²(1)7.58=p<.01)

Risk taking 55% 33% ( ²(1)28.71=p<.001)

Trauma symptoms 14% 8% ( ²(1)5.32=p<.05)

Violence towards others 19% 13% ( ²(1)4.19=p<.05)

Intermittent violence towards others 39% 29% ( ²(1)6.76=p<.01)

Insecure attachment 15% 26% ( ²(1)7.94=p<.01)

Hypersensitivity 12% 6% ( ²(1)8.13=p<.01)

Disorganised attachment 10% 18% ( ²(1)6.64=p<.05)

Developmental and Medical Harms

Some developmental delay 20% 12% ( ²(1)6.14=p<.05)

No school attendance 25% 10% ( ²(1)24.64=p<.001)

Speech and language dif� culties 15% 9% ( ²(1)5.93=p<.05)

Isolation 14% 20% ( ²(1)4.12=p<.05)



 Frederico, Jackson, & Black (2010) “More than Words” – Take Two Third Evaluation Report, La Trobe University, Bundoora, Australia56

Young people in Take Two Secure Welfare were reported 
at time of referral as signi� cantly more likely than other 
Take Two clients to show the following:

• Conduct problems (39% cf 48%) ( ²(1)3.62=p<.05) 

• Disorganised attachment (26% cf 37%) 
 ( ²(1)5.41=p<.05)

• Ambivalent attachment (19% cf 29%) 
 ( ²(1)5.24=p<.05) 

• Confused sense of identity (21% cf 31%) 
 ( ²(1)4.83=p<.05) 

• Negative impact to peer relationships (20% cf 41%) 
 ( ²(1)21.4=p<.001) 

• Social isolation (16% cf 28%) ( ²(1)8.86=p<.01).

• Intermittent violence/threats of violence to others 
 (14% cf 20%) ( ²(1)11.42=p<.01)  

• Emotional unavailability (11% cf 20%) 
 ( ²(1)5.32=p<.05)) 

• Anxious/fearful (14% cf 24%) ( ²(1)5.4=p<.05) 

• Trauma symptoms (5% cf 14%) ( ²(1)6.64=p<.01) 

• Hyperactivity (4% cf 17%) ( ²(1)16.96=p<.001) 

Signi� cant differences were no longer found when 
controlling for age (ANCOVA) in the area of emotional 
unavailability, attachment dif� culties and confused 
sense of identity.

The implications of these � ndings regarding the 
differences in emotional and behavioural dif� culties for 

the Take Two Secure Welfare client group compared 
to other Take Two clients highlight the importance 
of not assuming that the Take Two Secure Welfare 
population have the greatest dif� culties and reinforces 
the importance of all Take Two staff being trained in 
responding to these and related dif� culties.

4.7.6 Mental health diagnoses and intellectual 
disability 
Although the HCA includes data regarding mental health 
diagnoses for children referred to Take Two it is not 
always clear if this is the opinion of the referring worker 
or a diagnosis provided by a mental health worker. As 
part of the clinician survey, clinicians recorded whether 
there was a mental health diagnosis by Take Two. Table 
21 shows similar trends to the previous evaluation report 
in terms of prevalence of dif� culties with attachment and 
traumatic stress (Frederico, Jackson, & Black, 2006). In 
the previous evaluation report, it was not always clear 
whether the clinician’s view of the child’s mental health 
diagnosis was at the time of completing the survey or 
at time of initial assessment. In this report, these two 
time periods were differentiated. This also provides an 
opportunity to see whether or not the diagnosis changed 
over time. There were some changes in the order of 
frequency of diagnosis but the most consistent change 
was that in all but communication disorders, there was 
a decrease in prevalence.  

Nearly two-thirds (61%) of the children who were 
a subject of the clinicians surveys had at least one 
mental health diagnosis at the time of the initial Take 
Two assessment, with 27 percent having two or more 
diagnoses. For the 229 children who had a diagnosis at 

Table 21. 
Mental Health Diagnoses at Time of Initial Assessment and Clinicians Survey of Children Involved 
with Take Two from Jan 2006 to June 2007 According to Take Two Clinicians (N=325)

At time of initial assessment At time of completing survey

Mental health diagnoses N of 
Responses % of Cases N of

Responses % of Cases

Reactive Attachment Disorder 69 24.8 58 20.9

Posttraumatic Stress Disorder / Complex PTSD 67 24 62 22.4

Anxiety Disorders (excluding PTSD) 28 10 16 5.8

Conduct Disorder 26 9.3 22 8

Oppositional De� ance Disorder 22 7.9 13 4.7

Attention-De� cit/Hyperactivity Disorder 23 8.2 17 6.1

Depressive Disorders 23 8.2 17 6.1

Adjustment Disorders 10 3.6 8 2.9

Communication Disorders 11 3.9 14 5.1

Other disorders 12 4.3 11 4.0

Sub-Total – With diagnosis 279 N/A 228 N/A

No diagnosis 96 34.4 117 42.4

Total 375 N/A 345 N/A

Don’t know/Missing data 46 8.6 45 13.8

Assessment incomplete at time of survey 8 1.8 3 0.9



time of initial assessment by Take Two, there was an 
average of 1.7 diagnoses.

At the time of completing the survey (i.e. the second 
time period), just over half the children (51%) had 
at least one mental health diagnosis, with 19 percent 
having two or more diagnoses. For the 143 children 
who had a diagnosis at the time of the survey, they 
averaged 1.7 diagnoses.

There were no signi� cant differences in terms of whether 
or not children had a mental health diagnosis at either 
point in time in terms of gender or age. However, non-
Aboriginal children were signi� cantly more likely to 
have a mental health diagnosis than Aboriginal children 
at both time of initial assessment (64% cf 36% — 
²(1)10.36=p<.01) and time of the survey (56% cf 

31% — ²(1)8.35=p<.01). 

Further analysis by age-group showed signi� cant 
differences for speci� c diagnoses, consistent with 
rates of diagnosis. For example, at time of initial 
assessment and at time of the survey older children 
were more likely to be diagnosed with Conduct Disorder 
( ²(2)15.91=p<.001; ²(2)15.40=p<.001).

Upon further analysis by type of mental health disorder 
at time of initial assessment by Take Two, there were 
some gender differences. Males were signi� cantly more 
likely to be diagnosed with Conduct Disorder (13% cf 
to 3% — ²(1)8.12=p<.01) and ADHD (11% cf to 4% 
— ²(1)4.24=p<.05). Females were more likely to be 
diagnosed with Reactive Attachment Disorders than 
males (32% cf to 21% — ²(1)4.25=p<.05). A similar 
pattern was found in terms of diagnosis at time of the 
survey being completed. Males were signi� cantly more 
likely to be diagnosed with Conduct Disorder (11% cf 
to 4% — ²(1)4.13=p<.05) and ADHD (9% cf to 2% 
— ²(1)5.39=p<.05). Females were more likely to be 
diagnosed with Reactive Attachment Disorders than 
males (23% cf to 8% — ²(1)3.97=p<.05).

When looking further at differences between Aboriginal 
and non-Aboriginal children, non-Aboriginal children 
were signi� cantly more likely to be diagnosed at time 
of assessment by Take Two with Reactive Attachment 
Disorder (27% cf to 11%— ²(1)4.17=p<.05) and 
Anxiety Disorders (not including PTSD) (12% cf to 
0%— ²(1)4.61=p<.05). At time of the completion 
of the survey only the Reactive Attachment Disorder 
was signi� cantly less likely to be made for Aboriginal 
children (23% cf to 8%— ²(1)3.97=p<.05). The lack 
of statistical difference was probably due to small 
numbers as no Aboriginal children were diagnosed with 
Anxiety Disorders, Depressive Disorders or Oppositional 
De� ance Disorders at this time.

According to the clinician survey, 39 children (14%) 
were described as having an Intellectual Disability or 
signi� cant developmental delay. According to the HCA 
data, at time of referral 19 percent of the children were 
described at time of referral as having a developmental 
delay.

4.8 Summary 
The � ndings presented in this chapter are largely 
consistent with the � ndings of the two previous 
evaluation reports, along with some additional analysis. 
The number of cases seen in a year by Take Two has 
increased. Secure Welfare continues to account for 
the highest percentage of acceptance of new cases. 
The demographic descriptions of the children have 
consistently shown patterns of older children being 
referred, with the majority of referrals for regional 
teams being for males, counterbalanced by the majority 
of referrals for Secure Welfare being for females. The 
percentage of infants being referred remains low and 
this is an area Take Two is concerned to change.

This report has highlighted the experience of families 
of Take Two with the child protection system, such as 
the children being more likely to have a sibling in child 
protection than to live with a sibling. This demonstrates 
even more that Take Two clients experience fractured 
family lives. Disrupted family lives are also highlighted 
by the number of children who have parents who are 
deceased or in prison and who had their own childhood 
involvement in child protection.

Children referred to Take Two have extensive histories 
of protection and care involvement. It was interesting 
to note that Secure Welfare clients had a less extensive 
history in the protection system than other Take Two 
clients. This was re� ected both through the fewer 
number of episodes of involvement and their older age 
at onset of protective involvement.

This report supports the � ndings of the second 
evaluation report in terms of the high proportion of 
children referred to Take Two who had experienced 
unsuccessful reuni� cation with their family. It is not 
known if the Take Two population is different from the 
broader child protection population in this regard. 

Most children involved with Take Two had experienced 
more than one form of abuse. Emotional abuse 
continues to be the most frequent experience. The 
most frequently noted experiences on the HCA were 
exposure to chaotic family lifestyle, family violence 
and emotional unavailability of parents. Of all types 
of abuse children less than 6 years of age were most 
likely to have experienced exposure to family violence, 
exposure to parental psychiatric illness and exposure to 
con� ictual relationships. Other differences by age and 
gender were also identi� ed.

This chapter also presents data of the type and 
frequency of consequences of abuse. The vast majority 
of children had two or more areas of concern. The 
highest percentage of concern is for those who 
experience having minimal connections with others or 
sense of security or trust in others or the future. There 
was also discussion regarding differences according to 
gender, age and Aboriginal identity. 

These detailed � ndings show both the enormity of 
the abuse and neglect experiences and the pervasive 
impact that continues to disrupt the lives of many of 
these children. This provides a crucial context for 
determining how Take Two can best therapeutically 
intervene with these children given the breadth of their 
ages, placements and other descriptors and the depth of 
their life experiences and current presentations.
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Chapter 5: Aboriginal 
Children and the Work of 
Take Two 

5.1 Overview
An often-stated fact in describing the Victorian 
child protection and placement system is the over-
representation of Aboriginal children. In response, an 
Aboriginal clinical position was included in the original 
Take Two proposal (Berry Street Victoria et al., 2002). 
Needless to say one position was not enough, albeit an 
important beginning. Although the whole development 
of Take Two has been a learning journey, this is nowhere 
more obvious than when working with Aboriginal 
children who have been traumatised. This has required 
some ‘unlearning’ as well as new learning, which has 
only been made possible through the Aboriginal staff 
and relationships with Aboriginal services.

The growth of the Take Two Aboriginal team and the 
work of Take Two with Aboriginal children led to the 
recognition of the need for a commensurate change to 
Take Two’s governance processes. As of middle 2007, 
Victorian Aboriginal Child Care Agency (VACCA) - 
a state-wide, community controlled Aboriginal child 
and family service organisation - joined the Take Two 
partnership. This partnership is assisting Take Two to 
understand its role to meaningfully contribute to but 
not replace the work of the Aboriginal service sector in 
achieving better outcomes for Aboriginal children.

Following on from the previous chapter’s description of 
the Take Two client group including Aboriginal children, 
this chapter provides an analysis of the clinical and 
community work of the Take Two Aboriginal team and 
its interface with other Take Two teams. It includes 
analysis of a sample of Aboriginal children’s and their 
carers’ cultural and community connectedness through 
use of the Take Two ATSI Assessment Tool. An example 
of Take Two’s work with Aboriginal services and 
Aboriginal communities through a combined therapeutic 
and training approach, known as Yarning up on Trauma, 
is also explored. This is followed by description of 
research initiatives undertaken in partnership with 
VACCA and La Trobe University that aim to contribute 
to knowledge and practice to improve outcomes for 
Aboriginal children.

5.2 Take Two’s developing approach to 
working with Aboriginal children
It is recognised, although not always understood, that 
in order to achieve positive outcomes for Aboriginal 
children, a community and family orientation along with 
a cultural perspective is essential. Though this could be 
said for all traumatised children, the reality for many 
Aboriginal children involved in the protection and care 
system is the importance of, yet dislocation from, both 
culture and community. Nevertheless, it is not in the 
purview of a mainstream, non-Aboriginal organisation 
to meet these multi-layered needs of Aboriginal 
children, other than in respectful partnership with the 
Aboriginal community. To attempt to do so would be to 
repeat mistakes of the past not only leading to being 
ineffective but potentially causing further harm. 

In order to avoid partnerships that are paternalistic or 

unintentionally dis-empower Aboriginal communities 
and services, a commitment to Aboriginal self-
determination must inform the engagement between 
CSOs and ACCOs. (Victorian Aboriginal Child Care 
Agency, 2008, 31)

The concepts of community and culture are interrelated 
but distinct and therefore useful to de� ne. Ife (2002) 
identi� es � ve interrelated characteristics of community: 
namely:

• The human scale — enabling people to know each 
 other and genuinely empower each other.

• Sense of identity and belonging — concepts of 
 membership and being valued by the group.

• Obligations — involving both rights and responsibilities 
 along with active participation to maintain and 
 strengthen the community.

• Gemeinschaft — where people know each other more 
 intimately and have a variety of understood roles, 
 albeit holistic roles, which are less differentiated and 
 structured.

• Culture — community-based where people actively 
 produce and express the culture rather than passively 
 consume externally produced culture.

Culture is more than simply a characteristic of 
community. Culture is like ‘the air that we breathe’ — 
essential, taken for granted, enveloping, often invisible 
yet painfully obvious when no longer accessible. It has 
been likened to water where we’re ‘swimming in it’ 
(Victorian Aboriginal Child Care Agency, 2008, 16). It 
is particularly salient for those whose culture has been 
overtly attacked or who have been attacked because of 
their culture.

Culture has been variously de� ned as:

• The integrated pattern of human knowledge, belief, 
 and behavior that depends upon our capacity for 
 learning and transmitting knowledge to succeeding 
 generations.

• The customary beliefs, social forms, and material 
 traits of a racial, religious, or social group.

• The set of shared attitudes, values, goals, and 
 practices that characterizes a system, company or 
 corporation and

• One group of people’s preferred way of meeting their 
 basic human needs. (Cross, 2007 cited in Victorian 
 Aboriginal Child Care Agency, 2008, 16)

Take Two’s position as a therapeutic service for 
traumatised children entails it with the responsibility 
to undertake appropriate and effective therapeutic 
interventions to achieve positive outcomes, as 
mentioned in the Take Two outcomes framework, 
such as recovering from trauma. The disproportionate 
number of Aboriginal children within the Take Two 
program (16-fold over-representation), places it with 
the responsibility to put into practice culturally sensitive, 
respectful and informed therapeutic interventions. This 
is not only so that positive outcomes are more likely, but 
so that additional harm does not occur under the guise 
of well-meaning but misinformed approaches. In what 
is an ongoing journey towards cultural competence, 
Take Two is exploring ways of working therapeutically 
with Aboriginal children, their families and their 
communities. This has highlighted that in order to work 
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with an Aboriginal community regarding an individual 
child, relationships need to be developed with members 
of the community. As such, much of the therapeutic work 
undertaken with communities by the Aboriginal team or 
other teams in partnership with Aboriginal services is 
about establishing trust and building credibility, both of 
which take time.

5.3 VACCA joining the Take Two 
partnership 
Although VACCA was not a formal partner of Take Two 
until 2007 there has been an informal partnership since 
prior to Take Two’s commencement. The originating 
partners discussed their proposal with VACCA prior 
to the submission and VACCA was a referee in the 
submission process. In discussion prior to the original 
submission, Muriel Bamblett (CEO—VACCA) commented 
that the consultation needed to be more than a one-off 
discussion. She highlighted the importance of Aboriginal 
services having the opportunity to in� uence the 
development of the program to build cultural relevance 
and to ensure Take Two addressed issues of concern for 
Aboriginal children who were over-represented in child 
protection. 

Some other aspects of the partnership approach 
preceded the formal partnering arrangements and 
contributed to the realisation that it would be a mutual 
bene� t for VACCA to join the Take Two consortium. 
The partnership brings together VACCA’s role as a lead 
Aboriginal community controlled organisation working 
with children and families with Take Two’s role as a 
trauma and attachment-informed service for child 
protection clients. 

The early discussions � agged the concept of establishing 
research circles in Take Two and ensuring that one 
research circle would be conducted in partnership 
with Aboriginal services. This engagement opened the 
way for joint research projects with VACCA including 
the successful submission to AIATSIS. The research 
partnership has demonstrated the value of a university, 
Indigenous organisation and mainstream organisation 
partnership to identify areas for research and to ensure 
the research is undertaken in a culturally respectful way 
that values cultural knowledge.

Components of the partnership with VACCA and Take 
Two include:

• VACCA joining the formal partnership consortium for 
 Take Two.

• VACCA and Take Two’s collaboration in the concept 
 and development of the Yarning up on Trauma training 
 package.

• VACCA’s involvement and subsequent chairing of the 
 Take Two Aboriginal reference group.

• Take Two providing clinical consultation to VACCA 
 regarding speci� c children.

• Take Two, La Trobe University and VACCA joining in 
 the AIATSIS project, which has become an ongoing 
 research partnership referred to as the SEWING circle 
 (Social and Emotional Wellbeing for the Indigenous 
 Network Group).

• The AIATSIS project led to the development of a draft 
 tool to assist in gathering the Aboriginal child’s views 
 regarding their level of connection to culture which is 
 in the preparation stage for being piloted in both Take 
 Two and VACCA.

• VACCA taking a lead role in the running of the Take 
 Two yarning circle, based on the Take Two research 
 circle strategy.

• Take Two, La Trobe University and VACCA’s partnership 
 in the Small Talk research project, a speech and 
 language research project.

• Take Two providing other training for VACCA on 
 request.

• Take Two attending training and conferences run by 
 VACCA.

• Take Two, La Trobe University School of Social 
 Work and Social Policy and the Bouverie Centre and 
 VACCA’s partnership with the University of Melbourne 
 in the Graduate Certi� cate in Child and Family Practice 
 and Graduate Diploma in Child and Family Practice 
 Leadership. 

5.4 The Take Two Aboriginal team

5.4.1 Description of the Take Two Aboriginal 
team
The Take Two Aboriginal team began in 2004 with 
one Aboriginal clinician. The team has developed and 
grown over the subsequent � ve years, and as of the 
end of 2008, comprised the Manager— Aboriginal 
Service Development, the Aboriginal Team Leader and 
three clinicians that provide statewide consultation 
and clinical services. The Manager—Aboriginal Service 
Development is half-time with Take Two and half-time 
with the broader Berry Street organisation to assist 
in working towards greater cultural knowledge and 
awareness. The growth in the team has primarily been 
funded through restructuring the budget within Take 
Two, rather than through additional resources. When 
the Take Two research team has been able to appoint 
Aboriginal research staff (such as through the AIATSIS 
grant), these staff became members of the Take Two 
Aboriginal team as well as the research team.

The functions of the Aboriginal team have similarly 
grown over these years and include the following:

Clinical work
• Primary clinical work with Aboriginal children, their 
 families and community.

• Clinical work in conjunction with other Take Two 
 teams, as a secondary clinician to support cultural 
 aspects of the therapeutic intervention. 

• Providing clinical support to the Take Two role within 
 Secure Welfare.

• Clinical consultation to other Take Two teams, such as 
 through the use of the ATSI Assessment Tools.

• Consultation to other organisations regarding 
 Aboriginal children.
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Program and research development
• Program development within Take Two to support 
 and strengthen culturally respectful clinical work. 
 Examples include the development of the Take Two 
 ATSI Assessment Tool.

• Reporting to the Aboriginal Reference Group which 
 has an overall advisory role for the work of Take Two 
 with Aboriginal children. 

• Participation in and consultation with the research 
 strategy for Take Two. Examples include participation 
 in the yarning circles and providing advice regarding 
 the outcome measures.

Training and practice development

• Training of Take Two and Berry Street staff regarding 
 Aboriginal children, families and the community.

• Training for other organisations regarding trauma and 
 attachment as it relates to Aboriginal children.

• Contributing to other training, such as the RCLDS 
 ‘With Care’ Training.

• Yarning up on Trauma training — a training package 
 developed with VACCA for training workers in the 
 Aboriginal community on trauma and attachment.

• Provide lectures to academic institutions including 
 one-off sessions and developing whole courses, such 
 as the Aboriginal Family Therapy Course at Bouverie 
 Centre.

The proposal submitted for the original tender noted 
that the role of the Aboriginal clinician “will spend 
as much time enhancing the practice of others as in 
delivering direct services to clients themselves” (Berry 
Street Victoria et al., 2002, 26).

Following is a description of a child who was a client 
of the Take Two Aboriginal team. This case illustrates 
both the complexities of the work required and the 
variety and creativity of the work undertaken. The 
Aboriginal team’s therapeutic approach is subtly but 
fundamentally different to other Take Two teams. The 
complexity of the response, the holistic way of working 
with the extended family and community, the protocols 
followed to ensure the work is culturally safe, along 
with the time taken, are some of the differences. For 
example, the referral for all children to Take Two is 
focused on the individual along with the recognition that 
the child is understood best in the context of his or her 
relationships. Yet even more for Aboriginal children the 
most successful approach is to work holistically with the 
wider family and community members who surround 
the child. The family and community are carrying a 
burden of trauma, and the wellbeing of the child will 
not improve if those around the child continue to 
struggle with their own wellbeing. For example, in the 
following case description, Sarah is a nine-year-old girl 
who lives with her Aboriginal carer, Mandy, but not with 
her siblings. Although only two of her � ve siblings were 
referred to Take Two, all members may have bene� ted 
from therapeutic services.
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After referral of Sarah to Take Two, the � rst step was to 
hold a professionals meeting with all members of the care 
team, including protective workers, members of the local 
Aboriginal organisation and the carer. The Take Two ATSI 
Assessment Tool helped guide the collation of information 
which provided a context for Sarah’s circumstances. Her 
mother, Noreen, would not engage with mainstream 
services; however, her Uncle had undergone Yarning Up on 
Trauma training with Take Two and agreed to facilitate a 
meeting with Noreen, who lives on an Aboriginal mission. 
Sarah’s Uncle followed community protocols by formally 
approaching the mission CEO to request permission to 
visit. By acting as an intermediary he was ‘vouching’ for the 
clinician. The community was protective of Noreen, due to 
her experience of trauma. The community also experienced 
a high level of ongoing trauma, as evidenced in the high rate 
of funerals for the relatively small population.

Mandy, Sarah’s carer, was also traumatised due to her own 
experiences as a member of the Stolen Generations. As a 
result she was highly cautious, mistrusting and avoidant of 
professionals, including refusing to work with DHS. However, 
the Aboriginal clinician had a previous relationship with her 
through the community. This meant that trust had been 
built up over time. While Mandy would not let other services 
into her home, in time, the Aboriginal clinician became an 
exception. Mandy demonstrated her trust in the clinician by 
allowing her to visit her at home and to be alone with the 
children.

The clinician worked with Sarah individually and also 
undertook joint work with Mandy and Sarah. At the 
beginning and end of individual sessions with Sarah, the 
clinician met with Mandy. At the beginning the clinician 
would explain what she was intending to do with Sarah 
and at the end she discussed the outcomes and what 
behaviours Mandy might expect from Sarah. In this way 
Mandy was fully informed of the process and engaged in it. 
The relationship between Mandy and Sarah was in� uenced 
by their own past experiences. Mandy struggled with giving 

affection and Sarah struggled to accept affection. Due to 
their shared experiences, Mandy had a high degree of 
empathy for Sarah’s circumstances while the clinician’s own 
experiences were brought to bear in the therapeutic work. 
The joint work with Mandy and Sarah usually focused on 
helping them learn how to share affection and to gain a 
better understanding of each other. In particular this work 
aimed to help Mandy provide Sarah the level of nurturing 
she needed but did not know how to ask for or receive.

The Aboriginal clinician worked broadly across other areas of 
Sarah’s life. Mandy had a negative relationship with Sarah’s 
school and the clinician provided psycho-education to the 
school, to better inform Sarah’s teacher and the Principal 
of her history of trauma. The trauma-informed publication 
written by Take Two, Calmer Classrooms, was provided to 
the school. 

The local Aboriginal organisation was involved in enhancing 
the wellbeing of Mandy and Sarah. The community worked 
together, in the true meaning of a collective, to develop 
Sarah’s genogram, as they could identify which community 
members had speci� c knowledge. The clinician is now treated 
as ‘family’ by members of the community organisation which 
has occurred through trust, shared training opportunities 
and shared experiences as Aboriginal people. As part of this 
relationship, the clinician is called upon to provide informal 
debrie� ng to their staff members.

The clinician continues to work with Sarah’s mother, Noreen, 
and her community in a paced and respectful manner. This 
work is time-consuming and demonstrates a long-term 
commitment. It requires signi� cant resources due to the 
large geographical distances covered.

The clinician helps facilitate meetings between Sarah’s 
siblings, keeping them connected despite geographical 
distance. She also works with another sibling’s carer, who 
is non-Aboriginal, to help enhance her understanding of 
Aboriginal culture, values and practices.
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5.4.2 Days in the lives of the Aboriginal team 
A time-limited diary was created for Aboriginal team 
members to encapsulate their work with clients, other 
organisations and the community. Much of this work 
does not easily � t within the de� nition of individual 
client work and so was previously unrecorded. Although 
asked only to do this activity log for one week, most 
team members completed this for 10 or more days, 
ranging up to three weeks. The feedback from the 
team was that this was a positive process that more 
accurately re� ected their work.

As each of the roles within the team were quite distinct 
it was dif� cult to amalgamate the diaries to re� ect 
an ‘average day’. Figure 21 is an example from an 
Aboriginal clinician’s diary regarding a day focused on 
direct clinical work. It provides a glimpse into some of 
the different elements for the Aboriginal team compared 
to other Take Two teams. The amount of travel by the 
Aboriginal team is not dissimilar to some rural Take Two 
teams, except that the team is located in Richmond, 
Melbourne yet has a statewide range and so may travel 
from one region to another. Meeting with Elders and 
Aboriginal Co-operatives is obviously speci� c to working 
with Aboriginal children, and is usually more accessible 
to members of the Aboriginal team than to other Take 
Two teams.

Tasks completed by members of the Aboriginal team as 
reported in these diaries include the following:

• Home visits and visits to organisations about clients;

• Mental status examinations;

• Phone calls to and about clients;

• Visits to Secure Welfare to provide consultation and/
 or direct assessment;

• Providing and receiving supervision;

• Providing secondary consultation to other 
 organisations and community members;

• Administration tasks associated with clinical work, 
 such as casenotes, emails and report writing;

• Aboriginal Reference Group meetings and Aboriginal 
 team meetings;

• Preparing training presentations and materials;

• Providing training and professional education;

• Psycho-education to schools and child care centres;

• Providing cultural supervision and consultation to 
 other Take Two staff;

• Preparing publications;

• Consultation to residential care and DHS regarding 
 therapeutic models;

• Program and policy development within Take Two 
 regarding Aboriginal children across all teams;

• Attending the Berry Street ‘Walking Together’ Group; 

• Other Take Two management and leadership 
 meetings.

5.5 Take Two ATSI Assessment Tools

5.5.1 Development of Take Two ATSI Assessment 
Tool
As noted in Chapter 2 on Design and Methodology, the 
Take Two ATSI Assessment Tool was � rst developed 
by members of the Aboriginal team in 2005. It went 
through a series of modi� cations and the current 
version was developed in March 2008 (Coade & Corlett, 
2008). The tool’s primary purpose is to assist clinicians 
in their assessment of Aboriginal children’s connection 
to culture, history, identity and key people in the 
community in order to strengthen these connections. 
Fundamentally, the ATSI Assessment Tool recognises 
the importance of a holistic understanding of Aboriginal 
children’s social and emotional wellbeing including the 
role of culture, community and connection. This holistic 
understanding is largely informed by the de� nition of 
Aboriginal health as outlined by the National Aboriginal 
Community Controlled Health Organisation (NACCHO).

Figure 21.
An example of a Take Two Aboriginal clinician’s diary

Aboriginal Clinician’s diary

Example of one day

8.00 am Leave home to travel to home visit in rural region

1.00 pm Home visit

1.20 pm Supervision by phone (debrief)

2.00 pm Attend DHS Best Interests Planning meeting

3.30 pm Discussion with Elder about client

3.50 pm Meeting with carer at Aboriginal Co-operative about other client

4.05 pm Meet with client

4.45 pm Assessment of client in after school care setting

5.00 pm Leave to drive to other rural town (in different region) for visits planned for following day.
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Health does not simply mean the physical wellbeing 
of an individual but refers to the emotional, social and 
cultural wellbeing of the community. For Aboriginal 
people this is seen in terms of the whole of life view 
incorporating the cyclical view of life – death – and the 
relationship to the land. Health care services should 
strive to achieve the state where every individual is 
able to achieve their full potential as a human being 
of their community. (National Aboriginal Community 
Controlled Health Organisation, 1993)

In addition to its clinical use, the ATSI Assessment Tool 
quickly became identi� ed as a potential source of data 
for the evaluation and broader research.

The ATSI Assessment Tool has evolved through four 
versions, primarily re� ecting changes identi� ed by 
the authors to improve its usefulness and based on 
feedback received from other Take Two staff. The current 
version (Coade & Corlett, 2008) was also informed by 
the � ndings of the AIATSIS study which identi� ed that 
the ATSI Assessment Tool had the potential to seek 
information about change in areas such as cultural 
identity and connection (Bamblett et al., 2008). The 
Aboriginal team who were involved with the AIATSIS 
study agreed to adapt the tool to enable measurement 
of change over time. The data regarding change across 
time are not available for this evaluation, but it is an 
interesting future prospect.

The ATSI Assessment Tool is a semi-structured 
questionnaire used by Take Two clinicians to gather 
information by interviewing key informants, such as 
Aboriginal young people, their parents, carers and 
workers. The tool seeks information about Aboriginal 
children’s cultural background; the children’s 
understanding of their family and their Aboriginal 
identity; whether or not they are living with Aboriginal 
carers; their families’ history and willingness to work with 
Aboriginal services and Aboriginal workers within Take 
Two; availability of potential cultural consultants; family 
history of Stolen Generations; carers’ understanding 
of Aboriginal culture; children’s connections to their 
community and land; and strategies needed to gather 
further information.

As with any tool or measure, the data is only a re� ection 
of the view of the person completing it. For example, 
when a carer reports that she has a good understanding 
of Aboriginal issues and history, this is not necessarily 
veri� ed. However, it may provide an avenue to explore 
further, especially if other answers are incongruent 
and re� ect a lack of knowledge and insight. A potential 
outcome of this analysis of the data would be to inform 
further adaptations to the tool.

5.5.2 Analysis of Take Two ATSI Assessment 
Tools
Take Two ATSI Assessment Tools were completed from 
August 2005 onwards. As of February 2009, there were 
41 completed ATSI Assessment Tools for 38 children. 
Three children had more than one tool completed over 
time. For the purposes of this report, these tools were 
combined to provide the most complete and up-to-date 
information available for these three children, rather 
than focusing on change over time. 

In the time period when these tools were collected 
(cases still open or new referrals after 2005), there were 
182 Aboriginal clients of Take Two. This equates to an 
estimated 23 percent of potential cases that had a Take 
Two Assessment Tool. Every Take Two team completed 
at least one tool. Originally it was not envisaged that 
the Aboriginal team would complete the tools, as their 
purpose was to assist non-Aboriginal clinicians. However, 
the Aboriginal team decided it would be bene� cial if the 
process involved all Aboriginal clients of Take Two and 
so began to use them in 2008.

Given the ATSI Assessment Tool has been through many 
changes and is semi-structured, there was some missing 
data. For example, some questions are not asked in 
every version. Some questions are not applicable to very 
young children, such as their preference for workers or 
their knowledge of history. Other information was also 
missing if it was not known to the interviewees. Where 
some questions were answered with ‘Don’t Know’ 
this was often very useful information. For example, 
if the child did not know about his or her Aboriginal 
culture, that is considered pertinent to both the clinical 
assessment and this evaluation. 

Twenty-two (58%) tools were completed by rural teams; 
6 (16%) by metropolitan teams; 5 (13%) by Secure 
Welfare, at least one of which was completed by the 
Aboriginal team; 2 (5%) tools by the Aboriginal team; 
and 3 (8%) by the Circle Program. Two-thirds of these 
tools were completed at the time of initial assessment. 
The Circle teams completed the highest proportion 
per team where they completed three tools out of 
four Aboriginal clients. There were 74 rural Aboriginal 
clients compared to 31 metropolitan clients during 
this time period, yet the rural teams still completed 
proportionately more tools than metropolitan teams. 

Take Two clinicians interviewed 64 people in order to 
complete the 41 ATSI Assessment Tools. Forty-two 
(66%) of those who contributed information to the tools 
were Aboriginal. In 19 cases, more than one person was 
an informant and in one case seven people contributed 
information. As shown in the following list of those 
interviewed to complete the ATSI Assessment Tools, a 
variety of people with differing roles hold information 
about the child’s level of cultural connection and identity, 
including the children themselves. Parents and children 
were the most frequent informants even though only 
four children were living with a parent at the time. 
The importance of seeing parents and children as key 
informants for both clinical assessment and research is 
evident in the way these tools have been used.

• 15 (46%) children/young people; 

• 15 (46%) parents; 

• 12 (36%) kinship carers; 

• 8 (24%) foster parents;

• 7 (21%) workers; 

• 5 (13%) other types of carers; 

• 2 (6%) teachers. 

Another key consideration in the analysis of these tools 
is that the responses re� ect the views and knowledge 
available to the informants. This is not always able to be 
veri� ed at the time of completion of the tool.
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5.5.3 Description of the children and their 
families
In terms of gender, 61 percent of the tools were in 
relation to male clients, which is higher than the 51 
percent of their proportion in Take Two during this time 
period. The average age of the child was 10.5 years 
(SD=3.9) with a range from 2 to 16 years of age. 

Where family cultural background was known, 26 
(74%) of the children had Aboriginal mothers and 24 
(77%) had Aboriginal fathers. Twelve children (43%) 
had Aboriginal heritage on both sides of their family. 
Notably, 3 (8%) tools did not have information as to the 
cultural background of the child’s mother and 7 (18%) 
did not have that information about the child’s father. 

Figure 22 provides a map of the Aboriginal communities 
associated with these children through their parents. 
Although it is assumed that most of these children 

were born in Victoria, their families come from many 
communities across Australia. A number of families 
are associated with more than one community. This 
highlights certain aspects of working with Aboriginal 
children, such as when they are distant from their 
‘country’. This may in turn add to their sense of 
disconnection from country, community and culture. 

Children’s placement
As the Aboriginal Child Placement Principle states 
that Aboriginal children should be placed with family 
whenever possible and if that is not possible with 
Aboriginal carers, the question of placement is important 
in its own right as well as providing an important 
context for understanding other responses. Table 22 
shows that the majority of Take Two Aboriginal clients 
in this sample were placed in kinship care, followed by 
foster care and then with a parent. 

Figure 22. Representation of Aboriginal connections across Australia
(based on ATSI Assessment Tools for Take Two clients
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Table 22 and the following Table 23 highlight that it is 
important not to assume that placement with family 
means placement within culture. In terms of cultural 
identity of carers, 45 percent were Aboriginal.

Aboriginal services and workers
Although organisations other than Take Two would not 
normally be identi� ed, the statewide role of VACCA 
makes the following analysis important and to some 
extent unavoidable. According to those interviewed 
to complete the ATSI Assessment Tools, VACCA was 
involved with the majority of children (n=23; 70%) 
which increased to 28 (85%) when including VACCA’s 
past involvement. Although not always speci� ed in 
the tools, some of the services provided by VACCA 
included the Aboriginal Child and Specialist Advice and 
Support Service (ACSASS), placement services, family 
preservation, Link Up and family support. Other than 
children on Permanent Care Orders, ACSASS (either 
VACCA or Mildura Aboriginal Co-Operative) should be 
involved with all Take Two Aboriginal clients. Further 
analysis would be required to understand the 15 percent 
discrepancy. 

In analysing responses to the open-ended question 
regarding whether there were other Aboriginal 
organisations involved with the child or family, 23 (79%) 

noted that an Aboriginal Co-operative was involved. 
Services provided by Co-operatives included health 
services, play groups, family preservation, assistance 
with parent-child visitation and providing placements. 
Other types of Aboriginal organisations mentioned 
include Aboriginal speci� c alcohol and other drug 
services, health services and accommodation services.

The ATSI Assessment Tool includes questions regarding 
whether the child and family wish to work with an 
Aboriginal service and/or an Aboriginal worker within 
Take Two. The dif� culty in analysing these responses 
is that it does not clarify if this is as well as or instead 
of working with non-Aboriginal services or workers. 
For example, a number of responses were coded as 
ambivalent, due to the informant stating that the child 
or family wanted to work with both. The tool also does 
not clarify which type of services. Another area of 
confusion is whether ‘family’ refers to families of origin 
and/or carers. Nevertheless, Table 24 shows that the 
majority of children identi� ed their wish to work with 
Aboriginal services and Aboriginal workers within Take 
Two. Families were more equivocal regarding whether 
or not they wished to work with an Aboriginal Take Two 
worker, although a couple of tools noted that this was 
because they did not wish to change workers. There 
were no signi� cant differences found in these questions 
based on who was interviewed to complete the tools. 

Table 22. 
Type of Placement and Aboriginality of Carer According to ATSI Assessment Tool (N=38)

N. of 
children in 
placement

% of 
children in 
placement

N. of 
Aboriginal 

Carers

% of 
Aboriginal 

Carers 

One or both parents 4 10.5 1 25

Kinship care 14 36.8 10 71.4

Foster care 11 28.9 3 27.3

Residential care 3 7.9 1 33.3

Therapeutic foster care 3 7.9 0 0

Permanent carer 2 5.3 1 50

Hostel 1 2.6 1 100

Total 38 100.0 17 N/A

Table 23.
Number of carers who were Aboriginal and Family According to ATSI Assessment Tools (N=38)

Type of placement Aboriginal 
carers (n)

Aboriginal 
carers (%)

Non-
Aboriginal 
carers (n)

Non-
Aboriginal 
carers (%)

Total

Non-kinship carers 14 70% 6 30% 20

Kinship carers and parents 11 61% 7 39% 18

Total 25 66% 13 34% 38
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5.5.4 Children’s understanding and connection to 
culture

Knowledge of family of origin
Of 31 responses to the question of whether the Aboriginal 
children have knowledge of their family of origin, 17 
(55%) children were described as knowing about their 
family; however, six did not know much about their 
father or his side of the family. Two of these fathers 
where ‘not a lot’ or ‘nothing’ was known were Aboriginal 
and three were unknown in terms of their cultural 
identity. It would be interesting to explore whether non-
Aboriginal children in out-of-home care are as likely 
not to have information about their family of origin. 
Although 71 percent of children living with an Aboriginal 
carer knew about their family of origin compared to 42 
percent of those living with non-Aboriginal carers, this 
was not statistically signi� cant. Similarly, although 64 
percent of children living with a family member knew 
about their family of origin compared to 47 percent of 
children not living with a family member, this was not 
a signi� cant difference. This suggests a number of the 
children know only half their story. This highlights the 
importance of not making assumptions based on the 
nature of the placement regarding the children’s access 
to and need for knowledge about their family.

Following are examples of comments re� ecting different 
responses to this question of knowledge of family of 
origin.13

The children have been well versed in their family of 
origin and have recorded it in a book that they have 
done together. All of the children have embraced their 
Aboriginality. (Quote in an ATSI Assessment Tool)

She knows little about her father’s family, but her 
mother tells her who is who. (Quote in an ATSI 
Assessment Tool)                                                                 

Not a lot. Would like to know more about his mother’s 
history, culture and story so he can feel connected to 
his mother’s heritage and develop his own identity 
further. (Quote in an ATSI Assessment Tool)                                                                          

Level of perceived support for child from 
extended family
Of the 36 Aboriginal children where information was 
noted, 13 (36%) tools described the child’s extended 
family as supportive, 19 (53%) as providing ‘no 
support’ or ‘a little support’ and 4 (11%) in between. 
The fact that over 50 percent of respondents reported 
that the extended family was not supportive is of 
particular concern, especially given that at least � ve of 
the responses included the children’s parents. 

Children who were cared for by someone other than a 
family member were signi� cantly less likely (78%) to 
have support from their extended family ( ²(2)=10.19, 
p<.01). However, 50 percent of those cared for by family 
members (either parent or kinship carer) had either 
none or minimal extended family support. Children in 
non-Aboriginal placements were signi� cantly less likely 
(68%) to have access to extended family support (35%) 
( ²(2)=7.26, p<.05).

Child’s identi� cation with someone in the 
Aboriginal community
This question asks if there is someone in the Aboriginal 
community with whom the child identi� es and who could 
be consulted. As this is a two-part question, it is dif� cult 
to analyse. A ‘No’ or blank response may mean it is not 
appropriate to consult with them or that the child does 
not identify someone. In terms of the 31 completed 
responses, 18 (58%) said there was someone the child 
identi� ed with in the Aboriginal community who could 
be consulted with. This is an area of potential focus in 
partnership with Aboriginal services. 

Table 24. 
Responses in ATSI Assessment Tool as to whether Child or Family Wanted to Work with an Aboriginal 
Take Two Worker or Aboriginal Service

Number of 
children Percent Number of 

families Percent 

Does child and family want to work with Aboriginal Take Two worker?

Yes 15 60 14 48.3

No 5 20 7 24.1

Ambivalent/Either 5 20 8 27.6

Total 25 100.0 29 100.0

Does child and family want to work with Aboriginal services?

Yes 22 73.3 23 65.7

No 3 10 6 17.1

Ambivalent/Either 5 16.7 6 17.1

Total 30 100.0 35 100.0

13 Where direct quotes are used, wording is sometimes slightly altered to ensure anonymity.
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Family history of Stolen Generations
There were only 16 (42%) tools where the informant 
knew whether a family member had been a member 
of the Stolen Generations. Eleven (69%) of the tools 
where this was known noted that there was at least 
one person in their family identi� ed as being a member 
of the Stolen Generations. Due to the few responses 
where this information was known, it is dif� cult to 
analyse further. It is important, however, to note that 
in this area, lack of knowledge about history is one of 
the purported consequences of the Stolen Generations 
policies.

Child’s understanding of Aboriginality
There were 30 responses to the question of whether 
or not the children understand their Aboriginal culture. 
Sixteen (53%) children were noted as having a ‘very 
strong’, ‘strong’ or ‘some’ understanding of their culture, 
which in turn means that 47 percent did not. 

One 12 year old boy does not identify as Aboriginal 
and has had little exposure to the culture. (Quote in 
an ATSI Assessment Tool)

Children’s understanding of culture did not depend 
on whether the carers were family members but was 
in� uenced by whether the carers were Aboriginal. For 
example, 50 percent of children living with a family 
member were described as having ‘no understanding’ 
(19%) or ‘limited understanding’ (31%) of their culture. 
Children living with an Aboriginal carer were more likely 
(69%) to have a ‘strong’ or ‘some’ amount of knowledge 
about their culture compared to those living with non-
Aboriginal carers (31%) ( ²(1)=4.82, p<.05).

Child’s connection to culture
Thirty-� ve ATSI Assessment Tools recorded the 
children’s connection to their Aboriginal culture. Twenty-
two children (63%) were described as having some level 
of connection. Although this was considered positive for 
these children, it meant that over a third (36%) had 
‘not a lot of connection’ or ‘no connection’ to culture. 
Children living with Aboriginal carers were signi� cantly 
more likely to be described as having a connection 
with their culture (94%) than those living with non-
Aboriginal carers (33%) ( ²(1)=13.84, p<.001). There 
was no signi� cant difference based on whether or not 
the child was living with a family member.

These last two questions regarding the child’s 
understanding and connection to culture exemplify 
the need for a tool such as this. Aboriginal children’s 
knowledge of Aboriginality and connection to their 
culture is clearly the responsibility of the adults in their 
lives. In analysing whether these two questions were 
linked, not surprisingly most children (N=11) who were 
described as connected to culture were also described 
as understanding culture. However, this pattern 
was not statistically signi� cant. For example, eight 
children who were described as connected to culture 
were nevertheless described as having none or limited 
understanding of their culture. This is another reminder 
that no assumptions should be made about children’s 
understanding of their culture, regardless of their 
access to cultural links. Children described as connected 
to their culture were more likely to also be described 
as knowing about their family of origin ( ²(1)=5.11, 
p<.05). Examples of comments that re� ect this journey 
towards cultural understanding for some Aboriginal 
children are as follows:

He has been told about Aboriginality and attends 
the Aboriginal Co-operative for access. His sense of 
Aboriginality is getting stronger. He recently said ‘I’m 
Aboriginal’ whereas before he said he was not. (Quote 
in an ATSI Assessment Tool)

One boy reported knowing little of his father’s 
Aboriginal heritage or culture but took a clear 
pride in his Aboriginality. He has suffered 
racial slurs which he � nds very offensive and 
has been a cause of much violence from him. 
(Quote in an ATSI Assessment Tool)                                                    

One young woman stated she was not interested in 
her culture and that it has not been taught to her. She 
was linked into two Aboriginal organisations but did 
not spend much time with them. (Quote in an ATSI 
Assessment Tool)                                                                                                                              

5.5.5 Carer’s understanding and links with 
Aboriginal culture
For all of the questions relating to the carer’s 
understanding of Aboriginal culture and its importance 
to the child, the ‘Not Known’ responses are important 
to analyse. There was a considerable amount of missing 
information for these questions. This is an important 
area of work for child protection, Take Two and the 
agencies responsible for supporting carers in knowing 
more about carer’s cultural knowledge. For example, 
if the child and carer are not already linked in with 
an Aboriginal service, this may form one of the Take 
Two recommendations. In the context and spirit of the 
Aboriginal Child Placement Principle (Department of 
Human Services, 2002d), it is increasingly recognised 
that carers of Aboriginal children need to develop or 
already have some level of cultural knowledge and link 
children in with the community. Moreover, living with 
parents or in kinship care is not a guarantee that this 
is occurring, especially when the parent or carer is not 
Aboriginal.

Carer’s knowledge of child’s family
Twenty-three tools (64%) noted that the carers knew 
about the child’s family of origin. Where the carers 
had no or very little knowledge, some were clearly 
attempting to � nd out more information. In other 
situations, it appeared that little information was readily 
available. Aboriginal carers (82%) were signi� cantly 
more likely to know about the child’s family of origin 
than non-Aboriginal carers (42%) ( ²(1)=4.76, p<.05). 

As expected, carers who were members of the 
child’s family, either parents or kinship carers, were 
signi� cantly more likely to know about the child’s family 
of origin ( ²(1)=8.28, p<.01). Nevertheless, two family 
members who were carers did not have this information, 
indicating the importance of not making assumptions 
about who knows what.

Carer’s understanding of Aboriginal history and 
culture
Of the 30 tools where there was a response, 23 (77%) 
children had carers who were described as having 
‘some understanding’ or more of Aboriginal history and 
culture.

All but one (94%) of the Aboriginal carers were noted 
as understanding Aboriginal history and culture. There 
was a fairly even spread for non-Aboriginal carers, with 
57 percent noted as having a ‘very good’ or ‘reasonable 
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understanding’ of Aboriginal history and culture. The 
difference between Aboriginal and non-Aboriginal carers 
on their level of understanding of Aboriginal history and 
culture was signi� cant ( ²(1)=5.59, p<.05).

The grandmother is the last Elder left and makes a 
considerable effort to verse the children in her culture 
and ways. She is concerned for the boys as she only 
knows the cultural ways of the woman. (Quote in an 
ATSI Assessment Tool)

The carers have some appreciation for its importance 
but are not versed greatly in Aboriginal culture or 
heritage. (Quote in an ATSI Assessment Tool)

Carer’s understanding of issues currently 
affecting Aboriginal people 
There were 30 tools with a response regarding 
carer’s understanding of the current issues affecting 
Aboriginal people. Twenty-three (77%) responded in 
the af� rmative. However, as with all of these questions, 
an important caveat is that this is the opinion of the 
interviewee, who is often the carer. It may therefore 
not identify when the carers are not aware of what they 
do not know. Some carers were described as having 
little exposure to the issues of the day or only having 
a super� cial understanding, whereas others were 
described as being directly impacted by the issues due 
to their own Aboriginal identity or close links with the 
community.

One hundred percent of Aboriginal carers were 
described as understanding current issues affecting their 
community, compared to 50 percent of non-Aboriginal 
carers. This was a signi� cant difference ( ²(1)=10.44, 
p<.01). There was no signi� cant difference between 
carers who were family members and those who were 
not, in terms of their understanding of current issues 
for Aboriginal people. 

Linkages between carers and the Aboriginal 
community
Twenty-one (64%) children had carers, where it 
was known, who were described as having links 
with the Aboriginal community. Aboriginal carers 
were signi� cantly more likely to have links with the 
community ( ²(1)=14.08, p<.001). Although one 
Aboriginal carer (6%) did not have such links, over 
two-thirds (69%) of the non-Aboriginal carers did not 
have connections with the Aboriginal community. There 
was no signi� cant difference between the carers who 
were members of the child’s family and those who were 
not related in terms of their links with the Aboriginal 
community. For example, six carers who were family 
members were described as not having links with the 
Aboriginal community.

The carers are linked to the Aboriginal community 
through the children in their care and their interaction 
with the community, for example, sport and visits by 
Aboriginal services. (Quote in an ATSI Assessment 
Tool)   

The grandmother teaches the children what she had 
been taught by the mission when she was growing 
up. Grandmother passes on her knowledge. She has 
however, no contact with the local community and 
very little contact with her own community. (Quote in 
an ATSI Assessment Tool)

The carers have no direct links but are willing to 
support the child’s linkages to the community. (Quote 
in an ATSI Assessment Tool)

Carer’s understanding of child’s identity issues
In relation to the carer’s level of understanding of the 
child’s sense of identity, 22 (73%) were described as 
having a ‘very good’ or ‘reasonable’ understanding. 
As with the previous questions regarding carer’s 
understanding of cultural factors, Aboriginal carers 
(93%) were signi� cantly more likely to recognise the 
importance of the child’s identity, although more than 
half of non-Aboriginal carers (56%) were also described 
as understanding its importance ( ²(1)=5.12, p<.05). 
This question needs to more clearly state that it refers 
to Aboriginal identity, although this appeared to be 
understood by most informants when looking at the 
responses.

Parents deny children are Aboriginal and say that the 
kinship carer is brainwashing them. (Quote in an ATSI 
Assessment Tool)

The carer spoke at length about the importance of 
cultural identity and her efforts to support the child 
to develop an understanding of her identity – such as 
through contact with other Aboriginal people in her 
social network. (Quote in an ATSI Assessment Tool)   

The carer noted she does not understand it very much 
at the moment, but once the Co op became involved 
thought this would be clearer. (Quote in an ATSI 
Assessment Tool)

In looking at whether the carers being members of the 
child’s family made a difference to their understanding of 
the importance of the child’s identity, no such difference 
was found. In fact 55 percent of the carers who were 
described as understanding the child’s identity were not 
family members.

Child and carer’s cultural knowledge
Comparing the � ndings of the child’s cultural knowledge 
and identity with those of carers suggests that whilst 
many of the children living with Aboriginal carers 
have strong links to their culture, some do not. This 
reinforces the message about not making assumptions 
based on the nature of the placement as to whether or 
not additional supports and linkages are required for 
Aboriginal children.

Strategies to improve child’s links with cultural 
heritage and community
The ATSI Assessment Tool includes an open-ended 
question regarding what links could be made to 
strengthen the child’s connection or reconnection to 
their cultural heritage. It was considered not possible 
for some children to have direct contact with their own 
community, due to issues of distance or risk associated 
with certain individuals. However, attempts were being 
made in some situations to link the child in with other 
Aboriginal communities, mainly through Aboriginal 
services. Strategies mentioned included the children 
participating in Aboriginal camps, sporting activities, 
art, cultural events and activities, family decision-
making processes, tracing family histories of the 
Stolen Generation, youth programs and school-based 
programs. The child’s placement through the Aboriginal 
community and involvement with Aboriginal services 
appeared to be the most commonly reported strategies.
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His connection to his Aboriginal cultural heritage 
is being strengthened through his involvement in 
the local Aboriginal coop and his daily and ongoing 
opportunities to learn about the Aboriginal culture and 
way of life through his placement with an Aboriginal 
foster family. (Quote in an ATSI Assessment Tool)                                                                                                                                           

5.6 Yarning up on Trauma – therapy, 
training or both 
Acknowledging the meaning and signi� cance of 
identity and connection with culture and community for 
Aboriginal children has been a major driver in the work of 
Take Two to develop therapeutic approaches in response 
to Aboriginal children in their cultural and community 
context. This has occurred alongside acknowledging 
their heightened risk of exposure to historical, multi-
generational and community-wide trauma, their over-
representation in the protection and care system 
and other exposures to current trauma. In her thesis 
regarding rebuilding communities after complex internal 
con� icts or war from a trauma perspective, Stowe 
(2004) notes that exposure to traumatic events have 
enormous consequences for the individual. However, 
Stowe emphasises the imperative to see the individual 
as part of their family and community and to work 
towards redressing the collective trauma as well as 
the individual trauma. In reviewing the literature, she 
described critical elements towards recovery for those 
who experienced war or other human rights violations 
from a cultural context that have some resonance for 
work with other traumatised communities, such as the 
Aboriginal communities.

These critical elements are the rebuilding of trust, 
establishing a sense of safety, maximising the 
opportunities to take control of their lives, mourning 
the losses, shifting from a position of self-blame to 
understanding how their experiences affect daily 
functioning, building connections with others, and 
attending to physical health needs and practical basic 
needs for income, food and shelter. (Stowe, 2004, 5)

Yarning up on Trauma is an example of a response 
to a combination of needs re� ecting a combination 
of approaches by Take Two. The approach is an 
amalgamation of training and community therapeutic 
intervention for those working with the Aboriginal 
population. It is based on the recognition of the past and 
current individual and community-wide traumas often 
experienced and yet the power of culture as a potential 
source of resilience. It is not intended nor could it be a 
standalone response, but rather aims to contribute to a 
suite of responses to Aboriginal children’s, their family’s 
and the community’s experience of trauma. 

The multiple needs of those participating in the Yarning 
up on Trauma training include those shared by all 
those working with child protection clients, such as 
the need for training on trauma and attachment, the 
need to re� ect on the complexity of the work, and the 
need to integrate their own knowledge and experience 
with new knowledge. Although it is not uncommon 
that a proportion of participants in any training have 
their own past or current experiences of individual 
and/or family trauma, the extent of this with the 
Aboriginal community is likely to be more pervasive. 
Although not all, the majority of participants in Yarning 
up on Trauma training are Aboriginal and require a 
planned, culturally sensitive and respectful approach. 

Yarning up on Trauma aims to encapsulate different 
types of knowledge and a different understanding of 
knowledge and learning itself.

5.6.1 Preliminary evaluation process of Yarning 
up on Trauma
Evaluation of Yarning up on Trauma was informed by 
a number of sources including analysis of the training 
feedback sheets; review of documentation, such as the 
Yarning up on Trauma booklet (Coade et al., 2008) and 
PowerPoint presentations; participant-observation in one 
of the Yarning up on Trauma workshops; and interviews 
with some of those involved in the development of the 
approach. Their comments provide description, context 
and explanations of different aspects of the Yarning up 
on Trauma approach as well as some overall re� ections. 
Quotes from these interviews are interspersed in italics 
throughout this section. It had been hoped to have one 
or two focus groups with previous participants, but 
was not able to occur in the timeframe. This remains a 
possibility for future evaluation.

5.6.2 Description of Yarning up on Trauma
Yarning up on Trauma is a training package and approach 
to understanding trauma and attachment for Aboriginal 
children, Aboriginal communities and those working with 
the Aboriginal community. It was developed by Shaun 
Coade and Laurel Downey in partnership with VACCA in 
2006. It went through further developments by Shaun 
Coade and Lisa McClung and more recently includes a 
published booklet to accompany the training (Coade et 
al., 2008) which was launched on 25 February 2009 by 
Paul McDonald (Executive Director, Children, Youth and 
Families Division, DHS).

Objectives of the Yarning up on Trauma training include 
(Coade et al., 2008):

• To discuss implications for practice based on the 
 literature and research about the effects of trauma in 
 relation to child abuse and neglect.

• To give workers the opportunity to gain knowledge 
 and understanding about the effects of trauma on:

 - Their clients

 - Themselves as Aboriginal people

 - Aboriginal communities

 - Their workplace environment and dynamics.

• To provide workers with increased understanding 
 on appropriate interventions based on trauma and 
 attachment theories.

• To begin or contribute to process of recovery and 
 building on strengths following trauma.

• To identify appropriate ongoing support for workers 
 regarding the effects of trauma in their own lives and 
 the vicarious trauma from working with a traumatised 
 client group.

Yarning up on Trauma is designed to assist workers 
in Aboriginal and Torres Strait Islander Community 
organisations who work with vulnerable children and 
families throughout Victoria to understand historical 
and present day trauma. It attempts to assist those 
workers to recognise and deal with traumas of their 
own, as well as those of the children and families they 
work with. (Coade et al., 2008, 4)
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From the outset, Yarning up on Trauma training had 
three layers in terms of understanding trauma and its 
impact; namely, within the community; with the work 
with children and families; and with the impact on self. 
According to the interviews and documentation, the 
Yarning up on Trauma training package was initially 
in� uenced by a number of factors including:

• The recognition that knowledge about trauma 
 and disrupted attachment for children is essential 
 in understanding and working with children in the 
 protection and care system.

• The acknowledged over-representation of Aboriginal 
 children in protection and care services throughout 
 Victoria.

• The acknowledged degree of individual and community 
 trauma, both current and historical, that is evident 
 in many Aboriginal communities for both children and 
 adults.

• The request from VACCA to develop training for 
 workers who were responding to highly traumatised 
 young people in terms of knowledge on trauma and 
 disrupted attachment and its effects on children and 
 enhancing staff wellbeing.

• Take Two’s practice framework being trauma-informed 
 and the work done by the Aboriginal team on building 
 further understanding about trauma and attachment 
 around historical consequences for Aboriginal 
 communities.

• VACCA’s perspective that the cultural component 
 should look broader than the child, but include the 
 immediate and extended family and the community.

• The importance of understanding and responding to 
 cultural ways of learning.

Subsequently, additional factors in� uencing the delivery 
of the training included:

• DHS funded Take Two for 12 months to assist in 
 capacity building of Aboriginal community controlled 
 organisations regarding trauma and attachment. 

• Other organisations, particularly Aboriginal Co-
 operatives, expressed interest in the training.

• Berry Street’s commitment to continuing to roll out 
 this training whilst looking for additional funding.

Yarning up on Trauma is commonly a four-day training 
package, though two workshops ran for � ve days. 
A � fth day is provided when requested by the community 
or organisation, such as when there were recent 
community traumas or other events which disrupted 
the four-day training. Some workshops ran for four 
consecutive days, whereas others ran one day a week 
over four or � ve weeks. The location of the training is 
organised to suit the local organisation or community.

After the initial workshops with VACCA, letters were sent 
to Aboriginal community controlled organisations which 
worked with children and families. Some organisations 
requested the training as a result of what they had 
heard by ‘word of mouth’ or through suggestions by 
Take Two clinicians around speci� c children. It is the 
decision of the Aboriginal organisations as to who is 
invited to participate. “It was about community control 
and their decision on who would participate in the 
program” (interviewee). This was also important as the 
Aboriginal organisation would be in the best position 

to ascertain who was appropriate for the training, and 
issues of timing and group dynamics. If agreed by 
the Aboriginal organisation, clinicians from local Take 
Two teams were invited to attend a half-day of the 
workshop when the focus was on systems work. This 
supported the building of relationships with an aim to 
assist subsequent networking and opportunities for 
collaboration. 

Prior to the workshops, consultation occurs with the 
organisation and members of the community regarding 
local issues to be taken into consideration “. . . to be 
aware also when we come in we were sort of tuned 
in to people’s experience of the week or what’s been 
going down” (interviewee). At the beginning of the 
workshops, the facilitators provide their contact details 
so that participants can follow up during or after the 
training. After the training, the facilitators often write a 
brief report back to the organisation with non-identifying 
information regarding issues and feedback that arose. 
In particular this report identi� es areas where additional 
support or other strategies may be appropriate.

Over the three years since delivering this training, 
the content and processes have evolved based on 
feedback from participants and trainers consistent 
with an action learning approach. Changes were also 
informed through responding to the needs of different 
communities and organisations. One of the facilitators 
noted that what was appropriate for one community 
was not necessarily appropriate for another, and so the 
local history “shaped and modeled the way we delivered 
it” (interviewee). The changes also re� ect some of the 
practice framework development within Take Two, such 
as more recent research and practice implications of 
trauma and attachment, the work by Laurel Downey 
and Dr. Deb Absler on care teams and additional 
content regarding vicarious trauma and self-care. An 
anticipated change forming a part of Yarning up on 
Trauma from 2009 onwards is the use of the booklet 
to assist participants’ re� ections on the content of the 
training.

An overview of the sessions within the training is seen 
in Figure 23. The sessions use a mixture of training on 
theory, storytelling, DVDs, case studies, role plays, use 
of cards and other activities and group discussions. The 
training is usually delivered by two Take Two clinically 
trained facilitators (one Aboriginal and one non-
Aboriginal), although for a couple of the last workshops 
only one facilitator has been available. 

5.6.3 Delivery of Yarning up on Trauma
There have been 13 Yarning up on Trauma workshops 
since it began in mid 2006. Four were run in 2006, 
four in 2007 and � ve in 2008. Participants were from 
VACCA, youth justice and Aboriginal Co-operatives. 
Based on attendance sheets available and feedback 
surveys, a minimum of 170 people have participated in 
the training. There are no surveys or attendance sheets 
for one of the earlier workshops and so this is an under-
estimate. The trainers estimate that approximately 240 
participants have attended the training. Based on the 
surveys and attendance sheets for 12 workshops, the 
average number of participants was 14.2, ranging from 
7 to 20 participants. 

The facilitators noted that although there were both 
Aboriginal and non-Aboriginal participants who worked 
in the Aboriginal community in each workshop, the large 
majority were Aboriginal. Other participants included 



 Frederico, Jackson, & Black (2010) “More than Words” – Take Two Third Evaluation Report, La Trobe University, Bundoora, Australia72

foster parents, kinship carers, and other community 
members. In 2008, two of the Yarning up on Trauma 
workshops were run as a prerequisite training for the 
Aboriginal Family Therapy Course. Figure 24 is a map 
of Victoria listing the locations of the workshops from 
2006 to 2008.

5.6.4 Participants’ feedback on the Yarning up on 
Trauma
This section provides a description of the feedback on 
Yarning up on Trauma training. In order to be non-
identifying, the feedback was collated as a whole or 
grouped by years of delivery rather than by speci� c 
workshops.

Was the training helpful to you and your work?
As seen in Figure 25, the percentage of participants 
who found the training de� nitely or mostly helpful was 
high from the outset, and continued to increase over 
the three years to 96 percent in 2008. The facilitators 
consider this increase in positive feedback has in part 
been a re� ection of changes made to the training 
approach and content over time. Feedback from Days 2 
and 4 in each workshop rated the highest, with Day 4 
rating the most helpful.

Session 1:
• Introductions
• Overview of the course
• What is trauma?
• Historical and cultural trauma for Aboriginal people
• Trauma Presentation
• Community trauma

Session 3:
• Care teams – wrap around approach
• Case study
• Exploring vicarious trauma
• Self care check

Session 2:
• Attachment
• Infant communication
• What does attachment mean for Aboriginal Families?
• The attachment network

Session 4:
• Interventions – The healing process
• Practical tools in working with traumatised children, families 
   and communities
• Celebrating and moving forward

Figure 23. Yarning up on Trauma — Overview of the Training

Shepparton (2)

Dandenong (1)

Mildura (1)

Swan Hill (1)

Ballarat (1)

Geelong (1)

Echuca (1)

Bairnsdale (1)Melbourne (4)

Figure 24. Map of the locations of 13 Yarning up on Trauma Workshops
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What was most helpful about Yarning up on 
Trauma? 
Overall, there were 457 surveys with 442 commenting 
on what was most helpful over the 12 workshops. There 
were 65 (15%) global statements that all aspects of the 
training were helpful14, such as:

What was helpful?

All the information to date is essential to be able to 
deliver a better service and outcome. 

All aspects of the training will bene� t my position.

All of it was helpful for both work and personal life.

Everything - listening to other people talk about 
experience and issues.

The whole day is very helpful for me as I had not 
done anything like this before.

The whole training was excellent, the content of 
the course very well developed and delivered.

It was all deadly.

Participants also commented about the helpfulness of 
the content, the process, integration with understanding 
the Aboriginal culture, the outcomes for participants 
and speci� c strategies to respond to trauma being 
helpful. Feedback regarding what was helpful about 
the process and style of the training included the 
style of presentations, use of DVDs, case studies, and 
case discussions, group discussions and some of the 
activities, such as use of role plays and group activities.

Content and process:

These 4 days were a really powerful training, well 
presented, opportunity to learn from each other 
and to re� ect on the content. 

All positive, the discussions in the room enhanced 
my knowledge and understanding. Much good 
humour in the room kept a heavy subject a bit 
lighter. 

Satisfaction with the content overall in this session 
- I feel that I touched base with a lot of topics that 
relate to everyday issues that I deal with.   

The delivery of the program was presented in a 
very culturally relevant manner and I have learnt 
so much.  

Just how powerful that ‘spoken word’ is in role 
plays. 

Humility re: the power of simple images/exercises. 

The importance of safety - it being the � rst step in 
healing from a traumatic experience. Much more! 
I have found the training very enjoyable and I 
know will make me a better worker.  

Most of the comments about content of the training 
re� ected the focus on attachment and trauma. There 
were 127 (29%) surveys that commented on trauma 
theory and practice. Seventeen surveys commented on 
learning more about vicarious trauma and other work-
related trauma issues, such as the value of debrie� ng. 
Sixty-seven (15%) surveys commented on attachment, 
such as understanding different aspects of the theory 
and learning about approaches to assessing and building 
more secure attachments for traumatised children.  
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Figure 25. Percentage of participants who found Yarning up on Trauma 
training helpful (2006 — 2008) 
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Note: Percentages rounded to the nearest whole number.

14 The term ‘deadly’ for many Aboriginal people is a positive sign of praise.
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Attachment:

Both the attachment and security content will be 
of great bene� t overall.   

First three months dance between child and 
carer. Indigenous attachment different: network 
attachment. 

I realise how important early interaction and 
engagement with your child is extremely helpful 
in regards to your child’s development.  

Looking at the different attachments as to why 
kids may shut off and that this continues through 
to adulthood and future generations.     

Refresher of attachment and linking to real 
families. 

The extreme importance, understanding 
attachment for babies and young children in Koori 
homes. 

To really consider the rami� cations of “attachment 
theory” and how narrowly the theory “could” be 
applied to Aboriginal family dynamics. 

A number of surveys (n=52; 12%) when commenting 
on content and process of the training made explicit 
reference to Aboriginal culture, community and history. 

Integrated with Aboriginal knowledge:

Further info re historical and cultural context of 
trauma. Applying Koori context to trauma training. 

Gaining a deeper understanding of impact and loss 
of culture, community and family. 

Concepts of attachment applied to Aboriginal 
context. 

Discussion of sharing of experience relating to 
trauma through presentation of history and issues 
of trauma within a cultural environment.

It all helped me in work and at home. Just 
by understanding some of the people in the 
community.    

Recognition of community trauma.    

Holistic approach to social, emotional, spiritual 
wellbeing.

Understanding that the problems are not local 
— but Australia-wide. Also not every community 
trauma or individual trauma are the same.   

Comments which re� ected the participants achieving 
certain outcomes often included statements regarding 
the participants’ increased understanding of trauma, 
attachment and other aspects of the system. 

Achieving outcomes:

A better understanding about how to deal with 
trauma and stress.

Increased understanding of attachment/
implications for clients — koori and non-koori and 
cultural context considerations. 

A better understanding of what my colleagues do.

The safety part of this workshop helped me think 
in a deeper way about safety and the mind and 
how healing needs a safe place to be in. 

Feedback regarding the value of understanding and 
implementing certain strategies with clients were 
mentioned. These approaches to children and others 
included assessment, the value of care teams and 
collaboration, the importance of safe touch with 
children, and the use of ‘time in’ instead of ‘time out’.

Strategies and approaches with children 
and families:

A better understanding of the way ‘Time in’ works 
and the way story telling can help in different ways 
of getting the message across.

Care team and eco gram to help the clients.

How to identify trauma and how it presents itself.   

Building a narrative. Trauma stories. How trauma 
affects anyone and doesn’t always present all the 
time.  

Controlled touch, listening to Bruce Perry has 
motivated me to educate myself more in regards 
to touch. I already � nd touch a very useful tool 
for me as a worker, but I want to learn more and 
extend my expertise.  

Giving me ideas about how to work with traumatic 
kids etc to think before act. 

How to approach a child/ren /People with trauma.   

What was least helpful about Yarning up on 
Trauma training?
Although 239 of the 457 surveys recorded an answer 
to the question of what was least helpful about the 
training, 185 of these (76%) stated that nothing was 
unhelpful. In terms of actual comments about what was 
unhelpful, 19 (8%) made reference to a practical issue, 
such as catering, room temperature and technology 
problems; 16 (7%) made reference to content; and 8 
(3%) made reference to the process of training.

What thoughts and feelings do you take away 
—“our rich deadly culture”
In terms of what thoughts and feelings participants 
took away from the training, 91 percent had a response 
ranging from ‘Lots’ to ‘None’ and ‘hopeful’ to ‘sad’. The 
vast majority were similar comments to those about 
what was helpful. Many of these comments re� ect the 
recognition of community trauma, but also the power 
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and strength as part of culture. Following are comments 
that ‘speak for themselves’ about the participants’ 
re� ections on Aboriginal community and the power of 
culture.

Culture and community:

Remembering hard times and happy times for my 
people history.

That we are all still � ghting the struggle that our 
Elders fought.

A greater knowledge regarding trauma, its effects, 
and our rich, deadly culture.

Cultural awareness of attachment in Indigenous 
communities.  

The need to have a culturally sensitive care team 
approach with clients, that can be proactive rather 
than only reactive.  

How trauma plays a big part in my cultural 
surroundings and my people.    

It was good to have the koori workers doing the 
training together.

Increased community spirit.

A number of surveys made explicit or implicit reference 
to the participants’ feelings following the training. 
These feelings re� ect the nature of training on trauma 
but also recognise the historical and community-based 
experiences for many working and living in Aboriginal 
communities. However, they also portray the hope and 
inspiration that such training is able to instil. Participants 
made a number of re� ections on the training process 
and content when asked to write their thoughts and 
feelings following the training.

Feelings:

A profound sadness, a sense of hope, a better 
understanding of the effects of trauma. 

Sadness about what my people fought for and we 
are still � ghting for our culture, beliefs, and our 
land, respect.  

To be more cautious about client’s life journey. 

To remain ever mindful of and proactive as a 
worker regarding “emotional trauma.” 

A greater feeling of being able to help people 
through to their healing journey.  

Tiredness and satisfaction.  

It will give me more con� dence in doing the very 
needed work that we all do. 

Some sadness that there is still so much that 
needs to change/frustrations. Positive that so 
many committed people in the room/level of 
support & training.

Inspired.  

I’m scared the child in me will be triggered. Past 
hurts still hurt, my people still suffer. 

A number of participants made reference to the future, 
in particular their next steps following the training. Some 
of these steps were about their own learning process, 
others were about the team and the organisation and 
others were about policy.

Next Steps:

The intention to read up on “shame” and the 
intergenerational impact of this emotion and this 
experience. 

That trauma is real, it’s not something people make 
up. I won’t be saying to get over it to anyone ever. 

Need to create a better system of care.  

Thinking outside my square. 1 + 1 = 2.  

Extremely positive and enlightened with new ideas 
for team work and care.  

A reminder of young family I’ve worked with to 
make sure safety net is up and running again 
when he’s returned.   

Desire to further expand knowledge. 

Suggestions for improvement
Although 60 percent of the surveys commented 
about potential improvements, most noted that no 
improvement was needed. There were 125 (27%) 
surveys with actual suggestions for improvement, 21 
(8%) of which were that the training should be repeated 
for revision or run for other groups, such as community 
members, DHS and other Aboriginal workers. 

In terms of changes to Yarning up on Trauma, 45 
(17%) suggestions were about process, 20 of which 
were for additional activities, such as more role plays, 
and physical and experiential activities. Another 
10 suggestions regarding process were for more 
opportunities for discussion. Practical suggestions for 
improvement included a better venue (n=8), improved 
technology (n=7) and different food (n=7). Suggestions 
regarding the actual content of the training were more 
disparate but 7 were for more information regarding 
implications for Aboriginal culture.

5.6.5 Re� ections on Yarning up on Trauma 
Re� ections on the development and facilitating the 
Yarning up on Trauma workshops were gathered through 
interviewing two trainers and a VACCA representative, 
along with a researcher who participated in one of 
the 4-day workshops. A number of lessons learnt 
or reinforced included the process of developing the 
training package; the community approach; the inherent 
and overt complexities; the training processes; some of 
the outcomes identi� ed; and implications for the future.

Community
All those interviewed spoke of the need to not see the 
Aboriginal child in isolation of the community. This 
is both part of understanding holistic and collective 
healing from an Aboriginal cultural perspective and 
also understanding the dif� culties for any individual 
to heal if his or her environment is also traumatised. 
For example, if a traumatised child is working towards 
recovery but then returns to a family and community 
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still traumatised and not coping, it can undermine the 
child’s healing. Where communities are building on their 
cultural and collective strengths then responding to their 
process of recovery can support and validate the child’s 
healing. In addition, those who are working towards 
their own journey of recovery can become champions 
who promote healing within their community.

[Yarning up on Trauma is] speci� cally designed to 
provide the skills and training and understanding 
for people who live and work in the local community 
around that. So it actually meets community needs 
and it also empowers communities to take some 
responsibility and accountability in working with 
trauma and abuse or neglect. (Interviewee)

... workers have been able to take back the experience 
of the training into their own communities to better 
understand the strengths of the community and not 
always look at the negatives of their experiences 
and how we’re able to turn that into a more positive 
approach. (Interviewee)

Another aspect of Yarning up on Trauma acknowledged 
by all interviewed was that it is owned by the community. 

The participants own the Yarning Up on Trauma 
training. The community own it. 

It’s run in the community, and pretty much by 
community. I see us, just as the facilitators. 
(Interviewee)

Although community ownership is a necessity, it adds 
to the complicated nature of planning and delivering 
the training. For example, because each organisation 
or community has required changes in the program 
and process to match their needs, dynamics, timing 
and current issues, this requires � exibility and 
responsiveness. This has meant the training has 
changed from one community or organisation to the 
next.

...it’s about giving the opportunity for people you’re 
training to actually take part and have ownership 
to develop and change it, to change it to what they 
believe is meeting their needs. (Interviewee)

There has been discussion as to whether Yarning 
up on Trauma is simply a training package or also 
a therapeutic community intervention. Even when 
provided to large mainstream organisations, there are 
clearly community aspects, such as when provided to 
Aboriginal workers in the youth justice system. When 
focused on a single organisation it may not always be 
considered a community intervention but more a staff 
wellbeing and training strategy providing staff with 
“a shared framework, and a shared chance to yarn 
about it” (Interviewee). However, this approach as a 
community intervention is apparent when delivering 
Yarning up on Trauma in local Aboriginal Community 
Co-operatives where community members attend, in 
addition to those who work for the organisations. It has 
been described as a community intervention through 
meeting identi� ed community needs, adapting to each 
community, tailoring it to those who are working and 
often living in the community; and occurring at a local 
grass roots level. 

The focus on looking at the effects of history on 
trauma and attachment on child rearing practices 
and other implications is considered both educational 
and therapeutic at an individual, organisational and 

community level. By providing knowledge and skills 
about trauma and attachment, it is considered a 
therapeutic training model for use within and by 
community. 

Complexity of the training
Providing training on trauma always has the potential 
to be fraught, such as when participants have their own 
experience of trauma which may or may not have been 
identi� ed prior to the training. Participants with different 
levels of emotional readiness and understanding of the 
reality and consequences of trauma may impact on 
the group dynamics. Similarly, training on attachment 
can raise issues for participants about their own 
childhood and/or parenthood. This is compounded 
when training workers and carers who are likely to be 
exposed to ongoing trauma through their work and 
care of traumatised children. This level of complexity is 
exponential when adapting this training to communities 
such as the Australian Aboriginal community, where 
there is growing acknowledgement of the level of 
pervasive multigenerational, historical and current 
exposure to individual and community-wide trauma.

An indication of such complexity, mentioned in the 
surveys, interviews and direct observation is the 
amount of ‘trauma in the room’. The need for trainers to 
respond to both the educational and therapeutic needs 
of participants whose experience of trauma may be raw 
is essential. Examples of issues that have arisen in the 
delivery of Yarning up on Trauma include participants 
disclosing their own experience of abuse and other 
trauma for the � rst time; new traumatic events 
happening just before or during the delivery of training; 
the realisation of the ways in which trauma can impact 
on self and others; and the burgeoning awareness of 
the power of relationships, culture, community and 
hope in building resilience and safety.

A workshop format, compared to larger scale training, 
provides better opportunities to deal more directly with 
intense emotions, relived memories and newfound 
insights into personal vulnerability and personal 
strength. Although the training does not aim to ‘open 
wounds’ it is understood this can occur. There is therefore 
a commensurate high degree of responsibility and 
accountability required when conducting such training. 
An imperative is to avoid adding to the individual’s or 
community’s experience of trauma. It also makes it 
more dif� cult to prepare as the mood, timing and even 
content of the training adapts to meet the needs of 
the participants. One of the requirements for trainers 
in this context is the willingness to appropriately share 
personal stories without overwhelming the stories of 
others. “That’s us telling a yarn. That why it’s called 
yarning. That what we do, we share a little bit about 
ourselves” (Interviewee). An essential component 
of the training is to provide a sense of safety in the 
room so that any disclosures or strong emotions are 
expressed in a protected and healing setting. 

We actually give people the opportunity to yarn about 
their experience, whether it be for the � rst time, the 
third time and also to make sure that we’re able to 
support and provide safety within the room, not only 
for the participant telling their story, but also for the 
rest of the group. And being tuned into when you 
need to stop or when you need to respond to that 
individual telling their story and what we found was 
that people who were talking about their individual 
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experience actually opened the session up for us to 
start talking about trauma within community from 
their perspective whether it be from the fact of the 
historical perspective, past policy, stolen gen, racism, 
discrimination, that sort of thing. (Interviewee)

Process
The learning from delivering a complex training and 
community intervention such as Yarning up on Trauma 
is ongoing. Some of the re� ections about lessons learnt 
to date include:

• The importance of being attuned to participants and 
 to each other as trainers. 

• The need to balance fun and activities with information 
 and professional approach. 

• The balance of explaining terminology whilst making 
 language accessible.

• The value of sharing stories and encouraging 
 participants to apply learning to their own context.

• Being sensitive to non-verbal cues of individuals and 
 group dynamics.

• The difference between listening and actually hearing 
 what is being said.

• The group size needs to be more than 8 and has 
 worked with up to 24 participants.

As part of the process and to meet the responsibilities 
associated with training on trauma, the trainers would 
often spend time in the communities overnight and be 
available to participants in between training. There is 
also the need to link communities with ongoing supports 
as needed following the training, such as information 
and tools to assist their support and organisational 
responses to workers’ wellbeing.

...we did that by staying in communities overnight to 
support workers who rang us and talked about some 
of the issues they had, supported the organisation 
themselves and how to understand traumatised 
workers who carried the experience of hearing 
stories of their clients so we actually give tools and 
a checklist so they actually can observe their workers 
around it they’re showing signs of vicarious trauma. 
(Interviewee)

Another area of discussion has been the characteristics 
of the trainers. Two trainers were considered necessary 
to respond to the complexities and dynamics within 
the group. It was also agreed that there should be a 
male and female trainer in order to respond respectfully 
to different issues that arise. It was agreed that this 
training is not possible unless at least one of the trainers 
is Aboriginal. There was discussion as to whether there 
was a value in having an Aboriginal and non-Aboriginal 
trainer or two Aboriginal trainers. 

Outcomes
A number of outcomes have been noted as a result of 
Yarning up on Trauma. The most obvious is the learning 
of knowledge and skills within the community about 
how to respond to traumatised children, communities 
and themselves when applicable. The trainers refer to 
the feedback surveys at the end of each day along with 
listening and observation to evaluate what is working 
and what is not. This enables changes to be made along 

the way as well as from one workshop to the next. 
The trainers have returned to some communities 12 
months later and received feedback about the ongoing 
application of their learning. For example, participants 
reported being more able to ask children what has been 
happening for them and to think about the how and 
when for these questions. Longer term outcomes are an 
area for future evaluation.

Another outcome has been the in� uence Yarning up 
on Trauma has had on other training. It has directly 
informed training within Berry Street, Take Two, 
Bouverie Aboriginal Family Therapy Course and the 
Therapeutic Residential Care training (With Care — 
RCLDS). 

Re� ections from participant-observer
As part of the evaluation methodology one of the 
researchers attended the Yarning up on Trauma 
training as a participant-observer. She noted a very 
real and overted need for the training. According 
to the participant-observer, the link between the 
theoretical concepts and how these are relevant to 
practice was readily expressed. Participants were able 
to identify that the concepts covered were relevant to 
their work with Aboriginal children and families and 
that an understanding of these concepts was able to 
help participants understand their clients and their 
behaviours. It was also clear that the topics discussed 
had implications for the participants’ own lives and their 
relationships with their own children and their parents. 
“You could see it just click for people” (Participant-
observer).

The participant-observer noted the strong sense of group 
with members looking out for each other. Participants 
appeared to feel safe to share their stories, which 
were often traumatic in nature. They acknowledged 
their anxiety which stirred in listening to the material 
and then re� ecting on what this meant, for example 
in relation to their own children. The frequency and 
recency of losses and death in particular for participants 
and their communities was intense. The facilitator was 
seen as very attuned to the group, and attentive of how 
each participant was travelling. The conclusions made 
by the participant-observer were consistent with the 
earlier analysis of the feedback surveys regarding the 
value of Yarning up on Trauma.

Future
A number of challenges for the future were noted 
including the pragmatics of delivering this training 
without additional funding. An associated challenge 
includes having suf� cient trainers with the necessary 
skills and experience in both the content and process 
of training with Aboriginal communities. It is also 
important to acknowledge the personal impact on the 
trainers; such as the exhausting nature of training on 
such heavy material particularly with groups who may 
be traumatised; the amount of travel involved; and the 
length of the training and out-of-hours follow up. 

Suggestions for future training include enlisting other 
Take Two or VACCA staff when appropriate and available 
to co-facilitate. In this context, all those interviewed 
mentioned the value of looking into a Train the Trainer 
strategy. There was also discussion about the potential 
to provide secondary consultation within communities 
following the training on a more regular basis.
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5.7 The role of research in Take Two’s 
work with Aboriginal children

5.7.1 Take Two’s research strategy regarding 
Aboriginal children
As stated in Chapter 3, from the beginning of the 
submission process, Take Two’s mandate included 
research and evaluation. Although there was no 
reference in the DHS submission brief regarding 
Aboriginal children (Department of Human Services, 
2002c), the consortium who tendered for the service 
stated that in addition to employing an Aboriginal 
clinician, Take Two’s research strategy would build 
in culturally appropriate tools and approaches in 
consultation with VACCA (Berry Street Victoria et al., 
2002). A speci� c concept that was directly a result of 
this pre-implementation consultation with VACCA and 
La Trobe University was the inclusion of research circles 
in the research strategy. This followed Muriel Bamblett’s 
comment on the “need for an integrated research and 
evaluation program with VACCA and the importance 
of building on existing knowledge in the community” 
(Bamblett et al., 2008, p. 33).

In the early days of Take Two’s implementation and 
the � nalisation of the research strategy in 2004 two 
relevant research processes were established. Firstly, 
there was the Take Two Research Advisory Committee 
(T2RAC), which included a representative from VACCA 
(Peter Lewis). Secondly, the established internal Clinical 
Outcomes Reference Group included the Aboriginal 
clinician (Shaun Coade). Although both VACCA and 
the Aboriginal clinician endorsed the application of the 
general outcome measures as described in Chapter 
2, this was on the understanding that more culturally 
speci� c measures would be added over time. In late 
2004, Take Two, La Trobe University and VACCA 
submitted a grant proposal to AIATSIS for a study on 
measuring Aboriginal children’s social and emotional 
wellbeing. The impetus for this study was the earlier 
conclusions that the mainstream outcome measures 
were not suf� cient for Aboriginal children. As part of 
the development of the Take Two research strategy, 
a paper (Jackson, 2004) was prepared exploring the 
rami� cations for Take Two of the National Health and 
Medical Research Council (NHMRC)’s (2003) Guidelines 
for Ethical Conduct in Aboriginal and Torres Strait 
Islander Health Research.

As mentioned earlier in this chapter, in 2005 the 
Aboriginal team developed the Take Two ATSI 
Assessment Tool for clinical purposes, but it was clearly 
also a valuable tool for research purposes. The Clinical 
Outcomes Reference Group continued to meet during 
this year in developing and implementing the outcomes 
framework, whilst acknowledging that further work was 
required in terms of Aboriginal children.

Following the announcement by AIATSIS that the 
submission was successful, the Aboriginal research 
of� cer funded through this grant (Jane Harrison) was 
appointed in 2006. This was also the year where VACCA, 
La Trobe University and Take Two initiated the � rst 
yarning circle (See Chapters 3 and 12). Another event 
in 2006 was the Take Two research strategy becoming 
registered with the Cooperative Research Council 
for Aboriginal Health (CRCAH). In addition, Take Two 
registered the overall work of the Take Two Aboriginal 
team with CRCAH. Members of Take Two attended the 

CRCAH Roundtable on Aboriginal Social and Emotional 
Wellbeing in Cairns in September 2006.

The year 2007 marked the major data collection phase 
for the AIATSIS project. Although another application to 
AIATSIS to extend the funding of the research project 
was not successful, La Trobe University decided to 
continue funding the Aboriginal research of� cer position 
as part of the Take Two research team. Two other key 
events in 2007 with implications for Take Two’s work 
with Aboriginal children was VACCA joining the formal 
partnership and the collaboration between VACCA and 
Take Two on running the series of workshops by Dr 
Bruce Perry. This included a speci� c workshop with Dr 
Perry and Dennis McDermott on Aboriginal children and 
trauma.

A major achievement in 2008 was the submission of 
the report to AIATSIS, named ‘Not One Size Fits All’ 
(Bamblett et al., 2008). Although Jane Harrison left 
the research team in mid 2008 and the funding from 
AIATSIS had ceased, further work has successfully 
sought funding for another Aboriginal research position 
who will be employed by La Trobe University and work 
with both Take Two and VACCA.

As described earlier, the Small Talk project examining 
speech and language development for young children 
includes a major component on exploring this for 
Aboriginal children. As such it is another joint project 
between Take Two, La Trobe University and VACCA and 
is planned to begin in 2009. 

5.7.2 ‘Not One Size Fits All’ report
The AIATSIS funded study and the resultant Not One 
Size Fits All report was predicated on the importance 
of assessing children in a meaningful and culturally-
informed way (Bamblett et al., 2008). In order for this 
to occur, both the approach to assessment and the 
assessment measures themselves need to be culturally 
respectful. A key question was how such assessments 
and outcome measures could strengthen Aboriginal 
children’s social and emotional wellbeing. The title of 
the report re� ects the views expressed throughout the 
literature review and interviews that no single approach 
to social and emotional wellbeing assessment would 
suit all Aboriginal children. 

For too long Aboriginal children have been assessed 
using measures which did not take into account 
their culture, beliefs, connection to community and 
place, spirituality and their individual experiences. 
Furthermore the assessment of an individual’s social 
and emotional status independent of the family and 
community is an alien concept to Aboriginal people as 
well as being ecologically un-informed. (Bamblett et 
al., 2008, 9)

This was an exploratory action research study which 
aimed to develop culturally speci� c, holistic and useful 
assessment approaches to accurately and sensitively 
describe the social and emotional wellbeing of Aboriginal 
children. It focused on Aboriginal children who have 
experienced trauma through signi� cant abuse and/or 
neglect. Although not aiming to develop a psychometric 
measure, its intent was to gather different perspectives 
from practitioners and policy makers, Aboriginal and 
non-Aboriginal workers and the literature to develop 
a practical approach that could be piloted within both 
Take Two and VACCA. It was a . . .
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. . . demonstration project of authentic and effective 
partnership between an Aboriginal child and family 
services agency, a mainstream child and family 
services agency and a university. The partnership 
is sustainable and the organisations have developed 
a relationship which promotes Aboriginal ways of 
knowing and hence enhances understanding of 
culturally appropriate research methodologies. 
(Bamblett et al., 2008, 9)

The study involved a review of the literature, a 
qualitative analysis of some of the measures and 
assessment approaches; interviews with 24 informants 
from Aboriginal and non-Aboriginal organisations; and 
validation of the � ndings through the use of focus 
groups and the project reference group. 

There were a number of key � ndings in this report, 
the � rst of which was the dearth of literature about 
Aboriginal children’s social and emotional wellbeing. 
In particular, the absence of an agreed de� nition of 
Aboriginal children’s social and emotional wellbeing 
was noted. Outcome measures were found primarily for 
non-Aboriginal populations with a couple of exceptions. 
Most research on the wellbeing of children who have 
been traumatised by abuse has not explored the impact 
on Aboriginal children despite their over-representation 
in the child protection and care system.

In order to develop speci� c measures, it was important 
to establish a framework for understanding Aboriginal 
children and their social and emotional wellbeing, 
particularly in the light of a lack of extant frameworks. 
This study was consistent with the Aboriginal culture’s 
emphasis on holistic and relational knowledge 

rather than focusing on a solely scienti� c approach. 
A conceptual map outlining Aboriginal children’s cultural 
needs was developed (see Figure 26). Organisational 
and worker’s cultural awareness, sensitivity and 
respect were also considered cornerstones to enhance 
Aboriginal children’s wellbeing. Any alternative would 
negate an otherwise seemingly appropriate measure. 
Risks associated with using outcome measures if used in 
a non-culturally informed manner were acknowledged.

The study identi� ed a range of possible indicators for 
change in Aboriginal children’s social and emotional 
wellbeing which could inform practice and the 
development of frameworks and outcome measures. 
These included behavioural indicators such as change 
in school performance and other concrete changes. 
“It was also noted that changes in systems can impact 
on or mask changes in the child’s behaviour” (Bamblett 
et al., 2008, 11).

The study examined outcome measures and assessment 
approaches as they pertain to Aboriginal children. 
Some of these measures were able to be adapted for 
use within Take Two. For example, the Take Two ATSI 
Assessment Tool underwent modi� cation to enable it to 
measure change in cultural connection over time. The 
TSCC (Briere, 1996), already had an alternate version 
that did not include sexual concern questions. Through 
this project it was con� rmed that this alternate version 
was more culturally appropriate for Aboriginal children, 
especially if the clinician was a different gender to the 
child. As such, Take Two management endorsed the 
recommendations made through this study and advised 
staff of the use of the TSCC-A version for Aboriginal 
children. Other measures developed or adapted for 

History 

Personal identity 

Extended family, 
clan & community 

Country 

Cultural values, 
beliefs & practices 

Cultural expression 
& events 

Aboriginal children’s 
cultural needs 

Figure 26. Conceptual Map: Aboriginal Children’s Cultural Needs 
(Bamblett et al., 2008, 166)
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Aboriginal children were also considered and may be 
applicable for Take Two at a later stage, especially if 
adapted to a Victorian context. An example of this is 
the measure developed by Dr Tracey Westerman in 
2002 (Westerman Aboriginal Symptom Checklist—Youth 
(WASC—Y). 

This study found that most mainstream approaches to 
assessment of children’s wellbeing ignored spirituality 
and cultural connection, which are considered core 
to understanding Aboriginal children’s wellbeing. The 
ATSI Assessment Tool (Coade & Corlett, 2008) was an 
example of an exception. However, a major product 
from the study has been the draft of another tool called 
the Cultural Yarn (Harrison, 2008). This tool is in the 
process of being � nalised for more formal piloting.

Another � nding from this study was the application of 
different types of knowledge to the areas of research 
and practice.

Frequently, scienti� c knowledge and approaches to 
research methodology are privileged over Aboriginal 
cultural ways of knowing and understanding. This 
study has brought the two approaches together. The 
research partnership reversed the usual approach 
and promoted the privileging of Aboriginal ways of 
knowing. Mainstream research methodologies have 
been utilised to support this approach. (Bamblett et 
al., 2008, 12)

The Social and Emotional Wellbeing and Indigenous 
Network Group (SEWING) circle, which has formed out 
of the AIATSIS project reference group will continue the 
work within Take Two, VACCA and La Trobe University 
to pilot the Cultural Yarn and to explore other avenues 
to most appropriately assess and assist Aboriginal 
children.

5.8 Summary
This chapter presents the history of the development of 
cultural practice and knowledge within Take Two. From 
the commencement of Take Two the importance of 
developing a strong Aboriginal cultural approach began 
with consultation with VACCA. It is � tting then that a 

major enhancement of Take Two has been VACCA’s role in 
of� cially joining the partnership. It is believed that Take 
Two is one of the few mainstream therapeutic programs 
for children of child protection which has developed this 
strong engagement with cultural practice. 

The development of this cultural approach is re� ected 
in a number of ways in clinical work, research, training 
and governance. There was recognition that for the 
program to develop a cultural approach, more than 
clinical expertise is required. This has led to the 
development of a strong Aboriginal presence in Take 
Two. The integration of the cultural approach with all 
aspects of Take Two is still developing. The presence of 
this in the organisational culture of Take Two increases 
the cultural safety of Aboriginal children referred to Take 
Two and enhances the opportunity for better outcomes. 
Moreover, new knowledge is being developed to guide 
work with the children, their families and communities 
and the knowledge from the Aboriginal community 
is enhancing practice for all of Take Two and for the 
service system.

Findings from the ATSI Assessment Tools highlight the 
diversity amongst carers of Aboriginal children in their 
connection with Aboriginal culture and community. 
There were major differences found between Aboriginal 
carers and non-Aboriginal carers in these areas. 
Differences were also found in Aboriginal children’s 
cultural identity associated with whether or not their 
carers were Aboriginal. In recognising the importance 
of connectedness to community and culture for all 
children, the number of carers without knowledge of 
Aboriginal culture is a concern and suggests there needs 
to be a greater focus on training and ensuring culturally 
appropriate care for Aboriginal children.

The work of Take Two with Aboriginal children and the 
community has been described in this chapter. It is 
centred on the clinical work with children, their carers, 
family and community. It has expanded into a major 
training initiative referred to as Yarning up on Trauma 
and research projects. The analysis of these initiatives 
and the plans for ongoing work continue to be a priority 
for the Take Two program.
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Chapter 6: Therapeutic 
Interventions and the 
Clinical Role of Take Two 

6.1 Overview
A recurring question for any program, particularly a 
relatively new one, is ‘what do you actually do?’ This is 
especially pertinent as there is often a mystique about 
what happens in therapy, especially with children. This 
chapter describes the theory and practice underlying 
Take Two’s therapeutic approaches with children and 
their signi� cant relationships. Many of the interventions 
also focus on the broader systems that directly and 
indirectly impact on the children in their journey 
towards recovery. 

This chapter portrays different aspects of the way in which 
Take Two intervenes with vulnerable children, drawing 
on data for the purpose of clari� cation, demonstration 
of available evidence or illustration. These data sources 
include an analysis of the referrers’ desired outcomes 
for Take Two intervention; and surveys completed by 
Take Two clinicians in the regional and Aboriginal teams 
for cases open during January 2006 and June 2007. 
Data were also obtained through analysis of the Take 
Two staff’s client activity sheets for the 2006—2007 
� nancial year. 

6.2 The therapeutic work of Take Two
As mentioned earlier, there are two overlapping but 
distinct meanings behind the term ‘therapeutic’, both 
of which are to do with healing, recovery and working 
towards positive change through relationship, albeit for 
a different sphere of in� uence.

• First, it is about what happens in a therapy session, 
 such as between the therapist and the child and 
 usually involves a focal point of change. Therapy 
 sessions can also involve siblings, parents, carers and 
 other family members. These sessions may occur in 
 speci� cally designed therapeutic rooms, in the child’s 
 home, at school, in another of� ce, in Secure Welfare, 
 in a car, in an Aboriginal mission, or elsewhere in the 
 child’s world.

• Second, it is what happens in the rest of the child’s 
 world that purposefully contributes to the child’s 
 recovery. In terms of Take Two’s role, this often means 
 working with the children’s carers or parents about 
 their own triggers or haunting memories that affect 
 their reactions. It can involve providing guidance, 
 psycho-education  and feedback regarding their 
 interactions with children and the meaning behind the 
 children’s behaviour. Take Two also works directly with 
 teachers about how to support and teach traumatised 
 children in school settings, so that this large part of 
 their day also includes therapeutic alongside 
 educational opportunities. This aspect of therapeutic 
 intervention also provides clinical assessments, 
 education, advocacy and feedback to the broader 
 service system, such as case managers, case planners 
 and other decision-makers in the child’s life.

Anglin’s (2002) de� nition of therapeutic intervention 
within residential care has been adapted and endorsed 
by Take Two to show that therapeutic intervention is . . .

1. Guided by a research-informed theoretical and 
 practice framework;

2. Informed by a suitably comprehensive and in-depth 
 assessment of the history and current situation;

3. Attempts to bring about directed change in a child 
 and/or in those who have a major in� uence on the 
 wellbeing of the child; 

4. Through individualised and collective therapeutic 
 relational attention.

A factor re� ecting the choice, timing and extent of Take 
Two’s therapeutic role is the type of Take Two team 
that receives the referral. For example, if the referral 
is to Take Two in Secure Welfare, then this is a brief 
intervention, as the admission time in Secure Welfare 
is brief (usually up to 21 days). As such, the focus in 
the Secure Welfare role is usually on assessment and 
making recommendations, which may include referring 
the young person to another Take Two team that can be 
involved longer. If the referral is to therapeutic foster 
care or therapeutic residential care involving Take 
Two15, the therapeutic specialist role includes guiding 
the carers’ and workers’ response to the child. This 
type of intervention with carers and workers may also 
form a large part of the work of a Take Two regional 
or Aboriginal team; however, the accessibility and 
availability of a shared framework with the carer and 
the placement system is considerably more variable. 

As seen in the previous chapter, the Aboriginal team, and 
sometimes other Take Two teams with the support of 
the Aboriginal team, works with the child’s community, 
such as with an Elder. Although community intervention 
is not limited to working with Aboriginal children, this is 
where Take Two’s journey has begun its learning about 
how to do this type of therapeutic work. 

Another factor impacting on the target and choice of 
intervention by Take Two is the legal, placement and 
practical situation for the child, which can be subject 
to change. For example, if there is a lengthy contested 
court hearing in progress, then therapy needs to be 
very carefully orchestrated as many aspects of the 
child’s future are uncertain and therefore potentially 
perceived by the child as unsafe. Similarly, if the child’s 
placement is uncertain and the carer’s commitment to 
the child is in doubt, then some types of interventions 
would be contra-indicated. If the child is feeling unsafe 
or without a secure base to call home, then he or she 
may, with good reason, be highly resistant to giving up 
behaviours and other responses that they have found 
helpful and adaptive, such as not trusting others, being 
hypervigilent and hurting others before they get hurt. 
In this context, therapy needs to tread very softly with 
the child and resolutely with the system.

It is tempting to limit the description of therapeutic 
intervention to a linear portrayal as seen in Figure 27. 
However, it is rarely one-dimensional or one-directional. 
This diagram does, however, show different aspects of 
the service model. The non-linear nature of the work 

15 All Therapeutic Foster Care and Therapeutic Residential Care programs in Victoria have a therapeutic specialist role, but not all these  
 positions are through Take Two. At time of writing, half the Therapeutic Foster Care and the large majority of the Therapeutic 
 Residential Care programs were in partnership with Take Two.
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is exempli� ed through engagement and assessment, 
which continue throughout Take Two’s role not just at 
de� ned stages, though they need to begin early.

6.2.1 Theoretical underpinning of the therapeutic 
intervention

Not one approach:
Upon careful review, a conclusion was reached that there 
is no single existing evidence-based intervention that 
suf� ciently responds to the depth and breadth of issues 
confronting the Take Two client group. In particular, 
the Take Two client group, as shown in Chapter 4, vary 
in age, from infancy to near adulthood; have multiple 
and compounding experiences of abuse and neglect 
throughout their life; show diverse combinations of 
emotional, behavioural and developmental dif� culties; 
and many are in temporary or uncertain placements. 
This opinion was formed after extensive exploration 
of the literature, attending local and international 
conferences, discussions with local and international 
key-informants and informed by the experience of the 
partner organisations and Take Two management and 
staff. 

This is not to say that there is no relevant evidence-
based practice. For example, Trauma Focused Cognitive 
Behavioural Therapy (TFCBT) (Cohen & Mannarino, 
1993) and Multi Systemic Therapy (MST) (Henggeler, 
1997) have been described as such. However, a 
total reliance on these or any single therapy was not 
supported by this review process. In fact, a number 
of situations relating to Take Two clients are contra-
indicated for some of these approaches. For example, 
TFCBT is not considered a viable option if the child does 
not have a supportive carer who is able to participate 
and is also considered precipitate in the early stages of 
intervention if the child has experienced chronic trauma 
and deprivation (Jackson, 2006).

As a result of this conclusion, a decision was made early 
in the development of Take Two to not limit intervention 
to one or two therapeutic approaches. Nevertheless, 
there are some endorsed therapeutic interventions 
— the application of which are informed by a holistic 
and comprehensive assessment, the children’s 
developmental readiness and the capacity of parents 
or caregivers to provide consistent, nurturing care. 
These interventions are based on guiding principles and 
a developing conceptual framework that continues to 
be a ‘work in progress’. Trauma and attachment theory 
together with developmental and ecological perspectives 
provide the foundation of Take Two’s conceptual and 
practice framework (Jackson et al., 2009).

The four most in� uential and overlapping theories 
to shed light for Take Two on the implications of 
abuse and neglect are the developmental, ecological, 

trauma and attachment perspectives (Downey, 
2004). A culturally respectful approach, whilst not a 
single perspective, provides an encompassing lens 
with implications for how the other perspectives are 
applied in practice. (Jackson et al., 2009)

Figure 27 portrays some links between factors informed 
by assessment of the children and their context — 
with therapeutic actions that target areas for recovery. 
This is an indicative not exhaustive description of the 
factors leading to interventions. These characteristics, 
therapeutic activities and goals are complex and 
overlapping. Similarly, some of the interventions are in 
the progress of being operationalised throughout Take 
Two, whereas others are well embedded. On a day-to-
day basis, Take Two clinicians have a suite of approaches 
to draw upon as guided by assessment and used in the 
context of the therapeutic relationship.

Figure 28 pictures the work in progress in describing 
the therapeutic approaches that focus on change in 
the child, in the child-carer relationship, in the carers, 
teachers or community’s responses to the child or a 
combination of the above. These therapeutic activities 
and targets of interventions used by Take Two are 
informed by research and practice development 
particularly in the trauma and attachment � elds as 
described later in this chapter.

Trauma-informed approaches:
A research-informed model that is highly in� uential 
on Take Two’s conceptual and practice framework has 
been the ChildTrauma Academy’s Neurosequential 
Model of Therapeutics (NMT) (e.g. Perry, 2006; Perry 
& Szalavitz, 2006). NMT provides a valuable foundation 
for assessment and intervention for children who have 
experienced chronic trauma and deprivation. This 
approach emphasises the impact on different parts of the 
brain of early in life trauma and neglect. Understanding 
the brain, even as non-neuroscientists, helps to target 
therapeutic intervention and how some changes may 
need to occur (e.g. a more regulated physical arousal 
system) before other changes can be expected (e.g. 
less impulsive or self-harming behaviours). NMT does 
not dictate speci� c interventions but rather provides 
guidance regarding the choices and sequencing of 
interventions. This model consequently � ts a range of 
age groups, experiences and presentations which suits 
the complex and diverse nature of the Take Two client 
group. 

For the many clients of Take Two who have been 
exposed to years of violence starting in utero or 
infancy, it is likely that those parts of the brain that 
were actively developing at the time the abuse 
began (e.g. brainstem and diencephalon) have been 
affected. These parts of the brain may therefore be 

Figure 27.
A portrayal of Take Two service model
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Age/Stage Gender Culture
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Figure 28.
An overview of the therapeutic approach by Take Two
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less developed, less organised and less regulated than 
would otherwise be expected for children of their age 
(Perry, Pollard, Blakley, Baker, & Vigilante, 1995). Both 
trauma and attachment theories contend that children 
who have experienced maltreatment are at heightened 
risk of physical, emotional, cognitive and behavioural 
dysregulation (e.g. Perry et al., 1995; Friedrich, 2002).

Children must face the core tasks of modulating 
arousal, developing the ability to maintain a 
psychological homeostasis, and differentiating the 
expression of a broad range of positive and negative 
affect. Maltreatment of all types interferes with this 
developing capacity of self-regulation, not only of 
feelings but also of thoughts and behaviors (Cicchetti, 
Ganiban, & Barnett, 1991). (Friedrich, 2002, 147)

The more primitive, sub-cortical parts of the brain are 
not responsible for thoughts and feelings but for more 
basic physiological and arousal functions, which have 
a subsequent impact on thoughts and feelings. These 
parts of the brain are less accessible to change and so 
the process is likely to take longer and require daily 
repetitions of reparative experiences. This therapeutic 
approach to change is therefore usually through 
teaching caregivers how to directly or indirectly provide 
frequent therapeutic moments in the children’s day, 
such as physical comfort, patterned sensory experiences 
and interpersonal positive interactions. It is only after 
children have developed greater capacity to regulate 
their physiological arousal systems (e.g. heart rate, 
respiration, sleep patterns) that they are likely to be 
amenable to change through more cognitive processes. 
For example, their mind and body needs to no longer be 
reacting as if they are running a marathon or running 
for their life before they can be calm and re� ective 
enough to make sense of their history and plan for 
their future, using other interventions, such as TFCBT. 
If this exploration of the past is done too quickly or 
insensitively it can cause more harm and trigger other 
trauma responses (Perry & Szalavitz, 2006).

Notwithstanding the issue of timing and the child’s 
readiness, the development of a coherent narrative 
is a central tenet of most trauma-informed therapies 
(Herman, 1992/1997; American Academy of Child 
Adolescent Psychiatry, 1998). A goal of therapy is 
often to provide children with a safe space and means 
to make sense of their history. In this way, whilst it is 
not forgotten, the traumatic past is no longer intruding 
on their present (such as through � ashbacks and 
nightmares) or threatening their future (such as through 
compelling them to re-enact traumatic experiences 
through unsafe behaviours towards self or others). 

As described in Chapter 3, Take Two clinicians have 
received training in TFCBT and other trauma-informed 
approaches; however, more input is needed to 
implement these techniques routinely in Take Two’s 
practice. Since his visit to Australia in late 2007, Take 
Two has been working with Dr Bruce Perry through 
monthly case consultations and professional education 
to work towards certi� cation in the NMT approach. 
This along with other trauma-informed interventions 
forms a part of the bedrock of the Take Two therapeutic 
framework for intervention.

The Sanctuary Model is another trauma-informed 
model that does not have speci� c interventions. It 
focuses on developing trauma-informed organisations 
and systems, as opposed to trauma-saturated 

organisations and systems (Bloom, 2003, 2005). 
The Sanctuary Model informs Take Two’s approach to 
supporting those caring for and teaching children to 
enhance the children’s opportunity to live and learn 
in a safe, respectful and relationally rich environment. 
It consists of commitments regarding what a trauma-
informed environment represents to the children, staff 
and managers, such as commitment to non-violence, 
emotional intelligence, social learning and growth and 
change. It also provides useful teaching and therapeutic 
aids such as safety plans, community meetings and 
how to use psycho-education  with children and staff 
(Bloom, 2003, 2005).

Attachment-informed approaches:
Attachment-informed therapies have also been a 
major component of Take Two’s framework given 
the prevalence within the client group of disrupted 
attachments, multiple placements and experience of 
abuse and neglect by attachment � gures. A foundation 
principle in attachment theory is that every human child 
is born inherently dependent on at least one adult to 
keep them safe (Perry, 2001). Early in life, children 
develop certain behaviours to attract the attention 
and promote closeness and responsiveness in their 
caregivers, such as crying, cooing and approaching 
them to seek attention, comfort and care. Young children 
need adults to be both a ‘secure base’ from which they 
can explore the world con� dent in the knowledge that 
someone is watching over them; and a ‘safe haven’ to 
whom they can return when feeling unsafe, scared or 
confused (Cassidy, 1999). It is through the minute by 
minute interaction between infants and their caregivers 
that the infants learn to follow the lead from the adults, 
such as calming down, being excited or being aroused. 
This dance of attunement provides children with a 
template for how to modify their own arousal over time, 
but � rst they learn it through the caregivers (Dozier et 
al., 2006; Weinfeld, Sroufe, Egeland, & Carlson, 1999).

Children confronted with the reality that their supposed 
safe haven and secure base is the source of danger 
and threat are left with an untenable and unresolvable 
con� ict, leading to behaviours that may appear 
disorganised, chaotic and maladaptive (Weinfeld et al., 
1999). Studies have shown that 82 percent of maltreated 
children have disorganised attachments (Carlson, 
Cicchetti, Barnett, & Braunwald, 1989). Children who 
receive inconsistent care from caregivers who have 
minimal control over their own arousal system are 
less likely to develop healthy physical arousal patterns 
(Dozier et al., 2006; Perry, 2001). 

There are a number of approaches to therapy that have 
been described as attachment-informed therapies, 
some of which con� ict with attachment theory as 
developed by John Bowlby (Bowlby, 1973) and others. 
For example, some therapies purporting to be 
attachment-informed have been criticised for attempting 
to compel the child to form relationships (Barth, Crea, 
John, Thoburn, & Quinton, 2005). This is inconsistent 
with the core concepts of attachment theory and the 
available research and are not endorsed by Take Two.

Take Two has been informed by the work of 
researchers and practitioners such as Mary Dozier 
(Infant Caregiver Project — e.g. Dozier et al., 2006; 
Stovall & Dozier, 1998), Dan Hughes (Development 
Dyadic Psychotherapy (DDP) — e.g. Becker-Weidman 
& Hughes, 2008), Allan Schore (e.g. Schore, 2003) 
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and Ken Hoffman and colleagues (Circle of Security — 
e.g. Hoffman, Marvin, Cooper, & Powell, 2006). Most 
attachment-informed approaches emphasise working 
with parents/caregivers to increase their understanding 
of the children’s behaviour, to better respond to 
children’s signals for nurturance and exploration and 
to understand their own attachment history which may 
in� uence their responses. Take Two places considerable 
emphasis on the child-carer relationship, whether the 
carer be a parent, relative, foster carer, permanent 
carer or residential worker (Jackson, Frederico et al., 
2009). Kim Golding’s attachment-informed approach 
notes that although many parents, carers and workers 
may seek an answer to manage the child’s behaviour, 
this will almost certainly fail if the behavioural problems 
have a basis in attachment dif� culties if those dif� culties 
are not � rst addressed, primarily by providing the child 
a secure base and a safe haven (Golding 2006).

Systems and network interventions:
A cornerstone of Take Two’s approach— based on the 
view that no therapy technique is suf� cient on its own 
— is that an important role is to facilitate those who are 
in the children’s life to be therapeutic in their day-to-
day relationships and interactions. A mainstay of this 
approach is the creation and support of care teams to 
stabilise and support the children’s system. Care teams 
usually meet frequently and involve the case manager, 
therapist, carer and others involved in the daily life of 
the child or whose role can be seen as supportive of the 
carer’s efforts to build and sustain their relationship with 
the child. Care teams aim to support workers and carers 
to keep the children in mind and to work collaboratively 
for their best interests (Frederico, Jackson, & Black, 
2006). Ecological and developmental perspectives 
point to the need for systems intervention to be part of 
the therapeutic model. This involves paying attention 
to the range of systems impacting on the child along 
with focusing on transactions between the systems 
(Whittaker, 1979, 1983). 

Wide-ranging research that has found the number 
and quality of social supports as a resilience factor 
in reducing the harmful consequences of trauma and 
other adverse events on wellbeing (e.g. Garbarino & 
Kostelny, 1996; Herrenkohl, Sousa, Tajima, Herrenkohl, 
& Moylan, 2008; Tracy & Whitaker, 1990; van der Kolk, 
1996).

Consistent external support appears to be a necessary 
condition for most children to learn to comfort and 
soothe themselves, and later to derive comfort from 
the presence of others. (van der Kolk, 1996, 185)

Social network intervention can involve the therapist 
working with children to develop their con� dence and 
skills in social interactions. It may also involve directly 
intervening with the social networks, such as schools 
and peer groups (Maluccio, Pine and Tracy, 2002).

Intervention at a community level has been 
demonstrated primarily through the work of the Take 
Two Aboriginal team as discussed in Chapter 5. Insight 
into the child’s cultural needs, such as access to cultural 
knowledge, identity, connection and community have 
all been identi� ed for Aboriginal children and may be 
needed for other children as well. This is a burgeoning 
area of work. 

6.2.2 Therapeutic assessments 
Based on the exploration of theoretical frameworks, 
research and consultations with partners and other 
informants, Take Two has developed principles and 
assessment documents to guide both brief and 
comprehensive assessments. These practice principles 
are consistent with the evaluation framework as 
portrayed in Figure 1 in Chapter 2. A couple of principles 
underlying Take Two assessments (Downey, 2004) are:

• Abuse and neglect occurs along a continuum of 
 severity and chronicity and occurs within a family and 
 social context which needs to be understood, 
 especially in terms of the meaning to the child.

• Children are understood within their context, their 
 cultural identity and their connections with family 
 and community including extended family, friends, 
 day care, schools and service systems. 

The Take Two practice framework recognises that 
assessment and engagement are inextricably linked, 
as with other aspects of intervention. This includes 
not only engagement with the child, but the child’s 
family, carers and broader systems. Pro-active and 
assertive outreach can sometimes be used to facilitate 
the engagement and assessment process. Processes of 
assessment include meeting the child, family and carers 
and gathering information from a range of sources, the 
breadth and depth of which is determined by the focus 
of the referral. Another important aspect of Take Two’s 
assessment approach is recognising its own therapeutic 
nature. For example, providing clarity and information 
to children, their carers, parents and schools can make 
sense of the meanings behind the children’s dif� culties 
and can be reassuring, challenging or both. The Stargate 
pilot through the Royal Children’s Hospital in providing 
therapeutic assessments for child protection clients 
overted this principle which was then readily adopted in 
the early stages of development of Take Two.

Trauma and disruption create dislocation and 
disconnections. Stargate offers the chance for the 
story of the child’s experience, often fragmented, to 
be collected, unscrambled, and communicated back 
to the child in a coherent way. The child’s story is 
accepted without judgement or prejudice. This process 
provides understanding, re-connection and a sense 
of continuity from the past to the present and into 
the future. The story of the child is told through the 
child’s mind and body, his parents, relatives, carers, 
teachers, doctors, and case managers. (Milburn, 
2004, 22)

Within a mental health service context the formulation 
is the synthesis of the assessment for the child. 
Undertaking a formulation is the process of integrating 
all known information about the children and their 
environment along with the underpinning theoretical 
and clinical knowledge. It aims to bring an understanding 
of the children’s presenting dif� culties, their strengths, 
any links with their history and how the dif� culties are 
being perpetuated (Havighurst & Downey, 2009). It 
is informed by direct observation of the children and 
their interactions with others; hearing from a range of 
perspectives, including the children’s, parents’, carers’, 
teachers’ and others’; and receiving information via 
other means including written reports, client � les and 
participating in meetings.
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Table 25.
Documentation and Processes used throughout Take Two Assessment 

Phase Processes Documents

Intake • Meeting with referrer to consult about 
   possible referral.

• Meeting with CPM and T2 to prioritise    
   referrals.

Referral documents
• HCA
• CYPP Document
• Other information made available to Take Two

Initial 
assessment

• Interviews with child, family, carers, 
   case manager, school, community and 
   other services.

• Observation; e.g. infant observation.

• Care team and other meetings.

• Reading of other documents.

• Requesting assessments from others as 
   required; e.g. medical, speech, 
   audiology, OT, etc.

• Review of data from outcome measures 
   and other tools.

• Diagnosis if applicable.

• Use of supervision and team discussion

• Use of psychiatric consult if required.

• Overall formulation.

Genogram

Ecomap

Clinical outcome measures; e.g., Social Network Map, TSCC, 
TSCYC, SDQ, BITSEA

ATSI Assessment Tool (if child is Aboriginal)

Specialist assessments, e.g. paediatric, cognitive, 
neuropsychological assessment, speech assessment, 
educational, etc

Further reports received from other workers, e.g. Best 
Interests Plan, LAC documents, etc

Clinical analysis of � le (e.g. previous Take Two � le, Child 
Protection � le)

Speci� c interview formats to guide clinicians

Formulation and intervention plan

Mental State Examination if required

Feedback from others, such as in Care Teams

Assessment Checklist

Assessment Report or Brief Assessment Report (or Brief 
Intervention Report – if in Secure Welfare)

Review 
(usually every 
6 months 
unless closed 
earlier

• Review and re� ection on therapeutic 
   intervention with child, family, carers, 
   case manager, school and other 
   services.

• Care team and other meetings.

• Reading of other documents.

• Requesting assessments from others as 
   required, e.g. medical, speech, 
   audiology, OT, etc.

• Review of data from outcome measures 
   and other tools.

• Diagnosis if applicable

• Use of supervision and team discussion.

• Use of psychiatric consult if required. 

• Overall formulation.

Clinical outcome measures; e.g., Social Network Map, TSCC, 
TSCYC, SDQ, BITSEA

ATSI Assessment Tool (if child is Aboriginal)

Further reports received from other workers

Specialist assessments

Mental State Examination if required

Review of formulation and intervention plan

Stakeholder feedback surveys (if stakeholder has given 
consent for feedback to be shared with clinician)

Feedback from others, such as in Care Teams

Closure Review Checklist

Review Report

Clinical outcome measures; e.g., Social Network Map, TSCC, 
TSCYC, SDQ, BITSEA

ATSI Assessment Tool (if child is Aboriginal)

Further reports received from other workers

Specialist assessments

Stakeholder feedback surveys (if stakeholder has given 
consent for feedback to be shared with clinician)

Feedback from others, such as in Care Teams

Closure Checklist

Closure Report
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‘The formulation becomes a working hypothesis that 
directs the clinician’s choice of intervention and assists 
them in predicting issues that may impede or assist in 
efforts to bring about change’ (Havighurst & Downey, 
2009, 255). The formulation includes but is not driven 
by incorporating one or more diagnoses. Take Two has 
determined that it will comment on diagnosis in the 
formulation, but not as a standalone item. This is to 
attempt to avoid diagnoses being used out of context or 
as a label for children. Havighurst and Downey (2009) 
compared the context of the Take Two program with 
other services, such as child and adolescent mental 
health services in terms of the process and parameters 
of assessment and formulation.

Take Two clients, who frequently experience multiple 
foster placements, family dif� culties and a range of 
mental health problems, often require a much longer 
assessment process because it can be dif� cult to gain 
enough trust early in the therapeutic relationship to 
be able to collect suf� cient information to make a clear 
formulation and intervention plan. Family members 
of children and young people in out-of-home care 
can be dif� cult to locate, have often had negative 
experiences in the past of ‘helping professionals’, 
and are often angry and distressed at the loss of 
their child. Young people who are clients of Take 
Two often have a similar reluctance to engage with 
clinicians. Therefore Take Two has stated an optimum 
assessment period of six sessions to gain as much 
information as possible, while accepting it may not 
be everything. Often engagement and the beginning 
of therapeutic intervention occur during this phase. 
(Havighurst & Downey, 2009, 256)

Table 25 lists the processes and documents used by 
Take Two to inform and describe the assessments, 
beginning with the referral documents. Each episode 
of Take Two involvement is set in motion through 
the referral. This process commonly begins with a 
protective worker or CSO worker consulting with Take 
Two regarding the client’s situation, followed by the 
worker completing the referral documentation, such as 
the HCA. As described in Chapter 4, there is a wealth of 
information in the HCA which is then veri� ed and added 
to in the Take Two assessment. Chapters 7–9 that 
present on the outcome measures show the value of 
these sources of information for assessment. However, 
whilst acknowledging the value of these and other 
documents, the key to assessment is direct observation 
and interaction with the children and their networks.

6.2.3 Directions for change — the desired 
outcomes
Attempting to bring about ‘directed’ change implies 
that a direction has been set. In order to set a 
direction, desired outcomes and goals for therapeutic 

intervention need to be de� ned. This occurs in three 
mutually informing ways: � rstly, by eliciting the desired 
outcomes of the referrers; secondly, by discovering the 
outcomes desired by the children and others in their life 
through assessment; and thirdly, through the clinicians 
determining achievable goals, usually in consultation 
with the children and their signi� cant others, consistent 
with the role and purpose of Take Two. For the purposes 
of this evaluation, only the � rst of these types of 
information is available for analysis; that is, desired 
outcomes at time of referral. Work is underway within 
Take Two to implement a goal attainment scaling 
process (e.g. Kiresuk, Smith, & Cardillo, 1994) which 
amongst other things will enable future research to 
include analysis of the children’s and other’s desired 
outcomes and the goal setting process.

One of the questions in the referral documentation  is 
‘what were the outcomes desired by the referrers’ from 
Take Two’s involvement with the child?’ The responses 
were typed in free text by the referrer and then coded by 
the research team, in line with the Take Two outcomes 
framework as outlined in Chapter 2, Table 2.

For the period January 2004 to June 2007, 563 of 
the 654 regional and Aboriginal team referrals (86%) 
speci� ed desired outcomes for Take Two involvement. 
This question was not asked for Secure Welfare Take 
Two referrals. Missing data were due to the information 
not being received in some situations from the referrer. 
An average of 3.7 (SD=2.0; Range = 1—13) desired 
outcomes were listed per referral. The majority of the 
desired outcomes (2058 outcomes listed for 563 cases) 
related to the ‘child wellbeing’ domain (53%), followed 
by ‘family and community support’ (21%), ‘stability, 
security and connectedness’ (19%) and ‘child safety’ 
(4%) as seen in Table 26.

Table 26 shows that much of the direction of intervention 
desired by the referrers was focused on seeing certain 
changes in the children, such as improved wellbeing 
(63%), reduction of emotional and behavioural 
symptoms (52%) and helping them recover from their 
experiences of trauma (50%). The following examples 
listed in the referral documents demonstrate the variety 
of desired outcomes as they pertain directly to the 
children, either in terms of their recovery from trauma 
and/or reduction of symptoms that place others in 
danger.

Desired outcomes that focused on changes made by 
the important people in the child’s life were primarily 
aimed at strengthening parents’ or carers’ capacity to 
meet the child’s emotional and other developmental 
needs (43%). The following examples highlight that the 
desired changes are often about the parent or carer’s 
response to the child, although some also re� ect the 
parent’s own resolution of a trauma history.

16 The referral documentation used for analysis in this section was known as the Referral Guide. As of 8 October 2008, this question was 
 modi� ed and included in the Harm Consequences Assessment (HCA).
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Table 26. 
Desired Outcomes for Take Two Involvement According to Referrers for Regional and Aboriginal 
Teams between January 2004 – June 2007 (N=563)

Domain (N = 563) Desired Outcomes N of 
responses % of 563 cases

Child Safety 4.4%   Reduction of harm due to child’s behaviour 54 9.6

  Promotion of child’s safety 35 6.2

  Other child safety goals 3 0.5

Child Wellbeing 53%
  Recovering from trauma 281 49.9

  Reduction of behavioural and/or emotional   
  symptoms 293 52.0

  Improved cognitive and/or language development 11 2.0

  Improved school attendance and/or performance 55 9.8

  Enhanced emotional, behavioural, social, cultural   
  and/or physical wellbeing 353 62.7

  Other child wellbeing goals 119 21.1

Stability/ security/ 
connectedness 18.9%

  Strengthening attachments and/or forming quality 
  relationships 125 22.2

  Strengthening child’s identity, sense of belonging 
  and/or connectedness 59 10.5

  Strengthening child’s connections to their culture 3 0.5

  Contributing to an appropriate, stable and secure 
  placement for child 174 30.9

  Other stability/security/connectedness goals 26 4.6

Family and community 
21.1%

  Strengthening quantity and/or quality of informal 
  and/or formal social networks 92 16.3

  Strengthening parents’, other family and/or carer’s 
  capacity to meet child’s emotional, developmental 
  and other needs

240 42.6

  Strengthening child’s connections with their 
  communities. 4 0.7

  Strengthening service system’s capacity to meet 
  child’s emotional, developmental and other needs. 38 6.7

  Other family and community support goals 65 11.5

Other 2.7%   Other desired outcomes 38 6.7

Total 2058

Missing data 91 cases
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Examples of desired outcomes in referral documents related to children:

A positive self-image and sense of self within her family and community.

To feel better about himself and perceive himself as a likeable and worthwhile person who is able to consider 
others.

Help overcome fears of rejection after experiencing failed placements.

Intensive therapy to help child deal with the confusion he is currently experiencing as a result of the end to his 
permanent care placement.                        

Cease to exhibit anger towards females in future.

Opportunity to explore the meaning for her regarding why she does not live with her mother and the impact of 
the abuse she has experienced.

For child to gain an understanding about positive sexual relationships.

Opportunity for client to develop a greater understanding and insight into own needs and to be able to move 

To address client’s deliberate isolation and her strong sense of need, where she believes that no person loves her.

For client to develop a sense of connection and belonging in his current environment. Not likely to occur in current 
placement, discussion to occur surrounding possible placements that would be more suitable.                                                                                                                                    

Develop a greater understanding of traumatic experiences and loss experienced from family.

For child not to feel the ‘weight of the world’ on his shoulders. He feels responsible for his mother, brothers and 
anything that goes on in his family.                                   

To be given the opportunity to work through the signi� cant losses that he has experienced in his life.

To develop best skills to live in the world and best manage posttraumatic stress that is often noted at times of 
rejection.

He has very low self-esteem and appears to believe that what he has been subjected to is acceptable because he 
was misbehaving.

Help with soiling problems and attachment issues.

A greater understanding of client’s behaviours — why he presents as so angry, any triggers, possible strategies 
to better manage his behaviours.                                                     

For him to develop the ability to self-sooth.

To address the emotional impact of child’s experience of sexual abuse and to assist her in understanding normal 
sexual activity which has been distorted due to her experience.

Return to school allowing her to develop a sense of self and reach full academic potential.

Develop understanding of safe relationships with male role models in her life.

Child to cease feeling the desire to commit suicide.

Assessment to ascertain whether child’s behavioural problems/opposition is a result of poor processing and 
memory, or as a result of his experiences of trauma.

Treat/minimise highly sexualised behaviours. 

Examples of desired outcomes listed in referral documents related to parents/carers:

For family to develop more functional and positive ways of relating to each other and for the parents to develop 
more positive ways of managing the children’s behaviour.

To assess the impact of the mother’s depression on her relationship with her daughter.

Reinforce boundaries, rules and parental discipline with positive attention from carer for good behaviour.

Mother to be given space to address her issues, hope that she will be able to open up about her history so she 
can identify the impact this has had on her life and the impact it is having on her child.

Carer to gain a better understanding of child’s behaviour and how best to manage behaviours.

Assess impact of mother’s ongoing mental illness and self-harming behaviour on son. 

The mother’s own history of sexual abuse needs to be assessed and the impact of this on her own children and 
parenting.
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For family to develop more functional and positive ways of relating to each other and for the parents to develop 
more positive ways of managing the children’s behaviour.

The parents recognise that the client’s behaviours are partly a response to his environment and require a family 
therapeutic response. 

For parents to adopt more � exible parenting strategies that respond to the children’s developmental stages.

Some desired outcomes relate in equal measure to 
changes in the children and the world in which they 
live. For example 31 percent of the referrals asked Take 
Two to contribute to the child having an appropriate, 

stable and secure placement. Another 22 percent hoped 
for strengthened attachment relationships for the child. 
These outcomes re� ect changes for both the child and 
the carer, whether or not these were overtly noted.

Examples of desired outcomes listed in referral documents about child and their social 
world

To have long term psychotherapy so child can form a therapeutic relationship and therefore feel secure enough 
to work on attachment issues. 

For children to feel safe and secure in parents’ care.

Develop social and people skills to enable child to maintain a placement long term.  

Able to live in a predictable household where each child is not subjected to verbal abuse, or exposed to parental 
drug use, and parental verbal/physical abuse.

Transition from current primary carer to new permanent care placement so as not to be a traumatising experience.

To integrate at current school and make positive friendships.

As seen in Table 26, desired outcomes speci� c to culture, 
such as  strengthening the children’s connections to their 
culture or community were rarely explicitly mentioned, 
although some outcomes relating to strengthening 

the child’s identity mentioned Aboriginal identity. 
Conversely, not all comments relating to culture and 
community were in relation to Aboriginal children.

Examples of desired outcomes listed in referral documents about culture

Comprehensive assessment of young person’s needs within the context of her family, culture.  (Non-Aboriginal 
child)

Recognise position within community and feel a part. (Non-Aboriginal child in country area)

Assist in � nding a sense of identity and future. (Aboriginal child)

Assist client in better understanding her Aboriginal heritage. (Aboriginal child)

A number of desired outcomes were listed for the service 
system, such as Take Two to provide consultations or 
make recommendations regarding future planning 

for the child and general contributions to the service 
system (7%).

Examples of desired outcomes listed in referral documents about the service system

Seeking to integrate service system for greater understanding of the child and his needs.

Provide consultation to the systems supporting child to minimise the impact on his emotional and psychological 
wellbeing after the death of his primary caregiver.

Clinical � le review with the hope of providing recommendations about the care and needs of the child.

Secondary consults for child protection regarding assessment, child’s needs and strategies for meeting those 
needs.

Educating the school and helping them develop appropriate strategies to better manage client and his 
behaviours.                                                                                                                                      

Assessment of child to assist with referral to CAMHS or similar service.                                                                                                                         

Assist in developing safe and realistic access plan and reduce level of disappointment when mother does not 
attend.  
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As seen by many examples already listed, most of 
the desired outcomes are from the viewpoint of the 
workers who completed the referral documents. 

However, some made speci� c reference to 
outcomes hoped for by the child.

Examples of desired outcomes listed in referral documents from child’s perception

Child would like to work on her ability to interact in a socially acceptable manner in a school setting as she feels 
that this is her main barrier to remaining at school. 

Child has stated he wishes to enter into family therapy to ensure that reuni� cation with father is successful. 

6.2.4 Goal setting and intervention planning
An important aspect of Take Two’s assessment and 
intervention is to develop goals based in part on the 
referral documents but also in reference to the clinician’s 
conversations with the child and others and their own 
determination. Hearing directly what children want to 
see change in their life is an important aspect of goal 
setting. Establishing meaningful and achievable goals is 
often a part of a collaborative and negotiated process 
within the care team. In concert with developing goals, 
an intervention plan is developed outlining how the 
goals will be achieved. 

The goals, interventions and interim outputs and 
outcomes are usually reviewed every six months. This 
review occurs often in the context of supervision or in 
review processes overseen by area managers or Dr Neil 
Coventry (representing the Austin CAMHS role as guiding 
Take Two’s clinical work). It includes encapsulating the 
views of the children, their carers and family members 
as well as workers from other parts of the system. 

6.2.5 The individual and collective focus of 
therapy  
This section describes what happens in the day-to-day 
work of Take Two in terms of therapeutic interventions 
with children and others in their lives. It depicts both the 
individual and collective focus of Take Two’s role for the 
� nancial year 2006–2007 unless otherwise speci� ed.

As shown in Table 27, according to the client activity 
sheets completed by Take Two clinicians, the largest 
component of clinical staff’s time in regional or 
Aboriginal teams (32%) was spent directly working 
with the children, their families and/or carers. When 
adding assessment (17%), this constituted 48 percent 
of their time, although some assessment time involves 
reading reports by other professionals. Just over a � fth 
(22%) of their time was spent on system intervention 
and networking, including involvement in care teams 
and working with schools and other services. Nearly a 
� fth (13%) of clinicians’ time was spent on receiving or 
providing supervision and case discussions within team 
meetings. 

Table 28 provides a more detailed time analysis of 
direct service provision including travel time. The 
largest percentage of direct service time was working 
with children on their own, accounting for 41 percent 
of clinicians’ time. When the time spent on assessment 
of the child is added, this accounted for the majority 
of clinicians’ time (51%). Interventions with parents 
(and other family members) and interventions with 
carers each accounted for approximately ten percent of 
clinicians’ time providing direct service provision (11% 
and 9% respectively). Examples of these therapeutic 
interventions are described later.

Table 27.
Overview of Take Two Client-Related Activity Provided for Take Two Regional and Aboriginal Teams’ 
Clients in 2006—2007 Financial Year Based on Client Activity Sheets

Type of service % of time

Receiving referrals 1.2

Assessments of child and context 16.7

Direct interventions with child, family and/or carer 31.5

Interventions with system and networking 21.4

Supervision/ Team discussion 12.5

Other 16.6

Total 100

Note: Supervision is recorded by both the supervisor and supervisee, so one hour of supervision is counted as two. 
‘Other’ includes reviewing � les and court activity.
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Take Two service provision was provided in a variety 
of settings, as listed in Table 29. Overall, 27 percent 
of the interventions occurred in the form of outreach. 
For example, 13 percent of service took place at either 
the child’s home or placement. Just under half of direct 
service took place at Take Two of� ces (49%). A further 
21 percent of time was spent at other of� ce locations, 
including DHS and other agencies. This illustrates that 
the basis of where Take Two works is not that it is of� ce-
bound or that it is always an outreach service, but rather 
that the location aims to be based on assessment as to 
where the intervention is most likely to be effective. 
This may change over time. Therapy may begin through 
outreach when the emphasis is engaging the child in the 
concept of therapy and may then move into a therapeutic 
setting, where particular types of therapeutic activities 
may be more possible.

Although the higher percentage of travel time overall 
was spent between of� ces, proportionately, travel time 
was largest when driving to or from the child’s family 
home or placement. Travel time to a Take Two of� ce 
was most frequent in rural regions where clinicians are 
commonly located in one country town yet needing to 

travel to another, such as the Hume and Grampians 
regions.

Another way of illustrating the work of Take Two is to 
provide an example of a day in the life of a clinician, 
similar to the illustration in Chapter 5 regarding an 
Aboriginal clinician. This example in Figure 29 was 
drawn from two days in a regional clinician’s diary in 
2007.

Another approach to capturing what happens in the 
intervention is from the clinicians’ survey. These surveys 
provide a snapshot of the clinical work undertaken by 
Take Two in all regional or Aboriginal team cases open 
from January 2006 to June 2007. The question in the 
clinicians’ survey was ‘please list the one intervention 
that most closely describes the primary intervention 
of Take Two with this case?’ They were then asked to 
list other interventions that also re� ected their work. 
Table 30 describes the types of Take Two intervention, 
including how often a focus of intervention is used 
and if it was the primary intervention. When excluding 
cases that did not proceed or were in the midst of 
initial assessment, nearly two-thirds (64%) involved 

Table 28.
Type of Direct Face-to-Face Work Provided for Take Two Regional and Aboriginal Teams’ Clients in 
2006–2007 Financial Year Based on Client Activity Sheets

Type of Work % of time

Assessment – Child 10.1

Assessment – Parent and/or other family members 5.1

Assessment – Child’s placement 3.4

Assessment – Child’s school 0.9

Assessment – Child’s other contexts 0.8

Intervention –  Child 41.0

Intervention –  Parent and/or other family members 11.2

Intervention –  Child and parent 2.1

Intervention –  Child and carer/s 5.4

Intervention –  Carer/s 9.1

Intervention –  Child and siblings 1.2

Intervention –  Child and school 1.1

Intervention –  Child and informal social network 0.3

Intervention –  Group 0.3

Primary consultation (i.e. child is present) 0.7

Follow-up after closure 0.6

Information/communication with child and family 2.7

Case conference involving family 4.0

Total of direct face-to-face interventions 100.0
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individual therapy with the child, with a third (33%) 
involving sessions with carers about the child. Another 
9 percent of cases involved therapy with the children 
and carers together. Work with children’s parents was 
either focused on the child (16%), with the parent and 
child together (8%) and/or with the parent about their 
own issues (7%). In addition, 12 percent of the cases 
involved family work and 4 percent with siblings. Work 
identi� ed as systems intervention was recorded for two-
thirds of the cases (67%). Examples of explanations 
made by clinicians for the 13 cases that did not proceed 
included child protection ceasing involvement, the child 
moving interstate and the guardian not giving consent.

Table 29. 
Location of Service Provision and Travel Time for Take Two Regional and Aboriginal Teams’ Clients in 
2006—2007 Financial Year Based on Client Activity Sheets

Location of service % of time in 
service

% of time in 
travel Total

Child’s family home 4.6 11.9 6.3

Child’s placement 4.4 12.4 6.3

Take Two of� ce 60.2 12.9 49.0

Other of� ces 16.8 34.5 21.0

Secure Welfare 2.3 3.3 2.5

School/Preschool 3.4 9.7 4.9

Public area 3.2 7.9 4.3

Car 2.9 4.0 3.2

Other 2.1 3.3 2.4

Total 100 100 100

Figure 29.
An example of a regional Take Two clinician’s diary

Regional Clinician’s diary

Example of one day

10.00 am Care Team Meeting at DHS, client present for the last portion of the meeting

12.00 pm Administration: scoring two SDQs

1.00 pm Administration: writing client review report

2.30 pm Therapy session with child at Take Two of� ce

4.00 pm Therapy session with child and carer at child’s placement

Example of other day

9.00 am Proof reading completed Take Two assessment for client

10.00 am Meeting with new CSO case manager for a client at Take Two of� ce 

11.30 am Working on assessment report for new client

1.30 pm Child-focused carer session in child’s placement

3.00 pm Therapy session with child at Take Two of� ce

4.15 pm Writing case notes for therapy session 
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The fundamental question regarding what individual 
therapy with a child looks like is dif� cult to answer. 
If Take Two had a manualised approach where every 
intervention followed the same format this would 
be easier. However, as discussed earlier, this is not 

considered appropriate. Therefore this question is best 
answered by a series of examples beginning with Rosie, 
which offers a glimpse into an individual child therapy 
session.

Table 30.
Interventions by Take Two Regional and Aboriginal Teams for Cases Open from Jan 2006 to June 2007 
According to Clinicians Surveys (N=307)

Types of interventions N of times 
listed in 
surveys 
overall

% of 
cases  
listed 

overall
(n = 307)

% of 
cases that 
proceeded 

&
assessment
complete 
(n = 289)

N times 
listed as 
primary 

intervention

% of cases 
listed as 
primary 

intervention 
(n=304)

Individual therapy with child 184 59.9 63.7 145 47.7

Child-focused parent therapy 45 14.7 15.6 9 3.0

Child-focused carer therapy 96 31.3 33.2 18 5.9

Family sessions 35 11.4 12.1 4 1.3

Parent and child therapy 24 7.8 8.3 7 2.3

Carer and child therapy 27 8.8 9.3 14 4.6

Therapy with siblings 10 3.3 3.5 0 0

Systems work 194 63.2 67.1 33 10.9

Assessment focus 53 17.3 18.3 45 14.8

Parent therapy 19 6.2 6.6 7 2.3

Other 15 4.9 5.2 4 1.3

Assessment in progress 5 1.6 5 1.6

Case did not proceed 13 4.2 13 4.3

Total 721 304 100%

Rosie’s therapy:

Rosie was removed from the care of her parents when she was ten years old, along with her brothers who were 
eight and six.  Rosie and her brothers had experienced a level of environmental and emotional neglect that was 
so extreme it had a profound effect on the child protection workers that removed the children.  Rosie’s mother 
has seen the children once since their removal and has now moved interstate.

Rosie’s history:

Therapy took place with Rosie on a weekly basis in the playroom of the local Primary School in the rural area in 
which she was in a foster care placement with her brothers.  Below is a snap shot of a typical therapy session with 
Rosie in which she engaged in highly symbolic play.

…“Rosie found the balloons in the craft box and wanted to blow them all up. Rosie blew some up to a large size 
and others to a smaller size, saying some were “Mummies” and some were children. Rosie then found a telephone 
and wanted the clinician to play with her. Rosie prompted the clinician to speak to Rosie on her telephone, but 
the clinician had to do so looking at Rosie’s re� ection in the mirror. When Rosie answered the phone, she said her 
name was “Gemma” and that Rosie was dead.  

When the clinician showed that she was sad and worried in response to this, Rosie threw a baby doll on the � oor 
and said “that is Rosie”. The clinician went to the baby doll on the ground and attended to her injuries, soothed 
and rocked that baby talking softly and saying that she was sorry that such horrible things had happened with 
no one there to look after her. As the clinician did this, Rosie stood behind the therapist, watching the re� ection 
of this happening in the mirror, using only her eyes to look down at the clinician and her head still held high. The 
clinician wondered out loud if the baby was still dead, and Rosie said “No”. Rosie continued with the game and said 
that there was a bad man coming to get them.  The clinician asked if there was anywhere safe to be, and Rosie 
said that in the play boat was safe. The clinician took the baby doll to the boat as well, and told the baby she was 
going to try her best to keep her safe. In the game, when the bad man got closer, Rosie suggested she and the 
clinician leave the world and � y across to the next world where the bad man couldn’t � nd them.  
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The following case study of Billy illustrates the 
combination of individual work, work with carers 
and systemic intervention. It also demonstrates 

the importance of all aspects of the system working 
together, not just the role of Take Two.

Billy’s presentation to Take Two:

Billy is an only child and was referred to Take Two when he was 12 years old. He was engaging in sexual offending 
behaviours at home and at school, experiencing severe sleep disturbances, had a disturbed and negative sense 
of his identity, was aggressively acting-out. He had both self-harmed and made threats of suicide. Billy had been 
sexually assaulted by his father up to the age of � ve years. He had also been exposed to his mother’s severe 
mental health issues, a history of extreme neglect, exposure to parental substance abuse and domestic violence, 
the death of a close grandparent and multiple separations he had experienced from his family from the age of six 
and the subsequent placement changes.

What Take Two did:

Alongside long-term individual psychotherapy, regular school meetings were held with key staff and the integration 
aid to assist consistency. Take Two worked with the school to assist them developing an accurate and empathetic 
approach in understanding and responding to Billy’s behaviours. Take Two advocated for Billy to attend a program 
for sexually offending boys. 

Regular care team meetings were held with key people in Billy’s system. Intensive work was done by the clinician 
with the residential care staff and their managers around making Billy feel ‘safe’. Over time Billy’s behaviours, 
including sleeping with a baseball bat under his bed and threatening then hiding in fear if there was an altercation 
with another resident, decreased; his self care improved with staff taking an interest in how Billy looked. Overall, 
Billy’s eating and sleeping patterns stabilised. The unit staff supported Billy’s regular therapy sessions at Take 
Two, and attended their own Take Two therapy appointments at the same time to � ne tune their daily work with 
Billy. At the suggestion of Take Two, an audit of Billy’s child protection � le was conducted to ascertain key people 
that had been involved in Billy’s life. A very dedicated child protection worker managed to locate Billy’s father’s 
family who agreed to meet with him and tell him what they knew of his family. The residential care staff have 
also ensured that Billy’s interest in sport was maintained, patiently supporting him while he tried out a number of 
sports until he settled with soccer.

Outcomes:

Billy is now a 16 year old young man, playing on a soccer team, and regularly being awarded with ‘best pupil’ 
at the school he attends. He is in a residential unit with very committed workers. Among many things, Billy 
speaks with staff about his needs to be a role model for his mother by modelling positive behaviour such as not 
shoplifting. The residential unit has a puppy that Billy is responsible for looking after; as such Billy is taking the 
puppy to obedience school. 

Take Two has continued to work with Billy’s mother to try to engage her in support services. Overall, one of the 
most important factors contributing to Billy’s recovery from the trauma he has experienced is that Take Two has 
been able to work with him for this period of time. This has allowed for the work to be done with the system 
around him, ensuring all adults involved in his life are protective and supportive. Ultimately, Billy is being provided 
with normal life opportunities. Furthermore, and just as positively, Billy’s child protection case manager recently 
noted that Billy is presenting as a more con� dent young person in general – that he is now making eye contact, 
holding his head up and actively planning towards more independent living. 



 Frederico, Jackson, & Black (2010) “More than Words” – Take Two Third Evaluation Report, La Trobe University, Bundoora, Australia96

This case vignette for Daniel provides a description of a 
therapeutic session between a child and a carer. It shows 
the need sometimes to reassure, coach and support the 

carers as they try out new ways of communicating and 
breaking old patterns.

Daniel’s history:

Daniel is a � ve year old boy who along with his three-year-old sister were removed from the care of their parents 
due to ongoing concerns of exposure to inappropriate sexual behaviour, the lack of supervision and environmental 
neglect.  

Daniel and his sister were placed in the care of their maternal aunt and uncle with the view of this being a 
permanent care placement. Initially Daniel engaged in weekly therapy sessions and eventually his Aunt Olivia 
joined the sessions to complete dyadic work. This session took place towards the end of Take Two’s intervention, 
alongside family therapy sessions with the carer’s family.

A therapy session with Daniel:

…“The clinician spoke to Daniel about needing to say goodbye to each other soon, and Daniel got the monkey 
puppet and placed it in front of his face and would not respond to his Aunt Olivia. The clinician asked Olivia to 
guess what Daniel was feeling, and she went to Daniel with her puppet and was trying to make Daniel laugh, 
suggesting she could see a smile and he may be tricking her. Daniel was resisting Olivia’s attempts to be tickled, 
and started to make a pretend crying sound. Daniel’s pretend cry became a real cry, and he was very still on the 
ground, still hiding his face.  

Olivia looked to the clinician with a seemingly worried look. The clinician prompted Olivia to cuddle Daniel, and 
Olivia asked Daniel to come to her but he didn’t move. The clinician prompted Olivia to go to Daniel and she picked 
him up and put him on her lap. Olivia was asking Daniel what was wrong, but he was still crying uncontrollably 
and was very distressed. Olivia sat rocking and soothing him. The clinician spoke about how dif� cult goodbyes 
were and how she wondered if their goodbye had reminded Daniel of other goodbyes he had said. Daniel said it 
reminded him of his Mum, and he began to cry even louder. Olivia continued to cuddle and soothe Daniel, while 
the clinician spoke about how sad it was for Daniel. Olivia looked at the clinician for reassurance who gently 
observed that Olivia seemed to be doing really well helping Daniel with his hard feelings and Daniel cuddled into 
Olivia further. This continued for some time. 

When Daniel had begun to calm down, the clinician suggested Daniel take the monkey puppet home to play with 
for the week. Daniel was happy about this and asked Olivia if he could have the afternoon off school as he felt too 
sad to go back to school. Olivia agreed and suggested she and Daniel have some ‘special time together’.

This session was followed by the clinician ringing Olivia the following day to offer her opportunity to re� ect on 
what happened and to provide positive feedback on the manner in which she responded to Daniel in the session.

This next case study of Shanelle also portrays the 
combination of individual work, dyadic work with the 
carers and systemic interventions. It demonstrates how 

particular therapeutic approaches such as NMT and DDP 
are used to support a child’s journey towards recovery 
and to support those caring for her.

Shanelle’s presentation to Take Two:

Shanelle was six years old when referred to Take Two. Shanelle was referred to Take Two due to past emotional 
and psychological trauma, and associated behavioural dif� culties including aggression, conduct problems, 
attentional dif� culties, impulsivity, intermittent violence, threats to others, property damage, and threats of self-
harm. Shanelle continues to experience these dif� culties in placement.

What happened to Shanelle?

Shanelle’s family have suffered a history of intergenerational trauma, neglect and abuse, including intra-familial 
violence and sexual abuse. Shanelle has suffered an extended history of trauma, neglect and abuse. She was 
born chemically dependent, and experienced a chaotic lifestyle from birth. Shanelle’s mother, Leah, was often 
so drug-affected that she was unable to respond to the physical and emotional needs of an infant, and was 
found falling asleep while breast feeding her. Shanelle was placed in foster-care at six weeks of age but did 
not receive adequate stimulation and therefore failed to thrive. At six months of age she was moved to a new 
foster placement with Barry and Marjorie. At this time she was unable to sit up, crawl, had poor head control 
and leg muscles. Her carers were very experienced carers and with the provision of attuned and loving care, and 
appropriate stimulation, Shanelle began to meet her developmental milestones, learning to roll over, sit up, eat 
solid foods, and by sixteen months of age was walking. 

Shanelle remained with Barry and Marjorie for the next two years, during which time her mother was incarcerated. 
On release from prison, Shanelle and her younger sister were reuni� ed to their mother’s care. Shanelle told 
workers and her carers at the time “Please don’t take me back to her, I don’t want to go”, and even eight months 
following reuni� cation Shanelle did not recognise Leah as her mother.
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Shanelle had made disclosures about her life with her mother, including being threatened with a knife, witnessing 
violence towards her mother from her partners, seeing her overdose and suicide attempts, being exposed to 
drug use, physical abuse toward her and her younger sister, and being scapegoated and emotionally abused. 
The family was transient and Shanelle attended many schools. Shanelle continued to have respite with Marjorie 
and Barry. Following a breakdown of the reuni� cation with her mother, Shanelle was again placed in out-of-home 
care; however, not with Marjorie and Barry, despite their wishes for this to occur. After another unsuccessful 
reuni� cation attempt, Shanelle was removed again and placed with Marjorie and Barry. Take Two was involved 
with Shanelle throughout these transitions, including a change of region.

Shanelle’s trauma history has left her in a persistent state of hyper-arousal, and with a higher than average 
resting heart rate. It is as if she is always prepared for threat and is physiologically primed to ‘� ght’ or ‘� ee’. 
At night she experiences sleep dif� culties and a recurring dream where her foster family is killed and she is 
abducted. Her Trauma Symptom Checklist for Children falls within the clinically signi� cant range for Anxiety, 
Intrusive symptoms and Anger. Her early trauma has left Shanelle with dif� culties in regulating her emotions and 
bodily rhythms, prone to ‘over-stimulation’ and ‘mini-meltdowns’.

What Take Two did:

An integral part of the work so far with Shanelle has been the focus on maintaining her foster care placement. 
In helping Marjorie and Barry along with Shanelle to identify potential ‘trauma triggers’ Marjorie has been able 
to manage Shanelle with patience, understanding, empathy and � rm boundaries. She uses strategies to help 
Shanelle calm down such as back-rubs and massage, talking with Shanelle, establishing a night routine, and 
direction when acting-out behaviours become unsafe. However, the level of care required is exhausting and 
Shanelle’s care team is developing ways to continue to support the carers in their dif� cult and crucial role.

Take Two has also been completing DDP sessions with Shanelle and her carer, to develop a meaningful coherent 
narrative with Shanelle, about her experiences, and to integrate her emotions and thoughts about these 
experiences, in an empathic way. Some narrative therapy has also been undertaken with Shanelle, to assist her 
to develop a coherent story of her experiences.

Systemically, Take Two has facilitated care team meetings with the aim to provide the system with a space to 
increase their capacity to respond to Shanelle, and to identify ways to support her carers and the family. The 
foster care agency and DHS have funded night-time assistance during the week. Take Two has met with Shanelle’s 
school to support them think about Shanelle behaviour as trauma-related and to respond to this in ways that de-
escalate, rather than escalate her dif� culties. 

Case consultation with Dr Bruce Perry

Advantageously, Shanelle’s case was able to be presented in a Take Two statewide consultation meeting with Dr 
Bruce Perry, a world leader in his work with traumatised children.

Dr Perry said that Shanelle has the potential to get past this and to be optimistic because of the quality of relational 
stability provided by the carers. Dr Perry emphasised that the carers need to be looked after as the intensity of 
care that Shanelle will require is pronounced. Dr Perry also stated that it will probably take as many years for 
Shanelle to recover from her experience of trauma as it did for her to experience this. Since the consultation with 
Dr Perry a more comprehensive plan including routine, structured activities has been proposed to the care team 
to target Shanelle’s lower brain development, by developing more patterned organisation to her brain. In doing 
so, the dif� culties she experiences in regulating herself and with escalated behaviour it is envisaged will dissipate 
somewhat. The work assisting Shanelle to develop the skills to self-soothe and regulate her own behaviour is still 
continuing and is likely to take some years yet to develop this suf� ciently.

Outcomes:

In her previous school, Shanelle was described as disruptive 100% of the time, and was assigned an integration 
aide for most of the week to assist in managing her behaviour in class and in the playground. Shanelle has had 
her � rst sleep over with a friend, and is able to regulate herself during most outings. She has been able to earn 
additional pocket money for helping neighbours, which she volunteered to be put towards the replacement cost 
of a window she broke. Shanelle has received an excellent school report that demonstrates her learning is within 
the normal range for her age, and she continues to do well at sport, gaining awards for her excellence in this area.
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This case vignette of John provides an example of 
work undertaken with a parent, to contribute to their 

understanding of the emotional needs of the children, 
even when not placed in their care.

Work with a father — John

John is a 42 year old father of Aidan who is an eight-year-old boy. Aidan, along with his siblings, has been removed 
from the care of their father since May 1999. John was appealing the Case Plan decision for non-reuni� cation. 
This session was held at John’s home for the purpose of going through Aidan’s Take Two Review Report with him 
before the Case Plan meeting.

“…the clinician went through the report highlighting key matters such as Aidan’s transition back into a mainstream 
school and his progress in therapy. The clinician then spoke about Aidan’s progress in his current placement. 
John asked whether she had any input into the decision about Aidan remaining in out-of-home care. The clinician 
spoke to John about the recommendation she had made in her report that supports the non-reuni� cation case 
plan. John began pacing and lit a cigarette. The clinician went on to talk about the importance of Aidan being in a 
setting where he can be provided with the right emotional environment to help him deal with his experiences and 
how dif� cult this would be for John given he has been unable to deal with his own traumatic background. John 
expressed his fear of having counselling about his past because he had tried “so hard to bury it”. John stated in a 
� at, melancholic manner that there was “no one like Take Two around when I needed it” and that he has had to 
deal with it his “whole life”. This was discussed further in relation to Aidan having a chance to recover from the 
trauma he had experienced…” 

Throughout John’s appeals of the Case Plan decision he remained engaged in the Take Two process even though 
the clinician maintained her position that Aidan should not return to his care.  He attended feedback sessions at 
each stage of the intervention and allowed the clinician to visit him at home to discuss matters relating to Aidan 
as they arose.

The following case study of Sammi highlights what can 
be achieved with the use of a therapeutic environment, 
in this example Hurstbridge Farm. It illustrates what can 

be achieved by the staff of therapeutic residential care, 
when they are working from trauma and attachment-
informed perspectives.

Sammi’s Presentation to Take Two:

Sammi was referred to a regional Take Two team aged 12 years, due to her increased absconding behaviour from 
her foster care placement and the risks she was exposed to whilst in the city. Sammi came to Take Two with a 
previous diagnosis of ADHD and a reported mild intellectual disability.  

What happened to Sammi?

Protective concerns for Sammi dated back to when she was born, as she was four weeks premature and born 
drug-dependent. Subsequent child protection involvement was around issues of witnessing family violence, 
environmental neglect, substantial emotional trauma, exposure to psychiatric illness, medical neglect, substance 
misuse on child and failure to ensure safety. Sammi was placed in foster care brie� y and then returned home 
when she was four years old. At ten years of age she was again removed from her mother’s care and placed in a 
residential care unit. She has since remained in out-of-home care.  

What Take Two and Hurstbridge Farm staff did:

The regional Take Two clinician completed an assessment and recommended a range of interventions including 
support for the carer, the mother and to attempt to engage Sammi in individual work. There were dif� culties 
in engaging with the mother, � nding Sammi to work with her and the placement breaking down. Sammi’s 
behavioural problems had escalated with frequent running away and staying in the city.  Sammi was placed in 
the Hurstbridge Farm Therapeutic Care Program. Take Two’s work was transferred from the regional team to the 
Take Two therapeutic specialist onsite. 

On entry to the Farm, Sammi was 13 years old. She presented with extremely impulsive behaviour which included 
both verbal and physical lashing out to both staff and other young people; her attention span was very short; she 
had very poor sleep patterns and she was oppositional and de� ant. 

One of the most important early interventions with Sammi at the Farm was the involvement with the animal 
and land care coordinator in a variety of activities. Sammi took quickly to horse-riding and some volunteer 
work was arranged for her at a local trail riding school. Sammi was always accompanied by staff as the building 
of relationships is one of the key ‘planks’ of the Farm. In the � rst six months Sammi spent many hours either 
caring for or riding horses. These activities appeared to provide the rhythmic, repetitive brainstem activity 
recommended by Dr Bruce Perry as essential in helping children who have suffered early developmental abuse 
and neglect develop emotional self-regulation. The bene� ts of these activities were very observable with Sammi 
becoming more physically settled, more able to ‘listen’ and ‘wait’ and more able to express herself using words. 



 Frederico, Jackson, & Black (2010) “More than Words” – Take Two Third Evaluation Report, La Trobe University, Bundoora, Australia 99

The other critical factor in helping Sammi to settle into the program was the skilled use of ‘relationship’ by the 
therapeutic care staff. Their use of relationship is an integral part of the Farm and based on understanding of 
attachment relationships and how these are impacted on by abuse and neglect. Sammi received nightly back 
and head massages from staff once relationships were developed and they proved useful in settling her to 
sleep — another example of brainstem regulating activity. The other therapeutic model used at the Farm is the 
PACE model (Playful, Accepting, Curiosity and Empathy) within DDP. All the staff at the Farm were trained in the 
theories and strategies used in developing this model of care. The model worked extremely well with Sammi. She 
liked the playful interactions and by ‘accepting’ her angry outbursts and later being able to talk with her about 
what had triggered it, Sammi was able to slowly develop a connection between her internal emotional state and 
her external behaviour. 

Sammi began attending school regularly. Sammi came to the Farm with a diagnosis of mild intellectual disability 
but upon review two years later, she was reassessed as being within the borderline range of cognitive functioning. 
Knowing that she was not intellectually disabled was an enormous boost to Sammi’s self-image and self-
con� dence; she told people after this that she “failed the test the other times because [she] had too much stuff 
going on and couldn’t think well”.

Outcomes:

Sammi has been able to develop greater emotional regulation through the use of the key relationships, the co-
regulation of strong feelings and the various activities that provided brain stem regulation. She has learned to 
seek and accept comfort and support from adults, she can recognize and name feelings in herself and others and 
can offer comfort and support to others. Sammi’s behaviour changed dramatically with absconding reduced to 
minimal levels, she is only occasionally aggressive and only to property, she is able to verbalise her experience of 
being at the Farm and how it has helped. She is able to concentrate and learn more effectively and she is about 
to start in casual employment. 

This example demonstrates what can be achieved through the use of a therapeutic environment when staff are 
adequately trained and supported to deliver a coherent model of care that is based on understanding the impact 
of abuse and trauma on all areas of development. The role of the Take Two therapeutic specialist with Sammi 
was to complete the assessment of her therapeutic needs; along with the Program Manager provide training to 
staff; to provide ongoing support to staff in understanding Sammi’s behaviour in the context of her experiences 
and how to respond to her ‘therapeutically”. It is important to emphasise that the key people in implementing the 
model of care and helping Sammi to change have been the residential therapeutic care staff and Sammi herself. 
Sammi describes her experience of being at the Farm as helping her to be ‘calm’ and how to manage her temper.



 Frederico, Jackson, & Black (2010) “More than Words” – Take Two Third Evaluation Report, La Trobe University, Bundoora, Australia100

6.3 Other services working with 
children during Take Two involvement 
As shown in the previous Table and exempli� ed in the 
case studies and vignettes described earlier, much of 
Take Two’s work involves working systemically and 
therapeutically with the service system. This can occur 
in a combination of ways. Firstly, as a service in the 
� eld, Take Two contributes along with other services in 
sharing information, collaborating in decision-making, 
advocacy as required and shared problem-solving. 
Secondly, as a therapeutic service, Take Two aims to 
help the system around a child develop a therapeutic 
approach. This includes Take Two assisting others 
understand the meaning behind the child’s behaviours 
and other dif� culties; to respond consistently rather 
than to react to particular incidents; to facilitate 
re� ective spaces about the emotions as well as the 
thinking of those involved with the children; to pay 
attention to particular parallel processes that may be 
impacting on the service system’s capacity to meet the 
children’s best interests; and overall to help the system 
‘keep the child in mind.’

The clinician surveys describe the services involved 
during Take Two involvement. A number of different 
organisations within the same classi� cation of service 
may have been involved for many children. Table 31 
shows the number of times a type of service has been 
involved as a percentage of the total clinician surveys. 
Services listed under other services included intensive 
case management, employment agencies and housing 
services.

During Take Two involvement, the range of services 
involved per child was 1 to 12, with a mean of 3.9 
services (SD=2.0) involved. As seen in Table 31, 
placement services and schools are the most frequently 
involved services, after child protection. This is a 
reminder that although children involved in Take Two 
and child protection are tertiary clients, they continue 
to need access to universal services such as schools and 
medical services. Helping children to enrol or sustain 
their involvement with schools is a common desired 
outcome of Take Two intervention as mentioned earlier.

Examples of collaboration between family services and 
Take Two include when working towards reuni� cation. 
The family services’ role may include teaching and 

Table 31. 
Type of Other Services Working with Children during Take Two Involvement for Regional and 
Aboriginal Teams’ Open Cases in January 2006 to June 2007 Based on Clinicians Surveys  (N=314)

Types of services N % of cases

Child protection 314 100

Placement agency (CSO) 211 67.2

CAMHS 38 12.1

Other mental health service – child 21 6.7

Adult mental health service 25 8

Sexual assault service 18 5.7

Other counselling service (e.g. private) 32 10.2

Secure Welfare 29 9.2

Disability services 12 3.8

Youth justice 33 10.5

School/ Preschool 190 60.5

Department of Education 65 20.7

Family service 51 16.2

Aboriginal organisation 35 11.1

Medical service 52 16.6

Alcohol and Other Drug service – child 25 8

Alcohol and Other Drug  – adult 16 5.1

Other 47 14.8

Total 1214

Note: There was missing data regarding the type of services involved in 11 cases.
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supporting parenting skills, whereas Take Two’s role 
may include helping the parents understand the child’s 
emotional and developmental needs.

As seen in Table 31, in addition to Take Two, other 
mental health and counselling services were involved 
with a third (35%) of the clients. An example of when 
this occurred was when the child needed a mental 
health case manager, such as to monitor medication. 
Another example was when the child already had 
a therapeutic relationship, but additional work was 
considered helpful, such as with the carers or the 
broader system. In comparison to the percentage of 
children (14%) described in the clinician survey as 
having a developmental delay in Chapter 4, the same 
survey noted a smaller percentage (4%) who were 
involved with a disability service.

Twelve percent of the overall number of children 
and 76 percent of Aboriginal children were involved 
with an Aboriginal agency. These services included 
the Aboriginal Child Specialist and Support Service, 
Aboriginal family services, Aboriginal out-of-home 
care services, Aboriginal family preservation programs 
and Aboriginal health services and Co-operatives. The 
converse of this is that 11 (24%) Aboriginal children 
were not recorded as being involved with an Aboriginal 
service. This may re� ect Take Two’s knowledge of their 
involvement but either way is of concern.

6.4 Consultations by Take Two 
Table 32 reveals that Take Two staff provided 864 
consultations in the � nancial year July 2006 to June 
2007. As identifying client information is not able to 
be collated about consultations, it is not possible 
to determine the number of children who were the 
subject of these consultations. More consultations 
were recorded by the metropolitan teams. There 
was large variability in the number of consultations 
provided both between metropolitan teams but even 
more noticeably among rural teams. The Barwon 
South West team provided over a third of all the rural 
consultations. There are a disproportionately higher 
number of consultations compared to the size of the 
team for Secure Welfare. However, it is also evident 
in analysis of the client activity sheets that there is a 
degree of variation in how suf� ciently data regarding 
consultations are collated. In other words, it is highly 
likely that these data are an under-representation of 
the actual amount of consultations provided. This is 
an area of data collection requiring further attention 
and is subject to the planned changes in the Take Two 
computerised client information system. It also means 
it is not possible to determine at this stage whether 
regional differences are due to differences in reporting 
or in providing consultations.

Additional demographic information was collected 
regarding consultations, although there was a lot of 
missing data. The majority (58%) of consultations were 
about boys. Due to a high proportion of missing data 
for age and Aboriginal identity, these data were not 
analysed.

Table 32. 
Consultations Provided by Take Two Teams in 2006—2007 Financial Year (N=864)

Take Two team N of 
consultations

% of 
consultations

Barwon South West 149 16.8

Gippsland 65 7.3

Grampians 101 11.4

Hume 7 0.8

Loddon-Mallee 72 8.1

Sub-total rural teams 394 44.4

Eastern 26 2.9

Northern 196 22.1

Western 94 10.6

Southern 94 10.6

Sub-total rural teams 410 46.2

Aboriginal 7 0.8

Secure Welfare 53 6.0

Total 864 100



 Frederico, Jackson, & Black (2010) “More than Words” – Take Two Third Evaluation Report, La Trobe University, Bundoora, Australia102

6.5 Summary 
The developing practice framework of Take Two provides 
a foundation and guidance to the clinicians’ approach 
to the children and their signi� cant relationships. The 
� ndings demonstrate the importance yet challenge 
of exploring more closely the ‘black box’ which is the 
therapeutic intervention. 

Analysis of Take Two interventions highlights the depth 
and breadth of the work undertaken. Individual therapy 
sessions still remain the most frequent intervention; 
however, the work of the clinician varies. Next to 
therapy with the child the most frequently mentioned 
intervention is work with the service system. As has 
been well documented, children referred to Take Two 
cannot be seen in isolation from the broader service 
system. 
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Chapter 7: Outcomes – 
Emotional and Behavioural 
Indicators

7.1 Overview
This chapter provides analysis of data arising from 
the Strengths and Dif� culties Questionnaire (SDQ) 
(Goodman, 1997) as completed by a range of 
informants, such as young people, parents, carers 
and teachers. The analysis at baseline provides insight 
into the level of dif� culties and the impacts of these 
dif� culties for the children referred to Take Two. The 
baseline SDQ data were also compared with the types 
of abuse and consequences of abuse experienced by 
the children according to the HCA. 

Analysis of the measures completed over two time 
periods allows examination of whether change has 
taken place over time. Analysis of the items about 
usefulness of attending the service also provides

7.2 Description of SDQ measures
The SDQ is a standardised measure of positive and 
negative aspects of psychological adjustment and 
behaviour for children. There are three different versions 
of the SDQ: (1) a self-report version completed by 
children; (2) a parent version which can be completed 
by both parents and carers; and (3) a teacher version. 
The versions completed by parents, carers and teachers 
can be completed about children aged 3 years to 18 
years. The version completed by the young people 
begins from the age of 11 years upward.

The SDQ is made up of four dif� culties scales: emotional 
symptoms, conduct problems, hyperactivity/inattention 
and peer relationship problems. These scales are 
combined to generate a total dif� culties score. In 
addition, there is a strengths scale measuring prosocial 
behaviour. The scale scores fall into three categories; 
normal, borderline or clinical range. The ranges refer to 
the child’s score compared to a large set of normative 
data, with the borderline range indicating some level 
of concern and the clinical range indicating substantial 
mental health concern, although not speci� c to any 
particular diagnosis.

The SDQ asks questions about whether the respondent 
thinks the child experiences dif� culties and if so, enquires 
further about chronicity, distress, social impairment and 
burden to others. A score re� ecting the impact on the 
child or others is calculated from the responses. A more 
detailed description of the SDQ and the rationale for its 
use within the Take Two clinical outcomes framework 
is found in the second evaluation report (Frederico, 
Jackson, & Black, 2006).

7.3 Number and timing of SDQs
The cases analysed were those open between January 
2004 and June 2007 and where one or more SDQs 
were attempted or completed either during or post this 
time period. Over a thousand SDQs were completed or 
partially completed (n=1186), in relation to 353 children 
(358 cases as � ve of these children had two separate 
referrals). In order to ascertain the percentage of cases 
where at least one SDQ was completed compared to the 
total number possible, all Secure Welfare cases were 

excluded due to the inherent dif� culties of ensuring 
outcome measures can be used, as were cases closed 
before or within six months of the measures being 
introduced in October 2004. Similarly all children who 
were aged two years or younger during this time period 
were excluded as they were not eligible to have an SDQ 
completed. This left a possible 585 cases where an SDQ 
could have been completed, equating to 57 percent 
compliance rate where at least one SDQ measure was 
completed.

For every child where there was at least one attempt 
of an SDQ, there was an average of just over three 
SDQs. This consisted of SDQs attempted by different 
respondents or the same respondent attempting SDQs 
over time, or a combination of both. The number of 
SDQs for each case varied from only one SDQ for 85 
cases to ten or more SDQs for ten cases. 

Of the 358 cases for which an SDQ was completed 
or partially completed at any phase during Take Two 
involvement, the demographics were as follows:

• 61% were male.

• The age breakdown at time of referral was:

 - 0-<5 years (16%)

 - 6-<8 years (24%) 

 - 9-<11 years (26%) 

 - 12-<14 years (24%)

 - 15-<17 years (10%)

• 14% were Aboriginal. 

• 46% were from a rural team, 54% from a metropolitan 
 team, 7% from Secure Welfare and 3% were from the 
 Aboriginal team.

• 12% were living with one or both parents, 18% were 
 in kinship care, 45% were in home-based care, 22% 
 were in residential care and 3% were in permanent 
 care. 

Of the 1186 measures, 253 (21%) were attempted by 
173 young people (as presented in Appendix Eight). 
There were 148 SDQs attempted by parents (12%) 
for 115 children, and 408 (34%) were attempted by 
carers for 222 children. Teachers attempted 368 SDQs 
(31%) for 224 children. The remaining nine SDQs were 
attempted by case workers or case managers, and are 
not included in the subsequent analysis due to the lack 
of normative data for these types of respondents.

Forty percent of SDQs (n=479) were attempted as part 
of assessment and a similar percentage were attempted 
as part of a review (41%; n=491). Sixteen percent of 
SDQs (n=187) were attempted at the time of closure (as 
presented in Appendix Eight). A further 29 SDQs were 
attempted about 24 young people who were clients of 
Take Two Secure Welfare, mostly by the young people 
themselves. Due to the nature of the brief involvement 
in Secure Welfare, SDQs were attempted at one time 
only in this setting. 

A number of SDQs were attempted for the � rst time at 
review (n=309) and to a lesser extent closure (n=64, 
as presented in Appendix Eight). This � ts with the 
training on the clinical outcome measures provided 
to Take Two staff, which reinforces that clinicians still 
seek to attempt the outcome measures at reviews and 
closure even where it was not possible to get measure/s 
completed earlier. 
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7.4 Baseline data regarding the 
children completing an SDQ
Baseline data consisted of all SDQs completed for 
the � rst time, where this occurred within six months 
of the referral date. There were 504 SDQs available 
with suf� cient data for analysis. If the SDQ was not 
suf� ciently completed it was not included in this 
analysis. The 504 SDQs were in relation to 249 children 
and consisted of 104 SDQs completed by young people, 
88 completed by parents, 153 completed by carers and 
159 completed by teachers. Eighty children (32%) only 
had one baseline SDQ completed, 101 children had two 
SDQs completed by different people at baseline (41%), 
with the remaining 60 (24%) having between three and 
� ve SDQs completed by different people at baseline.

The demographics at time of the baseline data were as 
follows: 

• 59% were male;

• The mean age at time of baseline SDQ was 10.5 years 
 (SD=3.4)
 - 0-<2 years (2%)

 - 3-<5 years (17%) 

 - 6-<8 years (26%) 

 - 9-<11 years (29%)

 - 12-<14 years (23%)

 - 15-<17 years (3%)

• 10% were Aboriginal. 

7.4.1 Scales reported in the clinical or borderline 
range
Figure 30 shows how many of the � ve scale scores 
fall within the borderline or clinical range, for each 
respondent type at time of � rst measure. For the 

majority of parents, carers and teachers three or more 
of the � ve scales were at a concerning (borderline or 
clinical) level. This � gure was just over 50 percent for 
teachers (53%), higher for parents (61%) and higher 
still for carers (67%). For the young people this � gure 
was lower but still 44 percent had three or more scales 
at a level of concern. As seen in Figure 30, young 
people and teachers were more likely to report no 
scales in the borderline or clinical range compared to 
other respondents. Young people were also less likely to 
report all � ve scales at this level of concern.

Table 33 shows that consistently across all respondent 
types, for the majority of children, the total dif� culties 
scale was at a level of concern (either borderline or 
clinical). This � gure was very similar for parents (76%) 
compared with carers (75%). Among teachers the 
total dif� culties scale was in the borderline or clinical 
range for 65 percent and for the young people it was 58 
percent. This demonstrates a high level of acknowledged 
dif� culties among the client group referred to Take Two. 

As seen in Table 33, the scales relating to conduct 
problems and hyperactivity showed a similar pattern 
where the majority of respondents reported concern 
across all respondent types. Among the other two 
dif� culties scales, emotional symptoms and peer 
problems there was a greater level of variability among 
the respondent types. The majority of parents and 
carers reported children in the borderline or clinical 
range in terms of emotional symptoms and peer 
problems, whereas the majority of young people and 
teachers did not. This pattern is similar to that found in 
other studies, such as the study by Mathai, Anderson 
and Bourne (2002).

In relation to the prosocial behaviour scale, young 
people reported themselves in the normal range more 
often than for the other scales (75%) with parents in 

Figure 30. Baseline data: Percentage of SDQ scales at borderline or clinical
 range according to children, parents, carers and teachers (N=504) 
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close agreement (77%). Carers rated the children in 
the normal range for prosocial behaviour less often but 
still for the majority (57%) and teachers reported fewer 
children with prosocial strengths (46%). 

In comparing male and female children at baseline, 
females were signi� cantly more likely to be in the 
borderline or clinical range for emotional dif� culties 
(X2(2)=9.68, p <.01). In contrast, males were more 
likely to be higher in the clinical range in relation to 
all other scales and the total dif� culties score with 
signi� cant differences found in conduct dif� culties 
(X2(2)=11.77, p<.01), hyperactivity (X2(2)=17.85, 
p<.001), and less prosocial strengths (X2(2)=22.02, 
p<.001).

Age had a clear association with all of these dif� culties, 
except for the prosocial scale, although the patterns 
by age and dif� culty varied. These � ndings challenge 

the assumption that the older the children the more 
likely they are to have dif� culties. The 6 to 8 year olds 
were the most commonly reported as having these 
dif� culties, which is also re� ected in the total dif� culties 
score.

• The older children (15 to 17 year olds) were more 
 commonly reported as having emotional dif� culties 
 which was a signi� cant difference, especially compared 
 to children aged  under 6 years of age (X2(10)=18.59, 
 p<.001).

• For conduct problems, young people aged between 
 12 and 14 years were least likely to be reported in the 
 normal range and were the highest in the clinical 
 range (58%). However it is worth noting that the 
 second highest age group in the clinical range were 
 6 to 8 year olds (53%). Age was a signi� cant factor in 
 conduct dif� culties (X2(10)=24.64, p<.01).

Table 33.
Baseline Data: Percentage of Children who were Take Two Clients between Jan 200 – June 2007 in 
the Normal, Borderline and Clinical Range on Scales of the SDQ as Reported by Young People, Parents, 
Carers and Teachers  (N=504)

Respondent SDQ Scale Normal 
%

Borderline 
%

Clinical 
%

Young Person
(n =  104)

Emotional symptoms 65.4 13.5 21.2

Conduct problems 39.4 12.5 48.1

Hyperactivity 48.1 8.7 43.3

Peer problems 65.4 23.1 11.5

Prosocial behaviour 75.0 11.5 13.5

Total dif� culties 42.3 21.2 36.5

Parent
(n = 88)

Emotional symptoms 44.3 8.0 47.7

Conduct problems 24.1 16.1 59.8

Hyperactivity 46.6 9.1 44.3

Peer problems 33.0 10.2 56.8

Prosocial behaviour 77.0 11.5 11.5

Total dif� culties 24.4 15.1 60.5

Carer
(n = 153)

Emotional symptoms 43.1 13.1 43.8

Conduct problems 23.5 8.5 68.0

Hyperactivity 47.7 5.9 46.4

Peer problems 27.0 17.1 55.9

Prosocial behaviour 56.6 19.1 24.3

Total dif� culties 24.8 11.1 64.1

Teacher
(n = 159)

Emotional symptoms 71.7 11.3 17.0

Conduct problems 42.8 5.7 51.6

Hyperactivity 45.3 6.9 47.8

Peer problems 55.3 16.4 28.3

Prosocial behaviour 45.5 17.3 37.2

Total dif� culties 34.8 10.3 54.8
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• The highest age-range to be reported with 
 hyperactivity dif� culties were the 7–9 year olds 
 (59%) with the next highest being the 12 to 14 year 
 olds (50%). There were signi� cant differences found 
 between age and hyperactivity (X2(10)=25.34, 
 p<.01).

• In relation to peer problems, young people in the 7 to 9 
 year old range had the highest number in the clinical 
 range (22%). Age was not a signi� cant difference 
 when looking at the six age categories; however, 
 when comparing age in groups of three, 7 to 12 year 
 olds were signi� cantly more likely to be in the clinical 
 range (21%) than the younger or older age groups 
 (X2(4)=11.49, p<.05).

• In the prosocial area the pattern was quite different 
 where younger children proportionately showed 
 more of an absence of prosocial skills. The 0 to 2 year 
 olds were the most likely to be in the clinical range 
 (38%), although this difference was not signi� cant. 
 The age range with the least dif� culty in this area 
 was the 15 to 17 year olds. Although there are normal 
 developmental aspects to young children having
 fewer prosocial skills, these data have been normed 
 with the general population by age, so these � ndings 
 re� ect a major concern for these children compared 
 to other children of a similar age.

• In the total dif� culties score, the 12 to 14 year olds 
 were the least likely to be in the normal range, 
 whereas the 6 to 8 year olds were most likely to be 
 in the clinical range (52%). In other words, more 
 than half of the children in the 6 to 8 year age range 
 had total dif� culties scores in the clinical range. Age 
 showed signi� cant differences (X2(10)=24.1, p<.01).

Aboriginal children were reported as having more 
dif� culties in the emotional, conduct and hyperactivity 
scales. Only the hyperactivity scale was signi� cant 
and this was in terms of Aboriginal children being 
less likely to be in the normal range compared to the 
borderline range but not compared to the clinical range 
(X2(2)=13.18, p<.01). There was a mixed result in the 
peer problems scales where Aboriginal children were 
more likely to be in the normal range and the clinical 
range compared to non-Aboriginal children, though 
no signi� cant differences. There was no difference 
whatsoever between Aboriginal and non-Aboriginal 

children in the prosocial scale. There was no signi� cant 
difference in relation to the total dif� culties scores 
between Aboriginal and non-Aboriginal children.

7.4.2 Other questions relating to dif� culties

Severity of dif� culties
As shown in Table 34, nearly half (44%) of the young 
people reported in the � rst measure that they had 
de� nite or severe dif� culties, with a further 40 percent 
reporting that they experienced minor dif� culties. 
Each of the other respondent types reported a much 
larger percentage of the children who had de� nite or 
severe dif� culties; 56 percent for parents; 73 percent 
for carers; and 65 percent for teachers. Teachers were 
the respondents who most frequently noted that the 
dif� culties were severe.

Chronicity of problems 
In relation to the chronicity of problems, all respondent 
groups reported that the majority of children had 
experienced dif� culties for over a year (see Table 35). 
The size of this majority was smallest among teachers 
(53%). This is likely to be at least in part due to many 
teachers not knowing the children for longer, thereby 
being unable to comment on the chronicity of problems. 
Approximately two-thirds of the young people (65%) 
and carers (67%) reported and over four-� fths (82%) 
of the parents noted that these dif� culties had lasted 
longer than a year. The young people were most likely 
to report that their dif� culties had been present for 
less than a month (12%) compared with the other 
respondent types which varied from one to four percent.

The impact and burden of the problems
The impact questions refer to how much of an impact 
the respondent considers the dif� culties have had 
on different aspects of the child’s life. The scores to 
these questions are summed to create an impact score 
reported in Table 36. The majority of young people 
reporting dif� culties considered that their dif� culties 
impacted on their daily life at a clinical level (61%). 
Parents (78%), carers (76%) and teachers (71%) all 
reported a large majority of children for whom their 
dif� culties impacted on their daily life at a clinical level. 
The age, gender or whether the child was Aboriginal 
was not a signi� cant factor in terms of the perception of 
the impact of dif� culties.

Table 34. 
Baseline Data: Overall Dif� culties Ratings for Take Two Clients between Jan 2004 – June 2007 on the 
SDQ as Reported by Young People, Parents, Carers and Teachers (N=489)

Respondent No 
dif� culties 

(%)

Yes, minor 
dif� culties 

(%)

Yes, de� nite 
dif� culties 

(%)

Yes, severe 
dif� culties 

(%)

Young Person (n = 99) 16.2 40.4 28.3 15.2

Parent (n = 86) 18.6 25.6 30.2 25.6

Carer (n = 146) 6.8 20.5 47.9 24.7

Teacher (n = 158) 12.7 22.2 36.7 28.5



 Frederico, Jackson, & Black (2010) “More than Words” – Take Two Third Evaluation Report, La Trobe University, Bundoora, Australia 107

The � nal question on the SDQ asks about the burden 
of the dif� culties on others, such as family, friends 
and school. As shown in Table 37, nearly half (49%) 
the young people reported their dif� culties made it 
a ‘medium’ or ‘a great deal’ harder for those around 

them. This � gure was higher according to parents 
(64%), carers (58%) and teachers’ (57%) reports. 
Age, gender and Aboriginal identity were not signi� cant 
factors in the perception of burden according to these 
respondents.

Table 35. 
Baseline Data: Responses regarding Take Two Clients between Jan 2004 – June 2007 to the SDQ 
Question ‘How Long have these Dif� culties been Present?’ as Reported by Young People, Parents, 
Carers and Teachers (N=395)

Respondent Less than a 
month (%)

1–5 months 
(%)

6–12 months 
(%)

Over a year 
(%)

Young Person (n = 83) 12.0 10.8 12.0 65.1

Parent (n = 67) 1.5 4.5 11.9 82.1

Carer (n = 123) 0.8 14.6 17.9 66.7

Teacher (n = 122) 4.1 27.9 15.6 52.5

Table 36. 
Baseline Data: Percentage of Children who were Clients of Take Two between Jan 2004 – June 2007  
in the Normal, Borderline and Clinical Range on the Impact Score of the SDQ as Reported by Young 
People, Parents, Carers and Teachers (M=425)

Respondent Normal 
(%)

Borderline 
(%)

Clinical 
(%)

Young Person (n = 88) 25.0 13.6 61.4

Parent (n = 68) 17.6 4.4 78.0

Carer (n = 133) 18.0 6.0 76.0

Teacher(n = 136) 14.7 14.0 71.3

Table 37. 
Baseline Data: Responses regarding Take Two Clients between Jan 2004 – June 2007 to the SDQ 
question ‘Do the Dif� culties put a Burden on You or the Family?’ as Reported by Young People, 
Parents, Carers and Teachers (N=504)

Respondent Not at all 
(%)

A little 
(%)

A medium 
amount (%)

A great deal 
(%)

Young Person (n = 104) 19.5 31.0 26.4 23.0

Parent (n = 88) 15.9 20.3 21.7 42.0

Carer (n = 153) 17.6 24.4 21.4 36.6

Teacher (n = 159) 24.3 18.4 25.0 32.4

Note: For the young person version this question was phrased ‘Do the dif� culties make it harder for those around 
you (family, friends, teachers , etc)?’ For the teacher version the question was ‘Do the dif� culties put a burden on 
the class as a whole?’
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7.4.3 Comparing strengths and dif� culties at 
baseline with child’s experience of abuse and 
neglect and other consequences at time of 
referral 
Analysis compared results of the SDQs at time of baseline 
with data from the HCAs at time of referral, in terms 
of what was described of the children’s experience of 
abuse and neglect (Section 1 of HCA) and the children’s 
presentation of emotional, developmental and other 
dif� culties (Section 2 of HCA). Although the � ndings 
reported in this section are statistically signi� cant, 
caution should be used in generalising from these initial 
� ndings. These data, however, raise questions worthy 
of further exploration. 

Young Person’s SDQs and HCA
When the total dif� culties score of the SDQs is 
dichotomised into normal compared with borderline 
and clinical scores only one signi� cant difference was 
found for SDQs completed by the young people when 
examining the overall domains of abuse. Children with 
sexual harm consequences (in Section 2 of HCA), were 
signi� cantly more likely to have a total dif� culties score 
within the clinical range compared to children without 
sexual harm consequences(X2(1)=4.03, p<.05). No 
other differences were found when comparing young 
person’s SDQ total dif� culties scores with domains of 
abuse and neglect experiences (Section 1 of HCA) or 
consequences of abuse (Section 2 of HCA). 

Examining the individual HCA items with the young 
people’s report of their SDQ total dif� culties score there 
was one signi� cant � nding in terms of their experience 
of abuse and neglect. Children who were compelled or 
in other ways included by adults in violence towards 
others were more likely to have a total dif� culties score 
within the clinical range compared to those who were 
not. 

In contrast to this sole signi� cant association with an 
experience of abuse (Section 1 of HCA) and the young 
person’s report of SDQ total dif� culties score, there were 
several signi� cant relationships with the consequences 
of abuse and neglect (Section 2 of HCA). One of these 
signi� cant � ndings revealed a negative relationship. 
Children who were extremely socially isolated were 
signi� cantly more likely to have a total dif� culties score 
in the normal range than other children. It may be that 
children who are showing such isolation behaviours are 
more susceptible to internalised problems which are 
less noticeable. 

There were ten other items relating to consequences 
of abuse as described in the HCA where there was a 
signi� cant relationship between the consequence 
and scores in the borderline or clinical range on the 
children’s SDQ total dif� culties score. For example the 
following were more likely to have a total dif� culties 
score within the clinical range:

• Children with ongoing or frequent substance abuse 
 (X2(1)=6.85, p<.01). 

• Children described as promiscuous (X2(1)=5.99, 
 p<.01). 

• Children with signi� cant developmental delays 
 (X2(1)=4.65, p<.01). 

• Children with some school absenteeism (X2(1)=6.02, 
 p<.01).

• Children described with severe changes in affect or 
 mood (X2(1)=4.03, p<.05). 

• Children described as highly indiscriminate (X2(1)=
 6.38, p<.01).

• Children who took part in risk taking behaviours 
 (X2(1)=7.66, p<.01).

• Children who had limited or no self–awareness (X2(1)= 
 4.27, p<.05).

• Children who had no self-control (X2(1)=4.34, p<.05).

Parent SDQs and HCAs
There were no signi� cant differences among parent-
reported total dif� culties scores on the SDQ and 
the domains of abuse and neglect experiences or 
consequences of abuse.

In contrast to the young people’s SDQ reports, the 
parent-reported total dif� culties score was statistically 
signi� cant in relation to more items about abuse and 
neglect suffered than consequences of abuse, although 
some of these re� ected a normal range score, rather 
than in the borderline or clinical range. For example, 
the total dif� culties score according to the parents 
was more likely to be in the normal range if their child 
experienced the following areas of abuse (HCA Section 
1) — extreme lack of supervision; direct real threat 
made to child in child’s presence and parental incapacity 
such that they cannot care for their child (X2(1)=4.63, 
p<.05; X2(1)=5.69, p<.05 and X2(1)=4.46, p<.05). 
It is interesting to hypothesise the possible links 
between positive parent reports in the SDQ with HCA 
data re� ecting parental absences and incapacities.

Children who had experienced complete absence of 
affection were signi� cantly more likely to have a parent-
reported total dif� culties score in the clinical range 
(X2(1)=4.85, p<.05).

The only consequences of abuse item in the HCA that 
was signi� cant was children who engaged in risk taking 
were more likely to be reported in the clinical range on 
the parent-reported total dif� culties score (X2(1)=4.55, 
p<.05), which as reported earlier was also signi� cant 
according to the young person’s report of their total 
dif� culties score. 

Carer SDQs and HCAs
Children who have experienced abandonment/
no appropriate carer according to the HCA were 
signi� cantly more likely to have carers report SDQ total 
dif� culties score within the clinical range compared 
to children who have not experienced abandonment 
(X2(1)=9.37, p<.005). Children with abandonment and 
developmental harm consequences were signi� cantly 
more likely to have carers report SDQ total dif� culties 
scores within the clinical range compared to children 
without abandonment (X2(1)=13.20, p<.001) or 
developmental harm consequences (X2(1)=3.86, 
p<.05). 

What was of most interest In relation to the individual 
items of the HCA and any differences in the total 
dif� culties score, given the large number of HCA 
items, was the small number of signi� cant � ndings. 
Furthermore where there were signi� cant � ndings 
these tended to be in relation to items categorised in 
the HCA as Concerning rather than Severe or Extreme. 
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Table 38. 
Percentage of Take Two Clients between Jan 2004 – June 2007  in the Clinical Range on Scales of 
the SDQ at Assessment and Follow-up as Reported by Young People, Parents, Carers and Teachers 
(N=214)

Respondent SDQ scale Clinical range

Time 1% Time 2%

Young Person
(n = 58)

Emotional symptoms 20.7 12.1

Conduct problems 40.6 27.6*

Hyperactivity 44.8 20.7**

Peer problems 13.8 6.9

Prosocial behaviour 12.1 1.7*

Total dif� culties 39.7 17.2**

Parent
(n = 20)

Emotional symptoms 65.0 30.0

Conduct problems 70.0 55.0

Hyperactivity 75.0 45.0

Peer problems 80.0 65.0

Prosocial behaviour 21.1 20.0

Total dif� culties 90.0 60.0*

Carer
(n = 70)

Emotional symptoms 48.6 42.9

Conduct problems 75.7 68.6

Hyperactivity 51.4 41.4

Peer problems 61.4 54.3

Prosocial behaviour 26.1 15.7

Total dif� culties 70.0 59.4

Teacher
(n = 66)

Emotional symptoms 16.7 12.1

Conduct problems 60.6 53.0

Hyperactivity 51.5 42.4

Peer problems 37.9 30.3

Prosocial behaviour 36.4 31.8

Total dif� culties 57.6 47.0

* Signi� cant difference at the p<.05 level
** Signi� cant difference at the p<.01 level
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Teacher SDQs and HCAs
Children with sexual harm consequences and 
developmental harm consequences were signi� cantly 
more likely to have teachers report SDQ total dif� culties 
scores within the clinical range compared to children 
without sexual harm consequences (X2(1)=4.18, p<.05) 
or developmental harm consequences (X2(1)=8.92, 
p<.005).

Again what was most of note was the small number 
of signi� cant differences in teachers’ total dif� culties 
scores and the individual HCA items. 

7.5 Analysis of changes in emotional 
and behavioural dif� culties over time
This analysis is based on SDQs completed at the � rst 
and last time period. The last time period was variable 
as on some occasions it was the time of review (e.g. 
six months later) whereas in other cases it was at time 
of closure (e.g. two years later). There were 58 young 
people, 20 parents and 70 carers who had completed 
an SDQ on at least two occasions. When SDQs were 
completed by a different parent or carer they were not 
included in this repeat measure analysis. 

Sixty-six children had teachers complete an SDQ on 
at least two occasions. These were often not the same 
teachers, given the pattern of children changing grades 
and schools. Different teachers over time were still 
included in this study of repeat measures given the 
common nature of such changes. When more than one 
teacher completed SDQs in relation to the same child 
only one teacher’s SDQs were included, meaning that 
a child is only represented in the analysis once. This 
principle was also used for parents and carers. 

As shown in Table 38, the percentage of children 
described in the clinical range in the total dif� culties 
score reduced over time, according to the young 
people, parents, carers and teachers. This reduction 
was signi� cant for both the young people’s and the 
parents’ report. As seen with the young persons’ 
version, the frequency of the young people in the 

clinical range reduced over time for all scales, with the 
reduction reaching signi� cance for conduct problems, 
hyperactivity and prosocial behaviour. For the parents 
there were reductions in the percentage who reported 
their children in the clinical range for every scale, 
except prosocial behaviour. The percentage of parents 
reporting their children in the clinical range on the total 
dif� culties scale reduced from 90 percent at assessment 
to 60 percent at the second time and this reduction 
was statistically signi� cant. Carers and teachers also 
reported reduction in problems in every scale, although 
none of these reductions was signi� cant. 

When comparing the mean scores over the two time 
periods, tests of signi� cance (t-tests) revealed the 
following (see Table 39):

• There was a signi� cant reduction in the mean score 
 according to the young persons’ report on all four 
 dif� culties scales, as well as the total dif� culties score 
 and a signi� cant improvement on the strength scale 
 of prosocial behaviour between the mean scores at 
 Time 1 compared to Time 2. 

• According to parents’ reports, there was a signi� cant 
 mean reduction in conduct problems and hyperactivity/
 inattention problems over time. There was also a 
 signi� cant reduction in the mean for the total 
 dif� culties score. 

• According to the carers’ reports, there was a signi� cant 
 mean reduction in peer problems over time.

• Teachers were the group who reported the least change 
 over time and none of the changes was signi� cant. 
 It is important to note that unlike the other informants, 
 the teachers were not a matched sample, due to 
 the changing of teachers. This therefore increases the 
 variability in responses. 

Figure 31 illustrates the reduction in the mean scores of 
the total dif� culties scale for each respondent group and, 
as discussed above, this was greater among children 
and parents. There were no signi� cant differences in 
mean scores in relation to age, gender or Aboriginal 
status.
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Table 39. 
Mean scores of the SDQ Scales for Take Two clients between Jan 2004 – June 2007 at Time 1 and 
Time 2 as Reported by Young People, Parents, Carers and Teachers (N=214)

Respondent SDQ Scale                       Time 1 Time 2 Test of signi� cance, t-test

Young Person
(n = 58)

Emotional symptoms** M = 4.3 
SD = 2.8

M = 3.3
SD = 2.6

Signi� cant 
t(57) = 2.98, p < .01 

Conduct problems*** M = 4.4 
SD = 2.4

M = 3.2
SD = 2.0

Signi� cant
t(57) = 4.47, p < .001 

Hyperactivity*** M = 5.8 
SD = 2.2

M = 4.7
SD = 2.3

Signi� cant
t(57) = 3.77, p < .001 

Peer problems* M = 2.9 
SD = 2.2

M = 2.4
SD = 1.9

Signi� cant
t(57) = 2.23, p < .05

Prosocial behaviour* M = 6.9 
SD = 1.8

M = 7.6
SD = 1.7

Signi� cant
t(57) = -2.36, p < .05

Total dif� culties*** M = 17.4 
SD = 6.8

M = 13.7
SD = 5.7

Signi� cant
t(57) = 5.24, p < .001 

Parent
(n = 20)

Emotional symptoms M = 5.0 
SD = 2.5

M = 3.9
SD = 2.1

Not signi� cant
t(19) = 1.73, ns 

Conduct problems* M = 5.8 
SD = 2.8

M = 4.8
SD = 2.8

Signi� cant
t(19) = 2.47, p < .05 

Hyperactivity** M = 8.2 
SD = 2.3

M = 6.2
SD = 2.5

Signi� cant
t(19) = 3.21, p < .01 

Peer problems M = 4.7 
SD = 1.7

M = 4.2
SD = 2.5

Not signi� cant
t(19) = 0.96, ns 

Prosocial behaviour M = 6.3 
SD = 2.2

M = 6.4
SD = 2.0

Not signi� cant
t(18) = -0.08, ns 

Total dif� culties* M = 23.6 
SD = 5.9

M = 18.9
SD = 8.1

Signi� cant
t(19) = 2.85, p < .05

Carer
(n = 70)

Emotional symptoms M = 4.3 
SD = 2.6

M = 4.4
SD = 2.6

Not signi� cant
t(68) = -0.31, ns 

Conduct problems M = 5.0 
SD = 2.3

M = 4.8
SD = 2.6

Not signi� cant
t(68) = 0.60, ns

Hyperactivity M = 6.7 
SD = 2.6

M = 6.2
SD = 2.4

Not signi� cant
t(68) = 1.79, ns

Peer problems* M = 4.3 
SD = 2.3

M = 3.8
SD = 2.3

Signi� cant
t(68) = 2.05, p < .05

Prosocial behaviour M = 5.7 
SD = 2.2

M = 6.1
SD = 1.9

Not signi� cant
t(67) = -1.36, ns

Total dif� culties M = 20.4 
SD = 6.8

M = 19.2
SD = 7.5

Not signi� cant
t(67) = 1.40, ns

Teacher
(n = 66)

Emotional symptoms M = 2.9 
SD = 2.4

M = 2.8
SD = 2.1

Not signi� cant
t(65) = 0.27, ns 

Conduct problems M = 4.0 
SD = 2.7

M = 3.7
SD = 2.7

Not signi� cant
t(65) = 0.88, ns

Hyperactivity M = 6.2 
SD = 2.9

M = 5.5
SD = 2.9

Not signi� cant
t(65) = 1.89, ns

Peer problems M = 4.0 
SD = 2.2

M = 3.6
SD = 2.6

Not signi� cant
t(65) = 1.25, ns

Prosocial behaviour M = 5.2 
SD = 2.6

M = 5.6
SD = 2.4

Not signi� cant
t(65) = -1.24, ns

Total dif� culties M = 17.2 
SD = 7.2

M = 15.6
SD = 7.8

Not signi� cant
t(65) = 1.49, ns

* Signi� cant difference at the p<.05 level
** Signi� cant difference at the p<.01 level
*** Signi� cant difference at the p<.001 level
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7.6 Questions relating to the 
helpfulness of the service
In the Follow-Up SDQ version used at time of review 
and/or closure, additional questions are asked regarding 
the helpfulness of the service. As revealed in Table 40, 
the majority of parents, carers, teachers and young 
people report that Take Two has led to the children’s 
problems getting better. This ranged from 55 percent of 
parents to 83 percent of carers who thought the child’s 
problems were a bit or much better. For this analysis, 

where there were multiple parents, carers or teachers 
responding about the one client only one parent, carer 
or teacher’s results were analysed. 

In addition to leading to improvement in the children’s 
problems, the majority of carers, teachers and young 
people reported that coming to Take Two was helpful 
in other ways such as providing information or making 
problems more bearable. Fifty percent of teachers, 71 
percent of parents, 72 percent of young people and 77 
percent of carers reported that Take Two had helped in 
other ways (either a medium amount or a great deal). 
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Figure 31. Mean of SDQ Total Difficulties score at first and last time by 
respondent type (N=214) 
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Table 40. 
Questions on the Follow-up SDQ for Take Two Clients between Jan 2004 – June 2007 as to whether 
Take Two Intervention has been Helpful as Reported by Young People, Parents, Carers and Teachers 

Since coming to the service are the child’s problems:

Much worse 
(%)

A bit worse 
(%)

About the 
same (%)

A bit better 
(%)

Much better 
(%)

Young Person (n = 102) 3.9 1.0 16.7 27.5 51.0

Parent (n = 33) 3.0 6.1 36.4 18.2 36.4

Carer (n = 168) 3.0 0.6 16.1 41.1 39.3

Teacher (n = 125) 4.0 4.0 31.2 39.2 21.6

 Has coming to the service been helpful in other ways; e.g. providing information or making the 
problems more bearable?

Not at all 
(%)

A little
(%)

A medium 
amount (%)

A great deal 
(%)

Young Person (n = 101) 7.9 19.8 28.7 43.6

Parent (n = 31) 12.9 16.1 32.3 38.7

Carer (n = 167) 7.2 15.6 28.7 48.5

Teacher (n = 110) 16.4 33.6 24.5 25.5
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7.7 Summary
The SDQ is a standardised instrument to measure 
differences in negative and to a lesser extent positive 
aspects of psychological adjustment and behaviour 
of young people. Many of the children for whom the 
measures were completed at baseline demonstrated 
major dif� culties. Some signi� cant differences were 
found in terms of gender and age and to a lesser extent 
with Aboriginal identity.  Some associations were also 
found between the total dif� culties scores and the 
children’s emotional and behavioural dif� culties as 
reported in the HCA referral document, although these 
data require further exploration.  

The second evaluation report (Frederico, Jackson, & 
Black, 2006) identi� ed positive trends following Take 
Two intervention, yet the number of cases at that time 
was too small to draw conclusions. The analysis based 
on more numbers in this evaluation demonstrates that 

there has been signi� cant change for these children 
in a range of areas. The views of young people, 
parents, carers and teachers are each represented. It 
is particularly pleasing to observe that young people 
themselves identi� ed positive changes in a number of 
areas which are signi� cant. The group least likely to 
see signi� cant changes were teachers. It is not always 
known if the same teachers completed the � rst and � nal 
measure and it is dif� cult to draw any inference from 
the teachers’ ratings. When further SDQs are available 
across different respondents at time of baseline, 
triangulation of data will be possible.

Overall, the SDQ analysis over time has found 
that positive outcomes, in terms of emotional and 
behavioural symptoms, are being reported on for these 
high risk children. This analysis also shows that the 
majority of young people, parents, carers and teachers 
found the Take Two program helpful in terms of the 
child’s problems getting a bit or a lot better.
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Chapter 8: Outcomes – 
Trauma Indicators  

8.1 Overview
As a trauma-informed and responsive program, 
measures such as the Trauma Symptom Checklist for 
Children (TSCC) and the Trauma Symptom Checklist 
for Young Children (TSCYC) are an important inclusion 
in the clinical outcomes suite. Both measures provide 
an indication of the presence of symptoms in children 
associated with traumatisation. This chapter presents a 
description and analysis of these indicators for children 
involved with Take Two where a TSCC or TSCYC was 
completed at baseline. Measures completed over time 
enabled analysis of whether or not there was change, in 
terms of positive outcomes, over the time of Take Two 
involvement.

8.2 Description of the Trauma Symptom 
Checklist for Children 
The TSCC (Briere, 1996) is a self-report measure 
completed by children aged eight years and over. 
It is designed to assess the impact of exposure to 
traumatic events on children. Unlike the SDQ, the only 
perspective captured through the TSCC is the child’s 
perspective. The TSCC’s scales re� ect different aspects 
of traumatisation; namely, anger, anxiety, depression, 
posttraumatic stress symptoms, dissociation and 
sexual concerns. The Dissociation scale is made up 
of two subscales: overt dissociative symptoms and 
symptoms relating to dissociative fantasy. Similarly, the 
Sexual Concerns scale is made up of two subscales: 
preoccupation with sexual thoughts and behaviours and 
symptoms relating to sexual distress. There is no total 
score in the TSCC.

Take Two also uses the TSCC—Alternate version (Briere, 
1996), which excludes items that constitute the Sexual 
Concerns scale. The Alternate version could be used 
where a child had previously refused to complete the full 
version due to becoming distressed around the sexual 
concern items. Additionally, for Aboriginal clients it is 
often considered not appropriate to ask these questions 
via a questionnaire format, especially when the clinician 
is not Aboriginal themselves and the opposite sex to the 
child, as discussed in Chapter 5. 

8.2.1 Number and timing of TSCCs
There were 282 TSCCs administered to 189 children 
with the following demographic information: 

• 56% were male;

• 38% were between the ages of 8 and less than 12 
 years; 62% were between the ages of 12 and 17 
 years at time of referral to Take Two; 

• 15% were Aboriginal;

• 48% were from a rural team, 37% from a metropolitan 
 team, 13% from Secure Welfare and 2% were from 
 the Aboriginal team; 

• Not including Secure Welfare clients, 44% were in 
 home-based care; 23% were in residential care; 14% 
 were living with one or both parents; 18% were living 
 in kinship care and 1% were in some other type of 
 placement at time of referral to Take Two. 

The main difference compared to the general Take Two 
population in terms of demographics was the over-
representation of children from the rural teams.  

Children completed a similar number of TSCCs at the 
assessment phase (38%; n=109) and at reviews (36%; 
n=102, as tabled in Appendix Nine). Sixteen percent of 
the TSCCs (n=46) were completed as part of closure. 
An additional 25 young people completed a TSCC while 
a client of Take Two Secure Welfare. Of the 109 children 
who completed TSCCs during the assessment phase, 
for the majority (55%) this was their only TSCC. Of 
the 189 children who completed at least one measure, 
55 (29%) completed a TSCC over more than one time 
period. Thirteen children completed a TSCC during 
assessment, at one or more review phases and at 
closure. 

Of the 282 TSCCs completed, � ve had substantial missing 
data, making 277 measures available for analysis (see 
Appendix Nine). Once Secure Welfare cases, younger 
children, and those cases closed before or within six 
months of the measures being introduced in October 
2004 were excluded, there was an 89 percent completion 
rate. This means that at least one TSCC was completed 
for 89 percent of the clients where it was expected that 
a TSCC would be used. There were a variety of reasons 
why TSCCs may not have been completed, including a 
child refusing to complete the measure or a clinician 
deciding, based on clinical judgement, to not ask the 
child to complete the measure.

8.2.2 Validity of TSCCs 
The TSCC includes two validity scales: Over-
endorsement or Under-endorsement. If a certain 
number of particularly common or rare responses 
are provided, the TSCC is considered invalid, based 
on statistical analysis of the normative data. Over-
endorsement refers to when children select more items 
as being a problem than what would statistically be 
expected even within a traumatised population. Under-
endorsement refers to when children do not record 
concerns that would commonly be expected for children 
their age.

Meaningful interpretation of results cannot be made 
from invalid TSCCs. Results can be invalid among 
children with or without a trauma history, so does not 
imply an absence of abuse or other trauma. Of the 277 
TSCCs available for analysis, 229 (83%) were valid. 

Thirty-three (12%) TSCC pro� les were invalid due to 
under-endorsement of items indicative of denial or 
minimisation of dif� culties. Pro� les are considered 
invalid due to under-endorsement if a child selects 
‘never’ for a certain number of items such as having 
nightmares, daydreaming and feeling sad or unhappy. 
The remaining 15 invalid pro� les (5%) were invalid due 
to over-endorsement of items. Pro� les are considered 
invalid due to over-endorsement occurs when a child 
selects ‘almost all of the time’ for a certain number of 
items for which this response is rare. 

Invalid pro� les were signi� cantly more likely to be 
returned by the younger of the two age groups, consistent 
with previous � ndings within the Take Two client group 
from the second evaluation report (Frederico, Jackson, 
& Black, 2006). Twenty-three percent of TSCCs 
completed by 8 to 12 year olds were invalid compared 
with eleven percent of TSCCs completed by 13 to 17 
year olds (X2(1)=7.36, p<.01). Examining the two types 
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of invalid pro� les revealed that the greater percentage 
of invalid pro� les among the younger age group related 
to under-endorsement rather than over-endorsement. 
In other words, younger children who completed an 
invalid TSCC respond that they did not have concerns 
that would have normally been expected within this age 
range. Within the younger age group, 25 (74%) of the 
invalid pro� les were due to under-endorsement and 9 
(27%) were due to over-endorsement of items. Within 
the older age group, invalid pro� les were more equally 
represented across both under-endorsement (n=8, 
57%) and over-endorsement (n=6, 43%) of items. 

The majority of invalid pro� les due to under-reporting 
were from males (79%). In contrast, females accounted 
for 60 percent of invalid pro� les due to over-reporting, 
yet of all completed TSCCs only 41 percent were 
completed by females. 

Of the 41 TSCCs (15%) completed by Aboriginal 
children, 20 percent were invalid, which was only 
slightly higher than by non-Aboriginal children, where 
17% of TSCCs were invalid. This contrasts with the 
previous evaluation report where 33 percent of TSCCs 
for Aboriginal children were invalid. Overall, there were 
more invalid TSCCs completed at the assessment phase 
(56%) compared with review (31%) and closure phases 
(13%). There were more invalid TSCCs in the � rst set 
completed per child (fairly evenly spread between 
under- and over-reporting) than in subsequent TSCCs 
completed by each child. 

8.3 Trauma-related symptoms 
according to the TSCC at baseline

8.3.1 TSCCs � ndings at baseline
The following analysis relates to the valid TSCCs 
completed by children within the � rst six months of 
being referred to Take Two and provides a baseline 
description of the children’s report of trauma-related 
symptoms and related psychological problems. Of the 
134 baseline TSCCs available for analysis, 105 (78%) 

were used to provide a baseline description. The 
remaining TSCCs were not included in the analysis due 
to invalid or missing data. The total number of baseline 
TSCCs available for analysis in this report is in contrast 
with the second evaluation report as baseline data have 
been limited to the initial six month assessment period. 
This change is a strength in the methodology and is 
possible due to the greater numbers of TSCCs available 
for analysis. 

All items included in the TSCC provide an indication of 
traumatisation, not just those listed in the Posttraumatic 
Stress scale. The clinical range refers to the TSCC having 
been compared with normative data in the general 
population to indicate the presence of symptoms of 
traumatisation. The scores for most of the scales of 65 
or over indicate that the scale is in the clinical range, 
whereas the Sexual Concern scales need to score over 
70 to be considered in the clinical range. Figure 32 
shows that the most frequently clinically elevated scale 
at baseline within Take Two was Dissociation — Overt 
subscale, followed by Anger, Depression, Dissociation, 
and Posttraumatic Stress scales. Sexual Concerns 
scores were amongst the higher scores, but have a 
higher benchmark before being considered to be in the 
clinical range.

Further analysis regarding dissociation indicated that 
21 children (20%) were in the clinical range on the 
Dissociation – Overt subscale and 12 children were 
in the clinical range on the Dissociation – Fantasy 
(11%) subscale. The Dissociation – Overt subscale 
covers classical symptoms of dissociation, whereas the 
Dissociation – Fantasy subscale relates to role playing 
or fantasy type phenomena. Twenty-� ve percent of 
children (n=21) had one of the three dissociation scales 
or subscales within the clinical range.

In relation to the two Sexual Concerns subscales, 10 
children (10%) reported in the clinical range of the 
Sexual Concerns – Distress subscale, and 12 children 
(11%) reported in the clinical range of the Sexual 
Concerns – Preoccupation subscale. The Sexual 
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Figure 32. Baseline data: Percentage of children reporting in the clinical 
range on each scale in TSCC (N=105) 

Note 1: Three cases had missing data for items within the sexual-related scales.
Note 2: Percentages rounded to the nearest whole number.
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Concerns – Distress subscale includes increased sexual 
thoughts, feelings and behaviours, whereas the Sexual 
Concerns – Preoccupation subscale pertains to sexual 
con� icts, fears and other unwanted sexual responses. 
Twenty percent of children (n=19) had one or more of 
the three sexual concern scales or subscales within the 
clinical range.

Another signi� cant difference was that Aboriginal 
children were signi� cantly more likely to be in the clinical 
range for Sexual Concerns – Distress subscale (27%) 
compared to non-Aboriginal children (7%) (X2(1)=5.55, 
p<.05). There were no signi� cant differences found by 
age, gender or whether the child lived in a metropolitan 
or rural region for any of the TSCC scales and subscales.

Another signi� cant difference was found between the 
Take Two Secure Welfare population (n=19) compared 
to the other teams (n=83) regarding sexual-related 
concerns. Take Two Secure Welfare clients were 
signi� cantly more likely to be in the clinical range for 
Sexual Concerns – Preoccupation subscale (32% cf 
7%) (X2(1)=8.83, p<.01). This was the only TSCC scale 
where there was a difference between Take Two clients 
in Secure Welfare and other Take Two clients. 

Children who have suffered abuse may experience a 
cluster of symptoms, and as such have more than one 
scale that is clinically elevated. Of the 102 TSCCs where 
every scale was completed, 46 percent (n=47) had at 
least one scale or subscale in the clinically elevated 
range and 28 percent (n=29) had two or more scales or 
subscales in the clinically elevated range. Six children 
(6%) had seven or more out of ten scales in the clinical 
range. 

There was no signi� cant difference between percentage 
of children with one or more scales or two or more 
scales in the clinical range and the child’s age, gender, 
Aboriginal identity or whether the children lived in 
metropolitan or rural areas. 

8.3.2 Comparing children’s experience of 
maltreatment according to referrers with 
trauma-related symptoms according to TSCCs
A number of trauma-informed services use measures 
to calculate the level of exposure to traumatic events, 
which is not the purpose of the TSCC (Strand, Pasquale, 
& Sarmiento, 2006). Take Two has not needed to use 
such measures due to all clients being identi� ed as 
having substantiated abuse and/or neglect by child 
protection and due to the data provided in the HCAs 
regarding these trauma experiences. 

The 105 valid TSCCs were merged with the corresponding 
HCA data at time of referral in order to ascertain if there 
were any signi� cant associations between the children’s 
abuse and neglect experiences and consequences 
according to the referrer and the TSCC results at time 
of assessment. A chi-square analysis was performed 
between the TSCC scales and the domain abuse types 
and domain consequences from the HCA. Scales from 
the TSCC were dichotomised on the basis of whether 
scores on scale were clinically signi� cant or not. The 
HCA domains were dichotomised on the basis of 
whether an item contributed to a present or an absent 
representation across all levels in a domain or at the 
concerning, serious or extreme level. 

A number of signi� cant associations were found in 
relation to the children’s experience of maltreatment 
and their being in the clinical range of different TSCC 
scales, as reported in Table 41. However, some of these 
� ndings were in the opposite direction in relation to 
Dissociation – Fantasy subscale. Given these reverse 
� ndings, it is helpful to note that this scale consists of 
three questions relating to whether the child pretends to 
be somewhere else, to be someone else or to daydream 
(Briere, 1996).

Table 41. 
Children’s Experiences of Abuse and Neglect According to HCAs at Time of Referral Associated with 
the Baseline TSCC Scales and Subscales being in the Clinical Range for Take Two Clients between Jan 
2004 – June 2007 (N=105)

Domains of maltreatment TSCC scales and 
subscales

Percentages Chi-square and 
signi� cance

Signi� cantly more likely to be in clinical range

Extreme physical abuse Depression 27% cf 9% X2(1)=5.81, p<.05

Serious physical abuse Sexual Concerns – Distress 14% cf 0% X2(1)=4.54, p<.05

Serious physical abuse Anxiety 18% cf 3 % X2(1)=3.79, p<.05

Serious sexual abuse Depression 30% cf 11% X2(1)=5.01, p<.05

Serious developmental abuse Anger 28% cf 10% X2(1)=5.57, p<.05

Serious developmental abuse Dissociation – Overt 30% cf 13% X2(1)=4.41, p<.05

Signi� cantly less likely to be in clinical range

Sexual abuse (all levels) Dissociation – Fantasy 3% cf 17% X2(1)=5.03, p<.05

Serious sexual abuse Dissociation – Fantasy 0% cf 15% X2(1)=3.91, p<.05
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Following are some examples of maltreatment items 
within the HCA’s broader domains and their signi� cant 
relationships with trauma-related symptoms ascertained 
through the children’s own reporting via the TSCC.

Abandonment/no appropriate carer
• Extreme lack of supervision was associated with 
 children being in the clinical range for Depression 
 (32% cf 11%) (X2(1)=5.65, p<.05).

Physical abuse
• An incident of physical abuse leaving a mark was 
 associated with children being in the clinical range for 
 Depression (41% cf 11%) (X2(1)=10.20, p<.01).

• Failure to ensure safety was associated with children 
 being in the clinical range for Sexual Concerns – 
 Distress (18% cf 2%) (X2(1)=7.11, p<.01).

Sexual abuse
• Although small in number (n=8) those who had been 
 described as having multiple experiences of sexual 
 abuse, were signi� cantly more likely to be in the clinical 
 range for Depression (63% to 12%) (X2(1)=14.58, 
 p<.01).

• Serious sexual abuse was associated with children 
 being in the clinical range for Depression (36% cf 
 12%) (X2(1)=5.03, p<.05).

Emotional abuse
• Complete absence of affection was associated with 
 children being in the clinical range for Depression 
 (33% cf 12%) (X2(1)=5.27, p<.05).

• Inadequate caring relationships was associated with 
 children being in the clinical range for Sexual Concerns 
 – Preoccupation (20% cf 4%) (X2(1)=6.06, p<.05).

• Chaotic family lifestyle was associated with children 
 being in the clinical range for Anger (24% cf 9%) 
 (X2(1)=4.09, p<.05) and Dissociation – Overt (28% 
 cf 11%)(X2(1)=4.24, p<.05).
• Exposure to parental psychiatric illness was 
 associated with children being in the clinical range for 
 Anxiety (30% cf 9%) (X2(1)=7.15, p<.05) and 
 Sexual Concerns – Distress (23% cf 6%) (X2(1)=5.08, 
 p<.05).

Developmental abuse
• Inadequate basic care was associated with children 
 being in the clinical range for Anger (38% cf 11%)
 (X2(1)=8.70, p<.01) and Dissociation (29% cf 11%) 
 (X2(1)=4.43, p<.05).

There were a small number of examples of maltreatment, 
primarily regarding neglect, where there was a reverse 
pattern but only in relation to the Dissociation scale and 
subscales.

Abandonment/no appropriate carer
• Extreme lack of supervision was associated with not 
 being in the clinical range with Dissociation – Fantasy 
 (0% cf 15%) (X2(1)=3.69, p<.05).

Emotional abuse
• Pattern of highly unreasonable expectations was 
 associated with not being in the clinical range for 
 Dissociation (0% cf 20%) (X2(1)=4.85, p<.05) and 
 Dissociation – Overt (5% cf 24%) (X2(1)=3.97, 
 p<.05).

Developmental abuse
• Inadequate basic care was associated with not being 
 in the clinical range for Dissociation – Fantasy (0% cf 
 15%) (X2(1)=4.13, p<.05).

Table 42. 
Consequences in Terms of Type of Harms According to HCAs at Time of Referral Associated with the 
Baseline TSCC Scales and Subscales being in the Clinical Range for Take Two Clients between Jan 
2004 – June 2007 (N=105)

Domains of harms TSCCs scales and 
subscales

Percentages Chi-square 

Signi� cantly more likely to be in clinical range

Serious developmental harms Anger 25% cf 10% X2(1)=3.77, p<.05

Sexual harms (all levels) Posttraumatic stress 22% cf 9% X2(1)=3.77, p<.05

Sexual harms (all levels) Sexual concerns 25% cf 5% X2(1)=7.90, p<.01

Extreme sexual harms Sexual concerns – preoccupation 26% cf 9% X2(1)=4.55, p<.05

Serious sexual harms Dissociation 28% cf 11% X2(1)=4.47, p<.05

Serious sexual harms Sexual concerns 32% cf 7% X2(1)=10.63, p<.01

Signi� cantly less likely to be in clinical range

Developmental harms (overall) Dissociation – fantasy 6% cf 27% X2(1)=9.27, p<.01

Concerning developmental harms Posttraumatic symptoms 3% cf 19% X2(1)=4.01, p<.05

Physical harms (all levels) Dissociation –  fantasy 4% cf 17% X2(1)=4.03, p<.05
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8.3.3 Comparing children’s presentation of 
dif� culties according to referrers compared with 
their trauma-related symptoms according to 
TSCCs
Table 42 shows signi� cant associations found between 
domains of consequences or dif� culties experienced by 
children according to the HCAs and whether the children 
were in the clinical range of TSCC scales and subscales. 
Different levels of severity of sexual harms (except for 
the least severe) were associated with the children 
being in the clinical range for the Sexual Concerns scale 
and the Sexual Concerns – Preoccupation subscale. 
There were also links between sexual harms and 
Posttraumatic Stress and Dissociation scales. As with 
maltreatment experiences and clinical levels of trauma-
related symptoms, there were also � ndings that some 
children’s dif� culties mentioned at time of referral were 
found to be associated with children not being in the 
clinical range. As with the experiences of abuse and 
neglect it appears that Dissociation – Fantasy subscale 
was the subscale where children were less likely to 
be in the clinical range for some dif� culties, such as 
developmental and physical harms.

When analysing individual items in the HCA related to 
the children’s presentation and dif� culties at time of 
referral, there were a number of signi� cant � ndings 
associated with the children being in the clinical range 
in the TSCC as described below.

Sense of abandonment
• Minimal sense of belonging was associated with being 
 likely to be in the clinical range for Depression (24% 
 cf 9%) (X2(1)=4.45, p<.05).

• Minimal sense of permanence was associated with 
 being likely to be in the clinical range for Anxiety (23% 
 cf 7%) (X2(1)=5.46, p<.05); and Sexual Concerns – 
 Preoccupation (21% cf 5%) (X2(1)=5.70, p<.05).
• Minimal sense of security was associated with being 
 likely to be in the clinical range for Anxiety (22% cf 
 6%) (X2(1)=5.85, p<.05).
• Minimal sense of trust was associated with being 
 likely to be in the clinical range for Anxiety (21% cf 
 7%) (X2(1)=4.01, p<.05).

Sexual harms
• Promiscuity was associated with being likely to be 
 in the clinical range for Dissociation (46% cf 11%) 
 (X2(1)=10.63, p<.01) and Sexual Concerns (54% cf 
 8%) (X2(1)=19.71, p<.001).

Emotional and psychological harms
• Severe changes in affect and mood was associated 
 with being likely to be in the clinical range for Anger 
 (28% cf 11%) (X2(1)=5.01, p<.05).

• Risk taking was associated with being likely to be 
 in the clinical range for Depression (28% cf 11%) 
 (X2(1)=4.47, p<.05); Posttraumatic Stress (28% cf 
 10%) (X2(1)=5.50, p<.05); Sexual Concerns (41% 
 cf 11%) (X2(1)=11.67, p<.01); and Sexual 
 Concerns – Preoccupation (31% cf 9%) (X2(1)=4.99, 
 p<.05).

• No self-awareness was associated with being likely 
 to be in the clinical range for Anxiety (27% cf 10%) 
 (X2(1)=4.46, p<.05).

• Ongoing or frequent substance abuse was associated 
 with being likely to be in the clinical range for 
 Posttraumatic Stress (42% cf 11%) (X2(1)=8.02, 
 p<.05); Sexual Concerns (50% cf 9%) (X2(1)=14.68, 
 p<.01); and Sexual Concerns – Preoccupation (50% 
 cf 7%) (X2(1)=18.65, p<.01).

• Suicidal ideation was associated with being likely 
 to be in the clinical range for Anger (37% cf 13%) 
 (X2(1)=6.06, p<.05).

• Conduct problems was associated with being likely 
 to be in the clinical range for Depression (24% cf 
 10%) (X2(1)=4.07, p<.05) and Anger (34% cf 7%) 
 (X2(1)=13.13, p<.001).

• Disorganised attachment was associated with being 
 likely to be in the clinical range for Anxiety (27% cf 
 7%) (X2(1)=7.74, p<.01) and Anger (30% cf 11%) 
 (X2(1)=5.54, p<.05).

• Intermittent emotional unavailability was associated 
 with being likely to be in the clinical range for Sexual 
 Concerns – Preoccupation (31% cf 8%) (X2(1)=6.68, 
 p<.05).

• Highly indiscriminate was associated with being likely 
 to be in the clinical range for Depression (42% cf 
 12%) (X2(1)=7.07, p<.05).

• Repeated and severe violence to others was associated 
 with being likely to be in the clinical range for Anger 
 (29% cf 11%) (X2(1)=5.50, p<.05) and Posttraumatic 
 Stress (24% cf 9%) (X2(1)=4.03, p<.05).

Developmental harms
• Deterioration in attention/cognition was associated 
 with being likely to be in the clinical range for Sexual 
 Concerns – Preoccupation (26% cf 9%) (X2(1)=4.55, 
 p<.05).

• Limited understanding of morality was associated with 
 being likely to be in the clinical range for Anxiety (32% 
 cf 11%) (X2(1)=6.42, p<.05) and Sexual Concerns – 
 Preoccupation (33% cf 7%) (X2(1)=9.46, p<.01).

Some HCA items regarding children’s presentation 
that may have been predicted to be associated with 
TSCC scales were not able to be analysed due to small 
numbers in this subset of HCAs, such as Depression 
diagnosis (n=4); Posttraumatic Stress Disorder (n=3) 
and trauma symptoms (n=9). One interesting pattern, 
although not able to be analysed further due to small 
numbers were children described in the HCA as being 
involved in criminal activity involving violence (n=6). 
They were often in the clinical range within the TSCCs 
for Anger, Anxiety, Posttraumatic Stress, Depression 
and Sexual Concerns. 

Similarly to the experience of maltreatment there were 
some patterns that showed a reverse order where 
children with particular dif� culties according to the HCA 
were found to be signi� cantly less likely to be in the 
clinical range in the Dissociation – Fantasy subscale.

Emotional and psychological harms
• Parenti� ed behaviours was associated with children 
 not being likely to be in the clinical range for 
 Dissociation – Fantasy (0% cf 15%) (X2(1)=3.91, 
 p<.05).
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• Negative impact to peer relationships was associated 
 with children not being likely to be in the clinical range 
 for Dissociation – Fantasy (3% cf 16%) (X2(1)=4.23, 
 p<.05).

• No self-control was associated with children not 
 being likely to be in the clinical range for Dissociation 
 – Fantasy (0% cf 15%) (X2(1)=4.13, p<.05).

Developmental harms
• Social isolation was associated with children not 
 being likely to be in the clinical range for Dissociation 
 – Fantasy (0% cf 15%) (X2(1)=4.13, p<.05).

8.4 TSCC analysis of changes in trauma 
symptoms over time 
Fifty-one children completed a valid TSCC over at least 
two time periods. Where a third or fourth measure 
was also completed the � rst and � nal valid TSCC were 
analysed for change over time. The time difference 
between measures varied considerably ranging from 15 
to 150 weeks (M=57.2, SD=28.6). Just over half (57%) 
of the 51 children were males and nearly three-quarters 
were from rural teams (70%). The mean age was 12.27 
years (SD=2.27), ranging from 8 to 16 years old at 
the time of the � rst TSCC. Three children (6%) in this 
sample were Aboriginal. 

There was a reduction in reported symptoms in every 
scale from Time 1 to Time 2, with signi� cant reductions 
in anxiety, depression, anger and posttraumatic stress 
symptoms registering as signi� cant (Table 43). To test 
whether change over time was moderated by gender, 
Aboriginal identity, age at time of � rst measure (6-12 
years, 13-17 years) or length of time between measures 
(0-1 year, 1-2 years, 2 years+), a series of mixed 
design ANOVAs were used. No signi� cant differences 
were found on the basis of these factors. 

Table 44 shows the number of children who scored 
in the clinical range in the TSCC scales at Time 1 
compared to Time 2. Almost every scale and subscale 
shows a reduction in the percentage of children in the 
clinical range over time. The Depression scale, however, 
is the only scale where this reduction was statistically 
signi� cant. Overall, the percentage of children who 
had at least one TSCC scale within the clinical range 
had reduced from Time 1 to Time 2. Furthermore, 
signi� cantly fewer children in Time 2 (29%) were within 
the clinical range on at least one scale compared with 
Time 1 (49%). There was also a reduction, albeit not 
signi� cant with the percentage of children with at least 
two scales in the clinical range at Time 1 (28%) to Time 
2 (24%).

Table 43. 
Comparing the Mean T scores of the TSCC Scales and Subscales across Time 1 and Time 2 for Take 
Two Clients between Jan 2004 – June 2007 (n=51) 

TSCC scales and subscales Time 1 Time 2 Test of signi� cance, t-test

Anxiety ** M = 53.2 
SD = 10.5

M = 48.2
SD = 8.5 Signi� cant t(50) = 3.06, p < .01 

Depression ** M  = 53.5 
SD = 10.6 

M = 48.9
SD = 7.1 Signi� cant t(50) = 3.28, p < .01

Anger ** M = 53.1
SD = 10.4

M = 48.9
SD = 8.3 Signi� cant t(50) = 3.08, p < .01 

Posttraumatic stress * M = 52.5
SD = 8.3

M = 48.8
SD = 9.1 Signi� cant t(50) = 2.5, p < .05

Dissociation M = 54.0
SD = 9.8

M = 51.6
SD = 0.3 Not signi� cant t(50) = 1.73, p < .1 

Dissociation – Overt M = 54.7
SD = 10.0

M = 52.2
SD = 9.8 Not signi� cant t(50) = 1.68, p < .1

Dissociation –  Fantasy M = 52.3
SD = 10.4

M = 50.0
SD = 1.0 Not signi� cant t(50) = 1.66, p < .2 

Sexual concerns M = 55.3
SD = 14.1

M = 51.2
SD = 5.9 Not signi� cant t(48) = 1.57, p < .2

Sexual concerns – Preoccupation M = 54.8
SD = 15.4

M = 51.8
SD = 5.7 Not signi� cant t(48) = 1.21, p < .3

Sexual concerns – Distress M = 53.1
SD = 14.6

M = 49.8
SD = 0.9 Not signi� cant t(48) = 1.39, p < .2

* Signi� cant at p<.05 level
** Signi� cant at p<.01 level
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8.5 Description of the Trauma Symptom 
Checklist for Young Children 
The TSCYC (Briere, 2005) is completed by parents 
and carers in relation to children aged 3 to 12 years. 
This is similar to the TSCC as a measure for children 
and consists of scales that measure trauma-related 
symptoms of anxiety, depression, anger/aggression, 
posttraumatic stress, dissociation and sexual concerns. 
As with the TSCC there are subscales, although instead 
of being in relation to dissociation and sexual concerns, 
the subscale in the TSCYC pertains to posttraumatic 
symptoms. There are three posttraumatic subscales: 
symptoms relating to posttraumatic arousal, 
posttraumatic avoidance; and posttraumatic intrusion. 
A clinically elevated score means these symptoms 
are statistically different from expected in the normal 
population.

For children aged between 8 and 12 years old both the 
TSCC and the TSCYC are applicable, where the child 
could complete one and the parent or carer the other. 
Training provided to Take Two clinicians in this situation 
is to use whichever measure is possible (e.g. if child has 
refused to complete the measure, then ask parent/s 
and/or carer/s to complete the TSCYC). Where possible 
and appropriate both the TSCC and TSCYC can be used, 
providing perspectives from both the child and parent 
or carer. Twenty children completed a TSCC and had a 
parent or carer complete a TSCYC.

8.5.1 Number and timing of TSCYCs completed
Since the end of 2005, when the TSCYC was implemented 
within Take Two, 181 TSCYC measures have been 
completed by parents and carers (see Appendix Ten) 
in relation to 122 children. Just over half (52%) were 
completed during the assessment phase. Thirty-six 
percent were completed at the time of a review and the 
remaining 13 percent completed as part of the closure 
phase.

8.6 Trauma-related symptoms 
according to TSCYC at baseline

8.6.1 TSCYC’s � ndings at baseline
Of the 94 TSCYCs available for analysis at baseline, 90 
provide a baseline description of the children’s report 
of posttraumatic stress and related psychological 
problems. Invalid data accounted for three percent 
(n=3) and missing data (n=1) accounted for one 
percent of the total data. 

As with the TSCC, indicators of traumatisation in 
TSCYC are not limited to just those listed in the 
Posttraumatic Stress scales. Figure 33 shows that the 
most frequently clinically elevated scale was Anger/
Aggression where 37 children (41%) were in the 
clinical range. This was followed by Posttraumatic 
Stress — Avoidance (n=30; 33%), Posttraumatic Stress 
total (n=30; 33%), Posttraumatic Stress — Intrusion 
(n=29; 32%), Posttraumatic Stress — Arousal (n=27; 

Table 44. 
Number and Percentage of Children in The Take Two Program between Jan 2004 – June 2007 in the 
Clinical Range of the TSCC at each Scale and Subscale at Time 1 and Time 2 (n=51)

TSCC scales and subscales Time 1 - N & % 
of those in clinical range

Time 2 - N & % 
of those in clinical range

Test of
signi� cance,

McNemar 
testN % N %

Anxiety 6 11.8 1 2.0 NS

Depression * 9 17.6 1 2.0 p < .05

Anger 7 13.7 2 3.9 NS

Posttraumatic stress 5 9.8 4 7.8 NS

Dissociation (overall scale) 7 13.7 6 11.8 NS

Dissociation – Overt 8 15.7 8 15.7 NS

Dissociation – Fantasy 8 15.7 6 11.8 NS

Sexual concerns (n = 48) (overall scale) 7 13.7 7 13.7 NS

Sexual concerns – Preoccupation (n=48) 6 11.8 5 9.8 NS

Sexual concerns – Distress (n=48) 6 11.8 5 9.8 NS

At least one scale in clinical range * 25 49.0 15 29.4 p < .05

At least two scales in clinical range 14 27.7 12 23.5 NS

* Signi� cant at p<.05 level
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30%), Depression (n = 25, 28%), Dissociation (n=23, 
26%), Anxiety (n=16, 18%) and Sexual Concerns 
(n=16; 18%). Although not directly comparable, these 
percentages in the clinical range are generally higher 
than found in the TSCCs and may re� ect the difference 
between self-reports and reports by others (such as 
was found in the SDQ analysis).

The Posttraumatic Stress – Intrusion, Avoidance and 
Arousal scales contribute to an overall Posttraumatic 
Stress total scale which is a summary of posttraumatic 
stress symptomatology. A score of 40 or greater for a 
child with a history of trauma indicates the need for 
further clinical assessment with a possible diagnosis of 
PTSD. Fifty children (56%) scored at or above 40 for 
this scale. 

Signi� cant differences existed between age, gender, 
Aboriginal identity and type of Take Two team across 
the different scales. Older children (7 to 12 years) were 
more likely to be in the clinical range for the Anxiety 
(X2(1)=4.98, p<.05) and Depression (X2(1)=5.55, 
p<.05) scales compared with younger children. Females 
were more likely than males to be in the clinical range 
for the Posttraumatic Stress – Avoidance (X2(1)=4.09, 
p<.05) and Posttraumatic Stress total (X2(1)=5.63, 
p<.05) scales. Aboriginal children were more likely to 
be in the clinical range for Anxiety (X2(1)=4.87, p<.05) 
and Anger/Aggression (X2(1)=5.6, p<.05) compared 
with non-Aboriginal children. Children from rural areas 
were more likely to be in the clinical range for Anxiety 
(X2(1)=9.94, p<.01) and Dissociation (X2(1)=6.38, 
p<.05) compared with children from metropolitan 
areas.

Of the 90 TSCYCs used for analysis, 69 percent (n=65) 
had at least one scale or subscale in the clinically 
elevated range and 52 percent (n=49) had two or more 
scales or subscales in the clinically elevated range. The 
majority of TSCYC pro� les with at least one clinically 
elevated score had at least one other scale that was 
also in the clinical range (75%; n=49).

In contrast to the TSCC data, signi� cant differences 
existed in the TSCYC data between the percentage of 
children with one or more scales in the clinical range 
and the child’s age and gender. Older children (7 to 
12 year olds) were more likely than younger children 
(3 to 7 year olds) to have one or more scales in the 
clinical range (X2(1)=3.91, p<.05). Females were more 
likely than males to have two or more scales in the 
clinical range (X2(1)=5.37, p<.05). Aboriginal children 
were more likely to have two or more scales within 
the clinical range (100%; n=7) than non-Aboriginal 
children (71%; n=40); however, this difference was 
not signi� cant. No differences existed between children 
living in metropolitan or rural areas.

8.6.2 Comparing young children’s experience 
of maltreatment according to referrers with 
trauma-related symptoms according to TSCYCs
A smaller number of signi� cant associations were found 
in relation to the children’s experience of maltreatment 
and their being in the clinical range of different TSCYC 
scales, compared to the TSCC. This appeared to be 
contributed by the almost 100 percent of this sample who 
experienced emotional maltreatment so no capacity for 
a comparison and small numbers who were reported as 
experiencing sexual abuse. This limited the ability to do 
more detailed analysis on speci� c examples, however 
some patterns were observed, especially in relation to 
developmental abuse and dissociation.

• Developmental abuse (all levels) were associated with 
 young children being more likely to be in the clinical 
 range for Dissociation (41% cf 15%) (X2(1)=6.07, 
 p<.05).

• Serious developmental abuse were associated with 
 young children being more likely to be in the clinical 
 range for Dissociation (43% cf 21%) (X2(1)=4.17, 
 p<.05).
• Concerning developmental abuse were associated with 
 the young children being more likely to be in the clinical 
 range for Dissociation (48% cf 18%) (X2(1)=7.51, 
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Figure 33. Baseline data: Percentage of children in clincial range on each scale in 
TSCYCs (N=90) 

Note 1: One case had missing data for the posttraumatic stress avoidance scale.
Note 2: Percentages rounded to the nearest whole number.
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 p<.01) and Posttraumatic Stress — Total (40% cf 
 19%) (X2(1)=4.06, p<.05).
Other patterns observed were in relation to experiences 
of extreme physical abuse and sexual abuse of all levels 
of severity as described following:
• Extreme physical abuse were associated with young 
 children being more likely to be in the clinical range for 
 Posttraumatic — Avoidance (52% cf 27%) 
 (X2(1)=4.61, p<.05).

• Sexual abuse (all levels) were associated with the 
 young children being more likely to be in the clinical 
 range for Sexual Concerns (50% cf 16%) (X2(1)=7.18, 
 p<.05).

8.6.3 Comparing young children’s presentation 
of dif� culties according to referrers with their 
trauma-related symptoms according to TSCYCs
As with the previous section regarding children’s 
experience of maltreatment, some patterns were found 
to be signi� cant between different domains of children’s 
dif� culties at time of referral, according to the HCA 
documents and various scales in the TSCYC. Similar 
to those experiences of maltreatment, most of these 
patterns related to developmental harms, such as seen 
below.

• Developmental harms (all levels) were associated 
 with young children being more likely to be in the c
 linical range for Posttraumatic — Arousal (40% cf 
 19%) (X2(1)=3.62, p<.05); for Dissociation (40% cf 
 13%) (X2(1)=6.55, p<.01); and for Sexual Concerns 
 (29% cf 10%) (X2(1)=4.08, p<.05)

• Serious developmental harms were associated with 
 young children being more likely to be in the clinical 
 range for Dissociation (40% cf 18%) (X2(1)=4.71, 
 p<.05)

• Serious physical harms were associated with young 
 children being more likely to be in the clinical range 
 for Posttraumatic Stress — Avoidance (58% cf 30%) 
 (X2(1)=4.60, p<.05)
• Sexual harms (all levels) were associated with young 
 children being more likely to be in the clinical range in 
 Sexual Concerns (43% cf 16%) (X2(1)=4.91, p<.05)

8.7 TSCYC analysis of changes in 
trauma symptoms over time 
Twenty-three parents and carers of children completed 
a valid TSCYC over at least two time periods. One 
child had two consistent carers who each completed 
a TSCYC over two time periods; however, only one of 
these carers’ two TSCYCs were included in this analysis. 
Where a third or fourth measure was completed the 
latest measure was analysed as Time 2 instead of 
the second measure. The time difference between 
measures varied considerably with the range being 12 
to 105 weeks (M=53.88, SD=32.44). Approximately 
half (52.2%) of the 23 children were males and nearly 
two-thirds were from rural teams (65.3%). The mean 
age was 7.18 years (SD =1.96), ranging from three to 
11 years old at the time of the � rst TSCYC. No children 
in this sample of repeat TSCYCs were Aboriginal. 

The analysis of improvement of symptoms over time 
is preliminary due to the small number of valid repeat 
measures. However, the initial � ndings are promising. 
There was a reduction in reported symptoms in every 
scale from Time 1 to Time 2, representing a highly 
signi� cant reduction in Anger/Aggression symptoms 
(Table 45). To test whether change over time was 
moderated by gender, age at time of � rst measure or 
length of time between measures, a series of mixed 
design ANOVAs were used. No signi� cant differences 
were found on the basis of these factors. 

Table 45. 
Comparing the Mean T scores of the TSCYC Scales for Take Two Clients between Jan 2004 – June 2007 
across Time 1 and Time 2 (n=23)

TSCYC scales Time 1 Time 2
Test of signi� cance, 

t-test

Anxiety M = 59.7
SD = 14.9

M = 56.9
SD = 13.0 Not signi� cant t(22) = .95, NS 

Depression M  = 64.3
SD = 17.5

M = 60.3
SD = 15.1 Not signi� cant t(22) = 1.00, NS

Anger/Aggression * M = 72.0
SD = 16.9

M = 63.0
SD = 12.5 Signi� cant t(22) = 2.80, p < .05 

Posttraumatic stress – total M = 70.8
SD = 16.2

M = 66.6
SD = 12.7 Not signi� cant t(22) = 1.24, NS

Posttraumatic Stress – Intrusion M = 63.0
SD = 15.5

M = 61.3
SD = 16.1 Not signi� cant t(22) = .50, NS

Posttraumatic Stress – Avoidance (n=22) M = 70.5
SD = 17.0

M = 61.8
SD = 14.5 Not signi� cant t(21) = 1.92, NS 

Posttraumatic Stress – Arousal M = 69.0
SD = 15.9

M = 65.9
SD = 11.8 Not signi� cant t(22) = 1.00, NS

Dissociation M = 68.7
SD = 19.8

M = 63.5
SD = 16.9 Not signi� cant t(22) = 1.52, NS 

Sexual concerns M = 65.6
SD = 20.8

M = 59.5
SD = 12.7 Not signi� cant t(22) = 1.61, NS

* Signi� cant at .05 level
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Another way of comparing change over time is to see 
how many children scored in the clinical range in the 
TSCYC in one or more scales at Time 1 compared to 
Time 2. As shown in Table 46, the majority of the scales 
and subscales show a reduction in the percentage of 
children in the clinical range at Time 2 compared to 
Time 1. A signi� cant reduction in symptoms was found 
for the Anger/Aggression scale. The lack of signi� cant 
� ndings for the other scales is likely due to the small 
numbers in the sample. The number of children scoring 
within the clinical range for one or more TSCYC scales 
at the second time period compared with the � rst 
time period was also reduced, although this was not 
signi� cant.

8.8 Summary
Use of the TSCC and the TSCYC as clinical outcome 
measures provide insight into the children’s trauma-
related symptoms and associated psychological 
problems. This report has provided more analysis than 
the previous report due to the increase in number of 
valid tools. This is also the � rst time the parent and 
carer-report TSCYC data have been analysed, the 
measure only being published in 2005 and implemented 
in Take Two in late 2005. 

The baseline data of the TSCC and TSCYC demonstrate 
that a number of children who are clients of Take Two 
score highly in the clinical range of trauma symptoms 
at the time of � rst measure. This was particularly 
noted in the TSCYC for younger children, potentially 
due to this not being a self-report measure. More 
detailed analysis was undertaken in relation to the 

larger data set of TSCCs and the HCA data at time of 
referral. This provided a picture of some of the links 
between different types of maltreatment and some 
of the psychological symptoms. Although there were 
indications of a range of psychological symptoms being 
associated with different maltreatment domains, when 
looking at speci� c examples of maltreatment, it was 
particularly common for children to be in the clinical 
range for depression symptoms. The HCA data was 
also analysed in terms of the referrer’s perspective of 
children’s dif� culties, showing in general a pattern of 
association. For example the children being described 
as having a Conduct Disorder, being more likely to be 
in the clinical range regarding anger problems. Similar 
analysis occurred with the TSCYC although there less 
� ndings were signi� cant. There did appear to be a 
pattern with young children’s experience of a range of 
developmental harms and symptoms of dissociation. As 
more data becomes available over time, comparisons 
between TSCCS or TSCYCs and the HCA data will be a 
fruitful area for discovery.

In terms of outcomes, there is a promising trend, such 
as children scoring signi� cantly less on the Depression 
scale in the TSCC over time which is consistent with 
the � nding of the previous evaluation. Overall the 
� ndings of the analysis of TSCC indicate improvement 
for the children in a range of areas related to trauma-
related symptomatology, namely anxiety, depression, 
anger and posttraumatic stress. Although the numbers 
of respondents completing the TSCYC over time are 
relatively small, the analysis indicates that younger 
children’s trauma-related symptoms are also improving.

Table 46. 
Percentage of Take Two Clients  between Jan 2004 – June 2007 in the Clinical Range of the TSCYC 
Scales at Time 1 and Time 2 (n=23)

TSCYC scales Time 1 Time 2
Test of

signi� cance,
McNemar 

testN % N %

Anxiety 5 21.7 5 21.7 p = 1.0

Depression 9 39.1 6 26.1 p = .51

Anger/Aggression ** 14 60.9 6 26.1 p = .008

Posttraumatic stress – total 9 39.1 10 43.5  p = 1.0

Posttraumatic Stress – Intrusion 6 26.1 8 34.8 p = .69

Posttraumatic Stress – Avoidance (n=22) 9 40.9 7 30.4 p = .45

Posttraumatic Stress – Arousal 9 39.1 8 34.8 p = 1.0

Dissociation 10 43.5 8 34.8 p = .73

Sexual concerns 6 26.1 5 21.7 p = 1.0

At least one scale in clinical range 21 91.3 17 73.9 p = .13

At least two scales in clinical range 17 73.9 16 69.6 p = 1.0

* Signi� cant at .05 level
** Signi� cant at .01 level
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Chapter 9: Outcomes – 
Social Networks – Children’s 
View of who is in their Life

9.1 Overview
Social Network Maps are a qualitative and quantitative 
measure that re� ects the children’s perception of who is 
in their life, their access to support and level of closeness. 
Within Take Two, Social Network Maps are completed at 
baseline and then as repeat measures at time of review 
and closure. The analysis of Social Network Maps at 
baseline provides a qualitative understanding of the 
social worlds of children referred to Take Two, from the 
children’s perspective. Examination of change over the 
time of Take Two involvement is limited due to small 
numbers but is growing. It is interesting to contemplate 
what positive change may look like in a child’s social 
world, that is not simply focused on his or her own 
dif� culties.

9.2 Description of Social Network Maps 
within Take Two
The Social Network Map is a systematic, semi-structured 
measure used to obtain information about a person’s 
perception of his or her social network and can be used 
for both adults and children (Tracy & Whittaker, 1990). 
The Social Network Map provides insight into children’s 
perception of their social world and their relationships 
through reporting on who is important in the child’s life 
and describing these relationships. It is made up of two 
sections: (1) a circle where children list all the people 
in their life and (2) a grid where they then list the top 
15 people in their life and provide more detail such as 
closeness, emotional and practical support; how often 
they see them; and how long they have known them. 

Social Network Maps are completed through discussions 
between the child and the Take Two clinician. The 
clinician may use the Social Network Map forms directly 
or other avenues, such as use of the whiteboard, 
post-it notes and specially designed cards to elicit the 
child’s responses. Completing this measure can take 
between one and two sessions depending on the level 
of discussion.

For children referred to Take Two between January 
2004 and June 2007, there were 145 Social Network 
Maps attempted by 100 children, some of which were 
incomplete. The largest group of measures (46%) were 
completed (or partially completed) within the � rst six 
months of the child being referred to Take Two (as 
presented in Appendix Eleven). A further 36 percent 
were done as part of a review and the remaining 18 
percent were done at time of closure. Some Social 
Network Maps were not suf� ciently completed to 
analyse except to note the attempt. 

All � rst time Social Network Maps completed at either 
time of assessment or review with suf� cient information 
were analysed as baseline measures. The circle section 
of the Social Network Map provides a numeric account 
of whom the children consider are in different areas 
of their life. The grid provides substantially more 
information that is used for more detailed analysis.

9.3 Social Networks – Children’s social 
worlds

9.3.1 Who completed the Social Network Maps?
As the grids in the Social Network Maps provide the 
bulk of the analysis, the following is a description of 
the client group who completed these grids. There were 
77 grids suf� ciently completed for analysis. These grids 
were completed by more boys (60%) than girls (40%), 
consistent with the gender breakdown within the 
program when Secure Welfare clients are not included.  
The age of children completing the grids ranged from 
6 years to 17 years, with a mean age of 11.4 years 
(SD=2.4). The proportion of Aboriginal clients who 
completed a grid (16%) was similar to the general Take 
Two client group. 

The aspect that is not consistent with the broader Take 
Two population is that three-quarters (75%) of the grids 
were completed from children living in rural regions, 
compared to 44 percent of the general Take Two (not 
including Secure Welfare) client population. Two of 
the rural teams (Barwon South West and Gippsland) 
completing 51 percent of the social network grids for 
this sample. 

9.3.2 Who is in the child’s world?
An important caveat in analysis of Social Network Map 
data is that the focus is on the children’s perception 
of who is in their world and the nature of these 
relationships, rather than aiming for an objective stance 
(Tracy & Whittaker, 1990).

Fifty-nine social network circles listed a range of 5 to 64 
people in the children’s lives, with a mean of 24.8 people 
(SD=13.7). In other words, when left up to the child’s 
own view, on average they listed 25 people in their 
world. Analysis of the grid section of Social Network 
Maps provides substantially more data regarding the 
areas of life and the nature of the children’s relationships 
with the ‘top’ 15 people listed. The 77 grids listed 5 to 
18 people with a mean of 13.4 people (SD=3.3).

Figure 34 portrays the proportion of people described 
by the children as most important in their lives in the 
grids. Family members, other than those they live 
with, were the most frequently mentioned, followed by 
those they lived with (which may have included other 
family members). People they knew through school 
and friendships were also included, followed closely by 
professionals. Friends are higher than the 13 percent 
depicted as many of those listed under school are likely 
to be school friends.

9.3.3 Regularity and longevity of relationships
In relation to the 73 grids where information was 
recorded on the frequency of contact had with each 
person on their grid, two children listed no-one they 
saw daily, compared to another two children who listed 
13 people they saw daily. Daily may sometimes mean 
every second or third day as the next level of frequency 
is weekly. However, it is probable that those people in 
the child’s household and school are likely to be seen 
daily. The mean number of people seen daily by the 
children was 5.8 (SD=3.0). Following is a comparison 
of how many people who were listed were seen daily 
by the children compared to those seen less frequently.

17 Social Network Maps were not recommended for use within Secure Welfare due to the length of time they take to complete.
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• 45% of the people listed in the children’s grids were 
 seen daily by the children;

• 25% were seen weekly;

• 14% were seen monthly; 

• 15% were only seen a few times a year.

The children were more likely to list those they knew the 
longest, although it was fairly evenly spread, showing 
just under a third of the people were known by them for 
less than a year.

• 39% of the people listed were known by the children 
 for more than 5 years;

• 31% were known between 1 and 5 years; 

• 30% were known less than 1 year.

Figure 35 shows a poverty of relationships for Sue18, a 
10-year-old girl, at least and perhaps most importantly, 
from her perspective. However, it was positive to see 
her carers and a friend described as very close and 
the presence of a sporting club and a teacher in her 
network re� ecting opportunities to build on these 
relationships. This representation also shows the 
variation in perception of relationships. For example, 
Sue only mentioned one person from her school (a 
teacher), who she described as not very close, almost 
always providing her with concrete support but hardly 
ever providing her with emotional support. In contrast, 
Sue described her foster mother as very close and 
almost always providing her with both emotional and 
concrete support.

9.3.4 Who do the children live with?
The 77 children lived primarily in foster care (49%) or 
with one of their parents (29%) at the time of completing 
the Social Network Map. Sixteen percent lived in kinship 
care and six percent were in residential care.

Seventy-three (95%) children listed at least one 
person in their grid with whom they lived. Overall, the 
average number of people listed in each household was 
3.2 (SD=1.8), with four children listing no-one from 
their household and two children listing eight people 
from their household. The highest percentage was 

the 26 percent who listed four people with whom they 
lived. Figure 36 is a diagrammatic presentation of a 
social network grid completed by Ben, an 11-year-old 
boy. As seen in this map, he has a new carer who he 
describes as not very close and who sometimes gives 
him emotional and concrete support. In comparison 
he described four members of his family as very close 
(including himself), although he described his mother 
who he sees weekly as hardly ever providing practical 
support and sometimes providing emotional support. 
This is in contrast to his father where it is unclear how 
often he sees him and is described as sort of close 
and hardly ever providing either practical or emotional 
support. The marked contrast is with his brother and 
sister who are seen infrequently during the year yet 
are both described as very close and almost always 
providing both practical and emotional support. The 
Take Two clinician is described by Ben as hardly ever 
providing practical support and sometimes providing 
emotional support.

9.3.5 Family
Seventy (91%) of the children listed at least one 
person from their family, other than their household. 
Children listed an average of 4.2 family members in 
each grid (SD=2.7); however, a number would have 
also listed family members under household, such as 
if they were living with parents or siblings. Figure 37 
is a representation of a social network map, completed 
by a 14-year-old boy named Dan. It pictures a series 
of complex family relationships, along with other 
signi� cant relationships. This map has substantially 
more people than the previous maps shown, scattered 
from very close, sort of close, to not very close. 
However, only one of these relationships is described 
by Dan as almost always emotionally supportive, and 
that is his father who he sees intermittently throughout 
the year. Dan described his foster mother as sort of 
close who almost always provides practical support but 
hardly ever providing emotional support.

9.3.6 School and friends
Forty-eight (62%) children listed someone from school, 
averaging 1.8 people (SD=2.2) on their social network 
grids. This ranged from 29 children who mentioned no-

Household, 24% 

Other family, 32% School, 13% 

Organisations, 3% 

Other friends, 13% 
Neighbours, 2% 

Professionals, 12% Other, 1% 

Figure 34. Proportion of people listed as most important in each area in the 
child's life (N=77 baseline social network grids) 

Note 1: Percentages rounded to the nearest whole number.

18 All names used in case illustrations are false, although the data is retrieved regarding an actual Take Two client.
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Sue
10 years

Sports club
(Weekly)

Teacher
(Daily)

Friend, 8
(Daily)

Foster mother’s
daughter

(Lives with)

Foster mother
(Lives with)

Inner circle - very close   Almost always emotionally supportive Almost always provides concrete support 
Middle circle - sort of close   Sometimes emotionally supportive  Sometimes provides concrete support
Outer circle - not very close  Hardly ever emotionally supportive  Hardly ever provides concrete support
Direction of help

Figure 35. Representation of a 10-year-old girl’s network of relationships

Ben
11 years

Brother
(Few times/year)

Grandma
(Few times/year)

Sister
(Few times/year)

Self
(Daily)

Mum
(Weekly)

New carer
(Lives with)

Dad

Grandpa
(Few times/year)

T2 Clinician
(Weekly)

Inner circle - very close   Almost always emotionally supportive Almost always provides concrete support 
Middle circle - sort of close   Sometimes emotionally supportive  Sometimes provides concrete support
Outer circle - not very close  Hardly ever emotionally supportive  Hardly ever provides concrete support
Direction of help

Figure 36. Representation of an 11-year-old boy’s network of relationships
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one from school (some of these children may not have 
been attending school) to 2 grids which listed 9 people 
from school. Based on earlier � ndings, it is likely that a 
number of those listed would be teachers, whilst others 
would be friends, although it was not always possible 
to distinguish.

Friends were another category in the grids. Forty-four 
children (57%) listed at least one friend, although 
many others are likely to have included their friends in 
the school category. Children listed an average of 1.8 
friends (SD=2.1). This number ranged from 33 children 
(43%) who did not list any friends, to one child who 
listed 8 friends.

9.3.7 Professionals, organisations and 
neighbours
There were 51 grids (66%) where at least one 
professional was listed (not including those already 
mentioned through school), such as child protection 
workers, CSO workers and Take Two clinicians. Twenty-
six children listed no professionals compared to one 
child who listed six; and four children who listed � ve 
workers. The mean number of professionals listed in a 
grid was 1.6 (SD=1.6). A number of the � gures in this 
chapter illustrate how some professionals are seen as 
very close and others not very close.

A small number of children (n=14) listed speci� c 
organisations, such as sporting or community clubs. 
Seven children included 1 person, 4 children included 2 
people and 3 children included 3 or 4 people from these 
types of organisations. The mean number of people 
listed from organisations was 0.3 (SD=0.9).

There were a similarly small number of people from 
the neighbourhood included in the social network grids. 
Of the 9 children (12%) who included a neighbour, 3 
children included 1, and 1 child included 5 neighbours. 
The mean number of neighbours was 0.3 (SD=0.9). 

9.3.8 Degrees of closeness and support
Table 47 shows the mean number of people listed on 
76 social network grids who were described in various 
degrees of providing support, being critical and their 
level of closeness. For each type of support, the 
children listed more people who almost always provided 
emotional support, information and concrete support, 
compared to those who only provided it sometimes or 
hardly ever. Similarly the children were more likely to 
include those who were hardly ever critical or negative. 
However, caution is needed with this variable as 
according to clinicians there was occasional confusion 
for children about the meaning of the term ‘critical’. 

Finally, children were most likely to include in the grids 
those whom they described as very close (7 people per 
grid) and those who almost always provided emotional 
support (5 people per grid). It is worth noting, however, 
that in all levels of each area of support or closeness there 
were some children who described no-one as almost 
always offering this support. For example, in terms of 
almost always providing concrete support, 3 children 
(4%) listed no-one in this area. Six children (8%) listed 
no-one as almost always providing emotional support, 
and in the information area, 4 children listed no-one 
providing this type of support. Only one child did not list 
anyone as being very close.

Dan
14 years Foster Mum

52 yrs
(Daily)

Other Family 40 yrs
(Weekly)

Dad
(Few times/year)

Other Family
Male, 45 yrs

(Weekly)

Friend
Male, 15 yrs
(Monthly)

Professional
(Weekly)

Friend
Male, 12 yrs

(Daily)

Friend, male 16 yrs
(Weekly)

Nan 62 yrs
(Weekly)

Mum 32 yrs
(Weekly)

School Professional
(Weekly)

Professional 25 yrs
(Weekly)

T2 clinician
(Weekly)

Aunt
(Weekly)

Cousin age 15
(Weekly)

Inner circle - very close   Almost always emotionally supportive Almost always provides concrete support 
Middle circle - sort of close   Sometimes emotionally supportive  Sometimes provides concrete support
Outer circle - not very close  Hardly ever emotionally supportive  Hardly ever provides concrete support
Direction of help

Figure 37. Representation of a 14-year-old boy’s network of relationships
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A number of the previous � gures portray the varying 
degrees and levels of closeness described by the children 
of people in their social network. Figure 38 portrays a 
complex social network for an 8-year-old girl, Peta. 
Peta lists a 15-year-old boyfriend as very close along 
with two other friends of a similar adolescent age, three 
people from school including the principal, both her 
parents and the Take Two clinician. The clinician, her 
friends and the people she knows from school were all 
described as almost always offering emotional support, 
whereas her parents, carer and siblings were described 
as hardly ever offering emotional support, except for 
one sister who sometimes provides such support. Her 
sisters, two of whom she lives with, including her twin 
and two of whom she sees weekly, were described as 
sort of close. Her carer and the child protection worker 
were described as not very close, hardly ever providing 
emotional support but almost always providing practical 
support.

9.4 Social Networks – what changes 
have occurred over time?
All children for whom there was a repeat, complete 
Social Network Map (n=28) were included in the 
analysis of change over time. 

This sample of 28 children is not representative of the 
overall Take Two client group. The starkest difference is 
that 11 percent were living in metropolitan Melbourne 
in contrast to nearly two-thirds of the overall Take Two 
client population. They do, however, provide rich data in 
relation to this sub-group. All the repeat Social Network 
Maps were undertaken via three rural teams and so 
cannot be used to analyse the outcomes of the program 
more broadly. 

The mean age of the children at the time of the � rst 
Social Network Map was 11.6 years (range = 8 to 16 
years). More males (61%) completed repeat measures, 
consistent with the broader Take Two population. 

Table 47. 
Mean Number and Standard Deviations of People who were  Listed in Social Network Grids by Clients 
involved with Take Two between Jan 2004 – June 2007 in Levels and Types of Support and Closeness 
(N=76)

Level in Social Network Grid Mean Number of People 
Listed Per Grid SD Range

Concrete (practical) support

Hardly ever 4.1 3.6 0–14 people

Sometimes 4.0 3.0 0–13 people

Almost always 4.8 3.6 0–16 people

Emotional support

Hardly ever 4.2 3.5 0–13 people

Sometimes 3.5 2.8 0–11 people

Almost always 5.3 4.3 0–17 people

Information support

Hardly ever 4.1 3.7 0–14 people

Sometimes 3.5 2.8 0–11 people

Almost always 5.0 3.9 0–16 people

Being critical 

Hardly ever 9.3 4.5 0–17 people

Sometimes 2.1 2.7 0–15 people

Almost always 1.1 1.7 0–10 people

Level of closeness

Not close 2.3 2.6 0–13 people

Sort of close 3.9 3.2 0–13 people

Very close 6.6 4.0 0–17 people



 Frederico, Jackson, & Black (2010) “More than Words” – Take Two Third Evaluation Report, La Trobe University, Bundoora, Australia130

Fourteen percent of children were Aboriginal. Eighty-six 
percent were in some form of out-of-home care. The 
mean number of previous placements was 6.5 (SD=4.6; 
range = 0 to 17 placements), which is an important 
context for re� ection on relationships, especially those 
within their household.

The circle section of the Social Network Maps was 
examined for changes over time. The number of people 
listed was consistent over time. On average 27 people 
were listed on the circles at each time period. The range 
in the number 

• Time 1 Social Network Map — M=27.8; SD=15.1; 
 range=10–64; 

• Time 2 Social Network Map — M=27.4; SD=14.3; 
 range=7–61.
The composition of the Social Network Map circles was 
examined by comparing the mean percentage of people 
listed in each area of life (see Table 48). On average 
children listed a greater percentage of family members 
than any other area of life at both time periods. At 
the � rst time period the next highest category was 
professionals; however, by the second time period 
it was friends that averaged as the second largest 
category. People from school, organisations (such as 
sporting clubs or churches) and neighbours each, on 
average, made up less than � ve percent of those listed 
at each of the � rst and last time periods.
Responses were recoded to combine friends listed under 
school with those listed under friends, to compute the 
percentage of all friends listed. This analysis showed 
the percentage of all friends increased signi� cantly 

from the � rst time (M=15.0) to the last time (M=23.9), 
t(27)= 2.22, p<.05). Similarly, responses were recoded 
to combine family members listed under household with 
those listed under family. The mean percentage of all 
family members increased from 32.6 at the � rst time to 
39.7 at the last time. Although this was a considerable 
increase, it was not found to be statistically signi� cant.
Analysis of the social network grids portrays the 
children’s perceptions of the level of support and 
closeness. Table 49 shows a small increase in the 
mean percentage of people described as almost always 
giving emotional support and a larger increase in the 
percentage of people in their networks described as 
very close. There was a decrease in the percentage 
described as almost always giving concrete support. 
However none of these differences was signi� cant. No 
signi� cant differences were found in terms of gender, 
age or Aboriginal identity.
Several signi� cant correlations were found between the 
types of social support described in the Social Network 
Maps. Emotional support and concrete support were 
moderately correlated. For example, at the � rst Social 
Network Map, the percentage of people perceived by 
children as hardly ever providing concrete support 
was positively and moderately correlated with those 
perceived as hardly ever providing emotional support 
(r=.59, p<.01). Similarly, the percentage of people who 
almost always provided concrete support was positively 
and moderately correlated with those who almost 
always provided emotional support, at both the � rst 
(r=.56, p<.01) and last time (r=.65, p<.001).

Peta
8 years

Friend, 16
(Daily)

Sister, 16
(Weekly)

Teacher
(Daily)

Foster mother
(Lives with)

Carer
(Lives with)

Sister, 12
(Lives with)

Sister, 8
(Lives with)

Sister, 15
(Weekly)

Mum
(Weekly)

Dad
(Weekly)

Friend, 15
(Daily)

Boyfriend, 15
(Daily)

School
(Daily)

Child Protection
(Monthly)

T2 clinician
(Weekly)

Inner circle - very close   Almost always emotionally supportive Almost always provides concrete support 
Middle circle - sort of close   Sometimes emotionally supportive  Sometimes provides concrete support
Outer circle - not very close  Hardly ever emotionally supportive  Hardly ever provides concrete support
Direction of help

Figure 38. Representation of an 8-year-old girl’s network of relationships
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Moderate associations were found between closeness 
and types of social support, especially at the time of 
the last Social Network Map. The percentage of people 
in the Social Network Maps perceived as almost always 
providing emotional support had a moderate positive 

correlation with those described as very close, at the 
last time (r=.56, p<.01). Similarly, the percentage of 
people perceived as almost always providing concrete 
support was positively and moderately correlated with 
those described as very close (r=.40, p<.05) at the last 

Table 48. 
Comparing Means of Percentage of People listed in each Area of Life by Clients involved with Take Two 
between Jan 2004 – June 2007 (N=28)

Area of life Time 1
M  of %

Time 2
M  of % Test of signi� cance, paired t-test

Household 11.61   7.92  t(27) = -1.41, p = .17

Family 29.10 32.36 t(27) = 0.92, p = .36

Family recoded 32.60 39.70 t(27) = 1.94, p = .06

School   4.02   2.23  t(27) = -0.85, p = .40

Organisations   3.43   1.39  t(27) = -1.75, p = .09

Friends 10.81 18.17 t(27) = 2.03, p = .05

Friends recoded 15.00 23.90   t(27) = 2.22, p = .04*

Neighbours   3.87   1.90  t(27) = -1.27, p = .22

Professionals 16.96 12.41  t(27) = -1.32, p = .20

Other   0.22   1.67 t(27) = 1.16, p = .26

* Signi� cant at p<.05 level 

Table 49. 
Mean and Standard Deviations of Level of Support and Closeness in Social Network Maps for Take Two 
Cases Open between Jan 2004 –June 2007 from  Time 1 and Time  2 (N=28)

Types of support and 
closeness

Level of support and 
closeness

Time 1 
% of network

Time 2 
% of network

M SD M SD

Emotional support Never   0.00   0.00   1.77   8.15

Hardly ever 24.63 20.55 23.35 22.51

Sometimes 22.97 16.39 24.40 22.54

Almost always 46.25 29.09 47.10 32.35

Concrete support Never  0.00   0.00   2.28 10.83

Hardly ever 23.70 24.56 26.56 24.56

Sometimes 28.05 15.80 33.57 23.83

Almost always 44.99 27.83 36.52 25.89

Closeness 

 

Not very close 20.56 21.93 22.79 26.75

Sort of close 22.50 17.57 25.06 26.18

Very close 48.16 28.08 57.39 30.94

Note: ‘Never’ was not a category available on all versions of the Social Network Maps, although some children added it.
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time. These moderate correlations also reinforce that 
for a number of children perception of closeness is not 
aligned with perception of support received.

9.5 Summary
The Social Network Maps provide an alternate picture 
to that provided by the psychometric measures in 
the Take Two outcomes framework. They provide a 
qualitative glimpse into the children’s perspective of 
who is important in their world and whether or not 
they perceive them as caring and supportive. As it is 
a hallmark of Take Two’s practice to build relationships 
directly with the children but also to facilitate the 

strengthening of relationships around them, this is a 
key area for further attention. As this data set grows 
over time it will be interesting to see what other lessons 
can be learnt through this type of analysis.

In this particular sample, children have demonstrably 
placed family and friendships above all, regardless of 
their experience of disrupted and abusive relationships. 
This desire to hold on to the familiar is important to 
recognise and not under-estimate. It is also interesting 
when comparing this with data reported in Chapter 4 
regarding the low proportion of Take Two clients who 
live with their siblings. This will be an area of future 
analysis and discussion.
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Chapter 10: Perspectives 
of Children, Parents, Carers 
and Workers on Take 
Two and Outcomes for 
Children 

10.1 Overview
An important means of measuring outcomes is through 
ascertaining the opinions of children, their families, 
carers and workers. The child’s voice comes through 
all the outcome measures utilised in this evaluation. 
However it is also imperative to give them and others 
the opportunity to express their views directly on 
whether or not positive changes occurred and to provide 
feedback on their experience of working with Take Two. 

Stakeholder feedback was � rst reported in the second 
evaluation report (Frederico, Jackson, & Black, 2006) 
and has since been adapted to elicit more information. 
This chapter presents � ndings of stakeholder feedback 
received since the previous report about levels of 
satisfaction of the program and perceptions of change. 
The following chapter presents the perspectives on this 
question of change from Take Two clinicians.

10.2 Survey methodology 
Take Two stakeholder surveys are sent to children, their 
parents, carers, teachers and other workers at the time 
of review (usually every six months), at case closure 
and post-closure. The wording of some of the questions 
is slightly modi� ed depending on the stakeholder, 
such as use of � rst person or third person language. 
If stakeholders identify at time of closure that they 
are willing to continue to receive surveys, the follow-
up surveys are sent at three and nine month intervals 
after closure. Due to the brevity of young people’s 
admission in Secure Welfare a different approach was 
used to distributing surveys. This occurred on a couple 
of occasions as a sample, rather than on a regular basis.

The development of the stakeholder surveys was 
reported in the second evaluation report (Frederico, 
Jackson, & Black, 2006). Changes have since been made 
to assist analysis regarding cultural identity, and to add 
additional questions regarding level of satisfaction with 
the services, and more choices in the Likert scale. A 
change to the position of the question regarding overall 
satisfaction with the program to the end of the survey 
was also made. 

A major change in the stakeholder surveys is the 
inclusion of identifying information, which was made 
possible through ethics approval. This enabled some 
missing data to be recovered, such as when cultural 
identity was not entered. Another advantage has been 
the capacity to track how many surveys were received 
about the same client, either from the same stakeholder 
over time or from different stakeholders. As the surveys 
were identi� able, this provided an opportunity for 
stakeholders to give consent or otherwise regarding 
the clinician receiving the feedback directly. If the 
stakeholders select ‘Yes’, then a copy of the survey is 
passed on to the clinician. If they select ‘No’ or leave that 
question blank, it remains con� dential. This strategy 
provides an opportunity for the clinical practice within 

Take Two to be directly informed by the stakeholders’ 
perspective as well as through this report and other 
publications.

Each Take Two clinician has a kit which includes 
instructions for the administration of surveys, letters for 
informed consent and surveys which are colour coded 
and developed for clients, parents, carers and workers. 
Carers include kinship carers, foster parents and 
residential staff. Clinicians are instructed to send the 
surveys to the children themselves who are above the 
age of eight years provided the clinician had informed 
consent from their parent or guardian and the clinician 
considers it appropriate. 

10.3 Description of surveys received
The previous evaluation report analysed 274 stakeholder 
surveys collected in 2005 and 2006 (Frederico, Jackson, 
& Black, 2006). This evaluation reports on a further 280 
stakeholder surveys received between February 2007 
and December 2008 in relation to children referred to 
Take Two before the end of June 2007. In other words, 
for clients referred to Take Two during the time period 
January 2004 to June 2007, 554 stakeholder surveys 
were received, of which the latter two years of data are 
the subject of this report.

As seen in Appendix Twelve, a range from 2 to 73 
surveys was received in relation to nine regional and two 
statewide Take Two teams. Surveys were received from 
children in all but two teams. The stakeholder surveys 
provided feedback from parents for 7 of 11 teams; from 
carers for 8 teams; and workers for 10 teams. Four 
surveys from carers noted that they no longer had the 
children in their care. Surveys from teachers provided 
feedback on six teams; three metropolitan and three 
rural. 

Of the 128 children who completed or were the subject 
of 280 surveys, there was an average of 2.18 surveys 
per child.

• 55 children (43%) were the subject of only one 
 survey;

• 36 (28%) were the subject of 2 surveys; 

• 20 (16%) were the subject of 3 surveys; 

• 7 (6%) were the subject of 4 surveys; 

• 4 (3%) were the subject of 5 surveys; 

• 7 (6%) were the subject of 6 surveys; 

• 1 child (0.8%) was the subject of 7 surveys. 

Overall, 114 (40%) surveys provided feedback for rural 
teams, 160 (57%) for metropolitan teams and 6 (2%) 
for a statewide team. The Western team generated the 
highest number of stakeholder surveys with over one-
quarter of the surveys received. It was not possible to 
accurately determine a response rate due to the limited 
system in place to record how many surveys are sent by 
each clinician until the computerised Client Information 
System is in place within Take Two.

The Secure Welfare survey was designed for use within 
that setting and had different questions to the other 
surveys. However, as there were only three surveys 
received of which only two were suf� ciently complete, 
no further analysis is undertaken regarding these 
data. Of the remaining surveys received as shown in 
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Appendix Thirteen, 138 (49%) were at time of review; 
126 (45%) were at time of closure and 13 (5%) were 
at either 3-month or 9-month follow-up post-closure. 
Every team had at least one review survey, whereas 9 
of the 11 teams had closure surveys and 6 teams had 
at least 1 follow-up survey.

Of the 280 surveys, 266 were considered suf� ciently 
complete and valid to be analysed further. The remaining 
14 were excluded when the respondent was unable to 
provide relevant or recent suf� cient information on the 
child, such as a teacher commenting that the child has 
since changed schools or when the survey was returned 
with insuf� cient information. Of the 128 children, 125 
had at least one valid survey for analysis. 

The 266 valid surveys consisted of: 27 (10%) from 
children; 14 (5%) from parents (13 mothers and 1 
father); 61 (23%) from carers; and 164 (62%) from 
workers. As seen in Figure 39, the largest proportion of 
respondents were workers — of whom the largest group 
were DHS workers (n=55, 21% of all respondents). 
Although most DHS workers were probably in the child 
protection role, this is not always clear. Forty-three CSO 
workers completed a survey. An additional 47 (18%) 
workers did not indicate their role and so are labelled 
‘unspeci� ed worker’. From the comments, it appears 
that most of these were either DHS or CSO workers.  

10.4 Demographic data of the children 
subject to the surveys
In terms of the 266 valid surveys, the majority (65%) 
related to males (n=174). The age of the children 
subject to the surveys ranged from 1 to 18 years, with 
a mean age of 10.9 years (SD=3.8). At the time of 
the surveys, 21 (8%) were under 6 years of age; 117 
(44%) were between the ages of 6 and 12 years; and 
128 (48%) were 12 years or older. 

The majority of young people (59%) who completed 
surveys themselves were aged 12 years or more 
(n=16), although the age ranged from 8 years to 17 
years.

In addition to the stakeholder feedback about the 
Aboriginal team, stakeholder surveys were received 
regarding Aboriginal clients from three rural teams and 
two metropolitan teams. Overall, there were 19 surveys 

(7%) about Aboriginal children. The majority of these 
surveys were from workers (n=8; 42%), followed by 
carers (n=6; 32%), children (n=4; 21%) and parents 
(n=1; 5%). 

10.5 Stakeholders’ level of satisfaction 
with the work of Take Two 
The survey included six items about the experience 
and satisfaction of the stakeholder with the Take Two 
service. There was also a question seeking an overall 
rating of the Take Two service. Where answers were 
missing, listed as unknown or not applicable, they were 
not counted in this analysis.

10.5.1 How stakeholders rated the overall Take 
Two service?
As shown in Figure 40, 86 percent of stakeholders rated 
the Take Two service as excellent or very good. 

The excellent or very good rating for the quality of 
service differed between workers (90%), carers (85%), 
children (80%) and parents (64%). In further analysis of 
the largest group of stakeholders, namely the workers, 
the rating by DHS workers was 96 percent, followed 
by workers in unspeci� ed roles (92%), CSO workers 
(85%) and teachers (82%). The differences between 
the parents compared with both workers and carers 
were signi� cant (F(3,250)=4.23, p<.01). Three parents 
rated the service as very poor with one commenting 
they had never met the worker. The other two surveys 
from parents had no comments that shed light on the 
rating.

10.5.2 Speci� c questions regarding satisfaction
Table 50 portrays that the level of satisfaction regarding 
different aspects of Take Two was high, such as the 
worker’s level of understanding, the inclusiveness 
of Take Two, Take Two’s accessibility, worker’s 
communication approach and respect for children’s 
culture. Eighty percent of respondents agreed it was 
easy for the child to get to Take Two with � ve percent 
strongly disagreeing. All other items received over 93 
percent agreement including the response of feeling 
included by Take Two.

DHS worker; 21 

CSO worker; 16 

Teacher, 7 
Client; 10 Parent; 5 

Carer; 23 

Unspecified 
worker; 18 

Figure 39. The percentage of each respondent type to the 
stakeholder survey (N=266) 

Note: Percentages rounded to the nearest whole number.
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The following sections provide more detailed analysis 
regarding each of these questions relating to stakeholder 
satisfaction.

10.5.3 Did stakeholders like the service given by 
Take Two?
As seen in Figure 41, the vast majority of children 
(96%) and workers (96%) highly rated the service 
they received from Take Two, followed closely by carers 
(93%) and parents (77%). 

The differences between parents’ perspectives and those 
of children and workers was signi� cant (F(3,250)=3.78, 
p<.05). The partial 2 (0.43) indicated a large effect 
size.  When further analysing the responses amongst 
different workers, DHS and unspeci� ed workers were 

the most likely to agree or strongly agree that they 
liked the service given by Take Two (98%), followed by 
CSO workers (92%) and teachers (88%). 

10.5.4 Did stakeholders � nd the people at Take 
Two understanding?
Figure 42 shows responses by the different stakeholders 
regarding whether or not they agreed that ‘I found the 
people at Take Two understanding’. A high percentage 
of workers and carers (97%) agreed with this 
statement. All teachers agreed or strongly agreed 
that Take Two workers were understanding. Other 
workers also frequently agreed with this statement 
(DHS workers—98%; CSO workers—95%; unspeci� ed 
workers—98%). A large percentage of children (90%) 
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Figure 40. How would you rate the overall service received from Take Two?' 
according to the stakeholder surveys (N=252) 

Note: Percentages rounded to the nearest whole number.

Table 50. 
Responses to Stakeholder Survey Relating to Different Aspects of Satisfaction with Take Two 
(2007 & 2008)  (N=266)

Items in stakeholder survey

Strongly agree/ 
agree Undecided Strongly disagree/

disagree

N % N % N %

I liked the service given by Take Two 239 94.1 9 3.5 6 2.4

I found the people at Take Two 
understanding 243 95.3 8 3.1 4 1.6

I felt included by Take Two 229 92.3 11 4.4 8 3.2

It was easy for my child to get to the 
service 180 81.8 28 12.7 12 5.5

Take Two staff spoke with my child in a way 
they understood 208 94.5 5 2.3 7 3.2

Take Two respected my child’s culture 201 93.1 15 6.9 0 0.0
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also agreed with this statement. Although the majority 
of parents (77%) agreed that Take Two workers were 
understanding, they were more likely than other 
stakeholders to be undecided. This difference was not 
signi� cant. 

10.5.5 Did stakeholders feel included by Take 
Two service?
The question regarding whether stakeholders felt 
included by Take Two was a new question since the 
previous evaluation report and the results are shown 
in Figure 43. 

Children were the highest percentage of those who 
agreed that they felt included by the Take Two service 
(96%). Although the majority of all stakeholder groups 
reported that they felt included by Take Two, there were 
differences between parents and other stakeholder 

groups. The higher rate of parents (n=5) who did 
not feel included by Take Two may help explain their 
lower levels of satisfaction in other areas compared 
to other stakeholders. The difference between the 
parent’s perspectives on this question and every other 
stakeholder group is signi� cant (F(3,244)=14.39, 
p<.001). In terms of workers’ perspectives, there 
were apparent differences though not signi� cant. For 
example, 98 percent of DHS workers and unspeci� ed 
workers agreed or strongly agreed, compared to 89 
percent of CSO workers and 82 percent of teachers.

10.5.6 Did stakeholders believe it was easy for 
the child to get to the service?
The question of accessibility of the Take Two service 
led to some disparate responses amongst stakeholder 
groups although the majority in every group agreed it 
was accessible and there were no signi� cant differences. 
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Figure 41. Percentage of responses to statement 'I liked the service given by Take 
Two' by type of stakeholder (N=254) 
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Figure 42. Percentage of responses to statement 'I found the people at Take Two 
understanding' by type of stakeholder (N=255) 
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As seen in Figure 44, all but 2 of the 24 children (92%) 
rated the service as accessible. This is in contrast to 
64 percent of parents, 80 percent of workers and 87 
percent of carers. The lower percentage among parents 
was linked to a higher undecided response rate rather 
than any who disagreed with the statement. Within 
the worker category, 100 percent (n=9) of teachers 
agreed or strongly agreed that it was easy for the child 
to get to the service, compared to 87 percent (n=41) 
of unspeci� ed workers, 83 percent (n=38) of DHS 
workers and 58 percent (n=18) of CSO workers. These 
differences were not signi� cant. The lower percentage 
of CSO workers perceiving the service as accessible may 
be consistent with feedback reported later in Chapter 
12 that some CSO workers believed they could not 
refer directly to Take Two. This question was added to 
the stakeholder surveys since the previous evaluation 
report. 

10.5.7 Did stakeholders believe that the Take 
Two staff spoke with the child in a way the child 
understood?
This was a new question to the survey since the previous 
evaluation report. As shown in Figure 45, more than 90 
percent of carers (97%), workers (96%) and children 
(92%) agreed or strongly agreed that ‘Take Two staff 
spoke with the child in a way he or she understood’. 
The majority of parents (75%) agreed with this 
statement, and three parents (25%) disagreed. There 
was a signi� cant difference between the responses of 
the parents compared with all other stakeholder groups 
(F(3,216)=5.58, p<.01) with a moderate effect size 
(partial 2 0.07).

Further analysis of workers’ statements found a 
consistent message of agreement that Take Two spoke 
with the child in an understandable manner, such as 
100 percent of teachers and unspeci� ed workers, 93 
percent of DHS and 94 percent of CSO workers.
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Figure 43. Percentage of responses to statement 'I felt included by Take Two' by 
type of stakeholder (N=248) 
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Figure 44. Percentage of responses to statement 'It was easy for the child to get to 
the service' by type of stakeholder (N=220) 
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10.5.8 Did stakeholders believe that Take Two 
respected the child’s culture?
As seen in Figure 46, the majority of respondents 
agreed or strongly agreed with the statement ‘Take Two 
respected the child’s culture’. Among all stakeholder 
groups no respondents disagreed. One hundred percent 
of parents and 92 percent of children agreed that the 
child’s culture was respected by Take Two.

All stakeholder surveys strongly agreed (63%) or 
agreed (37%) that Take Two respected the child’s 
culture for every Aboriginal client (n=19). There were 
no signi� cant differences between stakeholder groups 
regarding Take Two’s respect of the child’s culture. Over 
90 percent of all worker roles agreed with this statement 
(DHS workers — 98%; Teachers — 94%; unspeci� ed 
workers — 94%; and CSO workers — 92%). It is worth 
noting that this is the only question regarding different 
aspects of satisfaction with the Take Two service, where 
parents more frequently agreed compared with other 
respondents. 

10.6 Perception of outcomes for Take 
Two clients
In addition to their views on the work of Take Two, 
stakeholders were asked for their perception of 
outcomes for the children. These � ve questions involved 
� xed-choice responses and had only minor variations 
since the previous evaluation report. As discussed in 
the previous report, perception of satisfaction is distinct 
from the perception of outcomes (Frederico, Jackson, & 
Black, 2006).

Table 51 provides an overview of the number of 
respondents who agreed, disagreed or who neither 
agreed or disagreed about each of the � ve items relating 
to perception of outcomes. Two-thirds or more agreed or 
strongly agreed to each item re� ecting positive changes 
for the child. Four-� fths of respondents (80%) agreed 
or strongly agreed that the ‘child is better at handling 
daily life’. Three-quarters (75%) of the stakeholders 
thought the ‘child was better able to cope when things 
go wrong’. Although limited comparison is possible 
between this data set and the previous data due to 
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Figure 44. Percentage of responses to statement 'It was easy for the child to get to 
the service' by type of stakeholder (N=220) 
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Figure 45. Percentage of responses to statement 'Take Two staff spoke with the 
child in a way they understood' by type of stakeholder (N=220) 
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changes in methodology and some wording of the 
questions, the percentage of respondents who strongly 
agreed or agreed was higher for each statement as 
represented in Table 51, compared to those reported 
in the second evaluation report (Frederico, Jackson, & 
Black, 2006).

10.6.1 What are the stakeholders’ views about 
whether or not the child is better at handling 
daily life?
As seen in Figure 47, children (96%) were the highest 
group to rate that they were better able to handle daily 
life, followed by carers (85%), workers (77%) and 
parents (64%). The differences between children and 
parents’ responses to this question were signi� cant 
(F(3,236)=3.12, p<.05) and showed a small partial 2 
effect size (0.04). When looking at numbers instead of 
percentages, two parents, two carers and four workers 
disagreed with this statement. Due to the small number 
of workers who disagreed (n=7) or strongly disagreed 
(n=1), the differences were more apparent in terms of 
those who neither agreed or disagreed. DHS workers 

(27%) were the highest category to ‘neither agree or 
disagree,’ followed by teachers (24%), unspeci� ed 
workers (19%) and CSO workers (15%).

10.6.2 What are the stakeholders’ views about 
whether or not the child is getting along better 
with family?
The previous Table 51 shows that the question regarding 
whether the child’s relationship with his or her family 
has improved, has the lowest percentage of af� rmative 
responses compared to other questions, although 
the majority still agreed that improvement occurred. 
As seen in Figure 48, this is the only question where 
fewer workers (60%) rated improvement compared to 
parents (62%), although parents were also more likely 
to disagree with the statement (23%) compared to 
workers (9%). 

Children were the group with the highest percentage 
(88%) of agreement regarding this question. The 
higher proportion of respondents, who neither agreed 
or disagreed, may re� ect a lack of knowledge (though 
‘Don’t Know’ and ‘Does not apply’ were available 

Table 51. 
Responses to Stakeholder Surveys Relating to Perception of Outcomes for the Child involved with 
Take Two (2007 & 2008)

Items in stakeholder survey

Strongly agree/ 
agree

Neither agree or 
disagree

Strongly disagree/
disagree

N % N % N %

The child is better at handling daily life. 192 80 40 16.7 8 3.3

The child gets along better with family 
members. 156 65.3 61 25.5 22 9.2

The child gets along better with friends. 162 66.9 62 25.6 18 7.4

The child is doing better in school. 157 70.4 52 23.3 14 6.3

The child is better able to cope when things 
go wrong. 182 75.2 41 16.9 19 7.9
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options). The differences between stakeholders for 
this question were not signi� cant. When analysing 
differences within the ‘worker’ category, teachers’ views 
regarding the child getting along better with his or her 
family were evenly spread with 46 percent agreeing and 
46 percent neither agreeing or disagreeing. There was 
little difference between DHS (62%) and CSO workers 
(63%) in terms of agreeing to this statement. 

10.6.3 What are the stakeholders’ views about 
whether or not the child is getting along better 
with friends?
This question regarding whether the child is getting 
along better with friends was also relatively lowly scored 
compared to other questions, except for the earlier 
question regarding their relationship with their families. 
Nevertheless, the majority (67%) as reported in Table 

51, agreed or strongly agreed that such improvement 
had occurred. As with the other questions regarding 
whether change was noted, the children reported the 
highest percentage (81%) of agreement. However, as 
shown in Figure 49, carers (65%) and workers (65%) 
reported less agreement than parents (73%), with 
no parents disagreeing with this statement. These 
differences were not signi� cant. In further analysis of 
the worker group, teachers (72%) were more likely to 
agree about the children’s improved relationships with 
friends than unspeci� ed (70%), DHS (63%) or CSO 
(60%) workers. 

10.6.4 What are the stakeholders’ views about 
whether or not the child is doing better at 
school?
As re� ected in Figure 50, views about whether the 

96.0 

63.6 

85.2 
76.7 

4.0 

18.2 
11.1 

20.7 

0.0 

18.2 

3.7 2.7 
0 

10 
20 
30 
40 
50 
60 
70 
80 
90 

100 

Children Parents Carers Workers 

P
er

ce
nt

ag
e 

of
 s

ur
ve

ys
 

Type of stakeholders 

Strongly agree/ agree Neither agree or disagree Strongly disagree/ disagree 

Figure 47. Percentage of responses to statement 'The child is better at handling 
daily life' by type of stakeholder (N=240) 
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Figure 48. Percentage of responses to the statement 'The child gets along better 
with family' by type of stakeholder (N=239) 
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child is doing better at school was the only item where 
parents were more likely to report agreement (86%) 
than other stakeholders, although only seven parents 
responded. Eighty-three percent of the children agreed 
that they were doing better at school. Although the 
majority of all stakeholder groups agreed that the child 
was doing better at school since working with Take 
Two, a relatively high proportion of carers and workers 
recorded a ‘neither agree or disagree’ response. Amongst 
the worker groups, teachers were less likely (63%) 
than unspeci� ed workers (67%), CSO workers (68%) 
and DHS workers (78%) to agree with this statement, 
although there were no signi� cant differences. Eleven 
percent of responses noted it did not apply, primarily 
for children younger than school age and those aged 15 
years or older. However, seven of the children (24% of 
those where the response was that the question did not 
apply) were between the ages of 6 and 15 years. 

10.6.5 What are the stakeholders’ views about 
whether or not the child is better able to cope 
when things go wrong?
The question as to whether the child is more able to cope 
when things go wrong indicates aspects of resilience. As 
seen in Table 51, three-quarters (75%) of respondents 
agreed or strongly agreed that the children were more 
able to cope. As shown in Figure 51, once again children 
rated this question higher than other stakeholders. 
This was the only question, however, where less than 
50 percent of a stakeholder group agreed with the 
question, with 46 percent of parents agreeing and 36 
percent neither agreeing or disagreeing. In further 
analysing the worker group, unspeci� ed workers (91%) 
were more likely to agree or strongly agree, compared 
to teachers (74%), DHS workers (73%) and CSO 
workers (69%). There were no signi� cant differences 
between the stakeholder groups. 
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Figure 50. Percentage of responses to statement 'The child is doing better in school' 
by type of stakeholder (N=223) 
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10.7 Voices of different stakeholders
In addition to further analysis by each type of 
stakeholder group, examples of qualitative comments 
in the survey regarding what was helpful or what could 
be improved are included.

10.7.1 Voices of the children
The majority of the 27 children who completed a 
survey consistently portrayed satisfaction with the Take 
Two service and their view that outcomes had been 
achieved. The percentage of agreement by children 
ranged from 80 to 96 percent across the 12 questions. 
In seven questions, children were the largest majority 
of those who agreed or strongly agreed. In particular, 
children were the highest group to agree in four of the 
� ve questions about whether positive changes had 
occurred for them.

Analysis regarding age showed that for 11 out of the 
12 questions, children younger than 12 years were 
more likely to agree than older children. For 8 of these 
questions, 100 percent of children aged under 12 years 
agreed or strongly agreed. The one question where 
older children were more likely to agree was ‘whether 
or not the child is doing better at school.’ Although none 
of these differences was signi� cant, the age difference 
regarding whether or not the child is doing better at 
school (6 to 11 years=100% compared to 12 to 17 

years=67%) was close to signi� cance (F(1,25)=4.26, 
p=0.052) and with a large effect size (partial 2 =0.17).

Analysis regarding gender differences found that 
female children more frequently agreed or strongly 
agreed to 7 of the 12 questions. However, the only 
signi� cant difference was whether the child considered 
he or she got along better with friends since Take Two 
involvement. Females were signi� cantly more likely to 
agree than males (F(1,25)=7.52, p<0.05) and with a 
large effect size (partial 2 =0.24).

Four children who responded to a survey were 
Aboriginal and so analysis is limited due to the small 
sample. Nevertheless it is interesting to note that all 
four (100%) agreed or strongly agreed with 8 of the 12 
questions. In the four questions where they did not all 
agree, non-Aboriginal children were more likely to agree. 
In particular, Aboriginal children were signi� cantly less 
likely to agree that they were doing better at school 
and this had a large effect size (F(1,22)=6.35, p<0.05) 
(partial 2 =0.23).

Table 52 provides a summary of responses from 
children to the open-ended question of what was most 
helpful about Take Two. Nearly 30 percent of responses 
mentioned ‘talking’ as helpful. ‘Being helped with 
problems’ was also important to children.

Examples of comments regarding what the children 
found helpful about Take Two are presented below.

Table 52. 
Responses to Stakeholder Surveys from Children Regarding What was Most Helpful about Take Two 
(2007 & 2008) (N=27)

What was helpful about Take Two? N of times mentioned 
by children

% by number of surveys 
completed by children

Talking 8 29.6

Being helped with problems 6 22.2

Relationship with clinician 4 14.8

Being helped to get better 3 11.1

Being helped to make friends 2 7.4

Nothing 2 7.4

Other 2 7.4

Total 27 100.0

No response 4

Examples of what was most helpful – according to children 

Someone to talk too. Been there when needed.

Talking about the hard stuff.

Getting everything out= wonderful.

Helped me feel better and feel good

Being helped to make friends

Helping with things that I don’t understand

To help me with my home problems.

They have helped me to control my anger a lot better.

Getting on with life better than usual.
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Table 53. 
Responses to Stakeholder Surveys from Children Regarding What Could Improve Take Two 
(2007 & 2008)

What could Take Two improve? N of times mentioned 
by children

% by number of surveys 
completed by children

Nothing 11 50.0

I don’t know 5 22.7

More help for self 3 13.6

Other 3 13.6

Total 22 100.0

No response 6

Examples of what could improve Take Two – according to children

Nothing, is great I mean excellent!

It’s ok as is, is my advise, just keep going.

More help for self.

Have a Take Two worker at Resi unit.

Longer time when I see (Clinical worker).

Enrolling me into a Berry Street school this year (please) or if not could you guys help me getting a job!

Can’t think of anything.

Table 53 summarises responses from children to the 
open-ended question of what could improve Take Two. 
Half of the responses stated ‘nothing’. Speci� c answers 
related to more help for themselves.

The following quotes are from children about how Take 
Two could be improved. Their responses related to 
concrete activities and re� ected the role and interaction 
with others in their social world.

10.7.2 Voices of the parents
The number of parents completing the survey was small 
(n=14) compared to other stakeholders. Nonetheless, 
the differences in their perspective of the work of Take 
Two are important to examine. 

The majority of parents reported satisfaction about 
different aspects of the Take Two service in the � rst 
six questions. However, this was less often than other 
stakeholders, except for the question regarding Take 
Two’s respect of the child’s culture, where 100 percent 
of the parents agreed. In the next � ve questions 
pertaining to outcomes, there was more variation in the 
parents’ response. Parents were the least frequent to 
agree in only two questions (child better at handling 
daily life and child better able to cope when things go 
wrong). In this last question, parents were the only 
group where less than half agreed that this outcome 

had been achieved. In contrast, parents were the most 
likely stakeholder group to agree that the child was 
doing better at school. 

Four parents (29%) had the children in their care when 
completing the survey. These four parents commented 
favourably (strongly agree or agree) on every item they 
answered. In other words, the parents who expressed 
dissatisfaction or neither agreeing or disagreeing did 
not have the care of their child. This is an important 
aspect of practice to consider in terms of the perceived 
role of Take Two in these situations.

Responses from parents about what was most helpful 
about Take Two are summarised in Table 54. One-third 
(33%) of responses mentioned ‘helped child/parent’. 
Although this question was about ‘what helped’, a small 
number made negative comments.
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As seen in Table 55, only a small number of parents 
wrote about what could improve Take Two. The most 

common theme was that it did not need improvement.

Table 54. 
Responses to Stakeholder Surveys from Parents Regarding What was Most Helpful about Take Two 
(2007 & 2008)

What was helpful about Take Two? N of times mentioned 
by parents

% by number of surveys 
completed by parents

Positive Comments

Helped child/parent 4 33.3

Support and understanding 2 16.6

Commitment to child                                                                                                   1 8.3

Relationship with clinician 1 8.3

Feedback/updates 1 8.3

Negative Comments

Average or poor service 2 16.6

Rarely involved 1 8.3

Total 12 100.0

No response 5

Examples of what was most helpful – according to parents

I now know why child was behaving the way she was and I now know how to handle the situation better.

(I am) Learning strategies to help with brother/sister competition.

He (child) felt that he needed to treat her (the clinician) well because of the way she treated him with respect... 
She kept the relationship with him no matter what. He needed that focus even when he treated her badly, which 
he did, she never failed him.

Worker has always been willing to help out in situations needed and very understanding.

Other workers have come and gone except for Clinical worker who showed amazing perseverance for the whole 
time she worked with him and didn’t get discouraged… Other workers (from other organisations) showed no 
consistency but not her. She hung in and that was such a rare thing to happen.

It has enabled me and my son to start talking about family issues with Clinical worker in a non intimidating 
fashion, and is helping both me and my son understand our life. 

Counsellor has always been supportive, understanding and always gives positive advice.

Helping my son to develop and he has grown to be a beautiful young man.

Table 55. 
Responses to Stakeholder Surveys from Parents Regarding What Could Improve Take Two 
(2007 & 2008)

What could Take Two improve? N of times mentioned 
by parents

% by number of surveys 
completed by parents

Don’t need improvement 2 40.0

Don’t know                                                                                                    1 20.0

Communication 1 20.0

Other 1 20.0

Total 5 100.0

No response 11
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Table 56. 
Responses to Stakeholder Surveys from Carers Regarding What was Most Helpful about Take Two 
(2007 & 2008)

What was helpful about Take Two? N of times mentioned 
by carers

% by number of surveys 
completed by carers

Talking 15 17.4

Helped child    11 12.8

Support and understanding 9 10.4

Availability/accessibility 8 9.3

Collaborative practice/care teams 7 8.1

Relationship with clinician 7 8.1

Helped carer 6 7.0

Professionalism 4 4.7

All helpful 4 4.7

Outreach 2 2.3

Understood child 2 2.3

Not applicable 2 2.3

Commitment to child/carer 1 1.1

Feedback/updates 1 1.1

Flexibility 1 1.1

Nothing helpful 1 1.1

Other 5 5.8

Total 86 100.0

No response 7

10.7.3 Voices of the carers
Twenty-� ve foster parents (49%), 18 kinship carers 
(35%), 4 permanent carers or adoptive parents (8%) 
and 4 residential care staff (8%) responded to the 
surveys, four of whom no longer had the children in 
their care at the time of the survey. Seven carers could 
not be identi� ed in terms of type of carer. 

For most questions there was a high degree of 
satisfaction by carers. The item where carers were 
the group who most frequently agreed was that Take 

Two staff spoke to the child in an understanding 
manner (97%). The two questions where they were 
the least frequent to agree were � rstly, whether Take 
Two respected the child’s culture (88%) and secondly, 
whether the child was doing better at school (64%). 
As can be seen, however, the majority still agreed with 
these statements. No differences were found in terms 
of the child’s age, gender or Aboriginal identity. 

As seen in Table 56, a number of carers wrote about 
what they found most helpful about Take Two. The 

Examples of what was most helpful – according to carers

A great sense of being valued and included in the young person’s case.
The way they see the person at the coal face i.e. me as the main worker with the child and therefore provide 
special assistance and counselling to me also.
When the worker comes here and talks to child he loves it.
Clinical worker’s professional and caring attitude towards myself and my husband and child is above and beyond 
the call of duty.
Always being there when I really needed them.
Flexibility as the child’s activities/living arrangements/needs change.
Gaining insight into child’s feelings/anxieties.
Helping child understand why he is no longer with his mother and father.
Having someone to talk to about the problems.
The time spent discussing new strategies and approaches dealing with the tantrums displayed by the new family 
addition during the settling period.



 Frederico, Jackson, & Black (2010) “More than Words” – Take Two Third Evaluation Report, La Trobe University, Bundoora, Australia146

Table 57. 
Responses to Stakeholder Surveys from Carers Regarding What Could Improve Take Two 
(2007 & 2008)

What could Take Two improve? N of times mentioned 
by carers

% by number of surveys 
completed by carers

Nothing/not much 8 17.4

Availability/accessibility 7 15.2

Time with carer/family                                                          5 10.9

Length of time 4 8.7

Collaborative practice 4 8.7

Feedback/updates    3 6.5

Not applicable 3 6.5

Communication 2 4.3

Take Two site 2 4.3

Communicate the role of Take Two 1 2.2

Commitment to child/carer 1 2.2

Flexibility 1 2.2

Outreach 1 2.2

Don’t know 1 2.2

Other 3 6.5

Nothing helpful 1 1.1

Total 46 100.0

No response 22

most frequent response was ‘talking’ (17%) followed by 
‘helping the child’ (13%).  

Carers’ comments regarding what was most helpful 
highlight both the value and the difference they 
considered the Take Two service made for the child.

Carers gave varied responses about what could improve 
Take Two as seen in Table 57. The major theme was 
nothing to improve (17%) followed by being more 
available or accessible (15%). Other frequent themes 
included spending more time with carer/family, 
increasing the length of time of Take Two involvement, 
and increasing collaborative practice.



 Frederico, Jackson, & Black (2010) “More than Words” – Take Two Third Evaluation Report, La Trobe University, Bundoora, Australia 147

Examples of what could improve? – according to carers

No change (majority of respondents)
We are satis� ed with service so have no further suggestions

Structural
Employ more staff to handle workload and quicken waiting list time.

More time to spend with us.

Continuity following permanent care placement. I would offer permanent care to [child] tomorrow except that he 
would then become ineligible for T2 3-6mths following issuing of CP order). [Child] has made enormous strides 
in this program and continues to need T2 support.

Communication 
For staff when they say they are there for the long term, make sure they do, instead of empty promises. When 
terminating service to a client for staff to at least discuss with client instead of being told via phone when at a 
meeting with DHS.

More information on T2s role with children - what do they do? Work with/counsel/play therapy or is all by remote 
control? [Child] really needs some ongoing therapy and whose role is this?

Intervention
In our case giving family members access to the same care as my young person, as siblings are an in� uence (be 
it bad or good).

More feedback re: what [child] discusses during her sessions; just in areas where we might be able to help her 
during daily life.

Although the majority of carers expressed that there 
was nothing they wished to change about Take Two, 
some made various suggestions. They noted structural 
issues such as wanting Take Two to have more staff 
so that more children could be seen more quickly and 
for Take Two to be able to stay involved after child 
protection closed the case. One carer wanted more 
access for siblings. Other comments related to the need 
for clearer communication with the Take Two clinician. 
Following are some of the suggestions raised by carers.

10.7.4 Voices of the teachers
Nineteen teachers responded to the surveys. The only 
question where the majority were unable to respond 
(53%) was whether or not the child found it easy to get 
to the Take Two service. 

One hundred percent of the teachers who responded 
to the following questions agreed or strongly agreed 
with the statements that the Take Two staff were 
understanding; it was easy for the child to access the 
service; and that Take Two staff spoke in a way the child 
could understand. 

Teachers were also more likely than the broader 
worker group to agree that the child was getting along 
better with friends. Teachers’ perspectives of a child’s 
friendships within the school environment are from 
a different vantage point than other workers. The 

two areas where teachers reported less agreement 
(albeit the majority still agreeing) compared to other 
stakeholders was whether the child was doing better at 
school and whether the child was getting along better 
with family members. The school-related question is 
obviously particularly important given the teachers 
have a pivotal perspective on the child’s performance 
and behaviour within the school environment. No 
signi� cant differences were found on the basis of the 
children’s age.

10.7.5 Voices of case managers and other 
workers
The role of DHS and CSO workers varied in these 
surveys, although most appeared to have a case 
management role. It is not possible to draw many 
conclusions comparing their responses due to the 
high number where it was not clear if they were DHS 
or CSO workers. It is indicative, however, that more 
DHS workers than any other worker or stakeholder 
group agreed with the statements regarding the overall 
satisfaction with the service (98%), whether they liked 
the service the child received (98%), and whether 
they found Take Two staff to be understanding (98%). 
Although a consistent majority of CSO workers also 
agreed with these statements, they were the least of all 
respondent types (54%) to agree that they felt included 
by the Take Two program. 
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Table 58. 
Responses to Stakeholder Surveys from Workers Regarding what was Most Helpful about Take Two 
(2007 & 2008)

What could Take Two improve? N of times mentioned by  
workers

% by number of surveys 
completed by  workers

Collaborative practice/care teams 43 19.1

Consultation 32 14.2

Communication 17 7.6

Availability/accessibility 15 6.6

Support 15 6.6

Relationship with clinician 14 6.2

Helped carer/parent/family 12 5.3

Commitment to child/carer 10 4.4

Feedback/updates 9 4.0

Outreach 7 3.1

Advocate for child 6 2.6

Assessment 4 1.8

Professionalism 4 1.8

Length of time 4 1.8

Friendly and prompt service 4 1.8

Flexibility 4 1.8

Helped child    4 1.8

Helped child’s temperament 3 1.3

Helped child understand self 3 1.3

Understood child 2 0.8

Other 13 5.8

Total 225 100.0

No response 22

10.7.6 Voices of workers overall
Due to the high number of unspeci� ed workers the 
qualitative analysis was conducted across all worker 
groups. More workers compared to other respondents 
wrote about what they found most helpful about Take 
Two. As seen in Table 58, the major theme about what 
was most helpful was the collaborative practice and use 
of care teams by Take Two (19%). The next highest 

response was provision of consultation (14%). Other 
frequent responses related to communication (8%), 
availability or accessibility of the workers (7%) and 
level of support (7%).

The comments given in the examples provide further 
insight into the perspectives of workers about what was 
most helpful by Take Two.
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Examples of what was most helpful – according to workers

Taking time to assess and think about child and issues. (CSO Worker)

Ability to contact Take Two service at anytime. Very � exible. (Case Manager)

Always readily available and willing to offer support when needed. (Case Worker)

I have found working in a team environment with T2 worker, other workers from agencies, and myself has been 
extremely bene� cial for the young person. (CSO Worker)

The extensive support to the care team in forming a picture of and understanding [child’s] needs. (Child Protection 
Team Leader)

Working in collaboration with the school to support child’s needs. (Teacher)

Open communication. (Child Protection Case Manager)

They certainly share information and support us in our service provision in a timely manner and as requested. 
(Case Manager)

Intervention with family was very therapeutic. (DHS Worker)

That the worker has been able to engage with the client and meet regularly with him. (Child Protection Worker)

Worker providing support for child and carer i.e. explanations of behaviours and reasons, behaviour management 
strategies. (Foster Care Worker)

Excellent at keeping all up to date with child’s progress. (Child Protection Worker)

Has a wealth of knowledge to offer. (CSO Worker)

Support for [child] and family in a very dif� cult situation. (Teacher)
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Table 59. 
Responses to Stakeholder Surveys from Workers Regarding What Could Improve Take Two 
(2007 & 2008)

What could Take Two improve? N of times mentioned 
by  workers

% by number of surveys 
completed by workers

Availability/accessibility 33 35.1

Referrals 7 7.4

Feedback/updates 6 6.3

Don’t know 6 6.3

Collaborative practice 5 5.3

Communicate the role of Take Two/DHS 4 4.3

Intervention 4 4.3

Length of time 4 4.3

Outreach 4 4.3

Nothing /not much 2 2.1

Not applicable 2 2.1

Assessment 2 2.1

Time with carer/family                                                                                 2 2.1

Communication 2 2.1

Understand child 1 1.0

Other 10 10.6

Total 94 100.0

No response 90

Table 59 shows that the most common suggestions 
for improvement by workers were around greater 
availability and accessibility of Take Two (35%). Other 
responses related to the referral process, provision of 
feedback and collaborative practice.

Some of the comments by workers regarding what could 
improve Take Two re� ected aspects already part of the 
intended design, such as outreach and explanation of 
the Take Two role. However, the majority of suggestions 
re� ected the need for more clinical staff or time 
available. Examples of suggestions for improvement by 
workers are included.
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Examples of what could improve? – according to workers

More workers. (CSO Worker)

More available hours. (Teacher)

Increased contact and support- especially in times of need/and or crisis. (Teacher)

Perhaps more time in early stage of case to develop a plan of work with the case manager. (DHS Case Manager)

More staff, less waiting time! High demand Take Two service. (Child Protection Worker)

Having a T2 clinician in our town. (CAMHS Worker)

The work done is brilliant I just wish I could access this service for all of my children/young people in need more 
quickly. (CSO Worker)

Communication
When child starts with a new teacher, explain the role T2 has with child and school/teacher; explain the reasoning 
as to why child has been referred to T2. I really don’t know what T2 role is with this child. (Teacher)

Extended contact with client. After exit follow-up. Better referral after service closure. (CSO Worker)

Interventions
More dyadic work with the parties. (Case Manager)

Closure too quick, no transition. (Case Manager)

Larger service to manage all referrals. Easier referral. (Case Manager)

Transportation for myself and the unit initially was a problem to get [child] to his appointments… I would like 
to see, if possible in the future, same outreach capacity for T2, to go to clients. (Case Manager)

10.8 Comparing satisfaction and 
outcomes
As is clear from the preceding analysis, the level of 
satisfaction with a service is not the same as perceptions 
of whether or not positive changes have occurred. 
For example, Brunk and Ferris (2003) found a higher 
level of satisfaction of the service (81%) than their 
perception of outcomes (56%). However, they found a 
strong correlation between expressed satisfaction with 
the service and descriptions of positive outcomes. This 
analysis of Take Two has similarly found a higher degree 
of satisfaction compared to outcomes, although more 
positive outcomes have been reported by stakeholders 
in this sample than the previous report (Frederico, 
Jackson & Black, 2006).

Further analysis was undertaken regarding whether 
particular items were strongly correlated with other 
items. 

The item regarding the stakeholder’s overall satisfaction 
with Take Two was strongly correlated with a number of 
other items relating to satisfaction such as:

• whether they liked the received service (r=.75, 
 p<.001); 

• whether they found Take Two staff understanding 
 (r=.56, p<.001); 

• whether they felt included by Take Two (r=.7, 
 p<.001); 

• whether they thought Take Two spoke to the child in 
 an understandable manner (r=.7, p<.001). 

Moderate correlations were found between overall 
satisfaction and:

• whether or not the child was perceived as being more 
 able to cope with daily life (r=.44, p<.001); 

• whether they were more able to cope when things 
 went wrong (r=.47, p<.001). 
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The item regarding whether stakeholders liked the 
service received by Take Two showed similar strong 
and moderate correlations to those found in the item 
regarding how they rated the overall service.

The item regarding whether the stakeholders found 
the Take Two staff to be understanding was strongly 
correlated with:

• whether or not they felt included by Take Two (r=.57, 
 p<.001); 

• whether Take Two spoke to the child in an 
 understandable manner (r=.71, p<.001). 

These last two items were also strongly correlated with 
each other (r=.71, p<.001). 

Satisfaction with the way Take Two staff spoke to the 
child was moderately correlated with the perceived 
outcome that the child is getting along better with 
family (r=.54, p<.001). The � nding in the previous 
report that Take Two’s respect for the child’s culture was 
moderately to largely correlated with other items was 
not found in this study.

A number of the outcome related questions were 
moderately or strongly correlated with each other. For 
example, the perception that the child is more able to 
handle daily life was moderately or strongly correlated 
with other outcomes such as:

• improved interactions with family (r=.47, p<.001); 

• doing better at school (r=.56, p<.001); 

• being more able to cope when things go wrong (r=.67, 
 p<.001). 

A child being more able to relate with family members 
was moderately correlated with:

• their improved ability to get along with friends (r=.44, 
 p<.001);

• doing better at school (r=.41, p<.001); 

• coping more when things go wrong (r=.4, p<.001). 

Improvements in children’s relationships with friends 
were also moderately correlated with:

• improvements at school (r=.59, p<.001); 

• coping when things go wrong (r=.46, p<.001). 

In addition to the other items mentioned that are 
correlated with improvement at school, a moderate 
correlation was also found when the child was more 
able to cope when things go wrong (r=.5, p<.001).

In comparing the differences between satisfaction 
and outcomes depending on stage of survey (either 
review or closure survey), although no differences are 
signi� cant, a general trend is that satisfaction with Take 
Two was slightly lower at time of closure than at time of 
review; however, perception of outcomes was slightly 
higher. There were not suf� cient numbers to undertake 
a separate analysis of the follow-up surveys at this 
stage.

10.9 Summary
The high level of satisfaction found through these 
surveys was consistent with that reported in the second 
evaluation report and also with feedback from the 
broader sector described later in Chapter 12. Workers 
and carers’ level of satisfaction provides evidence that 
they consider Take Two is effectively engaging with the 
children, parents, carers and teachers. There was also 
clear evidence that most stakeholders reported that 
Take Two led to positive outcomes in a range of areas 
for children. This is consistent with the � ndings from 
the outcome measures.

There were some differences in ratings between 
children, parents, carers and workers and it would be 
useful to explore these differences further. Notably, the 
children were most positive and optimistic. On the other 
hand, parents (albeit few in number responding) who do 
not live with their child were the least positive for many 
of the questions. Conversely those parents who had 
their child living with them were more positive in their 
assessment of outcomes and satisfaction. Carers are 
another group who were not as positive on outcomes 
in relation to the child’s performance at school and 
relationship with peers. However, the majority of carers 
still rated the outcomes positively. It was promising to 
note that the majority of teachers thought the children 
were doing better at school, although they were less 
likely to agree with this than other stakeholders.

The value of having feedback from the children 
themselves and the people in their microsystems 
is demonstrated when analysing these different 
perspectives. Each group experiences the outcomes 
from their own standpoint and this provides a more 
holistic view of changes occurring for the child.

The two outstanding questions in terms of the voice 
of the children include: how to enable more children 
to provide feedback to Take Two; and how to ensure 
we listen. The same can be said for all stakeholders, 
although it is acknowledged that a service such as 
Take Two must especially pay attention to listening to 
children whose voices are often more quietly spoken. 
Indeed for many children, the only voice heard by the 
system is through their behaviour.
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Chapter 11: Take Two 
Clinicians’ Perspectives of 
Outcomes

11.1 Overview
In addition to the views of children, parents, carers, 
teachers, child protection and CSO workers as reported 
in Chapter 10, it was important to gather the views 
of the Take Two clinicians. Their particular vantage 
point regarding outcomes or lack thereof adds to the 
evaluation. 

This chapter describes and analyses the data from 
the Take Two clinician surveys regarding cases that 
were open over an 18-month period. It begins with 
the demographic description of the children who 
were subject of these surveys. Unlike the stakeholder 
surveys, the clinician surveys did not seek information 
regarding the clinician’s level of satisfaction, but rather 
focused on their perception of change. As such, this 
explores the clinicians’ perspective on outcomes on a 
case-by-case basis. 

A valuable context for understanding change is 
beginning with a re� ection by clinicians on whether or 
not they had engaged with the children, their parents 
and carers. The chapter then explores different focal 
points of change, beginning with the children, then 
parents, carers and the broader service system. 

11.2 Survey methodology 
As described in Chapter 2 on methodology, Take Two 
clinicians in the regional and Aboriginal teams were 
asked to complete a survey for cases open from January 
2006 to June 2007 (not including Secure Welfare). 
The clinician surveys reported in this chapter refer to 
the clinicians’ perspectives of change for the children, 
their parents, carers and others. It also includes the 
clinicians’ perceptions of how effectively they engaged 
with the children and others in their lives. These data 
are compared with other � elds in the surveys which 
have been reported on in other chapters such as the 
nature of Take Two interventions.

There were 519 cases open during this time, excluding 
Secure Welfare. Take Two clinicians completed 325 

(63%) surveys. Another 20 surveys were completed 
that were from outside this time period and so not 
included in the analysis. A small number were completed 
by supervisors or co-workers whilst clinicians were on 
leave leading to some missing data within the surveys. 
Teams ranged in completing surveys from 12 percent to 
100 percent (although these compliance � gures are not 
exact as some cases moved from one team to another). 
Some teams who provided a low proportion of surveys 
experienced staff turnover during the time period of the 
survey.

11.3 Demographic information
The surveys completed were generally representative 
of the Take Two client group for that time period. There 
were surveys regarding 200 male (62%) and 125 
female clients (38%). This was similar to the gender 
split within Take Two at the time (60% males/40% 
females). Sixteen percent of the surveys were in relation 
to Aboriginal clients, which was the same proportion 
of eligible clients within Take Two at the time. The 
highest percentage of surveys in terms of age were for 
children aged between 6 and 12 years (49%), followed 
by children aged 12 and older (31%), then children 
under the age of 6 years (21%). This was similar to the 
age breakdown of the eligible client group for Take Two 
during this time period.

11.4 Take Two’s engagement with the 
children and others

11.4.1 Overview regarding Take Two’s 
engagement
As described in Chapter 6 on interventions, the process 
and outcomes of engagement are an important aspect 
of Take Two’s work. It is not simply a means to an 
end but is recognised as therapeutic in its own right. 
Creating the possibility for children to form positive 
and effective relationships with others is best achieved 
by those caring for them, but many times this may 
begin or be supported by forming positive and effective 
relationships with clinicians.

As shown in Table 60, Take Two clinicians noted that 
they had engaged with a large majority of the children’s 
carers (83%) and the children (74%) compared with 
their mothers (47%) and fathers (37%). 

Table 60. 
Engagement with Children and Others According to Take Two Clinicians for Open Cases Jan 2006 to 
June 2007 not including Secure Welfare 

 Take Two engaged 
effectively  with the

Strongly 
agree Agree

Neither 
agree or 
disagree

Disagree Strongly 
disagree Total (n) Not 

Applic

Child 102
35.5%

109
38%

42
14.6%

24
8.4%

10
3.5%

287
 

23 
(7%)

Child’s mother 35
16%

68
31.1%

48
21.9%

48
21.9%

20
9.1%

219
 

90 
(27.4%)

Child’s father 20
12.6%

38
23.9%

46
28.9%

33
20.8%

22
13.8%

159
  

151 
(45.9%)

Child’s carer/s 90
36.6%

114
46.3%

28
11.4%

8
3.3%

6
2.4%

246 66 
(20.3%)

Average % 25.2% 34.8% 19.2% 13.6% 7.2%

Note: These data do not include cases from Secure Welfare or Therapeutic Care.
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The question regarding engagement with fathers had 
the highest percentage of not applicable answers (46%), 
usually referring to when Take Two was not working 
directly with them. Of the not applicable responses 
regarding carers, 77 percent of the children were not 
living in care at the time.

11.4.2 Take Two’s engagement with children
In further analysis regarding other variables associated 
with engagement of the children, there were no 
signi� cant differences by gender or Aboriginal identity. 
A pattern did emerge in relation to the child’s age. 
Although the majority of children in every age range 
were described as engaged, this was signi� cantly 
more likely for children under the age of 12 years 
(X²(2)=12.20, p<.01).  

Children who had no previous investigations or 
substantiated involvement with child protection were 
more likely to be described as engaged by the Take 
Two clinician than those with one or more previous 
investigations or substantiations (X²(2)=7.81, p<.05 
and X²(2)=10.74, p<.01 respectively). There appeared 
to be a pattern whereby the larger the number of 
previous substantiations the less likely the child would 
be described as engaged. A similar � nding was not 
found in relation to previous numbers of court orders.

When the focus of Take Two intervention was on 
assessment, clinicians were signi� cantly less likely to 
consider that they had effectively engaged with the 
children (X²(2)=20.78, p<.001). Where the focus was 
on individual therapy with the child, clinicians were 
signi� cantly more likely to report they had effectively 
engaged the children (X²(2)=35.25, p<.001). No other 
� ndings regarding type of intervention and successful 
engagement with the children were found.

Take Two clinicians’ perception of effectively engaging 
with the children has a moderate or large correlation 
with most of the other items as listed below:

Interestingly, the Take Two clinicians’ report of having 
effectively engaged with the child had only a small 
correlation with clinicians’ reports of having engaged 
with their mother or father. There was a moderate 
correlation between engagement with mothers and 
engagement with fathers (r=.46, p<.01). Engagement 
with mothers and engagement with fathers both had 

a moderate correlation with the child having a better 
relationship with family (r=.37, p<.01 and r=.45, 
p<.01) and with parents having a better understanding 
of their child’s emotional needs (r=.55, p<.01 and r=.57, 
p<.01). Clinicians’ perception of their engagement with 
fathers also had a moderate positive correlation with 
clinicians’ report of the children’s relationships with 
friends (r=.36, p<.01).

11.4.3 Take Two’s engagement with parents
No signi� cant differences were found regarding Take 
Two’s engagement with mothers or fathers based on 
the child’s age, gender or Aboriginal identity. 

The only signi� cant difference found regarding Take 
Two’s engagement with mothers and fathers in terms 
of child protection involvement was where the child had 
no previous court involvement. In these circumstances, 
Take Two was more likely to be described as engaging 
with both mothers (X²(2)=7.45, p<.05) and fathers 
(X²(2)=6.95, p<.05).

Mothers were signi� cantly more likely to be engaged 
when Take Two was undertaking child-parent focused 
interventions (X²(2)=13.91, p<.01); parent-child work 
(X²(2)=13.98, p<.01) or family sessions (X²(2)=11.36, 
p<.05). Although the numbers were too small to show 
statistical differences, 12 of the 14 mothers where Take 
Two was providing parent therapy were described as 
engaged. In comparison, mothers were signi� cantly less 
likely to be described as engaged when Take Two was 
undertaking carer-focused intervention ( ²(2)=7.43, 
p<.05).

Similarly to the children, when the focus of Take 
Two intervention was on assessment, fathers were 
signi� cantly less likely to be described as engaged 
(X²(2)=13.34, p<.01). When the children were 
not involved in direct child therapy with Take Two, 
fathers were signi� cantly less likely to be engaged 
(X²(2)=9.34, p<.01). An inference drawn on the basis 
that no signi� cant differences were found between 
parent or parent-child or family work is that the fathers 
may not have always been involved when such type 
of therapy occurred. Similarly to mothers, fathers were 
signi� cantly less likely to be described as engaged when 
Take Two undertook primarily carer-focused intervention 
(X²(2)=12.16, p<.01).

Clinician’s perception of engaging with children was positively correlated with clinician’s 
perception of:

• Take Two engaging with the carer (r=.40, p<.01)

• Child’s overall progress (r=.69, p<.01)

• Child’s problems improving (r=.62, p<.01)

• Improvement in child’s daily life (r=.61, p<.01)

• Child’s hopefulness (r=.58, p<.01)

• Child being less disrupted when things went wrong (r=.58, p<.01)

• Child’s improved emotional development (r=.68, p<.01)

• Child doing better at school (r=.46, p<.01)

• Child’s capacity for positive attachments (r=.68, p<.01)

• Child’s relationship with family (r=.47, p<.01)

• Child’s relationship with carers (r=.52, p<.01)

• Child’s relationship with friends (r=.47, p<.01)
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11.4.4 Take Two’s engagement with carers
No signi� cant differences were found regarding Take 
Two’s engagement with carers based on the child’s 
gender or Aboriginal identity. Take Two was described 
as more likely to engage with the carers for children 
under the age of 12 years, especially under the age of 
6 years (X²(2)=13.51, p<.01).

Carers of children who had no previous substantiated 
involvement with child protection were more likely to 
be described as engaged by Take Two than those where 
children had one or more previous substantiations 
(X²(2)=10.09, p<.01). 

Unlike Take Two’s engagement with the children or their 
parents, no signi� cant differences were found with Take 
Two’s engagement with carers on the basis of Take Two 
intervention.

11.5 Perception of change
Take Two clinicians were asked to rate client improvement 
in a range of areas including the child’s problems 
having improved, child’s handling of daily life, child’s 
hopefulness about life, child being less disrupted by 
things going wrong, the child’s emotional development, 
schooling, as well as the child’s capacity for positive 
attachments and the child’s relationships with others. 
An inadvertent � aw in the design of the survey led to 
the date not being embedded in the survey so when the 
surveys were returned the dates were not recorded. As 
such, it is not possible to ascertain at what stage of Take 
Two involvement the case was in (other than a general 
sense) when questions regarding progress were asked. 

As shown in Table 61, clinicians reported a majority of 
children had shown improvement (responding agree or 
strongly agree) for most of these areas. For each area 
differences by age, gender and Aboriginal identity were 
also examined. There were no signi� cant differences by 

gender. Signi� cant differences by age and Aboriginal 
identity are reported below, and produced a consistent 
picture of Aboriginal children and older children where 
less improvement was noted by clinicians. 

According to Take Two clinicians, problems for the 
majority of clients had improved over the time of Take 
Two involvement, with 69 percent of clinicians agreeing 
or strongly agreeing, although this was a signi� cantly 
smaller majority (55%) for children aged 12 years 
and older (X²(2)=12.09, p<.01). For 12 percent of 
children the clinician did not consider that improvement 
had occurred, whereas for the remaining 20 percent, 
they neither agreed nor disagreed that the children’s 
problems had improved.

Take Two clinicians perceived 58 percent of the children 
as being less disrupted by things going wrong, with 
this being signi� cantly less likely for children 12 
years and older (X²(2)=12.09, p<.05). Clinicians 
noticed improvement in emotional development for 64 
percent of children, although this reduced signi� cantly 
with increasing age (X²(2)=10.32, p<.01). Children 
were seen as doing better in school since Take Two 
involvement in 61 percent of cases, although the 
older the children the less improvement was reported 
(X²(2)=9.41, p<.01). Clinicians reported that 64 
percent of children were better at handling life, 
although there was a signi� cant difference for age with 
less children 12 years or older (51%) better at handling 
daily life (X²(2)=13.34, p<.01). Clinicians reported that 
59 percent of children were more hopeful about life. 
Clinicians were signi� cantly more likely to report non-
Aboriginal children had made improvements in this area 
of hopefulness (62%) than Aboriginal children (44%, 
X²(1)=4.70, p<.05).

For the items about improved relationships, clinicians 
reported that this occurred most often with the children’s 
relationship with their carers, where 71 percent were 

Table 61. 
Client Change as Rated by Take Two Clinicians for Open Cases from Jan 2006 to June 2007, not 
including Secure Welfare

 Area of client improvement Strongly 
agree Agree

Neither 
agree 
nor 

disagree

Disagree Strongly 
disagree Total

Problems have improved 45
16.3%

144
52.2%

54
19.6%

25
9.1%

8
2.9%

276
 

Handling daily life 42
15.7%

130
48.7%

66
24.7%

19
7.1%

10
3.7%

267
 

Hopeful about life 42
17.0%

104
42.1%

82
33.2%

15
6.1%

4
1.6%

247
  

Positive attachments with signi� cant others 37
14.2%

131
50.4%

68
26.2%

17
6.5%

7
2.7%

260

Relationship with family members 15
5.9%

110
43.3%

88
34.6%

33
13.0%

8
3.1%

254

Relationship with carers 35
16.5%

115
54.2%

39
18.4%

18
8.5%

5
2.4%

212
 

Relationship with friends 19
8.3%

102
44.3%

82
35.7%

23
10.0%

4
1.7%

230
 

Less disrupted by things going wrong 24
9.3%

126
48.8%

72
27.9%

26
10.1%

10
3.9%

269
  

School 40
18.5%

91
42.1%

58
25.9%

20
9.3%

9
4.2%

216

Emotional development 32
12.1%

136
51.5%

65
24.6%

24
9.1%

7
2.7%

246
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reported to have a better relationship with carers. 
Improvement was less frequently mentioned regarding 
the children’s relationships with friends, although it 
was reported for 53 percent of children. There was 
a signi� cant difference by age with only 40 percent 
of young people 12 years and older seen as having 
improved relationships with friends (X²(1)=7.31, 
p<.05). There was also a signi� cant difference in 
relation to Aboriginal identity with clinicians reporting 
only 36 percent of Aboriginal children had improved 
relationships with friends compared with 56 percent for 
non-Aboriginal children (X²(1)=5.26, p<.05). Improved 
relationships with family were reported for 49 percent of 
children. Importantly clinicians reported that 65 percent 
of the children had strengthened their capacity to form 
positive attachments with signi� cant others. For less 
than 10 percent of children the clinician disagreed, and 
the remaining 26 percent of clinicians neither agreed or 
disagreed that this capacity had strengthened. Again, 
there was a signi� cant difference by age with 77 percent 
of children under six years seen as improving in their 
capacity to strengthen relationships, 67 percent for 
children aged 6 to 11 years and 47 percent for children 
12 years and older (X²(1)=7.61, p<.05).

Take Two clinicians rated the level of improvement 
seen in parents, carers, schools and other parts of the 
service system in areas such as their understanding of 
the children’s emotional needs and their ability to meet 
the children’s needs, as shown in Table 62. For each of 
the different groups there was more improvement in 
their understanding than in their capacity to respond to 
the children’s needs. This discrepancy was greatest for 
parents. Clinicians also reported that parents were the 
group where there was least improvement. According 
to clinicians, just 37 percent of parents improved in 
their understanding of their children’s emotional needs. 
Fewer still (28%) improved in their capacity to meet 

their children’s needs. Similarly to the earlier questions, 
what is not clear is whether or not this was a target of 
Take Two intervention.

For carers, schools and other service systems the 
percentages of those who improved in understanding 
the children’s emotional needs were considerably higher 
than for parents, with approximately three-quarters 
showing improvement (78% for carers, 75% for schools 
and 76% for other services). However, these � gures 
were lower among older children with signi� cantly less 
schools and service systems showing improvement in 
understanding young people aged twelve years and 
older (59% for schools and 63% for service systems) 
compared with children under 6 years (88% for schools 
and 81% for service systems) and children aged 6 to 11 
years (78% for schools and 81% for service systems; 
X²(2)=9.69, p<.01 and X²(2)=10.26, p<.01). These 
� gures were also much lower among Aboriginal children 
with signi� cantly less carers, schools and service 
systems showing improvement in understanding 
Aboriginal children’s needs (50%, 52% and 57%) 
compared with non-Aboriginal children (83%, 78% and 
79%; X²(1)=16.64, p<.001, X²(1)=7.79, p<.01 and 
X²(1)=9.84, p<.01). 

According to Take Two clinicians, the percentage of 
people who improved in their capacity to meet the 
children’s needs was reduced but still a large majority 
for each group (74% for carers, 73% for schools and 
71% for other service systems). However, in relation to 
schools and services this majority was reduced among 
the older age group (X²(2)=15.88, p<.001 for schools 
and X²(2)=6.85, p<.05 for service systems). Again 
this was also signi� cantly less for Aboriginal children 
compared with non-Aboriginal children in relation to 
carers (50% cf 78%; X²(1)=10.25, p<.01) and other 
service systems’ capacity to meet the children’s needs 
(56% cf 73%; X²(1)=7.79, p<.05). 

Table 62. 
Parent, Carer, School and System Change as Rated by Take Two Clinicians for Open Cases from 
Jan 2006 to June 2007, not including Secure Welfare

Area of family improvement Strongly 
agree Agree

Neither 
agree 
nor 

disagree

Disagree Strongly 
disagree Total

Parents’ understanding of child’s emotional 
needs

10
4.4%

73
32.2%

51
22.5%

71
31.3%

22
9.7%

227
 

Parents’ capacity to meet the child’s needs 7
3.2%

54
24.5%

52
23.6 %

61
27.7%

46
20.9%

220
 

Carers’ understanding of the child 65
29.1%

110
49.3%

29
13.0%

12
5.4%

7
3.1%

223
  

Carers’ capacity to meet child’s needs 46
21.1%

115
52.8%

37
17.0%

14
6.4%

6
2.8%

218

School understanding of child’s’ emotional 
needs

43
20.5%

114
54.3%

41
19.5%

11
5.2%

1
0.5%

210

School capacity to meet child’s needs 35
17.2%

114
56.2%

42
20.7%

8
3.9%

4
2.0%

203
 

System understanding of child’s emotional 
needs

69
24.1%

147
51.4%

51
17.8%

18
6.3%

1
0.3%

286
 

System capacity to meet child’s needs 55
20.1%

139
50.7%

56
20.4%

22
8.0%

2
0.7%

274
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Clinicians graded the overall progress of children 
since receiving a service from Take Two as excellent 
or very good for 36 percent of clients, and good for a 
further 32 percent (see Table 63). In other words for 
68 percent of children, the Take Two clinicians reported 
overall progress. This was considerably lower than that 
reported by the stakeholder surveys. It is dif� cult to 
analyse further as it was not ascertained in the survey 
at what stage of Take Two involvement the survey was 
undertaken. 

Clinicians were signi� cantly less likely to rate progress 
for young people aged 12 years and older as good to 
excellent than they were for the younger age groups 
(X²(2)=11.22, p<.01).

11.6 Summary
This chapter reports on the Take Two clinicians’ 
perspectives on key aspects of their work with children 
and their signi� cant others. It highlights the importance 
of engaging not only with the children, but with the 
important people in their lives, namely parents and 
carers. It also documents the clinicians’ perspectives on 
whether certain progress was made on different aspects 
of the children’s wellbeing, such as in relation to their 
emotional wellbeing, capacity to cope, relationships 
with others and school. Consistent with other chapters 

relating to outcomes, this chapter portrays a positive 
picture of the children’s journey towards recovery in a 
number of domains in their life, but also notes further 
work required in this journey for many of them.

Although progress was found across the client group, a 
consistent picture of less improvement being reported 
by Take Two clinicians for adolescents and Aboriginal 
children warrants particular attention. These differences 
were not only found in terms of Take Two’s perception of 
changes for the children, but also in the way other parts 
of the service system showed less improved levels of 
understanding and responses to the emotional needs of 
adolescents and Aboriginal children. There are different 
and possibly overlapping explanations for these � ndings. 
Firstly, these children may present with greater degrees 
of traumatisation and related dif� culties that impact on 
the length of time and extent of change that is likely 
to occur. Secondly, Take Two’s interventions and overall 
approach to adolescents and Aboriginal children may 
need further development to increase effectiveness. 
Thirdly, as this is about Take Two clinicians’ perception of 
change, indicators of positive changes may be obscured 
in some way for these children. All of these and other 
possible explanations need to be explored, particularly 
in relation to future program and practice development 
within Take Two.

Table 63. 
Overall Progress as Rated by Take Two Clinicians for Open Cases from Jan 2006 to June 2007, 
not including Secure Welfare (N = 286)

Excellent Very good Good Fair Poor Very poor

30
10.5%

73
25.5%

92
32.2%

66
23.1%

19
6.6%

6
2.1%
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Chapter 12: Feedback 
from Broader System and 
Re� ections on Research and 
Practice 

12.1 Overview
This chapter discussed broader avenues of feedback 
regarding the Take Two program for this evaluation 
report. The sources of this feedback begin with focus 
groups of representatives from various aspects of the 
service system, such as child protection managers and 
staff, Community Service Organisations, Secure Welfare 
and other parts of the service system. There is analysis 
of the Take Two research circles which includes but is 
broader than hearing their perspectives of the Take Two 
program. These research circles provide an opportunity 
for the participants to consider broader questions 
related to the client group, especially questions relating 
to the interface between research and practice. Finally, 
this chapter provides an opportunity to hear from the 
Take Two partner organisations about their expectations 
of the program and their perceptions as to whether or 
not these expectations have been met.

12.2 Broader stakeholder feedback on 
the Take Two program
The research team sought feedback on the Take 
Two program from members of the Take Two task 
environment through focus groups. Three groups of 
stakeholders were identi� ed for this feedback; child 
protection, CSOs and a Secure Welfare research circle. 
The purpose of obtaining feedback from these groups 
was to extend the understanding of how key groups 
experienced contact with Take Two. Unlike the feedback 
from stakeholders in the previous two chapters, this 
feedback was not case-speci� c but about their broader 
perceptions of the program. 

The original research questions as stated in the Take 
Two submission (Berry Street Victoria et al., 2002) 
were:  

“What is the service framework and model which 
delivers effective assessment and therapeutic 
interventions to at risk children and young people and 
which effectively engages the elements of the service 
system to support those interventions and contribute 
to more positive outcomes for the child or the young 
person?” 

“What are the important elements in the effective 
implementation of the service framework and model?”

In addressing these concerns, an important question is 
how members of the program’s task environment, that 
is, those who are engaging with Take Two, experience 
the work of Take Two and how it interfaces with their 
own work. Eliciting this information was one of the main 
purposes of the focus groups, the methodology of which 
are described in Chapter 2.

Overall, 9 separate focus groups were held with 48 
participants, averaging 5 participants in each. There 
were 6 focus groups with child protection staff and 
management, 2 for CSO staff and management and 1 
for Secure Welfare as part of a standard research circle. 

The Secure Welfare focus group included management 
and staff from Secure Welfare and representatives from 
other services working with Secure Welfare, such as 
health, mental health and education.

12.2.1 Themes from the child protection focus 
groups

Operational issues
The challenge for child protection in prioritising referrals 
was a common theme in the focus group feedback. 
A dif� culty was considered to arise from having too 
many children who were perceived to be able to bene� t 
from Take Two yet not enough resources to meet this 
demand. In many cases child protection workers would 
not proceed with a referral if it was felt that the child 
could not be seen because of competing referrals. 
This makes it dif� cult to obtain a true estimate of the 
number of children who would bene� t from Take Two. 
Although the referral process requires discussion of 
cases between Take Two and child protection, in the 
interests of ef� ciency some child protection teams only 
put forward cases when there was known capacity. 
A small number reported that the detailed information 
required by Take Two made the referral process 
cumbersome and is a deterrent against referrals. It was 
mentioned; however, that if a case was referred and 
Take Two could not accept immediately, Take Two would 
suggest alternative approaches in the interim until the 
child could be seen. Another issue was the importance 
of ensuring that child protection staff were aware of 
Take Two. Owing to the high turnover in some regions 
it was suggested by one participant that a wall chart 
describing Take Two and mapping the referral process 
would be helpful. 

Consultation and liaison
There was general satisfaction with the consultation and 
liaison process offered by Take Two for child protection, 
especially to discuss potential referrals. It was used 
by one group when they felt they had exhausted 
every option and/or both Take Two and CAMHS had 
no vacancies. They found consultation with Take Two 
useful in � nding a way forward. 

Presentation of Take Two services to children
Child protection stated they described Take Two to 
children as “the Take Two person is here to listen to you 
and give you the opportunity to share how you feel”. 
Child protection also found it useful to tell children that 
Take Two will work with their parents. They believe 
parents and carers � nd this helpful as well because they 
know Take Two is there for the child but will also work 
with them, the schools and the support network. It was 
also mentioned that schools value Take Two because 
clinicians reliably attend meetings. It was suggested 
that carers especially appreciate the outreach service. 

Take Two Aboriginal team 
Most focus groups speci� cally expressed satisfaction 
with the Take Two Aboriginal team. Although one focus 
group did not know about the Aboriginal team, the other 
focus groups were very positive about this aspect of the 
service. There was concern that the Aboriginal clinicians 
could not be everywhere or see every Aboriginal child. 
Another issue was that the Aboriginal team worked 
differently and their way of working was not always 
understood by child protection. One suggestion was to 
locate an Aboriginal clinician in each Take Two team.
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Intervention themes 
Child protection workers noted that Take Two clinicians 
have different styles “but are � exible and creative 
depending on the child’s needs”. The creative and 
sensitive efforts used by Take Two staff to engage the 
child and to � nd a place where the child is comfortable 
were noted. It was felt by some that Take Two struggles 
with adolescents as do other services. 

Communication
There was general agreement that the communication 
between Take Two and child protection was appropriate. 
Take Two staff were described as good at attending 
meetings and keeping child protection informed. Case 
closure was usually perceived as well handled with child 
protection commonly involved in the decision to close 
and Take Two sending a letter with reasons for closure. 
However, a small number of focus group participants 
thought some cases were closed prematurely.

Responsiveness of Take Two staff
In general, child protection participants were very 
satis� ed with the responsiveness of Take Two. The event 
of one Take Two staff member attending court whilst on 
leave to speak for the child was seen as illustrative of 
the commitment of Take Two. “I think we’d be really 
struggling if we didn’t have Take Two doing work with 
the kids. Most of the services would usually say they’re 
in the ‘too hard basket’ and Take Two are aware of how 
complex kids are and their needs.” “They’ve made a 
huge impact.” Child protection participants stated they 
valued having Take Two and it would be very dif� cult for 
child protection to operate effectively without Take Two. 
Take Two was seen as very responsive and � exible.

Suggestions for improvement 
Suggestions raised in the focus groups with child 
protection were: � rst, the need for clari� cation 
regarding the interface between Take Two and CAMHS; 
and second, the need to increase capacity of the 
Aboriginal team. 

12.2.2 Themes from the CSO focus groups
The two focus groups involving CSOs addressed a 
number of areas, such as: identifying clients for referral 
to Take Two; the process of CSOs engaging with 
child protection to make a referral; use of secondary 
consultation; Take Two’s interventions; and case 
closure. 

Understanding of the work of Take Two
Participants in the focus groups demonstrated an 
accurate understanding of the range of therapeutic 
work of Take Two. The discussion included that Take 
Two clinicians respond differently to different situations. 
For example, a focus group with participants from one 
region reported that they had been told that the Take Two 
team did not do family work. Other regional responses 
did not share this understanding. The evaluators did not 
check with the relevant Take Two team to clarify how 
this perception arose, but it is an incorrect portrayal of 
the Take Two framework to say Take Two does not work 
with families. 

Referral process
There was a degree of dissatisfaction amongst the small 
number of CSO respondents with the process of having 
to refer through child protection. Child protection was 

identi� ed as the gateway for a child receiving a Take Two 
service and it was felt that this process was problematic 
and depended on the individual child protection worker 
for its success. Thus the turnover in child protection 
also impacted on this process. Participants’ experiences 
of obtaining services for their clients were varied but 
overall there was dissatisfaction with the process of 
referral. Direct referrals from CSOs to Take Two, instead 
of going via child protection, were suggested as a 
solution.

Consultation and liaison
Some CSO participants were not aware that Take 
Two could provide secondary consultation and liaison 
regarding children. 

Most helpful aspects of the Take Two service
Open communication with the Take Two worker and the 
availability of workers to consult were identi� ed as most 
helpful. The Take Two clinicians were seen to be willing 
to share openly and to attend meetings. An issue raised 
by some was a perceived alliance between Take Two 
and child protection which potentially could exclude the 
assessment and perception of the situation developed 
by the relevant CSO. 

Key messages for Take Two
Examples of suggestions for the Take Two program from 
CSOs included:

• More strengths-based work. 

• Flexibility in working with CSOs. 

• Greater clarity on what Take Two does. For example, 
 there was a discussion by one participant as to 
 whether Take Two accepted referrals regarding children 
 exhibiting sexually abusive behaviour for therapy and 
 cases of family violence. The confusion seems to have 
 come from communications held with individual Take 
 Two workers and was not seen as a universal concern. 
 One CSO worker felt that their own organisation has 
 the funding and knowledge for this work compared to 
 Take Two.  

• For one participant it was important that Take Two 
 clinicians be aware of their power and how it can 
 disenfranchise others who also have knowledge. 
 There was a concern that Take Two workers should be 
 careful not to go outside their areas of expertise. 

• Use of care teams was seen as important.

12.2.3 Themes from the Secure Welfare focus 
group
Areas identi� ed in the Secure Welfare focus group 
included the positive impact of Take Two, such as 
changes in service delivery that occurred as a result of 
Take Two’s involvement with Secure Welfare. Positive 
impacts included Take Two’s presence providing 
mechanisms to re� ect on practice and support the 
system around the young people including transition. 

Take Two was described as helping Secure Welfare staff 
to understand the assessments completed for the young 
people and what may be needed in response to their 
dif� culties. Take Two was seen to in� uence improved 
working relationships with CAMHS and assisted in 
clarifying how Take Two and CAMHS work together in 
a collaborative way to respond to the mental health 
needs of the young people placed in the Secure Welfare 
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Service. This was considered bene� cial when the young 
person was already engaged with CAMHS and when 
they were not. 

Although it was noted that there were improvements 
in the working relationships with CAMHS and Secure 
Welfare in some regions, concerns were expressed that 
this was not the situation in all regions and needed 
further attention. Another area speci� cally mentioned 
was the positive contribution of Take Two’s Aboriginal 
team. It was also noted that it was a strength of 
Take Two to operate outside Secure Welfare’s line 
management but to be embedded in the unit on a day-
to-day basis. This was seen as providing appropriate 
clinical governance for the therapeutic work but the 
capacity to build trusting relationships. Another positive 
identi� ed was that Take Two provided information about 
changes that are occurring within the wider system such 
as new models of working, services being introduced 
such as the Sanctuary Model (Bloom, 2003, 2005) and 
the introduction of therapeutic residential care.

12.2.4 Summary of focus groups
The feedback from members of the task environment, 
child protection workers and CSOs was overwhelmingly 
positive. The child protection focus groups were well 
attended and apart from some individual concerns the 
level of satisfaction with Take Two services was high. 
The major concern was the capacity of Take Two to deal 
with the high level of need. It is not known why only a 
small number of CSOs took up the option of providing 
feedback in a focus group. This makes the feedback 
received more dif� cult to analyse. It should be noted, 
however, that representatives of key organisations 
did attend and were in general agreement with the 
value of the work of Take Two. One theme that arose, 
mainly from one participant but an important area, 
was in relation to how Take Two � tted into the task 
environment and worked with existing knowledge and 
skill in addition to sharing new knowledge. The data 
clearly demonstrate that Take Two works well with the 
task and program environment and there is a high 
degree of satisfaction with the services in relation to 
partnerships and outcomes for children.  

12.3 Research circles

12.3.1 Implementation of research circles
The three research circles (one regional and two state-
wide) currently operating had quite different beginnings. 
This was expected as the success of a research circle 
requires it to be in� uenced by its context. Thus the 
regional research circle in a rural region came together 
under the leadership of child protection and was also 
enthusiastically taken up by CSOs. For example the 
meetings were initially held at DHS and then moved to 
be hosted by a CSO. The two statewide research circles 
have each a speci� c focus. The Secure Welfare research 
circle was established as a component of the Secure 
Welfare Therapeutic Reference Group and maintained 
the same membership. The Aboriginal research circle 
was established as a yarning circle and chaired by 
VACCA. Membership of the yarning circle was � uid with 
some core members attending each meeting.   

Members of the research circles all gave informed 
consent to participate in the process. The informed 
consent included an expectation that members respect 
each others’ contributions and that information shared 

is con� dential to the group and the program with only 
non-identifying information published. It was stated 
that records from Take Two research circles will form 
part of the evaluation data and be included for analysis 
and discussion with non-identifying information in the 
evaluation process. 

It is planned that the research circles will become self-
sustaining and continue as a forum to research, monitor 
and continually improve the service delivery system 
along with informing research for children at risk and 
their families. At the present time the research circles 
are resourced by Take Two in providing a secretariat. 
The regularity of the research circles waned with the 
Secure Welfare research circle being the most regular 
as it was embedded in an annual calendar with other 
meetings. The other research circles were more variable 
infrequency due to issues relating to time-commitments 
for both Take Two and other services.

12.3.2 Thematic analysis of research circles
When introducing the concept of the research circles, 
the research staff communicated their vision about the 
research circles’ purpose and functions. They provided 
guidelines and the hope that these research circles 
would provide opportunity to discuss the research 
interface with practice and vice versa. They anticipated 
that within these broad parameters each research circle 
would develop their own identity both in relation to the 
particular issues they worked on and the focus of their 
groups.  

Analysis of the minutes of the meetings for each research 
circle demonstrated that the � rst three research circles 
have done exactly that. They have shared a number 
of commonalities whilst forming their own uniqueness. 

One commonality was the presence of the Take 
Two research staff across the three research circles 
and therefore their role as facilitators, providers of 
information and guides for the research circles. 

In addition to the variations in focus and content the 
three research circles appeared useful experiences for 
their participants. They provided the opportunity for 
busy and highly committed practitioners to develop a 
safe place where they could join together and re� ect 
on key issues for themselves, for the children for whom 
they provide services and for the services themselves. 
As one senior manager commented at the conclusion 
of a research circle meeting “These are one of the few 
meetings I look forward to.”

The minutes re� ected that research circles are ful� lling 
their function of being ‘think tanks’ where creative and 
robust discussions occurred. Each travelled a dynamic 
and organic process as they charted new territory 
translating the theoretical concept of a research circle 
into practice.

Although there appeared much was gained by this 
shared experience for participants, there were also 
bene� ts that extended wider than the research circle, 
to others within the participating organisations and 
to their colleagues. Thus the experience of exploring 
the research/practice interface extended to a wider 
constituent group. For example the regional research 
circle auspiced a regional forum that built on and 
modelled the experiences that had occurred within the 
research circle.  



 Frederico, Jackson, & Black (2010) “More than Words” – Take Two Third Evaluation Report, La Trobe University, Bundoora, Australia162

Regional research circle:
This regional research circle in Barwon South West met 
on 9 occasions (8 meetings and one forum) between 
late 2005 and the end of 2008. Including Take Two staff, 
attendance ranged between 7 and 12 members with 
representation from 7 services. The pro� le of agencies 
was predominantly CSOs (Out-of-Home Care � eld) and 
DHS regional staff with a relatively high continuity of 
participants. 

The thematic analysis of the Barwon South West 
research circle meetings re� ected that the main 
activities and focus:

• Re� ected on the representation of membership of 
 the research circle. A frequent discussion was the 
 issue of membership and in particular how to encourage 
 attendance by other organisations. The possibility of 
 attendance by CAMHS, Department of Education, 
 police, court representation and representatives 
 from across the region was discussed at each meeting. 
 Despite this concern and the strategies enlisted to 
 increase membership including holding the meetings 
 in a central location and numerous reported attempts 
 by members to contact the other organisations, the 
 membership remained static. 

• Clarifying the purpose of the research circle. Research 
 circle participants frequently discussed the purpose 
 of the group, with a major focus on clarifying and 
 re� ning its boundaries. Take Two research staff took 
 a leadership role in communicating their vision that 
 the research circle was a re� ective space with research 
 and practice as the main focus rather than training.

• Information provision. The research circle was a 
 venue to inform and familiarise participants about Take 
 Two itself, its operations and organisational changes. 
 Regular updates were provided about any changes or 
 activities related to Take Two as a whole but in 
 particular the activities of the research program and 
 the regional clinical team. In addition, Take Two 
 research staff regularly provided information and 
 resources related to practice and research updates, 
 information, copies of relevant articles, presentations, 
 references that linked into topics raised by the 
 research circle or that were seen as relevant to their 
 practice. Regular updates were also provided 
 about the main � ndings emerging from the Take Two 
 evaluation reports with a particular emphasis on local 
 issues for this region.

• Participants used the meetings as an opportunity to 
 share updates regarding developments and changes 
 occurring within the broader service system; for 
 example, policy and legislative changes and the 
 impact on services. They also provided updates and 
 information about new developments and initiatives 
 occurring within their own or other services.

• Identifying key practice issues and dilemmas for 
 the client group, services and region. The research 
 circle identi� ed its � rst topic as attachment. It was 
 commented that workers commonly used attachment 
 theory to support their recommendations for action 
 in child protection — but often came across con� icting 
 views based on different interpretations of attachment 
 theory. This request led to Take Two providing input 
 on attachment and recent international research 
 � ndings. This included a presentation on attachment 
 theory and how it could inform case planning and 

 management decision making; how it relates to 
 vulnerable children in the protection and care system; 
 dilemmas that can occur in relation to attachment 
 and decision making particularly when and with whom 
 to place; matching child and carer; issues for stability 
 planning and reuni� cation. The participants discussed 
 the implications through practice examples to 
 illustrate the theory. The topics discussed re� ected 
 the interests of the participants and thus a main 
 focus of discussion centred around children in out-of-
 home care. Some of the issues were further developed 
 through case presentations and presented by 
 members to highlight particular concerns and practice 
 issues.  

•  A number of presentations took place on the outcome 
 measures used by Take Two, in particular the use of 
 Social Network Maps and SDQs. There was discussion 
 regarding how this information can inform clinical 
 work both within Take Two and also its relevance for 
 other services. Discussion centred around how these 
 tools can increase understanding regarding who is 
 important in children’s lives according to the children 
 and what forms of intervention such as case work, 
 case management and therapy will strengthen social 
 networks.

• A central theme for this research circle was the 
 question and practice issue of how to make care 
 therapeutic and to tease out the key elements from 
 practice and case studies. This was in� uenced by the 
 onset of therapeutic care initiatives relating to foster 
 care and residential care which involved a number of 
 the participant organisations. This led to a forum held 
 in the region in November 2008 on how to make all 
 care therapeutic. 

• A venue to raise concerns. The research circle served 
 a function of providing a safe place for participants 
 to raise practice concerns, organisational issues and 
 inter-organisational tensions. A number of discussions 
 occurred in relation to the interface between Child 
 Protection and CAMHS including when to refer to 
 CAMHS or Take Two and the frustrations that some 
 organisations experienced in working with the mental 
 health system at times. 

Secure Welfare research circle
The Secure Welfare research circle met on 6 occasions 
between 2006 and 2008. Including Take Two staff, 
attendance ranged between 8 and 13 participants with 
representation from 11 services. The most frequent 
attendees were from services located on site at Secure 
Welfare, even though the location of the research 
circle meetings were off-site. These attendees included 
staff employed by Secure Welfare and representatives 
from alcohol and other drug services, health services 
and the school. Representation was less frequent but 
attendance did occur from regional child protection, 
DHS policy advisors, a community outreach team and 
two CAMHS.

Emerging themes from this research circle were wide 
ranging. The research circle provided the opportunity for 
robust and creative debate, exploring issues, learning 
and disseminating theories and many opportunities for 
re� ective thought. The themes that emerged included:

• Exploring in detail who the young people are that are 
 placed in Secure Welfare — their characteristics, 
 pro� le, presentations, how that has changed over 
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 time and what it re� ects; for example, more young 
 people but for shorter periods of time, different 
 gender responses and different responses to risk.

• Exploring how Secure Welfare is used by child 
 protection and the Children’s Court in terms of reasons 
 for young people’s admission.

• Exploring key practice issues, the models of practice 
 and forms of service delivery that operate within 
 Secure Welfare. Identifying constraints experienced 
 by staff but also identifying and sharing examples of 
 good practice. There was emphasis on the high priority 
 placed on relationships, providing an environment 
 which is stable and safe, where interventions start 
 where the young person is, � exibility and creativity 
 in responses, such as in the school, and in the 10-
 bed residential units; and providing a place where the 
 young person is kept in mind by professionals. It also 
 acknowledged the uniqueness of Secure Welfare as a 
 service and model both within Australia and overseas.

• Exploring the concepts of outcome measures and 
 outcome approaches and their application within 
 Secure Welfare, this topic was discussed over a couple 
 of meetings — what is a good or reasonable outcome 
 resulting from a young person’s admission? 

• Exploring the interface between Secure Welfare and 
 other services.  

• Identifying the research opportunities in Secure 
 Welfare, such as exploring relevant theories and 
 concepts to inform practice; e.g. attachment theory 
 and evidence-based practice.

The yarning circle 
The yarning circle met on 4 occasions between 2006 
and 2008. Including Take Two staff, attendance varied 
between 9 and 16 participants from 10 services. The 
most frequent attendance was from VACCA who co-
facilitated the meetings. The representation from non-
Indigenous services was limited in part by design as the 
focus of the yarning circle was to privilege Aboriginal 
voices. Another feature of this research circle was 
the lack of continuity of attendance across the four 
meetings. As they presented as four quite separate 
meetings which addressed speci� c topics, the analysis 
of the themes discussed is presented for each meeting:

First yarning circle meeting:
• A presentation was made by Take Two providing 
 a summary of the data relating to Aboriginal and 
 Torres Strait Islander children from the Take Two 
 � rst evaluation report highlighting issues for Aboriginal 
 children and families.

• The discussion focused on system problems and 
 barriers encountered, identifying concerns and 
 frustrations with the existing service system and how 
 it was seen as not working for Aboriginal clients. Many 
 examples were provided of poor practice in the 
 broader system.  

• Identi� cation of good practice was also made. This 
 included:

 - The use of care teams which were described as 
  a small group of people from those already involved 
  with the child that meet regularly to think how best 
  to support the child.

 - Working from a trusted venue.  

 - The importance of building relationships with clients 
  to understand their situation and responses.

 - That case workers need to learn how to consult 
  instead of taking the position “We will decide”. 

 - Shared leadership is an important goal. 

 - Keeping Indigenous services in the loop which some 
  workers do.

 - An awareness that working on relationships with 
  Aboriginal children can take time and is more likely 
  to happen when the worker is Aboriginal.

• There was re� ection on what response was needed to 
 address these concerns. For example, one purpose of 
 the research circle could be to use research to in� uence 
 the system and policy, such as gathering data on this 
 as a research issue and drafting a methodology for a 
 study to collect the information in a more systematised 
 form.

Second yarning circle meeting:
The group decided that an important focus for the 
yarning circle’s work would be to know more about 
models that operate within the current system. The 
discussion centred on addressing two questions:

What do we want to look at?

• The relationships between parts of the system.

• Legislation and how it impacts including understanding 
 the concepts that are informing the legislation; e.g. 
 best interests framework.

• Exploring the Indigenous model which is a holistic one 
 and how it could be applied to all systems.

• Concepts that promote self-determination; e.g. 
 stability as well as barriers.

• How to build on the good models that are operating; 
 e.g. Bruce Perry’s trauma model.

What are we already doing?

• Information was provided about the range of initiatives 
 and programs currently operating that are examples 
 of good practice and have developed culturally 
 sensitive assessment frameworks; for example, 
 Respectful Partnerships, Yarning up on Trauma, 
 AIATSIS Project, Education within Take Two regarding 
 the Practice Framework, Designing training regarding 
 Cultural Planning/Best interest (VACCA & DHS), 
 the Aboriginal Research Of� cer position funded for 12 
 months within Take Two to help better understand the 
 social and emotional wellbeing of Indigenous clients, 
 the Cooperative Research Council for Aboriginal Health 
 (CRCAH), the Innovations Project between VACCA and  
 MacKillop, Social Inclusion work (VACCA/MacKillop) 
 and other partnerships with communities and 
 cooperatives.

• The Take Two Aboriginal team presented an update on 
 the work they were doing to develop a � exible practice 
 model including the ATSI Assessment Tool.

Third yarning circle meeting:
This meeting continued with the themes from the second 
meeting of addressing culturally sensitive assessment 
frameworks. It was also agreed that the meeting would 
meet one of the objectives of the AIATSIS project 
and work as a focus group to discuss measures used 
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to assess change in Aboriginal children’s social and 
emotional wellbeing.

The Take Two ATSI Assessment Tool developed by 
the Take Two Aboriginal team to assist non-Aboriginal 
clinicians was presented by the Manager for Aboriginal 
Services Development (Shaun Coade). Other culturally 
appropriate outcome measures were presented and 
discussed. Presentations were also made about the 
SDQs and the Social Network Maps. In particular, 
discussions occurred regarding possible adaptations to 
the Social Network Map to include a question regarding 
culture.  

Fourth yarning circle meeting:
The fourth meeting was the largest meeting with 16 
people present, most of whom had not previously 
attended, including a number of researchers in other 
areas. This meeting discussed updates from those 
present about their current Aboriginal-related research 
and project activities.

Another area of discussion was research issues with 
Aboriginal children. The following issues were identi� ed 
as critical for further discussion:

• The fact that Indigenous people are over-researched. 

• That people in the dominant culture do not understand 
 the meaning of culture.

• How can we support and encourage Aboriginal 
 researchers?

• The importance of compensating people for their 
 participation in research.

• The language people use is pivotal in research.

• How we record the voices of participants is critical.

• To enable people to see their voices in research, own 
 it and use it.

• ‘How do we demonstrate to the system that the 
 Aboriginal voice needs to be heard?’ 

• The value of sharing resources within the yarning 
 circle.

• Asking members for feedback about speci� c projects 
 and research design.

• The option of this yarning circle developing a piece of 
 research.

• The importance of community consultation prior to 
 research being done in communities.

12.3.3 Summary of research circles
The three research circles were different in their 
con� gurations, membership, processes and content. 
This was expected as the research circle aimed to 
be responsive to the local context. In this aspect the 
research circles were successful. They also demonstrate 
the multiplicity of issues which are confronting the 
task environment of Take Two and child protection. 
A common component of the research circles was 
the dissemination of research � ndings from Take Two 
and Take Two conveying up-to-date � ndings from the 
literature. Another common feature was the use of 
practice examples by members of the research circles 
to illustrate issues and � ndings. The research circles 
provided a time for re� ection and focus on learning 
and at the same time allowed for vigorous discussion 

and debate. Each research circle meeting created a 
space for new learning and sharing of knowledge and 
experience. The research circles have demonstrated 
that this approach is a successful approach in engaging 
participants in new knowledge and giving them the 
opportunity to apply this to their practice situations.

12.4 Perspectives of the partner 
organisations
It was considered opportune for this evaluation to ask 
representatives from the � ve partner organisations 
for their re� ections on Take Two, its development and 
its impact on the client group and the broader service 
system. All � ve partners provided written responses 
to a survey they received by email. Rather than 
being independent, their perspectives re� ect � ve key 
stakeholders to the goals and ambitions of the Take 
Two program. They also re� ected their constituencies, 
such as mental health, training, research, Aboriginal 
children and the community sector. In analysing their 
responses, a number of direct quotes have been used 
as they speak for themselves. Three representatives of 
the partner organisations were involved from the outset 
of Take Two and two joined the process in subsequent 
years. This is re� ected in some of their responses. 

Overall, the comments and re� ections of the partners 
were very positive, constructive and af� rming. They also 
re� ected the commitment of the partners to ensuring 
Take Two provides a quality service to the children 
and the system. There were three questions relating 
to early expectations for the Take Two program and 
whether or not Take Two met these expectations. Of the 
four partners who responded to the question regarding 
whether Take Two provides the type of service initially 
envisioned, two commented that it had surpassed or 
exceeded expectations, one commented that it had met 
expectations and the fourth commented that it was not 
possible for any service to ful� l the therapeutic needs of 
all child protection clients.

I think the way Take Two currently functions has 
surpassed my expectations. I was always con� dent 
about the individual therapeutic intervention, but did 
not expect the range and diversity of impact on the 
wider systems.

What we developed was what we needed at the 
time. We are learning a lot more about therapeutic 
responses and it should just be about a certain point 
of time.

In response to the question regarding whether or not 
Take Two is achieving outcomes for children that the 
partners had hoped for, all partners made positive 
comments.  Examples of their comments included the 
positive feedback from DHS at a central and regional 
level, as well as from CSOs and the therapeutic 
responses to children who have historically not received 
therapy. Take Two’s impact on the service system was 
commented on by all partners.

There is evidence that Take Two is achieving 
outcomes for individual children and families and for 
the service sector. The impact on the service sector 
is I believe incredibly strong even though it is dif� cult 
to measure.

I am not sure that Take Two as an organisation really 
appreciates the depth of knowledge the program is 
developing.
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As it relates to Aboriginal clients of the Take Two 
program it is highlighting the importance of therapeutic 
and skilled interventions in the Aboriginal community 
and it has created a collaborative approach between 
child welfare and the therapeutic services that Take 
Two offers.

While the individual client outcomes have been 
impressive in terms of therapeutic interventions for 
extreme behaviours and mood states, I think even 
more impressive has been the focus on system 
change at all levels for the client 

The third question relating to expectations of their 
experiences as partners indicated a very positive 
experience from the partners’ perspectives. Some 
noted that it was different to their expectations, such 
as the greater impact of the knowledge regarding 
trauma on their own organisation and the greater level 
of involvement of their organisation. One noted she 
had no prior expectations. Two of the partners spoke 
of the value of co-location (Mindful with the practice 
development and training team and La Trobe University 
with the research team). They noted that the greater 
the degree of co-location the more opportunities 
there were for strengthening the relationships and the 
commensurate gains for Take Two and the partner. 
Pragmatic and collaboration opportunities such as 
improved accommodation, frequency of meetings, 
shared training and co-working on projects were noted. 
One partner noted the importance of viewing the overall 
partnership as a strength in itself, not just focusing on 
each individual partner’s relationship with Take Two. The 
role of the consortium was considered of ‘tremendous 
value’.

One question asked whether Take Two was meeting the 
objective of providing a high quality clinical service. All 
respondents con� rmed that Take Two was meeting this 
objective and used examples of training, research, ACHS 
certi� cation, publications and conference presentations.

I think that Take Two is providing a high quality 
clinical service for children who experience trauma 
and neglect. Clinicians have been provided with 
excellent training opportunities involving some of the 
world experts in this area, this has created a highly 
skilled workforce.

The dif� culty for Take Two remains one of limited 
resources and huge unmet need. Of necessity this 
therefore means seeing the children with the greatest 
needs [and greatest disturbance] and not having the 
capacity to intervene earlier with other vulnerable 
children.

Trauma is not episodic, it is entrenched. Within their 
capacity to do what they can do with limited resources 
Take Two have done very well in providing a high 
quality clinical service to children who experience 
trauma and neglect. They have tried to go beyond 
just token healing. They have undertaken research 
and they have tested the water with new things.

In terms of the question regarding whether Take Two 
meets the objective of contributing to the service 
system, all partners strongly endorsed that this was 
occurring, most of whom had commented on this in 
earlier questions.

The work of Take Two contributes to improvements in 
the service system on a number of levels. At a primary 

level this is around the work with individual clients 
and the system around them. This effect is further 
ampli� ed by directly working with the system in a 
secondary consultation capacity and through training 
opportunities. And more broadly disseminating the 
� ndings from the research and evaluation activities 
and contributing to the ongoing discourse around 
understanding and/’best practice’ in the care of 
vulnerable children. I think Take Two have made a 
huge contribution in this area.

In response to the question regarding training and 
practice development, it was noted that the invitations 
for Take Two to provide training is evidence of how 
well the service is regarded. It was also acknowledged 
that there was a strong link between research and 
training. In relation to research speci� cally, a comment 
was made that the focus on being comprehensive 
sometimes led to delayed productions of reports. 
Another partner commented on the need to develop 
longer term outcomes, such as when children move 
into adulthood; and the bene� t of evaluating if changes 
have been generalised across the system. In general, 
comments about the research functions and outcomes 
were very positive.

Having had quarantined funding for research and 
evaluation from the outset and therefore dedicated 
resources has been critical to the success of the 
research activities.

Take Two’s strength is their capacity to undertake 
very good research. They inform the sector and 
inform the learnings, collect very good evidence and 
put the evidence out there for the sector. It has been 
a strength of the program.

The partners were asked about any lessons regarding 
the implementation and/or ongoing function of Take 
Two as a partner organisation. 

It’s been a real pleasure working with the partners over 
the past 5 years and I have very much appreciated 
their goodwill, expertise and commitment to Take 
Two. 

This is a fantastic concept and it is making a difference 
for children however we are still identifying what 
is making the difference. . . Each member of the 
consortium has different stakeholders and more work 
needs to be done in exploring how this in� uences 
their engagement with Take Two to ensure that the 
maximum value of the partnership is available to 
Take Two and the consortium member.

The Department underestimated the Aboriginal 
component of Take Two when implementing it. 
Take Two did not get appropriately funded to do the 
Aboriginal component and did not get funded to do 
cultural speci� c work. They have done it of their own 
accord and should get special acknowledgement for 
this.

Examples where Take Two could do things differently in 
terms of clinical and systems work included more group 
work; more engagement with parents; more work with 
infants; more secondary consultations; more integration 
with CAMHS; more work with schools, such as in 
relation to children who are not attending school; more 
identi� cation of what actually happens in ‘the black box’ 
of therapy; earlier intervention with children; the value 
of a focus of the Aboriginal team with non-Aboriginal 
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services; further development of the research strategy; 
and the need to review access to specialist assessments, 
such as speech and language and neuropsychology. It 
was also considered useful to evaluate any impediments 
to Take Two’s therapeutic work, such as inconsistent 
case management, placement breakdown, carers’ lack 
of co-operation to try new ideas, con� icts within the 
service system and residential staf� ng rosters.

One of the partners made speci� c reference to the 
critical role of the Director of Take Two, including 
his knowledge, skills and ability to build strong and 
respectful relationships.

A � nal comment from one of the partners that re� ected 
the degree of optimism and positive regard for the 
program is as follows:

It’s been a joy watching Take Two grow from strength 
to strength. May it long continue!

12.5 Summary
This chapter presented data from four groups of 
stakeholders in the service system through focus 
groups, research circles and a survey. Child protection 
is a major stakeholder and the overwhelmingly 
positive feedback demonstrates that this area of 
the task environment is meeting expectations. The 
major concerns were about the capacity of Take Two 
to meet the need for service of all clients who would 

bene� t. The feedback from CSO representatives was 
also positive but the low participation in these groups 
makes the feedback dif� cult to generalise. However, 
those attending expressed satisfaction with Take Two 
and the service was identi� ed as provided a much 
needed service and adding to knowledge about working 
effectively with vulnerable children and young people. 
The concern raised was the referral process to Take Two 
from the CSO perspective.

The research circles have provided a signi� cant link 
with the service and research sector and have given a 
voice to stakeholders in identifying issues for discussion 
which are immediately relevant to them. The research 
circles recognise that knowledge of working effectively 
with this client group is spread across the community 
and hence provided the opportunity for Take Two to 
disseminate learning and to test this new knowledge 
with service providers and practitioners. The yarning 
circle is an important activity in ensuring along with 
the work of Take Two Aboriginal clinicians that existing 
knowledge in the Aboriginal community is included in 
the work of Take Two and a forum is provided to develop 
new knowledge in a culturally appropriate framework.  

Finally, the perspectives of the � ve partner organisations 
who are responsible for the governance and planning for 
Take Two were surveyed. Their comments demonstrated 
not only the high value they placed on the Take Two 
program but their hopes and expectations for the future.
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Chapter 13: Program 
Effectiveness 

13.1 Overview
There are a number of evaluation or quality frameworks 
that provide a useful lens to benchmark the level of 
program effectiveness for the Take Two program. This 
chapter explores three such external frameworks, one 
is devised by Kettner and colleagues (1999) on program 
effectiveness, the second is a cultural competence 
framework developed by VACCA and the third is the 
ACHS quality assurance and improvement framework. 

13.2 Program effectiveness framework
Kettner and colleagues’ (1999) framework poses 
37 questions about 8 different elements of program 
effectiveness; namely, de� ning the program, problem 
analysis, needs assessment, establishing a strategy and 
establishing objectives, program design, management 
information system, budgeting, and program evaluation. 
This is not an exhaustive list, but more than a beginning. 

This framework is used to inform conclusions regarding 
the level of effectiveness of Take Two. Kettner and 
colleagues recommend that each area is calculated in 
terms of proportion of Yes responses, to indicate where 
further activity is required, as is shown at the base of 
each of the following tables from Tables 64 to 71. 

13.2.1 De� ning the program
As indicated in Table 64, Take Two is a well-de� ned, 
distinct program within Berry Street with its own staff 
group and other resources. It is particularly important 
given the complex partnership structure governing the 
program. Anecdotally, there has been some confusion 
regarding whether Take Two is a program of Berry 
Street or a separate entity. Take Two is both one of a 
number of Berry Street programs, and also more than 
a Berry Street program, due to the role of the other 
partner organisations. 

13.2.2 Analysis of problems
The clarity of problems Take Two was designed to address 
were well articulated in the originating documents, such 
as the DHS tender document (Department of Human 
Services, 2002c) and the successful submission (Berry 

Table 64. 
De� ning the Program — An Element of Program Effectiveness According to Kettner and Colleagues 
(1999) 

Questions relating to de� ning the program Yes/No Take Two’s response

1. Does the agency provide for clients a number of clearly 
    de� ned and distinct programs? Yes Take Two is a clearly de� ned and distinct program 

within Berry Street (in partnership with others)

2. If the agency does have separate programs, can there 
    be identi� cation of staff and resources allocated to each 
    program?

Yes Take Two has designated staff and resources 
allocated to it

            2/2

Table 65. 
Analysis of the problems — An Element of Program Effectiveness According to Kettner and Colleagues 
(1999)

Questions relating to analysis of the problems Yes/No Take Two’s response

3. Can the problems Take Two is intended to address be 
    identi� ed? Yes

Severe emotional and behavioural dif� culties 
experienced or likely to be experienced by children 
who have suffered abuse and neglect

4. Can the target population Take Two is intended to serve 
    be de� ned? Yes Substantiated child protection clients from 

0 to 17 years

5. Can the geographic boundaries for the population served 
    by Take Two be identi� ed? Yes State of Victoria, Australia across all 8 regions

6. If necessary, could a reasonably accurate estimate 
    (based on reliable documentation) of the number of 
    people within these boundaries who � t the description in 
    Q3 & 4 be provided?

Yes
Q.3 is open to interpretation, but there is some 
capacity to estimate through documentation. 
Q.4 data are readily available

7. Can the data sources for above be identi� ed? Yes DHS data systems; e.g. CRIS

8. Can commonly agreed-on understandings among 
    staff who work in Take Two about the primary or most 
    common causes of this problem and about cause and 
    effect relationships be de� ned? Is it possible to get at 
    least 75% agreement? Yes

All staff would agree that the primary cause for 
most children’s emotional and behavioural dif� culties 
referred to Take Two is due to their experiences of 
trauma and deprivation through abuse and neglect. 
It is commonly understood that other factors can 
also in� uence these dif� culties, such as other 
developmental and health problems and other 
adverse experiences

            6/6
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Street Victoria et al., 2003). The primary causes for the 
problems experienced by the children were also well 
documented (e.g. Flanagan et al., 2001; Morton et al., 
1999; Success Works, 2001). These and other reports 
demonstrate that a thorough and well-established 
analysis of the problems, as shown in Table 65, began 
with the work undertaken directly by or sponsored by 
DHS. Take Two has been able to bene� t from and build 
on this strong foundation. 

The main area open to more analysis of the problems 
in the future would be to devise a methodology in 
partnership with DHS to estimate the proportion 
of children in the child protection population who 
demonstrate these problems. As the Take Two client 
group includes those who could potentially demonstrate 
emotional and behavioural problems, it is understood 
that this aspect could apply to all substantiated child 
protection cases. The question therefore is to develop 
a methodology to count those who already present 
with these dif� culties, a proportion of which are then 
referred to Take Two. This would also enable valuable 
research questions regarding comparisons between 
those children referred to Take Two and those who are 
referred elsewhere or receive no therapeutic service.

13.2.3 Needs assessment
Needs assessment is the area most underdone as 
seen in Table 66. An assessment of the needs for 
such a service to exist is re� ected in Table 65 and was 
undertaken primarily by DHS prior to the establishment 
of Take Two. 

The HCA document is the main referral document for 
Take Two and informs categorisation of need. The HCA 
is not suf� cient on its own as it is open to interpretation, 
as reported in Chapter 2, but is a useful foundation. 
The use of standardised clinical outcome measures 
at time of initial assessment also provides a valuable 
description of the range of needs of the children and 
the capacity to compare these needs or dif� culties with 
normative and other clinical populations. 

Table 66 re� ects some outstanding areas to be 
explored as part of the program design and research 
methodology. In particular, developing means to gather 
children’s perceptions of their own needs is a crucial 
step in the program’s development. This currently 
occurs on a case by case basis but is not undertaken in 
a systematic or documented way. The implementation 
of some form of goal measurement will facilitate Take 
Two’s ability to more overtly seek, incorporate and 
document the children’s and others’ perspectives 
regarding the children’s needs to inform therapeutic 
intervention. However, another aspect of obtaining the 
children’s perspective is to seek their views regarding 
the overall program and its responsiveness to their 
needs in general. Plans are underway to offer exit 
interviews with children and others at the time of 
closure which will be a major addition to the research 
design. It does not, however, respond to this issue of 
the children’s perception of their needs at the outset of 
the therapeutic intervention. 

Table 66. 
Needs Assessment — An Element of Program Effectiveness According to Kettner and Colleagues (1999)

Questions relating to assessing the needs Yes/No Take Two’s response

9. In terms of problems identi� ed in Q. 3 is there 
    agreement among clinical staff about the major, 
    predominant categories of needs of clients who present 
    with these problems?

Yes
The HCA categorises degrees of severity of 
emotional, behavioural and other dif� culties at time 
of referral

10. Are there any standards used to establish normative 
      need? Yes

The SDQ, TSCC and TSCYC provide comparison 
relating to emotional and behavioural dif� culties 
compared to normative populations. These are used 
at time of initial assessment, as well as at review 
and closure

11. Can the clients’ perception of their needs be de� ned? Not yet
Introduction of more formal goal setting and 
measures will include clients and others’ perception 
of their needs

12. Of those who seek services from Take Two, can the 
      percentage of those who are served be determined? Not yet

This would require collecting data regarding potential 
referrals (presumably by DHS) and has been a 
subject of discussion in some regions

13. Is it known how the volume of services provided by 
      Take Two compares with the volume of similar services 
      provided in other communities, in terms of percentage      
      of those in need being served?

Not yet
It is possible that comparisons with Evolve 
(Queensland) or other services could be developed 
over time

14. In relation to needs identi� ed in Q. 9 & 11, is it known 
      approximately how many people within the 
      geographical boundaries have these needs?

No

A potential method in the future would be to ask 
DHS to complete a number of HCAs on a sample of 
children not referred to Take Two. Other methods of 
gathering this type of data would also be explored

15. Is it known in what census tracts or postcodes, the 
      highest levels of need are located? No

There is analysis available about health and wellbeing 
indicators according to post codes, but this is not 
possible to extrapolate to Take Two at this stage

            2/7
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One of the complexities to be considered is the need to 
genuinely seek children’s input in a meaningful, non-
distressing, empowering way that is not tokenistic. This 
entails asking questions that can be reasonably asked 
of children about a complex area such as trauma and 
therapy. For example, it can be valuable to ask children 
about their needs and their views of what is helpful 
and not helpful in their interactions with workers. It is 
not considered appropriate to ask them what sort of 
therapeutic intervention would best address long-term 
trauma.

Future areas of research indicated in Table 67 include 
exploring the possibility of gathering data regarding 
potential referrals to Take Two that do not proceed as a 
useful comparison group. Research with other naturally 
forming comparison groups would also be valuable. For 
example, preliminary discussions have occurred with 
a similar therapeutic service in Queensland (Evolve) 
regarding possible joint research projects.

Table 67. 
Selecting a Strategy and Establishing Objectives — An Element of Program Effectiveness According to 
Kettner and Colleagues (1999)

Questions relating to selecting a strategy and 
establishing objectives Yes/No Take Two’s response

16. Can the underlying assumptions about the client 
      population and the expected effects of Take Two in the 
      form of a series of ‘if... then’ statements be clari� ed?

Yes
This is a complex task that has been underway 
as part of the ongoing development of the 
practice framework

17. Can the following be identi� ed:
      • An independent variable (services provided) Partial

The evaluation has been able to identify the amount 
of time spent in working with the children and others 
in various combinations, including location of service. 
It is not yet able to identify speci� c types and modes 
of therapeutic interventions used in each session

      • A dependent variable (expected ultimate or long-term 
         results of service) Yes

The expected outcomes are well documented in the 
outcomes framework (see Chapter 2). The outcome 
measures at time of closure are the means of 
determining whether these have been met

      • An intervening variable (intermediate or short-term 
         results of services) Yes There are results of outcome measures at times 

of review

18. Looking at the way client need is assessed:
      • Is the assessment quanti� ed? Yes

The use of standardised measures (e.g. SDQ, TSCC, 
TSCYC) as well as the template for assessments. 
Other measures such as BITSEA, Ages and Stages 
Questionnaire and HoNOSCA are in process of being 
implemented as well

      • Does it permit categorisation and comparison of 
         clients at intake by type and severity of problem? Yes There are results of outcome measures at times 

of review

19. Does Take Two have written objectives that specify 
      expected outcomes for clients? Yes

The objectives and outcomes of Take Two are well 
documented in the Take Two practice framework 
(Downey, 2004) and the outcomes framework 
(see Chapter 2)

20. Is there evidence that Take Two staff attempt to move 
      clients toward these outcomes? Yes

The use of outcome measures and clinicians’ 
surveys indicates attempts to move towards positive 
outcomes. Increased use of measures at assessment, 
review and closure and other new approaches, such 
as formalised goal setting, will increase this further

            7.5/8

13.2.4 Strategy and objectives of therapeutic 
intervention
One of the most challenging aspects of Take Two’s 
program design is to develop a coherent framework 
that guides practice towards achieving client outcomes. 
Although a substantial amount of work has occurred as 
seen in Table 68, there is much to be done. The aim is 
not to end up with a manualised approach that dictates 
which intervention should be used in what set of 
circumstances, but to guide the choices of intervention 
based on well-founded research and program logic. 
Chapter 2, Figure 3 provides an example of the link 
between underlying assumptions of the causes of the 

problem, the interventions (independent variable) 
and the expected outcomes (dependent variable). 
Chapter 6, Figure 28 portrays these links to choices of 
therapeutic interventions from a range of examples. 

13.2.5 Program design
Table 68 portrays different aspects of the program 
design of Take Two. The use of documents such as 
the HCA and outcome measures has been a valuable 
element in the program design of Take Two. The 
emphasis on gathering information about the child’s 
history and current presentation is consistent with 
the Best Interests Case Practice Model (Department 
of Human Services, 2008c). The drive to identify 



 Frederico, Jackson, & Black (2010) “More than Words” – Take Two Third Evaluation Report, La Trobe University, Bundoora, Australia170

Table 68. 
Program Design — An Element of Program Effectiveness According to Kettner and Colleagues (1999)

Questions relating to design of the program Yes/No Take Two’s response

21. Does Take Two have identi� ed problem or need 
      categories that can be checked off at intake and used 
      to help in understanding client needs in the aggregate?

Yes
Through the use of the HCA and the standardised 
and non-standardised measures, including the SDQ, 
TSCC, TSCYC and Social Network Maps

22. Does Take Two have some method for quantifying or 
      scaling severity of problems? Yes Through the HCA and the standardised and 

non-standardised measures

23. Does Take Two collect quanti� ed data on the following:
      • Client demographics Yes Through the CYPP and HCA

      • Client social history data Yes Through the CYPP and HCA

      • Client problem type and severity Yes Through the HCA and standardised and 
non-standardised measures

24. Does Take Two itemise service tasks for each service 
provided and record the amount of time or volume of each 
task provided for each client?

Yes Through weekly activity logs completed by 
Take Two clinicians

25. Does Take Two specify acceptable service methods for 
      each type of service? Partial

The practice framework has been in the process 
of developing greater clarity; however, the evidence-
base is currently insuf� cient to dictate speci� c 
methods. The suite of acceptable measures possible 
have been speci� ed, such as individual client work, 
dyadic work with child and parent/carer, child-
focused work with parent/carer and family therapy

26. Does Take Two have some way of identifying those who 
      complete the program and those who drop out, so that 
      some analysis of these different populations can occur?

Yes
Through checklists completed at time of closure and 
entered on to data-base. These checklists will be 
implemented as part of the T2-CIS project

27. Does Take Two quantify and measure results with 
      clients using some sort of pre-post measure? Yes

Through the use of standardised and 
non-standardised measures, including the SDQ, 
TSCC, TSCYC and Social Network Maps

28. Does Take Two follow up with clients and collect data 
      that indicate long-term effects of treatment? Partial

Through follow-up surveys, if clients and other 
stakeholders agree at time of closure. 
Additional methods will be explored, such as 
follow-up interviews

29. Does Take Two have a formally de� ned unit of service 
      that can measure the amount or volume of service 
      provided by Take Two?

Partial

Through the checklist completed at time of closure 
that outlines the focus of service. This is in the 
process of being improved as part of the 
development of the T2-CIS project

30. Does Take Two have written standards to which it 
      adheres that protect the quality of service provided to 
      clients?

Yes

Take Two has adopted the standards outlined in the 
ACHS framework as shown in Appendix One. 
The ACHS process includes internal and external 
audits of practice in relation to these standards

            10.5/12

and adopt a single type of intervention for this work 
is compelling, but mitigated by the understanding 
that no such intervention is suf� ciently founded on 
evidence available. The developing practice framework 

and interlocking approaches, such as the outcomes 
framework and the information management system 
indicate the development of a sophisticated system in 
progress.

13.2.6 Management information system
The Take Two Client Information System (T2-CIS) 
is an ambitious but important aspect of the Take 
Two program design. As indicated in Table 69, in its 
current form the T2-CIS meets certain requirements 
for data collection, management and reporting but is 
insuf� cient. Phase One of the T2-CIS project (described 
in Chapter 3) has been completed and provides a 
secure process of collecting data at time of referral in 

partnership with the DHS CRIS system, such as through 
the HCA and CYPP data which has been analysed in this 
report, primarily in Chapter 4. In addition to completing 
Phase Two and Phase Three of T2-CIS, further work 
regarding the practice framework is also required to 
enable an information system to measure therapeutic 
interventions. Table 70 also indicates that regular data 
reports are an important part of program and evaluation 
design.
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Table 69. 
Management Information System — An Element of Program Effectiveness According to Kettner and 
Colleagues (1999)

Questions relating to the management 
information system Yes/No Take Two’s response

31. Does Take Two have a computerised data collection and 
      data-processing system that is used for client data? Yes

Although Take Two has a computerised client data 
system, it has manual elements and is not fully formed. 
It provides core data but is labour intensive and not yet 
at the level of sophistication required. The development 
of the T2-CIS will resolve these limitations

32. Which of the following data elements does Take Two 
      collect, enter, aggregate, and cross-tabulate to achieve 
      a better understanding of clients and their problems:
      • Client demographics

Yes
Current data collection process collects data in 
conjunction with the CRIS system primarily through 
the HCA and CYPP. This will be further expanded upon 
in T2-CIS so that data can be updated

      • Client social history data Yes
Current data collection process collects data in 
conjunction with the CRIS system primarily through the 
HCA and CYPP. This will be further expanded upon in T2

      • Client problem type Yes
Current data collection process collects data in 
conjunction with the CRIS system primarily through the 
HCA and CYPP. This will be further expanded upon in T2

      • Client problem severity Yes
Current data collection process collects data in 
conjunction with the CRIS system primarily through the 
HCA and CYPP. This will be further expanded upon in T2

      • Staff characteristics No Data are collected via Berry Street HR system, 
but not integrated in client data base

      • Material resources provided to clients N/A Not related to Take Two’s role

      • Service type Yes Current data collection process collects data, but will be 
expanded upon in T2-CIS

      • Service tasks Yes Current data collection process collects data, but will be 
expanded upon in T2-CIS

      • Method of intervention Not Yet This is anticipated to be possible with the implementation 
of T2-CIS

      • Service completion Yes Current data collection process collects data, but will be 
expanded upon in T2-CIS

      • Service quality Yes Current data collection process collects data through 
surveys, but will be expanded upon in T2-CIS

      • Service outcome Yes

Current data collection process collects data, but will 
be expanded upon in T2-CIS. A systemised approach to 
count outcomes for every client is not yet available. 
For those clients where available, usage of outcome 
measures needs to increase

      • Long-term outcome No This will require additional methodology regarding 
follow-up measures

33. Does Take Two produce tables of aggregated data 
      about clients and client services on a regular basis? Yes

Take Two provides monthly and annual data, as well 
as being able to respond to ad hoc requests. The new 
T2-CIS data base will enable a number of the following 
groups to produce their own reports as required.

34. Which of the following groups use the data?
      • Clinical staff No

Although available upon request, clinical staff have 
not directly sought this information, but received it 
via management

      • Supervisors Yes Supervisors receive monthly data

      • Program managers Yes Managers receive monthly data and can receive other 
information as requested

      • Director Yes The Director receives monthly data and can receive other 
information as requested

      • DHS Yes
Take Two sends data to DHS on monthly basis and 
more detailed data on an annual basis or part of 
evaluation report

35. Does Take Two regularly discuss what changes should 
      be made to improve the program based on data 
      produced by the management information system?

Partial This occurs on an annual basis, but could occur 
more frequently

      15.5/20
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Table 70. 
Budget — An Element of Program Effectiveness According to Kettner and Colleagues (1999)

Questions relating to budget Yes/No Take Two’s response

36. Is it possible to calculate the following from the budget 
      data collected?
      • Client demographics

Yes These data are available through the Berry Street’s 
� nancial systems

      • Direct costs Yes These data are available through the Berry Street’s 
� nancial systems

      • Indirect costs Yes These data are available through the Berry Street’s 
� nancial systems

      • Total program costs Yes These data are available through the Berry Street’s 
� nancial systems

      • Cost per unit of service Yes These data can be calculated through combining the 
� nancial system data and the client information data

      • Cost per service completion Yes These data can be calculated through combining the 
� nancial system data and the client information data

      • Cost per client outcome Not yet
A systemised approach to counting outcomes per 
client is not yet available and so this aspect of costs 
is not yet possible

            6/7

13.2.7 Budget
Budget processes are an essential aspect of program 
design and effectiveness but not often articulated in a 
program evaluation. As reported in Table 70, Take Two 

has the bene� t of Berry Street’s � nancial processes and 
systems. The only outstanding area is the link between 
costs and outcomes, which requires more work on 
outcomes before being able to be completed.

13.2.8 Program evaluation
Table 71 is the � nal aspect of Kettner and colleagues’ 
framework and includes other aspects of program 
evaluation. The existence of a research team and the 
program’s focus on evaluation has led to most of these 
elements being achieved. In addition to the need to 
de� ne costs per outcomes, the other outstanding area 
is further exploration of the impact of Take Two on the 
broader social systems.

Overall, using Kettner and colleagues’ (1999) framework, 
this evaluation report has been able to identify 80 
percent of the elements demonstrating an effective 
program. There are however a number of important 
aspects to program effectiveness that Kettner and 
colleagues’ framework does not address. For example, 
the framework includes the use of outcome measures but 
not the results as re� ected through outcome measures. 
Chapters 7 — 11 have outlined the number of positive 
� ndings regarding outcomes for children as represented 
through the clinical outcome measures, stakeholder 
and clinician surveys. These signify that Take Two is 
contributing to important and positive changes in the 
children’s lives, especially with those dif� culties that are 
re� ected in the reason for Take Two’s existence, that 
is a reduction of emotional and behavioural dif� culties. 
Another key aspect of evaluation that is not included in 
this framework is that of cultural competence. This is 
explored in the next section.

13.3 Cultural competence framework
An important aspect of the effectiveness of any 
program working with the child protection population is 
to assess its degree of cultural competence. This should 
begin in the � rst instance with Aboriginal children given 
their high level of over-representation in the system 
and position as Indigenous peoples in Australia. The 
Aboriginal Cultural Competence Framework (VACCA, 
2008) provides a template for assessing the program’s 
journey towards cultural competence. It endorses a 
staged approach to meeting cultural standards, such 
as:

• a holistic understanding of culture and its impact 
 upon individuals, families, professionals and Aboriginal 
 Community Controlled Organisations

• an understanding of dominant culture and its 
 pervasive impact, including acknowledgement that 
 Aboriginal people need to be bi-culturally competent

• an understanding of the need for culturally responsive 
 service provision

• an understanding of the importance of the impact of 
 the past, the impact of disadvantage and discrimination 
 and an appreciation of cultural resilience

• an ability to differentiate between tokenism and deep 
 cultural understanding

• an understanding that Aboriginal cultural competence 
 is a journey, not a destination. (VACCA, 2008, 41)
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Table 71. 
Program Evaluation — An Element of Program Effectiveness According to Kettner and Colleagues (1999)

Questions relating to budget Yes/No Take Two’s response

37. Does Take Two regularly use any of the following 
      approaches in monitoring and evaluating the program?
      • Assessment of the amount of staff time and resources      
         used in direct client services

Yes
This is calculated for the annual reports and in the 
evaluation reports based primarily on the weekly 
activity logs

      • Assessment of costs and ways to reduce them without 
         adversely affecting the service Yes This is undertaken by the Director of Take Two and 

the Finance Team of Berry Street

      • Assessment of the costs of outcomes  and ways to 
         reduce them without adversely affecting the quality of 
         the service

Not Yet
A systemised approach to counting outcomes per 
client is not yet available and so this aspect of costs 
is not yet possible

      • Evaluation of outcomes achieved with clients and 
         ways to improve them Yes

This occurs on a client by client basis and is reported 
in this evaluation. Usage of outcome measures needs 
to increase

      • Assessment of the service provision process and the 
         extent to which it � ts the program design as originally 
         intended

Yes

This occurs currently through weekly activity logs, 
clinician surveys and checklists. It will occur more 
systematically with the development of the T2-CIS 
system

      • Assessment of the contribution made by Take Two 
         to the total community in terms of its impact on the 
         social problem experienced by the community.

Partial

This has been reported on in this evaluation report, 
such as through focus groups, research circles and 
partners comments. However a systematic process 
of regularly collecting this information is not yet 
in place

            4.5/6

This is one of those instances where it is not considered 
appropriate for the non-Aboriginal evaluators to draw 
conclusions regarding the level of cultural competence 
achieved or otherwise by Take Two. What can be noted 
is that cultural awareness, respect and sensitive practice 
are an overt aspect of the Take Two framework, team 
structure, and governance structure in working towards 
this in partnership with the Aboriginal community. 
It is recommended that a process be developed to 
measure Take Two’s ability to meet these standards 
and to develop an action plan to redress any gaps or 
areas of dif� culty. This may occur as part of the agency 
registration process within Berry Street or in addition to 
that process.

13.4 Quality assurance and 
improvement
The Take Two research strategy aligns closely with the 
quality improvement strategy, albeit from different 
perspectives. As described in Chapter 3, the ACHS 
framework provides an overtly external review of Take 
Two’s clinical, support and corporate functions whilst 
benchmarking its performance in relation to other 
health services such as CAMHS. The combination of 
internal review and external audit offers a valuable 
means of incorporating internal and external feedback 
and focusing on quality improvement at a clinical and 
service system level. An external audit of Take Two 
occurred in late 2009 which led to the accreditation of 
Take Two as a health service.

Appendix One outlines the three areas of ACHS 
standards; namely, clinical standards, support 
standards and corporate standards. The ACHS 
accreditation process (along with other quality 
improvement processes as part of agency registration) 

pays attention to all areas, but the focus of this report 
has been primarily on the clinical, followed by support 
standards. A number of these standards and Take 
Two’s performance have already been identi� ed in 
considering program effectiveness using Kettner and 
colleagues’ (1999) framework.

The ACHS clinical standards include a focus on the 
following:

• high quality care, such as attention to assessment 
 systems, working collaboratively with clients and 
 carers, processes of obtaining informed consent, 
 health records, providing coordinated and ongoing 
 therapeutic intervention, clinical review and closure 
 processes;

• ensuring clients and the community have access to 
 the services they need;

• appropriate services are provided to clients and in the 
 most appropriate settings;

• services provided in order to achieve expected 
 outcomes;

• provision of safe care — though most of these 
 standards related more directly to medical services 
 rather than Take Two, such as use of medications and 
 monitoring blood samples; and

• governing body is committed to consumer 
 participation, such as through obtaining clients’, 
 carers’ and others’ input regarding planning, delivery 
 and evaluation of service; clients’ being informed 
 of their rights; and responsiveness to clients from 
 culturally and linguistically diverse communities 
 or with special needs. Although this does not overtly 
 include Indigenous communities, this is a large focus 
 for Take Two. 
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The ACHS support standards include a focus on the 
following:

• a commitment to improving performance and ensuring 
 effective management of corporate and clinical risks;

• effective human resource management supporting 
 quality service provision, competence and satisfying 
 work environment for staff;

• effective information management systems that 
 assist the program to meet its goals;

• a public health promoting role; and

• conducting research to improve the safety and quality 
 of therapeutic intervention.

The ACHS corporate standards include a focus on 
strategic directions of the organisation and safety and 
wellbeing of staff.

Many of the activities undertaken by Take Two towards 
meeting the ACHS standards ensure the appropriate 
documentation and clinical guidelines or protocols are in 
place. In addition, the multiple systems and processes 
involved in clinical work require regular monitoring 
and review. These processes primarily occur through 
supervision, team meetings, care team meetings and 
formal clinical review processes.

Although Take Two is a tertiary service focused on those 
children who are clients of other tertiary services, mainly 

child protection and care services, it has developed its 
role in portraying a public health message regarding 
the impact of abuse and neglect. The more public 
messages have primarily been about the importance of 
understanding traumatised children through the lens of 
child development, attachment and trauma theory such 
as through conference papers, publications and training. 
A major example of this has been the publication and 
training regarding Calmer Classrooms to education staff 
throughout Victoria.

13.5 Summary
Comparing program effectiveness in relation to these 
three frameworks provides important measuring sticks 
on both the evaluation and the program itself. Each of 
these frameworks is an example of measuring different 
aspects of quality, effectiveness and competence. This 
process of comparison has re� ected both the strengths 
of the program and some of the tasks ahead. In this 
chapter we compared Take Two beside a number 
of external benchmarks associated with program 
effectiveness. These have included speci� c frameworks 
measuring program effectiveness, as well as a cultural 
competence framework and a quality assurance 
framework. This chapter has aimed to demonstrate 
the value and the importance of external review and 
audit alongside an internal action research evaluation 
methodology.
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Chapter 14: Conclusion 

“It has been a joy watching Take Two 
grow. . .”
This comment made by a Take Two consortium partner 
re� ects the delight of seeing a program grow from 
concept through to a strong knowledge and skill-
based program which is achieving positive outcomes 
for vulnerable children and contributing to the service 
system. Leading up to the commencement of Take 
Two there was a great deal of frustration regarding 
the insuf� cient availability of therapeutic services and 
limited integration of service supports for these children. 
There remain many challenges to achieving positive 
outcomes for children who have been traumatised due 
to abuse and neglect — indeed some challenges may 
grow in the current economic and social environment. 
In this context, the Every Child Every Chance reforms, 
the Child, Youth and Families Act 2005 and more 
recently the out-of-home care reforms along with the 
development of Take Two and other program initiatives 
have made signi� cant strides into more effectively 
meeting these children’s needs and provide a sound, 
research-informed and child-centred foundation to 
respond to future challenges. 

14.1 Re� ections on � ndings and their 
implications
This evaluation has demonstrated that Take Two has met 
and in some areas exceeded the original expectations 
for the program, as indicated through the achievement 
of the target numbers (inputs and processes), 
delivering agreed upon key deliverables (outputs) and 
achieving positive outcomes for children and the service 
system. Not surprisingly, there have been constraints 
and dilemmas encountered along the way and there is 
considerably more to be achieved.

An overarching feature of the program is respectful 
relationships in its clinical work. A second key feature 
is a relationship-based governance structure and the 
operation of effective partnerships with other services. 
This relationship stance pervades all aspects of 
therapeutic interventions both directly with the children 
and to strengthen their relationships with others. It is 
also a key platform of work with the Aboriginal children, 
families and their communities.

The three evaluation reports portray an increasingly 
detailed exploration of the characteristics and 
experiences of the client group. The � rst evaluation 
report commenced with an in-depth description of the 
client group and highlighted their traumatic experiences 
(Frederico, Jackson, & Black, 2005). Building on this 
description, the second evaluation report presented 
results of the early analysis of outcome trends 
(Frederico, Jackson, & Black, 2006). This third report 
continues this analysis by providing a greater depth of 
study in terms of the characteristics of the children, the 
consequences of abuse, interventions and outcomes 
and points to areas for future research and evaluation. 

14.1.1 Characteristics of the children and their 
experiences
The demographics of the Take Two client group appear 
similar to much of the broader child protection client 
group, with one major exception. In contrast to their 

over-representation in child protection, there is a major 
under-representation of infants and young children 
referred to Take Two. This is of substantial concern for 
the program in terms of reduced healing opportunities 
for this younger age group and due to what it may 
signify about a lack of understanding of the impact of 
trauma or the role of therapy for infants and young 
children. 

This report highlights aspects of the families’ experience 
with the child protection system, such as the parents’ 
own history as child protection clients. Findings 
regarding siblings were also of interest due to the 
dearth of research in this area. For example, results 
show that the children were more likely to have a sibling 
in the child protection system than to live with a sibling. 
They were signi� cantly less likely to live with a sibling 
if placed in residential care, if adolescent, if living in 
Melbourne or if Aboriginal. Moreover, children who did 
not live with their siblings were found to be less likely 
to have a successful reuni� cation with their family. 
Children who had a sibling who was a child protection 
client were more likely to have an extensive protective 
history themselves. 

These � ndings further demonstrate that Take Two clients 
experience fractured and complex family lives. Disrupted 
family relationships and the resultant losses are also 
indicated by the number of children who have parents 
who are deceased or in prison. This report supports 
earlier � ndings of the high proportion of children who 
had experienced unsuccessful reuni� cation with their 
family. It is not known if the Take Two population is 
different from the broader child protection population 
in this regard. The implications of these � ndings include 
the imperative of understanding the children in their 
context as well as understanding their parents and other 
family members’ vulnerabilities in their own right. Take 
Two’ practice framework (Downey, 2004) mandates 
that a family perspective be taken, whether or not the 
child is living with family. The large majority of children 
referred to Take Two were on court orders and in some 
form of out-of-home care, though not all. 

The HCA data provide a mine of information regarding 
the children’s exposure to complex trauma such as the 
multiple types of abuse and neglect experienced by 96 
percent of the client group. When analysing children’s 
experience of maltreatment by age, children younger 
than six years of age were more likely to have been 
exposed to their parent’s psychiatric illness, family 
violence and exposure to con� ictual relationships. 
The younger the children, the more likely they were 
described as exposed to multiple parental risk factors, 
such as a combination of family violence, psychiatric 
illness and substance abuse. This highlights the need 
for support for parents experiencing these situations 
in order to protect the child. Young people 12 years 
and older were more likely to experience emotional 
rejection and blame and were less likely to be described 
as having experienced inadequate care compared to 
younger children. When characteristics by gender were 
explored, girls were more likely to have been described 
as having been sexually abused and boys were more 
likely to have been described as having experienced 
physical abuse. The complexities of the children’s 
experiences of abuse and neglect and the implications 
for practice have been well documented in the earlier 
reports and yet this is a constant that will require 
ongoing attention.
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The HCA data enabled analysis of the range and 
various combinations of emotional, behavioural and 
developmental dif� culties, such as dif� culties associated 
with young people’s involvement in commercial sexual 
exploitation (prostitution). Some associated dif� culties 
were directly linked with commercial sexual exploitation, 
such as risk taking, dangerous to self sexual activity, 
non-violent criminal activity, and repeated sexual harm. 
Other dif� culties were separate but related, such as 
substance abuse, absconding, problems with school 
attendance, minimal friendships, minimal sense of 
belonging, trust or security and minimal sense of the 
future. These dif� culties are likely to be a combination 
of indicators of heightened risk associated with 
commercial sexual exploitation and of the consequences 
of such exploitation. Either way they represent potential 
targets for intervention for all the services to reduce the 
incidence and mitigate the resultant harms.

Other dif� culties noted in the HCA data included poor 
school attendance or school refusal, which was identi� ed 
as a concern for nearly half of the Take Two population, 
most of whom were girls in the compulsory school-age 
range. In the initial assessment, nearly two-thirds of 
the children were diagnosed by Take Two with a mental 
health diagnosis and more than a quarter had two or 
more diagnoses.

Analysis of the SDQ data at baseline found that the 
majority of children were reported in the borderline or 
clinical range in all areas of dif� culty. These dif� culties 
were most commonly reported by carers, followed by 
parents, teachers and the young people themselves. 
These dif� culties were reported for most of the children 
for longer than a year and all respondent types noted 
that the dif� culties impacted on the daily lives of the 
children and others.

The TSCC data demonstrate that clients of Take Two 
scored highly in the clinical range of trauma-related 
symptoms, with nearly half of the children having at 
least one scale in the clinically elevated range, and over 
a quarter with more than one scale in this range. Over 
two-thirds of the younger children had at least one 
TSCYC scale in the clinically elevated range with just 
over half having two or more scales in the clinical range. 
Symptoms of dissociation, anger and depression were 
the most commonly found in the clinical range.

Although analysis of SDQ and HCA data led to a mixture of 
responses requiring further study, some clearer patterns 
emerged when comparing TSCC and TSCYC data with 
HCA data. For example, TSCC and HCA data analysis 
showed that sexual concerns expressed by the children 
were associated with experience of maltreatment other 
than sexual abuse, particularly emotional abuse and 
physical abuse. The TSCYC analysis however showed 
a link between sexual abuse and sexual concern 
symptoms. Another � nding with the TSCC data was 
the link between extreme lack of supervision and the 
children’s depression symptoms. Depression symptoms 
were also associated with physical abuse, sexual abuse 
and emotional abuse. Children’s symptoms of anger 
were associated with emotional abuse, such as chaotic 
family life and aspects of neglect, such as inadequate 
basic care. Exposure to parental psychiatric illnesses 
was associated with anxiety symptoms and some 
sexual concerns for the children. The reverse � ndings in 
terms of some types of maltreatment being signi� cantly 
less likely to be associated with Dissociation — Fantasy 
subscale in the TSCC requires further examination.

In relation to the TSCYC and HCA analysis, patterns 
of association between younger children’s symptoms of 
dissociation were primarily found with developmental 
abuse. Posttraumatic stress symptoms were found with 
some aspects of developmental abuse and physical 
abuse. 

Social Network Map data at baseline found that children 
most commonly described their family members as 
important whether or not they lived with them. Many 
of the children also included those they live with, 
friends and school. These data, however, showed that 
some children had limited social networks including an 
absence of key relationships. 

The implications of these � ndings regarding the range 
of emotional, behavioural and social dif� culties are 
profound for many of these children, especially as 
they are too often compounding. It is these dif� culties 
that commonly lead to the referral to Take Two in the 
� rst instance, rather than their known experience of 
trauma. These and other problems are often the target 
of therapeutic intervention, and yet a direct approach 
to reducing symptoms is unlikely to be effective if the 
symptoms are founded on a history of complex trauma 
and an absence of secure attachments. In those 
situations, the symptoms are often understood as the 
means by which the children try to adapt and survive 
situations they experience as unsafe and uncertain. 
Therefore, safety and predictability must form a 
platform for any other interventions. 

It is important to note, however, that there are a 
range of complex factors that can lead to mental 
health symptoms in children that may be alternative or 
contributory explanations to trauma and attachment. As 
such, a pluralist and open approach to new information 
is always required. The approach by Take Two is based 
on ongoing assessment and supporting the children to 
develop con� dence in a secure base and safe haven 
with their key relationships whilst supporting the key 
relationships to respond in ways that recognise the 
children’s attempts to survive and adapt. Take Two is 
continually endeavouring to help the children and their 
signi� cant others to make sense of their experiences 
as well as working to reduce behavioural and other 
mental health dif� culties. The � ndings regarding the 
prominence of concerns regarding many of the children’s 
lack of sense of belonging, permanence, trust, security 
and future highlight the importance of this approach, 
but also re� ect the challenge that it must be more than 
words. 

14.1.2 Young people in Secure Welfare
Secure Welfare’s role within the child protection and 
care system within Victoria is an important one and 
apparently unique within an international context. 
Take Two’s role within Secure Welfare has been since 
the onset of Take Two, and has continued to develop. 
These data however found a mixture of expected and 
unexpected � ndings in relation to the client group with 
whom Take Two works in Secure Welfare. 

In terms of demographics, the Take Two client group in 
Secure Welfare appears similar to the broader Secure 
Welfare population, such as age, gender and Aboriginal 
identity. One of the major unexpected � ndings was 
that although all Secure Welfare clients must be on 
a Children’s Court (Family Division) order, and many 
had a pattern of child protection involvement, overall 
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they had a less extensive history in the child protection 
system compared with other Take Two clients. This 
was found to be more associated with their older age 
than being in Secure Welfare. In other words, older 
adolescents referred to Take Two were likely to have the 
least extensive child protection history. Despite this less 
extensive involvement with child protection the Take 
Two Secure Welfare clients had on average experienced 
more placement changes than other Take Two clients.

The HCA data showed that young people who were 
clients of Take Two in Secure Welfare commonly 
experienced a pattern of unavailability and inadequate 
parenting with exposure to parental dif� culties, such 
as parental substance abuse and family violence 
that would contribute to a chaotic and unpredictable 
environment. However, although these were commonly 
noted experiences for these young people, they were 
less likely to have been noted than for other Take Two 
clients. Similarly, Take Two Secure Welfare clients 
were less likely to be described as having experienced 
emotional abuse, physical abuse or developmental 
abuse compared to other Take Two clients. Age was 
not a controlling factor for these � ndings. A number 
of hypotheses have been explored, including possible 
links with the � nding regarding their less extensive 
child protection history and this will be the subject for 
further study.

The Take Two clients in Secure Welfare had many 
dif� culties noted in the HCA including those which 
were criteria for their admission into Secure Welfare, 
such as risk taking, absconding, suicide attempts, self 
harm behaviours and substance abuse problems. For 
most of these items the Secure Welfare client group 
were more likely than the other Take Two clients to be 
described as having these problems. The HCA data also 
provided insight into associated problems such as the 
Secure Welfare client group’s lack of trust, belonging, 
future, security or sense of permanence. In some 
areas within the HCA, Secure Welfare client group 
were less likely to be described as having problems, 
such as isolation, problems with peer relationships and 
trauma symptoms. Another means of looking at these 
characteristics was to see if there were any differences 
in the TSCC at baseline. The Take Two Secure Welfare 
client group were more likely to be in the clinical range 
of Sexual Concerns compared to other Take Two clients.

14.1.3 Aboriginal children and Take Two
The over-representation of Aboriginal children referred 
to Take Two is consistent, albeit higher than the over-
representation of Aboriginal children in the broader 
child protection population. Aboriginal clients of Take 
Two were signi� cantly more likely to be female and 
adolescent compared to non-Aboriginal clients. 

Aboriginal children were signi� cantly more likely to have 
been exposed to some forms of abuse and neglect, such 
as inadequate levels of care, chaotic family lifestyles 
and forcing children to witness violence. This is in 
contrast to other examples of abuse and neglect where 
Aboriginal children were signi� cantly less likely to have 
been exposed, such as some aspects of physical abuse, 
exposure to parental psychiatric illness, some forms of 
sexual abuse and unreasonable expectations.

Aboriginal clients of Take Two were signi� cantly more 
likely to be described by referrers as having some 
dif� culties, such as absconding, violent criminal activity, 
some developmental delays, minimal sense of security, 
commercial sexual exploitation, problems with school 
attendance and substance abuse. However, Aboriginal 
children were signi� cantly less likely to show other 
problems, such as insecure attachment, isolation 
and limited trust in others. This may provide insight 
into both patterns of vulnerability and resilience for 
Aboriginal children that should be explored further. 
Aboriginal children were also signi� cantly less likely 
to be diagnosed with a mental health problem by Take 
Two.

The disproportionate representation of Aboriginal 
children in protection and care is linked with the 
responsibilities associated with the political and service 
system’s traumatising actions towards Aboriginal 
children and the community in the past, such as the 
Stolen Generations policies. These historical and present 
indications of vulnerability as a result of past policies and 
practices require a correspondingly careful, respectful 
and culturally informed approach in partnership with the 
Aboriginal community. Good intentions are clearly not 
suf� cient to avoid doing harm. A safeguard, though no 
guarantee, against inadvertently causing further harm 
is working respectfully with the Aboriginal community. 
This is a continual process rather than a � nal destination. 
The two mainstays for Take Two’s efforts in this area 
are the governance and other relationships with VACCA 
as an Aboriginal community controlled organisation in 
Victoria and the recruitment of Aboriginal staff in the 
clinical and research areas within Take Two. 

This report describes different aspects of the therapeutic 
interventions with Aboriginal children, their families 
and their communities by the Aboriginal team. These 
include individual sessions with the children; sessions 
with children and their carers and/or families; and 
discussions with Elders and other community members, 
such as enlisting support for the placement and broader 
training to Aboriginal organisations and communities, 
namely the Yarning up on Trauma approach.

Findings from analysis of the ATSI Assessment Tools 
used with Take Two clients reinforced the importance 
of not making assumptions about different aspects 
of Aboriginal children’s wellbeing. For example, this 
analysis found that Aboriginal children placed with 
immediate or extended family were not necessarily 
placed within their culture and did not all have access 
to cultural information, identity and connections. 
Aboriginal children not placed with Aboriginal carers 
were less likely to receive support from extended 
family or to have knowledge about or connection with 
Aboriginal culture and community. 

14.1.4 Take Two’s therapeutic interventions
The second evaluation report’s theme of giving sorrow 
words was a reference to the importance of making 
sense of the children’s experience of trauma and 
deprivation and the power, both therapeutically and 
politically, of naming their reality. This report’s theme 
of more than words is a reference to the limitations of 
talking. Although therapy was called the ‘talking cure’ 
in the 1800s (Herman, 1992/1997), it needs to be 
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much more, especially for chronically and relationally 
traumatised children. In particular, Take Two’s 
therapeutic intervention is relational — with the child, 
the child’s relationships with others, and with the child’s 
community and service system. Take Two’s work, as 
documented in this report, involves direct therapeutic 
intervention and helping others to provide multiple 
therapeutic moments in the child’s day-to-day life. 

An ongoing challenge for developing the practice 
framework is to determine what should be in the ‘black 
box’ of therapeutic interventions, thereby making it 
more transparent. An ongoing challenge of the research 
and evaluation strategy is to inform this process and 
portray what actually happens in therapy. Therapy can 
be mystifying especially when the program does not rely 
on one or two approaches. The overarching frameworks 
of trauma and attachment theories along with 
developmental and ecological theories are important to 
Take Two’s assessment, engagement and intervention. 
As mentioned earlier, the implications from the results 
regarding the children’s combination of maltreatment 
experiences, along with a combination of emotional, 
behavioural, developmental and social dif� culties across 
a diverse age range and living in diverse placement 
arrangements clearly require a multi-layered, multi-
faceted approach. The developmental lens points to 
understanding such elements as what age was the child 
when the abuse or neglect began, as well as his or her 
current age and development. The ecological lens points 
to understanding not only the child’s multiple contexts 
and relationships but the interactions between each of 
these signi� cant people and systems in his or her life. 
The trauma lens points to many aspects of assessment 
and intervention that is informed by a growing body 
of neurobiological and psychological research regarding 
the multiple consequences for children. The attachment 
lens, increasingly linked with the trauma lens, points 
to the need to begin with the basics — who is going to 
keep me safe, comfort me, make me laugh, teach me, 
help me explore my world, expand my horizons and 
reassure me when things go wrong.

The development of a practice framework which is 
based on these theories is part of the process of Take 
Two to build evidence-informed practice. Knowledge 
in respect of effective interventions for the depth and 
breadth of the experiences and presentations of the 
Take Two client group is not yet considered strong 
enough for evidence-based practice. Nevertheless, the 
action research approach of Take Two is contributing to 
the development of evidence-informed and research-
informed practice in this area. Analysis of the clinicians’ 
perceptions of their engagement with children, carers 
and parents re� ects the importance of this aspect of 
intervention and the factors associated with more or 
less effective engagement, such as characteristics 
of the children, characteristics of their experience in 
protection and care and characteristics of the type of 
Take Two intervention.

The referrers’ desired outcomes for Take Two 
intervention were largely to facilitate changes directly 
for the children, such as enhancing their emotional, 
behavioural, social, cultural, and/or physical wellbeing; 
reducing emotional and behavioural symptoms; and 
supporting recovery from trauma. Other desired 
outcomes related to supporting changes in parents and 
carers, such as strengthening their capacity to meet 
the children’s emotional and developmental needs. 

Regardless of the explicit desired outcomes at time of 
referral there is a clear pattern of needing to do more 
than just reduce the behavioural problems, although 
these are an important part of the focus of intervention. 
The report shows that a major proportion of Take Two’s 
therapeutic work is with the system around the children, 
followed by individual therapy with the children and 
then work with parents and carers about their response 
to the children. Provision of secondary consultation to 
other services regarding children who are not clients of 
Take Two is also seen as important. 

14.1.5 Take Two and outcomes
The Take Two clinical outcomes framework was 
developed to de� ne and identify positive outcomes of 
therapeutic intervention. These outcomes of an effective 
therapeutic service are different though overlapping 
with the outcomes expected from other roles of those 
working with traumatised clients, such as effective case 
management. 

De� ning outcomes relating to the therapeutic role is a 
necessary step to measure such outcomes. Take Two 
has developed a suite of measures that relate to the 
outcome domains including the use of standardised 
psychometric measures, such as the SDQ, TSCC and 
TSCYC; semi-standardised, qualitative measures, such 
as Social Network Maps; stakeholder surveys; and 
clinician surveys. Although this is a sizeable suite of 
measures it is not yet complete. For example, the Take 
Two outcomes framework does not currently include 
measures pertaining to attachment or other aspects of 
the parent-child relationship even though this is a core 
aspect of Take Two’s practice and outcomes framework. 
This is due to the complexity of assessing attachment 
and the inadequacy or high costs associated with 
many attachment measures. This is an area of ongoing 
exploration. The other limitation to the current outcomes 
framework is the emphasis on written questionnaires. 
This is an area of further study to be explored over 
time.

The results of the analysis of outcomes are heartening 
and indicate that Take Two is effective in aspects of its 
therapeutic interventions. Data from the SDQs, TSCC 
and TSCYC show positive outcomes across different 
areas of emotional, behaviour and trauma-related 
symptoms, a number of which were signi� cant.

Analysis of the SDQ data found reductions in the 
proportion of children in the clinical range from the � rst 
to the last SDQs in each scale and total dif� culties scores 
according to all respondent types, although not all were 
signi� cant reductions. In particular, SDQs completed by 
the young people showed signi� cant positive changes in 
conduct problems, hyperactivity, prosocial behaviours 
and total dif� culties scores. Analysis of parents’ SDQs 
found signi� cant reduced total dif� culties scores over 
time. When analysing the mean scores of SDQs over time, 
signi� cant reductions were found in the young person’s 
SDQs on all problem-related scales and improvement 
in the prosocial behaviour scale. Signi� cant reductions 
according to the parents’ SDQs were found for children’s 
conduct problems, hyperactivity and total dif� culties 
scores. Carers’ SDQs reported a signi� cant reduction 
in the mean score of peer problems. The majority of 
all respondent types in the SDQs reported that Take 
Two made the children’s problems better and that the 
service was helpful in other ways.
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Analysis of TSCCs over time found reduction in 
symptoms for all children, with signi� cant reductions 
in anxiety, depression, anger and posttraumatic stress 
symptoms. There was also a reduction in the number 
and percentage of children in the clinical range over 
time on every scale and subscale, although only 
signi� cant in the depression scale. Findings regarding 
younger children from analysis of the TSCYCs was also 
promising showing reductions in all the scales, with a 
signi� cant reduction in the anger/aggression scale.

Although Social Network Maps are not a standardised 
measure, changes over time indicated an increase in the 
percentage of certain relationships, such as an increase 
in family members and friends over time. Although not 
statistically signi� cant, there was also an increase in 
the percentage of people in the lives of these children 
described as being very close. Associations were found 
between the people the children described as very close 
and those who were seen as offering support.

The stakeholder surveys report a high degree of 
satisfaction across all stakeholder groups. The higher 
the degree of satisfaction reported, the higher 
the perceptions of positive outcomes were noted. 
Stakeholder groups varied as to which area they were 
most likely to report the highest degree of satisfaction 
and perception of change. For example, children were 
the most likely to report that they liked the service, that 
they felt included by Take Two and that it was easy to 
access Take Two. Workers, such as child protection and 
CSO workers, were the most likely to note that Take 
Two was understanding. Carers were the highest group 
who noted that Take Two spoke to the children in an 
understanding way. Parents were the highest group to 
agree that Take Two respected the child’s culture. All 
stakeholders agreed that Take Two respected the child’s 
culture for Aboriginal children. Although the majority of 
parents agreed with most of the other questions they 
usually had the lowest percentages of satisfaction. 

Most respondents agreed that the children showed 
positive change in all areas noted in the surveys. The 
highest area of agreement was the children being more 
able to handle daily life. The area with the lowest level 
of agreement (though still nearly two-thirds) was the 
children getting along better with their family. Children 
completing the surveys were usually the respondents 
showing the highest percentage of agreement that 
positive changes had occurred. 

Clinicians’ perceptions of outcomes are also an important 
source of information. The majority of clinicians reported 
positive changes for children in almost every area, 
although they tended to report progress less commonly 
than other stakeholders. 

The implications of the � ndings regarding outcomes 
are encouraging and af� rming of the work of Take Two. 
However, they also point to further work required, 
both in terms of the focus and approach to therapeutic 
intervention and the outcome measures themselves. 
For example, the � ndings point to the need to articulate 
further the therapeutic role with children’s parents. This 
analysis also reinforces the value of incorporating a goal 
measurement process into the outcomes framework 
so that different types of outcomes can be measured 
alongside speci� c targets of intervention (Kiresuk et al., 
1994).

14.1.6 Perceptions in the � eld about Take Two 
overall
As indicated in this report through focus groups, research 
circles and surveys of the partner organisations, Take 
Two is held in high regard and acknowledged to have 
made substantial contributions in the lives of children 
and in the overall � eld. Amongst those who did not 
provide feedback there are likely to be some who may 
not share this view. Nevertheless, this is a very positive 
and af� rming basis upon which to re� ect on the � rst few 
years of the Take Two program. 

Challenges and directions for further program 
development and research were also noted. These 
included the need for an increased capacity to meet the 
high demand for service, including Aboriginal children; 
more work with infants; expanding on Take Two’s 
role in providing secondary consultations; facilitating 
the process for CSOs to refer to Take Two; managing 
and timing the process of case closures; clarifying the 
interface between Take Two and CAMHS; and the need 
for longer term outcomes.

14.2 Integration of practice, research 
and training
There is a growing emphasis internationally and locally 
on evidence-based practice, the de� nition of which 
can be ambiguous. De� nitions range from evidence-
based being restricted to programs relying on scienti� c 
randomised clinical trials (Saunders, Berliner, & 
Hanson, 2003) through to a broader statement that 
it is ‘the conscientious and judicious use of the best 
research or evidence to inform practice...’ (Osmond & 
O’Connor, 2006, 6). A confounding issue is the lack of 
evidence-based practices that have been suf� ciently 
demonstrated to be effective with the breadth and depth 
of characteristics and experiences faced by children, 
such as those described in this report. As such, the 
emphasis within Take Two has been outcome-focused 
through the integration of practice, research and 
training, rather than limiting to one or two evidence-
based practices. This integration includes being informed 
by research and evidence-based studies and ensuring 
that research is informed by practice. The emphasis on 
training illustrates the importance of considering how 
the key messages arising from research and practice 
are disseminated to clinicians and the broader � eld.

The integration of therapeutic practice, research and 
training has been a singular aspect of the funding and 
design of Take Two. It is not simply that they occur 
alongside each other but that they are inextricably 
linked. The discovery, building and dissemination of 
knowledge at the client level through assessment and 
intervention follow a parallel process in the discovery, 
building and dissemination of knowledge at a program 
level and throughout the � eld by research and training. 

This evaluation report has described the development 
of a dynamic program which is � exible in its response 
to therapeutic intervention to vulnerable children. 
This � exibility has been able to occur in part because 
of the emphasis on high quality clinical work; the 
embedded research approach building new knowledge; 
and the integrated training approach facilitating 
ongoing capacity building in the Take Two workforce 
and the broader service system. The evaluation report 
therefore aims to re� ect the knowledge that Take Two is 
accumulating and its drive to learn more and do better.
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The concept of Take Two was predicated on a child-
focused relational approach and the best interests of 
the child. Holding this principle central to its work, 
Take Two has been able to build a knowledge and 
skill base in the provision of services to children 
traumatised by abuse and neglect. ‘More than words’ 
is a catchcry pointing to the centrality of relationships 
in the development of the Take Two program as well 
as in the therapeutic interventions with children and 
those who care for them. The name Take Two itself 
was in part reference to the idea that recovery requires 
relationships. The development of knowledge and 
the therapeutic interventions has been in partnership 
with child protection and the broader service system. 
Analysis of the characteristics of children and the 
interventions highlights the essential nature of a holistic 
and integrated systemic approach.

As stated earlier, this report con� rms the positive 
outcomes for many children referred to Take Two and 
the several components which contribute to these 
outcomes. These components were initially identi� ed 
in the evaluation framework as important areas to 
address. These are the holistic understanding of the 
child which is central to the framework and supported 
by four dimensions: conceptual foundations of the 
program; highly developed and evolving program 
design; multiple levels of assessment and intervention; 
and re� ective practice and action learning including 
integrated and ongoing evaluation. Aspects of the 
framework have been added to these dimensions as 
Take Two has developed and each aspect has been 
addressed in this report.

In addition to the positive outcomes for the children, 
Take Two has demonstrated a positive in� uence on the 
service system through practice, research and training. 
The child protection system and the service system 
have changed considerably since Take Two commenced 
in 2004, most markedly with the implementation of 
new legislation and the associated policies and program 
development. Knowledge and understanding of the 
consequences of abuse and neglect and approaches to 
intervention have also moved ahead exponentially. As 
well as being in� uenced by these changes, Take Two has 
contributed to the policy, program and system changes, 
often in partnerships with others. For example, Take 
Two has achieved a bene� cial in� uence on the system 
through clinical practice such as the introduction of care 
teams and contributing to integrated responses around 
individual children. It has also positively in� uenced the 
system through research, such as the � ndings from 
previous evaluation reports, the analysis of chronic 
neglect and cumulative harm and research regarding 
Aboriginal children’s social and emotional wellbeing. 
In addition to the research publications, the process 
and outputs of the research circles have been a direct 
attempt to strengthen the interface between research 
and practice, with feedback re� ecting that this is being 
achieved. 

Take Two has also achieved a positive in� uence through 
program development such as in its involvement with 
therapeutic residential care and therapeutic foster 
care. Take Two’s role in model development, such as 
the ongoing development of the Take Two conceptual 
framework and the  model for young women who 
are incarcerated have also been examples of positive 
in� uence (Jackson, Dwyer et al., 2009). Finally, Take 
Two’s role in training, conference presentations, 

publications and other means of dissemination led to an 
overt bene� cial impact on the broader service system.

14.3 Future research implications
Research is essentially all about the seeing the world 
in fresh ways, about searching again or re-searching 
the same territory and seeing it in a different light. 
In qualitative research we are particularly interested 
in how others see and experience the world. This 
requires us to be very aware of the lens which we 
bring to the task. (Darlington & Scott, 2002, 20)

This report heralds the next exciting phase of the Take 
Two research strategy. Building on this and the two 
preceding reports, the next phase will delve into further 
detail in some areas whilst expanding its attention to 
others. This next phase will continue to pay attention 
to the inputs, processes, outputs and outcomes of 
Take Two in terms of program effectiveness and aim 
to continue to address methodological limitations. 
However, it will also explore the burgeoning area of 
discovery and exploration in areas that may have wide-
reaching implications for the children and the � eld. To 
achieve this will require constant attention to improving 
the research design and listening to key stakeholders 
including the children themselves.

Strengthening the capacity to deeply listen to the voices 
of children involved with Take Two is a major area of 
further growth and development in the research design. 
It will build on their opinions currently being sought 
through outcome measures and surveys and focus on 
asking their views more directly. Beginning with the 
introduction of exit interviews, other methodologies 
will be developed to provide meaningful, non-tokenistic 
avenues for children to give voice to their opinions 
regarding a range of questions, including what makes 
therapy easier to participate in, what they have found 
welcoming or distancing, and what outcomes are 
important to them…just to name a few.

An area of more detailed research that has already 
begun is improving our understanding and ability to 
assess the social and emotional wellbeing of Aboriginal 
children. This is just one of the elements of the research 
design that is in partnership with VACCA and is driven 
by the imperative to achieve meaningful outcomes for 
Aboriginal children in partnership with the Aboriginal 
community. Another area of research underway is the 
Small Talk project which explores the speech, language 
and hearing needs of young children. This is another 
project partnering with other disciplines/organisations, 
such as the School of Human Communication Sciences 
— La Trobe University, VACCA, Berry Street Northern 
Home-Based Care and the ChildTrauma Academy. An 
area that underpins the Take Two clinical practice as 
well as the research strategy is the implementation of 
further means of ascertaining outcomes for children, 
such as infant measures, the Health of Nation Outcome 
Scales for Children and Adolescents (HoNOSCA) 
(Gowers, Bailey-Rogers, Shore, & Levine, 2000) and 
goal attainment scaling (Kiresuk et al., 1994). 

Expansion of the research circles throughout Victoria 
is another goal for the research strategy. In addition to 
enhancing the action research aspect of the research 
strategy, this will aim to further contribute to the 
broader service system through providing opportunities 
to link research and practice.
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Areas of potential research that derive directly from 
the analysis in this report include gaining further 
understanding of the characteristics of the children, 
their experiences, and the interaction between the 
two. An example is to further explore the children’s 
family relationships, such as their relationships with 
siblings, their experiences of loss and grief such as 
through the death or incarceration of their parents and 
the in� uences leading to reuni� cation being successful 
or unsuccessful. An example of a research-practice 
question for the broader � eld is how to improve chances 
of successful reuni� cation. 

There is opportunity with the current and growing 
data set to undertake more detailed analysis of the 
children’s pathways in the protection and care system 
and in exploring associations between their experiences 
of multiple types of abuse and their presentation of 
emotional, behavioural, social and developmental 
dif� culties. These and other questions identi� ed through 
the evaluation will bene� t from further analysis. For 
example, additional examination is required of the 
instability of placements for children, including children 
under the age of six years and children who have 
experienced permanent care placement breakdown. 
Another example is further statistical analysis to portray 
the common pathways children travel through the 
protection and care system. This can then lead to other 
questions being explored, such as whether particular 
pathways are associated with different types of abuse 
and different types of emotional, behavioural and 
other dif� culties. Further exploration of the patterns of 
maltreatment experiences with children’s presentations 
in clinical measures, such as the SDQ, TSCC, TSCYC 
and Social Network Maps is another important area for 
further research as is the ability to triangulate across 
these measures when more data is available. Further 
qualitative analysis can aid our ability to tell the stories 
and thus supply meaning that underlies these and other 
statistics.

The additional dif� culties confronting Aboriginal children 
are another major area of interest. One area to further 
examine are the differences between what Aboriginal 
children are exposed to and the harms and consequences 
of their experiences in terms of behavioural, emotional 
and social dif� culties. Another and equally important 
area building on some of the � ndings in this report is to 
further explore the sources and signs of resilience for 
Aboriginal children. Associated with these questions is 
that of the appropriate range and style of therapeutic 
interventions with Aboriginal children, families and 
communities and further exploring the impact of such 
initiatives as Yarning up on Trauma.

Although the numbers of children in culturally and 
linguistically diverse cultures in Take Two are few at this 
point of time, exploration of their needs and the work of 
Take Two is a likely area of future research.

One of the major areas of interest that requires more 
attention is what type of therapeutic intervention works 
with which children. The continual process of building 
the program logic between theories and research 
about the client group, their needs, the bases for their 
dif� culties and how different therapeutic interventions 
target these needs and dif� culties is a core aspect of 
both the Take Two research design and the practice 
framework development. The research design requires 
featuring the range of therapeutic interventions and 
developing methodologies that will accurately link 

interventions with outcomes, outside of a randomised 
clinical trial setting. It will also involve exploring more 
about the nature and ef� cacy of engagement with 
children and their signi� cant others in the therapeutic 
process. There are interesting statistical approaches 
that are currently being considered that may assist this 
area of study, such as propensity score analysis (Barth, 
Greeson, Guo, Hurley, & Sisson, 2008).

A particular aspect of therapeutic intervention that is 
worth considering in more detail are the constraints 
involved and strategies available to most effectively 
engage children, young people and their families. 
This would include engaging those who may present 
as resistant and have learnt through experience not to 
trust others. Another important question for intervention 
is to how to tap into children’s intrinsic and extrinsic 
protective factors that build and support resilience. 
This includes deeper understanding of the link between 
cultural identity and connection with resilience.

An area for more detailed and ongoing exploration is 
to continue the data collection and analysis of clinical 
outcome measures and their use for both practice and 
research. This will include comparison across different 
measures and with different aspects of the client 
group, such as with Aboriginal children and children of 
different age groups. Over time it will be possible to 
analyse data regarding infants with the introduction of 
infant measures and it is hoped that attachment related 
measures will also be incorporated into the design. 

Outcomes, along with other means of measuring 
effectiveness of therapeutic interventions, are important 
features of future research and evaluation. This will 
also be predicated on the ongoing development of the 
practice framework that delineates the range and types 
of interventions and the training strategy to ensure 
Take Two clinical staff have the suf� cient knowledge 
and skills to implement these interventions. 

Interventions with the out-of-home care � eld in its 
endeavour to become more therapeutic and a place of 
healing, nurture and recovery for traumatised children 
is a key area requiring further study.  From Take 
Two’s perspective and in collaboration with a number 
of partners this has involved varying combinations of 
model development (e.g. Hurstbridge Farm, Just Care 
in youth justice), a training strategy (e.g. Just Care, 
the Circle Program, RCLDS ‘with care’ strategy) and 
the provision of therapeutic specialists embedded 
within the care settings (e.g. Secure Welfare, Circle 
and therapeutic residential care). Although some of 
these initiatives will be evaluated through a separate 
means, there are broader questions across the different 
settings that are a potential area of focus.

Take Two along with the broader system also has a clear, 
unswerving mandate to do no harm. This report is being 
� nalised at the time of the of� cial national apology by 
the Australian parliament to those people who suffered 
abuse or neglect in institutional or home-based care as 
well as children who were emigrated from countries such 
as England and Malta. This apology to the Forgotten 
Australians and child immigrants on 16th November 
2009 follows on from the national apology to the 
Aboriginal peoples removed due to Stolen Generations 
policies on 13th February 2008. The imperative these 
apologies place on programs such as Take Two and for 
functions such as research as well as service delivery, is 
how to contribute along with other parts of the service 
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system and academe to break these cycles and ensure 
these injustices and abuses to children who are already 
vulnerable do not continue in the future.

It is considered that the coming together of information 
management, research and training under the 
Knowledge Area increases the potential for further 
integration of knowledge building and dissemination. 
The integration of knowledge building and dissemination 
will inform the ongoing development of the conceptual 
and practice framework underlying the clinical work of 
Take Two, such as enhancing the program logic already 
mentioned, as well as the overall development of the 
program. It will also feed into the action research cycle 
that informs not only Take Two, but can contribute 
substantially to therapeutic services in general as 
well as the child protection, out-of-home care, family 
services and education � elds.

A key area of the research strategy within Take Two 
incorporating all the other elements mentioned is the 
further expansion of action research and linking it more 
closely to practice. Stringer (1999) noted that action 
research is particularly helpful when the complexity of 
the identi� ed problems require more than technically 
correct solutions. He argues that workers in � elds 
such as health and welfare are more than technicians 
following standardised procedures and need to be 
creative investigators and problem solvers who are 
inquiring and resourceful practitioners.

Take Two will need to continue to ask questions in 
different ways and of different stakeholders. Some 
of these questions for Take Two and the broader � eld 
include:

• In what way and through what mechanisms does 
 abuse and neglect affect children?

• In what ways can we reduce the incidence of trauma 
 and disrupted attachment and mitigate the impacts?

• In what ways can we create or build on sources of 
 resilience?

• Why do we do the things we do?

• Are we using the evidence available to guide our 
 approach?

• Does it have to be this way?

• How do we know if what we are doing is working?

• What are we learning?

• How do we know if there are other things we could be 
 doing?

• Does what we do work?

• Are we meeting the needs of the children, those who 
 care for them and the broader � eld?

• Is there a way of achieving more with the children, 
 those who care for them and the broader � eld?

The ongoing research strategy alongside and the 
clinical and training strategies will continue to challenge 
and be challenged. Pinkerton (1998, 39) noted that in 
order for research to maximise its impact it relies on six 
principles; namely, to

• have vision

• accept that the only answers are those forged in 
 practice

• assess the possibilities and constraints of the present 
 position

• work collectively

• accept, understand and work the unexpected

• stay un� nished.

14.4 Summary
This conclusion has drawn together many of the themes 
that have arisen throughout this report, such as themes 
regarding the characteristics of the client group, work 
with Aboriginal children, the range of therapeutic 
interventions, outcomes and perceptions of the � eld 
This chapter has aimed to demonstrate the value 
of the internal action research approach using both 
quantitative and qualitative design.

Take Two was formed in part out of a coherent policy 
development characterised by a number of policy 
initiatives, a government commitment and a process 
to engage the community service sector to facilitate 
acceptance of changes to the care and therapeutic 
response of vulnerable children. There have been 
a number of initiatives, such as Child First, Initial 
Health Assessments and therapeutic care which have 
paralleled the development of Take Two. The success 
of Take Two has bene� ted and been bene� ted by these 
and other developments. The integration of these and 
other initiatives is an important aspect of the success of 
the Every Child Every Chance reforms within Victoria. 

Anecdotally, many have noted the privilege of having 
a program such as Take Two that is funded to embed 
clinical practice with research and training and link 
to academe. Indeed, the research team has felt the 
privilege of sharing with Take Two clinicians and all 
those who have participated in the evaluation to join 
this ongoing journey of discovery. This journey has 
been to continuously strive towards the ultimate aim 
of effectively responding to the needs of traumatised 
infants, children and young people for safety, 
sustained relationships, recovery from trauma, positive 
participation in their social world, growth and hope.
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Glossary

Glossary of Acronyms and Terms

Acronym Name Description

ACCO Aboriginal Community Controlled 
Organisation

Organisations that are initiated and operated by the local 
Aboriginal community to deliver holistic, comprehensive, and culturally 
appropriate services to the community which controls it 
(through an Aboriginal Board of Management).  

ACHS Australian Council on Healthcare 
Standards

An independent organisation dedicated to improving the quality of health 
care in Australia. 

ACWA Association of Children’s Welfare 
Agencies

The Association of Children’s Welfare Agencies (ACWA) is the NSW non-
government peak body representing the voice of community organisations 
working with vulnerable children, young people and their families.

AIATSIS Australian Institute of Aboriginal and 
Torres Strait Islander Studies

A national organisation supporting information and research about the 
cultures and lifestyles of Aboriginal and Torres Strait Islander peoples. 

Berry Street An independent community service organisation in Victoria. Berry Street 
provides a diverse range of services for children, families and communities.

CAFWAA Child and Family Welfare Association 
of Australia

CAFWAA is the national peak body for child, adolescent and family 
welfare in Australia.

CAMHS Child and Adolescent Mental Health 
Service

Mental health services for children and adolescents provided by a range of 
hospitals throughout Victoria. Austin CAMHS is run by the Austin Hospital 
in Heidelberg.

CRIS / 
CRISSP

Client Relationship Information 
System

A computerised client information and case management system used by 
Child Protection, Youth Justice and Disability Services. An associated system 
is the CRISSP system, Client Relationship Information System for Service 
Providers, which is used by Community Service Organisations.                                                                                                                               

CSO Community Service Organisation
Victoria has a long history of non-government, not-for-pro� t, community 
based programs providing a range of services including family support, 
out-of-home care and other services. 

CTA ChildTrauma Academy
A not-for-pro� t organisation based in Houston, Texas focused on education, 
service delivery and program consultation in the areas of child 
maltreatment and trauma.

CYPP Child and Young Person Pro� le
A DHS document regarding information about child protection clients. 
A child’s history and current involvement with child protection, placements 
and other demographic information is recorded.

DDP Dyadic Developmental Psychotherapy Attachment-informed therapy developed by Daniel Hughes with children 
and their parents/ carers.

DHS Department of Human Services
A Victorian Government department responsible for providing a range of 
services including Child Protection and for funding other services such as 
out-of-home care and therapeutic services (e.g. Take Two).

DPC Development Psychiatry Course This is a certi� cate course run by Mindful for allied health professionals 
regarding mental health for children and adolescents.

HCA Harm Consequences Assessment A referral document developed speci� cally for the Take Two program.

HoNOSCA Health of Nation Outcomes Scales for 
Children and Adolescents

Based on the Health of the Nation Strategy, HoNOSCA was developed 
for children and adolescents (under the age of 18) in contact with 
mental health services.

La Trobe University
A large university in Victoria that includes the School of Social Work 
and Social Policy within the Division of Allied Health in the Faculty of 
Health Sciences.

MST MultiSystemic Therapy A systemic therapeutic approach developed by Scott Henggeler to young 
people at risk including those with criminal behaviours.

Mindful Centre for Training and Research in Developmental Health provides training 
and research in the child and adolescent mental health � eld. 

NACCHO National Aboriginal Community 
Controlled Health Organisations

National peak body for Aboriginal and Torres Strait Islander community 
controlled health organisations.

NMT Neurosequential Model of Therapeutics Model of therapy for traumatised children developed by 
Dr Bruce Perry through the ChildTrauma Academy.



 Frederico, Jackson, & Black (2010) “More than Words” – Take Two Third Evaluation Report, La Trobe University, Bundoora, Australia188

Appendix One
Glossary of Acronyms and Terms

Acronym Name Description

OCSC Of� ce of the Child Safety Commissioner
The Commissioner provides advice to both the Minister for Community 
Services and the Minister for Children on issues impacting on the lives of 
children, in particular vulnerable children. 

RCLDS Residential Care Learning and 
Development Strategy

A training strategy for residential care in Victoria. RCLDS is funded through 
the Centre of Excellence in Child and Family Welfare. 

SDQ Strengths and Dif� culties Questionnaire A standardised measure on emotional and behavioural strengths and 
dif� culties developed by Robert Goodman (1999).

SPSS Statistical Package for Social Services A package of statistical tools for Windows systems.

TFCBT Trauma Focused Cognitive Behavioural 
Therapy

A time-limited therapeutic approach to assist children who are traumatised 
to form a narrative of their experience and to no longer be traumatised by 
the associated memories.

TSCC Trauma Symptom Checklist for Children
A standardised self-report measure of posttraumatic stress and related 
psychological symptomatology in children aged 8-16 years who have 
experienced traumatic events (Briere, 1996).

TSCYC Trauma Symptom Checklist for Young 
Children

A standardised parent/carer-report of posttraumatic stress and related 
psychological symptomology in children aged 3-12 years who have 
experienced traumatic events (Briere, 2005).

VACCA Victorian Aboriginal Child Care Agency A large Aboriginal community controlled child and family service 
organisation in Victoria. 

WASC-Y Westerman Aboriginal Symptom 
Checklist - Youth

A tool developed by Dr Tracey Westerman in Western Australia to measure 
emotional and behavioural problems for Aboriginal youth.



 Frederico, Jackson, & Black (2010) “More than Words” – Take Two Third Evaluation Report, La Trobe University, Bundoora, Australia 189

Appendix One
Glossary of Acronyms and Terms

Appendix 
Number: Title: Page:

Appendix One ACHS Standards and Examples of Activities Undertaken by Take Two to Meet them as 
Outlined in This Evaluation Report 190-196

Appendix Two Take Two’s Activities in the International Context (2004-2008) 197

Appendix Three Take Two’s Activities in the Australian National Context (2004-2008) 198

Appendix Four Take Two’s Activities in the Victorian State Context (2004-2008) 199

Appendix Five Take Two’s Activities in the Organisational Context of Berry Street (2004-2008) 200

Appendix Six Take Two’s Activities in Program Governance and Management (2004-2008) 200

Appendix Seven Take Two’s Activities in Therapeutic Practice, Research and Program Development 
(2004-2008) 201

Appendix Eight
Number of SDQs Attempted at Different Phases of Take Two Involvement for Cases Open 
Between Jan 2004 – June 2007 by Young People, Parents, Carers, Teachers and Others 
(N=1186 for 358 cases)

202-203

Appendix Nine Number of TSCCs Attempted at Different phases during Take Two Involvement for Clients 
Between January 2004 – June 2007 (N=282 TSCCs for 189 cases) 204

Appendix Ten Number of TSCYCs Attempted at Different Phases during Take Two Involvement Between 
January 2004 – June 2007 (N=181 TSCYCs for 122 cases) 205

Appendix Eleven Number of Social Network Maps Attempted at Different Phases during Take Two 
Involvement for Cases between Jan 2004 – June 2007 (N=145 SNMs for 100 cases) 206

Appendix Twelve Stakeholders Surveys Received by Take Two Team and Type of Stakeholder (2007 & 2008) 
(N=280) 207

Appendix Thirteen Number of Surveys Received per Take Two Client by Phase of Take Two Involvement 
(2007 & 2008) 207

List of Appendices



 Frederico, Jackson, & Black (2010) “More than Words” – Take Two Third Evaluation Report, La Trobe University, Bundoora, Australia190

Appendix One
ACHS Standards and Examples of Activities Undertaken by Take Two to Meet them as Outlined in this 

Evaluation Report

Standard No/Area19 Examples of activities

1.1.1 Clinical - 
Assessment system 
ensures current and 
ongoing needs of the 
client are identi� ed

  • Take Two’s HCA referral document includes demographic information and initial information 
     such as child’s history of abuse and neglect, presentation of dif� culties, and referrer’s desired 
     outcomes. This document has been reviewed and based on feedback and analysis adapted and 
     integrated into DHS computer system to ensure secure system of submitting referrals.

  • Assessment guidelines and documents, such as templates for assessment, review and closure 
     reports. Versions for Secure Welfare and brief assessments (such as for initial Health Assessments) 
     have also been created. These reports have been piloted, reviewed and based on feedback adapted 
     and placed on internal � le system. Process underway to integrate these into T2-CIS.

  • Use of clinical outcome measures at time of assessment, review and closure inform assessment.

  • Diagnosis and formulation guidelines written and disseminated. Process underway for review of 
     guidelines, which are currently on Berry Street intranet. Training program implemented to support 
     diagnosis and formulation.

  • Checklists to be completed by Take Two clinicians at assessment and review have been created, 
     piloted and reviewed. A current version is placed on the internal � le system and the Berry Street 
     intranet. Process underway to integrate these into T2-CIS.

1.1.2. Clinical - Care is 
planned and delivered in 
partnership with the client 
and when relevant, the 
carer, to achieve the best 
possible outcomes

  • Assessment and intervention is founded on a practice framework outlining guiding and practice 
     principles. This framework includes principles focusing on engaging of the children and their 
     signi� cant relationships in the process. It also includes a focus on care teams which enlist the child’s 
     carers and others involved in the child’s life. There is ongoing work to further develop the practice 
     framework.

  • Assessment and intervention is guided by an outcomes framework informed by the practice 
     framework and relevant research and theory.

  • Assessment and intervention plan involves input from the children and their signi� cant relationships.

  • Goal measuring processes that more actively record the involvement of the child, parents, carers; 
     e.g. in goal setting and planning and monitoring this over time are in process of being piloted.

  • Review processes established every 6 months or more frequently, including obtaining the children      
     and others’ perspectives in goals and plans.

  • Feedback received from clients and other stakeholders via surveys at reviews can be used to inform 
     the clinicians regarding their perspectives, when they indicate on the surveys that they give consent 
     for the feedback to be shared.

1.1.3 Clinical - Clients are 
informed of the consent 
process, understand and 
provide consent for their 
health care.

  • Take Two have developed a pamphlet which provides plain language information regarding the 
     program that is given to clients and other stakeholders early in involvement. Clients 14 years or 
     older and clients/guardians are asked to sign a written consent form. Signed forms are placed on 
     client � le. 

  • Given the nature of child protection involvement and that all referrals are orchestrated through child 
     protection, there is implied consent for all clients in this process.

1.1.4 Clinical - Care 
is evaluated by health 
care providers and when 
appropriate with the client 
and carer

  • Review processes established every 6 months or more frequently, including obtaining the children’s 
     and others’ perspectives.

  • Feedback received from clients and other stakeholders via surveys at reviews can be used to inform 
     the clinicians regarding their perspectives, when they indicate on the surveys that they give consent 
     for the feedback to be shared. The data from surveys are entered into Access data base by the Take 
     Two research team.

  • Clients, carers and others complete clinical outcome measures at assessment, review and closure 
     which are also used to review progress as well as for program evaluation.

19 Only those standards relevant to Take Two are listed. For example standards relating to explicit medical practice are not included. Those 
 standards with mauve background are described as mandatory in ACHS.
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Appendix Two
ACHS Standards and Examples of Activities Undertaken by Take Two to Meet them as Outlined in this 

Evaluation Report

Standard No/Area19 Examples of activities

1.1.5 Clinical – Processes 
for discharge / transfer 
address the needs of 
client for ongoing care.

  •  Feedback received from clients and other stakeholders via surveys at closure can be used to inform 
the clinicians regarding their perspectives, when they indicate on the surveys that they give consent 
for the feedback to be shared. The data from surveys are entered into Access data base by the Take 
Two research team.

  • Clients, carers and others complete clinical outcome measures at assessment, review and closure 
     which are also used to review progress as well as for program evaluation.

  •  Checklists to be completed by Take Two clinicians at closure have been created, piloted and 
reviewed. A current version is placed on the internal � le system. Process underway to integrate 
these into T2-CIS.

1.1.6 Clinical – Systems 
for ongoing care of the 
client are coordinated and 
effective.

  • The implementation of care teams in most cases is a major step in coordinating care.

  •  Participation in other collaborative meetings, such as Best Interests Plans, LAC and other meetings 
supports coordinated responses.

  •  Use of clinical outcome measures and surveys at review of cases is a key strategy to monitor 
effectiveness of therapeutic intervention.

1.1.8 Clinical – The 
health record ensures 
comprehensive and 
accurate information is 
recorded and used in care 
delivery

  •  Take Two has a paper and electronic � le record system with standardised formats consistent with 
ACHS standards. This � le format has been updated based on feedback received from staff.

  •  Supervisors are required to regularly review paper � les and sign off on clinical reports before 
dissemination.

  •  Guidelines/protocols regarding � les, casenotes and other documentation have been developed and 
are in the process of being reviewed. This process of review is supported by the clinical advisory 
committee for information management. Current guidelines are on the Berry Street intranet and 
are used to inform the orientation course.

1.2.1 Clinical – The 
community has 
information on, and 
access to, health services 
and care appropriate to its 
needs

  • Take Two has developed and updated a pamphlet about the Take Two program and contact details.

  • General information about the Take Two program is on the Berry Street website.

  •  Take Two has provided information sessions on the adapted referral process to potential referrers 
(child protection and CSOs) in partnership with DHS throughout Victoria in late 2008. Take Two 
is currently in process of developing an information and training package that can be used more 
regularly.

  •  Take Two provides training on the impact of abuse and neglect on children and different approaches 
to responding to the children’s needs for foster care, residential care, schools, child protection, 
youth justice and other services.

1.2.2 Clinical – Access 
and admission to 
the system of care is 
prioritised according to 
clinical need

  •  The prioritisation of referrals to Take Two is made by DHS (child protection) in partnership with 
Take Two.

  •  The HCA provides data at time of prioritisation to inform the decision as to the child’s experience 
of past and present trauma and deprivation and their past and present emotional, behavioural and 
developmental dif� culties. Other information is also provided regarding the referrer’s expected 
outcomes and the child’s history in the protection and care system.

  •  The Take Two stakeholder survey asks stakeholders to what extent the child is able to access the 
service. This provides a means of monitoring this aspect of the program.

  • Take Two provides consultation and liaison regarding potential referrals in every region.

1.3.1 Clinical – Health 
care and services are 
appropriate and delivered 
in the most appropriate 
setting

  •  The appropriateness of the services delivered is monitored through regular clinical supervision 
processes and team meetings.

  •  Clinical staff have access to psychiatric consultation, such as with Dr Neil Coventry (Austin CAMHS) 
and Dr Bruce Perry (ChildTrauma Academy).

  •  A founding principle of Take Two is that the location of intervention is determined by assessment 
of the best means to engage the children and work towards their recovery. This includes outreach 
to the child’s home, placement, school, but also includes use of speci� c therapy rooms at the Take 
Two of� ce.
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Appendix Two
ACHS Standards and Examples of Activities Undertaken by Take Two to Meet them as Outlined in this 

Evaluation Report

Standard No/Area19 Examples of activities

1.4.1 Clinical – Care and 
services are planned, 
developed and delivered 
based on the best 
available evidence and in 
the most effective way

  •  The Take Two practice framework has been informed by an active scan and analysis of local, 
national and international literature.

  •  A number of Take Two staff have attended local, national and international conferences which have 
enabled up-to-date input regarding the latest research and practice.

  •  Take Two staff are required to attend monthly all day training (known as Friday Focus). These 
sessions include regular input from Dr Bruce Perry (ChildTrauma Academy) regarding the 
neurobiology of trauma and attachment, including case consultation. The training days are 
conducted by the practice development and training team and provide an active integration of 
theory, research and practice.

  •  New Take Two staff are required to participate in a four-day orientation program which includes an 
overview of the practice framework and the supporting evidence and research.

  •  Take Two staff are provided with information regarding the latest research and theory through 
email and a monthly newsletter prepared by the knowledge area in Take Two.

  •  Take Two staff have substantial access to external training provided by renowned researchers and 
practitioners, including Dr Bruce Perry, Dr Allan Schore, Dan Hughes, Dr Kim Golding, Associate 
Professor Todd Herrenkohl and Dr Melissa Runyon.

  •  The supervision and team structures support the application of research and evidence-informed 
practice. This is in accordance with the Berry Street supervision policy (available on the Berry 
Street intranet). Berry Street also provides a four-day re� ective supervision training course for 
those with supervisory responsibilities, which includes linking research and practice.

  •  This evaluation report has documented � ndings regarding positive outcomes for children involved 
with Take Two.

1.6.1 Clinical – Input 
is sought from clients, 
carers and the community 
in planning, delivery and 
evaluation of the health 
service

  •  Take Two includes the views of children, carers, parents and others in the assessment process and 
in the development and review of intervention plans.

  •  Take Two sends and analyses surveys seeking feedback regarding satisfaction and perspectives on 
outcomes to children, parents, carers and workers at time of review, closure and follow-up post 
closure. When they give consent, the results of the surveys are shared with the clinical staff.

  •  Take Two uses outcome measures to gather the children, parents, carers, teachers and others’ 
views about their wellbeing.

  •  Take Two actively participates in care teams, Best Interests Planning meetings and other meetings 
that gathers input from all participants, including on the focus of work of Take Two.

  •  Take Two is in the process of developing and piloting a goal attainment process that will more 
formally involve the children, parents, carers and others in the process of determining the goals of 
intervention and how they will be measured.

  •  Take Two is in the process of developing an interview process for clients who have exited the 
program.

1.6.2 Clinical – Clients 
are informed of their 
rights and responsibilities

  •  Children, parents and carers are provided with a pamphlet about the Take Two program along with 
the informed consent form at the time of initial assessment.

  •  Berry Street has provided information sheets regarding clients’ rights and access to complaint 
procedures and other mechanisms to provide feedback.

1.6.3 Clinical – The 
organisation makes 
provision for clients from 
culturally and linguistically 
diverse backgrounds and 
consumers / patients with 
special needs

  •  Berry Street is undergoing a continuous process of working towards cultural competence in relation 
to Aboriginal children. This includes work with VACCA and the role of the Take Two Aboriginal team 
in providing education regarding cultural awareness. This training is now one of four days of the Take 
Two orientation program.

  •  The ATSI Assessment Tool has been created and implemented within Take Two to support culturally 
informed practice. This tool has been updated in 2008 and made more available to all T2 staff. The 
tool was adapted so it can be used to measure improvement in clinician’s knowledge of Aboriginal 
children’s cultural connection.

  •  Take Two has not yet worked with many children from CALD backgrounds. When appropriate Take 
Two has involved interpreter services and other services relating to the child’s culture.

  •  In addition to the special needs identi� ed as part of the children’s experience of abuse and neglect, 
Take Two identi� es other needs through the referral and assessment process. These include whether 
or not the child has an intellectual disability, developmental delay or physical disability. Take Two 
works with other services as required to best respond to these needs.
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Appendix Two
ACHS Standards and Examples of Activities Undertaken by Take Two to Meet them as Outlined in this 

Evaluation Report

Standard No/Area19 Examples of activities

2.1.1 Support – The 
continuous QI system 
demonstrates its 
commitment to improving 
the outcomes of care and 
service

  •  This evaluation report is part of a strategy to analyse outcomes of the service and re� ect on 
implications for practice and service improvement. In particular, a series of internal and external 
meetings are in the process of being planned to actively consider the implications for quality 
improvement within Take Two and implications for the broader system.

  •  Assessment, review and closure checklists have been � nalised and put in PDF version available on 
the Berry Street intranet. Guidelines have been drafted and are being piloted. These checklists will 
be included in Phase 2 of the T2-CIS project. They will enable a greater opportunity to monitor the 
degree to which appropriate outcome measures are used, which will also aim to increase their use.

  •  A project was undertaken to explore whether some or all of the outcome measures can be integrated 
into T2-CIS. This project made a series of recommendations which form part of Phase 3 of T2-CIS.

  •  Training on outcome measures has routinely been conducted for new staff and is now a component 
of the orientation for new staff.

  •  The ongoing Take Two research strategy incorporates consideration of quality issues for service 
delivery.

2.1.2 Support – The 
integrated organisation-
wide risk management 
policy and system ensure 
that clinical and corporate 
risks are identi� ed, 
minimised and managed

  •  Berry Street has implemented an organisation-wide online risk management policy and system, 
referred to as the Electronic Reporting of Incidents and Near-Misses (ERIN) system. This has 
strengthened the ability for all Berry Street staff to identify, notify and respond to potential and 
actual risks identi� ed.

  •  Berry Street staff have received information and training regarding the risk management policy 
and system and information is available via the Berry Street intranet.

  •  Take Two undertakes mental health risk assessments as required and contributes to child protection’s 
assessment of risk of further harm to the children when applicable.

2.1.3 Support – 
Health care incidents, 
complaints and feedback 
are managed to ensure 
improvements to the 
systems of care

  •  The ERIN system includes the capacity to identify, report and respond to critical incidents 
throughout Berry Street.

  •  Berry Street has implemented a complaint and feedback process, including providing information 
about how to provide such feedback.

  •  The Take Two evaluation process of seeking feedback through surveys at times of review and 
closure has been successful in eliciting feedback from a range of stakeholders. Results of this have 
been reported in this and the previous evaluation reports. When consent is given, the results of the 
surveys are also provided directly to the clinical staff.

2.2.1 Support – 
Human resources 
planning supports the 
organisation’s current and 
future ability to address 
needs

  •  Berry Street has a well-established comprehensive human resources system, including support with 
recruitment, payroll, performance management, professional development, occupational health and 
safety and risk management system.

  •  Berry Street’s Human Resources Team has provided direct support and guidance to Take Two’s 
management as required, as well as access to training relevant to support personnel.

2.2.2 Support – The 
recruitment, selection 
and appointment system 
ensures that the skill mix 
and competence of staff, 
and mix of volunteers, 
meet the needs of the 
organisation

  •  Berry Street has clearly documented recruitment, selection and appointment processes and 
systems in place.

  •  Berry Street’s Human Resources Team provides advice and support in recruitment processes.

  •  Take Two’s position descriptions outline the quali� cations and other key selection criteria applicable 
to each position. These are adapted in consultation with stakeholders as appropriate, such as when 
in partnership with other organisations to provide the therapeutic specialist role in therapeutic care.

  •  Take Two staff includes a mixture of professions including psychologists, social workers, psychiatric 
nurses, occupational therapists and family therapists. The majority of Take Two’s staff have many 
years of relevant experience.

2.2.3 Support – The 
continuing employment 
and performance
development system 
ensures the competence 
of staff and volunteers

  •  The Take Two practice development and training team is responsible for providing an internal training 
strategy regarding the needs of Take Two clinicians aimed at strengthening knowledge, skills and 
capabilities.

  •  Through the Take Two practice development and training team, Take Two has a comprehensive and 
extensive training program for staff, including orientation training, the monthly training day (Friday 
Focus), access to other training in the relevant areas and training opportunities provided by Berry 
Street, such as project management training.

  •  Berry Street provides opportunity for training for Take Two staff with supervisory and management 
roles in re� ective supervision and management.

  •  Berry Street has a performance management system which includes regular staff appraisals and 
professional development plans.
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Appendix Two
ACHS Standards and Examples of Activities Undertaken by Take Two to Meet them as Outlined in this 

Evaluation Report

Standard No/Area19 Examples of activities

2.2.4 Support – The 
learning and development 
system ensures the skill 
and competence of staff 
and volunteers

  •  Berry Street has a professional development and learning policy that is available through the Berry 
Street intranet. There are other related policies, such as study leave.

  •  Berry Street has a Learning and Development Team that provides access to a range of training needs 
for all Berry Street staff as well as providing support to the Take Two practice development and 
training team.

  •  Berry Street has a computerised learning management system in place. This system is known as 
the Learning Management System.

  •  The Take Two practice development and training team is responsible for providing an internal training 
strategy regarding the needs of Take Two clinicians aimed at strengthening knowledge, 
skills and capabilities.

  • Take Two keeps records of training made available to Take Two clinicians.

2.2.5 Support – 
Employee support systems 
and workplace relations 
assist the organisation to 
achieve its goals

  •  Berry Street provides access to an employee assistance program that is available to all staff on a 
con� dential basis.

  • Berry Street has a system to ensure debrie� ng is available when required.

  • The Berry Street Human Resources Team liaises with relevant unions as required.

2.3.1 Support – Records 
management systems 
support the collection of 
information and meet the 
organisation’s needs

  •  Berry Street has an internal consultant for records management position and is developing various 
aspects of the records management system, including strengthening the archival system. Take Two 
is represented on the Berry Street’s information management reference group

  •  Take Two has an information management team that is responsible for the records management 
system within Take Two.

  •  Take Two has a client records system including receipt of referral documents, creating client � les, 
closing � les, archiving � les and all the relevant client documents within.

2.3.2 Support – 
Information and data 
management and 
collection systems are 
used to assist meeting the 
strategic and operational 
needs of the organisation

  •  Take Two has an information management team under the broader umbrella of the Knowledge 
Area. This team has the responsibility to support an integrated approach to the planning, and 
implementation of a client information strategy within Take Two.

  •  Data are routinely entered from referral documents, activity logs, allocation forms and closure 
documents into a Client Access Data Base. This will be streamlined into a computer client 
information system as part of Phase 2 of T2-CIS.

  •  There are monthly data reports created by the Take Two information management team based on 
the Client Access Data Base sent to Take Two management and DHS. These data are used to track 
Take Two’s performance in terms of target numbers as per the service agreement.

  •  There are also monthly data reports with client details sent to each Take Two team leader. These 
are used to assist team leaders and area managers to track individual cases including review and 
closures.

  •  A monthly report is sent up through line management to the Take Two Director and then to the 
CEO of Berry Street. This report includes program developments, service delivery, emerging issues, 
improvement planning, signi� cant change management issues, occupational health and safety 
issues, learning and development issues, issues requiring new policies, review and evaluation 
activities, communication and information issues, leadership activities and training activities.

2.3.3 Support – Data 
and information are used 
effectively to support and 
improve care and services

  •  There are monthly data reports with client details sent to each Take Two team leader. These are used 
to assist team leaders and area managers to track individual cases including review and closures.

  •  The outcome measures strategy includes clinicians having access to the outcome measures data to 
support and improve their therapeutic interventions. Similarly, the stakeholder surveys are made 
available to the clinicians (if stakeholder gives consent) to provide feedback.

2.3.4 Support – The 
organisation has an 
integrated approach 
to the planning, use 
and management of 
information and
communication technology 
(I&CT)

  •  Berry Street has an Information Management Reference group which includes representation by a 
member of the Take Two information management team. This meeting meets on a bi-monthly basis.

  •  Berry Street has an Information Technology team that is responsible for the use and support of 
information management technology. 

  •  There are a number of written policies related to information and communication technology 
protection and use (available on the Berry Street intranet), such as usage, technical hints and useful 
information, standard software and hardware, back up procedures and use of laptops.
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Appendix Two
ACHS Standards and Examples of Activities Undertaken by Take Two to Meet them as Outlined in this 

Evaluation Report

Standard No/Area19 Examples of activities

2.4.1 Support – Better 
health and wellbeing 
for clients, staff and 
the broader community 
are promoted by the 
organisation

  •  Berry Street has a number of written occupational health and safety policies that are available on 
the Berry Street intranet, such as a general OHS policy, health promotion policy, vaccination policy 
and Hep B and occupational rehabilitation.

  •  Berry Street launched two online Occupational Health & Service modules through its Learning 
Management System (LMS). The topics were ‘Understanding Health & Safety’ and ‘Practical Aspects 
of OH&S.’

  •  Take Two has written some speci� c guidelines/protocols regarding health, wellbeing and safety 
aspects of the clinical work which are available on the Berry Street intranet, such as: Work effects and 
Interim safe practice and environment.

  •  Take Two’s involvement in a DHS initiative to provide health assessments for children entering into 
care is in pilot phase and known as Initial Health Assessments.

  •  The Small Talk project is an example of an initiative created by Take Two to enhance the wellbeing 
of both the client group and the broader community, through the creation and implementation of a 
speech and hearing screening tool.

2.5.1 Support – The 
organisation’s research 
program promotes the 
development of knowledge 
and its application in 
the health care setting, 
protects clients and 
manages risks associated 
with research

  •  Take Two has a designated research team funded by DHS as part of the core functions of the 
program. This team has been able to attract other funding through private trusts, private donors 
and other government and research funding organisations.

  •  The Take Two research strategy includes undertaking ongoing evaluation of the program as well as 
broader research questions to contribute to knowledge building and dissemination within the overall 
� eld.

  •  The Take Two information management and research teams undertake regular data collection 
regarding clinical activity and the nature of the client group.

  •  Take Two has completed three evaluation reports, the � rst two of which have been published. 
There have been two papers published in peer-reviewed journals arising from the evaluation 
reports. Take Two has also presented at numerous conferences, many of which have been based 
on the � ndings in the research strategy.

  •  The clinical outcome measures and stakeholder surveys are major components of both the research 
strategy and clinical practice.

  •  The research strategy has received ethics approval and the appropriate updates as required with La 
Trobe University, DHS and Berry Street.

  • Take Two’s practice framework overtly embeds research and theory into practice.

  •  There is a Take Two Research Advisory Committee (T2RAC) which has met infrequently but at key 
points in time in the research and evaluation strategy to provide advice and input regarding the 
design and implementation of the research strategy.

3.1.1 Corporate – The 
organisation provides 
quality, safe care through
strategic and operational 
planning and development

  •  Berry Street has an articulated strategic plan for 2007—2010 overseen by the Berry Street Policy 
and Service Development area. This followed on from the previous strategic plan 2004— 2007. 
This strategic plan involves attention to the areas of services, people, resources, community and 
knowledge. Both current and previous plan are available on the Berry Street intranet and provided 
in paper copy to all staff.

  •  Take Two has an articulated strategic plan 2007—2010 in accordance with the broader Berry Street 
strategic plan. This plan was reviewed in February 2008. The goals in this plans include:

o  Services – to provide integrated, thoughtful therapeutic interventions from a developmental 
perspective for children and those who care for them.

o People – to have a passionate, skilled and supported workforce.
o Resources – to have the right resources to do the work.
o Community – to build proactive, purposeful relationships with community to achieve our goals.
o  Knowledge – to gather, review, build, consolidate and disseminate knowledge to inform the 

healing of children.

3.1.2 Corporate – 
Governance is assisted 
by formal structures and 
delegation practices within 
the organisation

  •  Berry Street has a clear governance structure including the role of the Board of Management, the 
CEO, the Deputy CEO and a number of directors including the Director of Take Two. The Berry Street 
governance policy was last modi� ed in 2008 and is available on the Berry Street intranet.

  • As a program of Berry Street, Take Two reports directly to the Berry Street Board annually.
  •  Take Two also reports bi-annually to Partnership meetings involving Berry Street, Austin CAMHS, 

La Trobe University, Mindful and VACCA.  Take Two has written a discussion paper on the speci� c 
attributes of governance for Take Two, and this was presented at the 2008 University of Melbourne 
Partnerships for Social Inclusion conference.

  •  The Take Two Director reports directly to the D/CEO of Berry Street via monthly supervision, and 
participates in the fortnightly meetings of the Berry Street Executive Management Team and monthly 
meetings of Berry Street Services and Practice leadership.
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Appendix Two
ACHS Standards and Examples of Activities Undertaken by Take Two to Meet them as Outlined in this 

Evaluation Report

Standard No/Area19 Examples of activities

3.1.3 Corporate 
– Processes for 
credentialling and de� ning 
the scope of clinical 
practice support safe, 
quality health care

  •  Although it is not funded by the Victorian Mental Health and Drugs Division, Take Two aligns itself 
with CAMHS in terms of quality frameworks, practice approaches and standards, staff recruitment 
and development strategies, and dissemination of research and training. Take Two recruits its 
workforce following the guidelines of the 2009 National Standards for the Mental Health Workforce.

3.1.4 Corporate – 
External service providers 
are managed to maximise 
quality care and service 
delivery.

  •  Berry Street has documented strategies and areas of responsibility regarding purchase of goods and 
services as required.

3.1.5 Corporate –
Documented clinical 
and corporate policies 
assist the organisation to 
provide quality care

  •  Berry Street has a number of written policies that are available on the Berry Street intranet 
primarily regarding corporate areas. Take Two has a number of written guidelines/protocols primarily 
regarding clinical practice that are also available on the Berry Street intranet.

  •  The Take Two protocols have been revised and updated as part of an ongoing quality assurance 
process. Examples of these protocols include:

o Formulation and diagnosis
o Consent
o Referral and intake
o Program planning
o Administration

3.2.1 Corporate – Safety 
management systems 
ensure safety and 
wellbeing for clients, staff, 
visitors and contractors

  • Take Two operates within the risk management systems of Berry Street

3.2.2 Corporate – 
Buildings, signage, plant, 
equipment, supplies, 
utilities and consumables 
are managed safely 
and used ef� ciently and 
effectively

  • Berry Street employs a property manager who is responsible for the oversight of the Take Two sites.

  • The Take Two director and senior management attend every Take Two site.

  •  The monthly report sent to the CEO of Berry Street includes items relating to any issues identi� ed 
regarding the work sites. This enables any issues to be managed and resolved along the way, as well 
as being reported.

3.2.3 Corporate – Waste 
and environmental 
management supports 
safe practice and a safe 
environment

  • Berry Street employs a property manager who is responsible for the oversight of the Take Two sites.

  •  Berry Street has established an Environmental Sustainability Plan Task Group that is chaired by the 
CEO and includes two representatives from Take Two. Information regarding this task group is on the 
Berry Street intranet.

3.2.4 Corporate – 
Emergency and disaster 
management supports 
safe practice and a safe 
environment

  • Take Two operates within the risk management systems of Berry Street

3.2.5 Corporate – 
Security management 
supports safe practice and 
a safe environment.

  •  Berry Street employs a property manager who is responsible for the oversight of the Take Two sites 
including security management.

  • Each site has a security system along with a security company to monitor after hours.



 Frederico, Jackson, & Black (2010) “More than Words” – Take Two Third Evaluation Report, La Trobe University, Bundoora, Australia 197

Appendix Two
Take Two’s Activities in the International Context (2004–2008)

Year/s Activity

2005 & 2006    Annette Jackson, Laurel Downey and Shaun Coade received Creswick Fellowships and visited services 
and research centres in the US and Canada, as well as presenting on Take Two during these visits. 
Annette Jackson subsequently became a fellow of ChildTrauma Academy.

2005—2008   International presentations of Take Two work and implications for research and practice, such as: 
• World Conference on Prevention of Family Violence, Banff, Canada – 2005; 
• 4th International Conference for Teachers of Infant Observation – 2005, London, UK; 
• Oxford University Round Table on School Based Counselling;
•  Asia Paci� c Families Forum (APFAM) Conference Facing Up to Global Challenges Building Resilient 

Families and Caring Communities in a Troubled World, Malaysia – 2007;
•  A series of presentations at 17th International Association for Children and Adolescent Psychiatry 

and Allied Professions Congress (IACAPAP). Melbourne – 2006;
•  A series of presentations at the European Society for Residential and Foster Care (EUSARF) Italy – 

2008.

2006—2007    Large scale workshops for broader � eld with Dr Bruce Perry (ChildTrauma Academy regarding trauma 
and neurobiology), Dr Kim Golding (regarding attachment and working with carers) and Dr Melissa 
Runyon (regarding Trauma-Focused CBT).

2008    Partnership formed with ChildTrauma Academy for monthly consultations with Dr Bruce Perry and staff 
working towards accreditation in the Neurosequential Model of Therapeutics.

2008    Smaller scale workshops with Dr Daniel Hughes regarding attachment and work with carers and 
Assoc Professor Todd Herrenkohl (University of Washington), regarding protective and risk factors for 
children who have experienced abuse and neglect.

2008    •  Successfully submitted an article in a peer reviewed journal in the UK and US Child and Family Social 
Work Journal.

  • Reviewed other articles for peer reviewed journals.
  • Refereed contributions in EUSARF and APFAM publications
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Appendix Three
Take Two’s Activities in the Australian National Context (2004–2008)

Year/s Activity

2006   Participation in the National Health Safety and Quality Standards consultation.

2007   Participation in the National Mental Health Standards review.

2005—2008    Presentations at national or other state conferences such as Australian National Foster Care 
Conference – 2005; CAFWAA conference – 2005 & 2008; Australian Family Therapy Conference – 
2005; Australasian Traumatic Stress Studies Conference 2005; SNAICC Conference – 2007, 2008; 
Participation in Cooperative Resource Centre for Aboriginal Health Forum – Cairns – 2007; and 
Queensland Department of Child Safety Forum – 2008.

2006 onwards   Shared learning with Evolve (Queensland therapeutic program for children in out-of-home care).

2007–2008    Liaison with therapeutic initiatives in other child protection jurisdictions: NSW, WA, Tasmania and 
Northern Territory.

13/2/2008   Aboriginal team members attended the National Apology to the Stolen Generations – Canberra.

2008    Providing consultation to national or other state processes, e.g. Advice to the Mullighan Commission of 
Inquiry into State Care in SA; ACWA; Family Violence.

2008   Successfully submitted an article in a peer-reviewed national journal, Journal of Family Studies.
   Interviewed for the Queensland Department of Child Safety’s newsletter ‘Horizon’ November 2008 
(6th Edition).
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Appendix Four
Take Two’s Activities in the Victorian State Context (2004–2008)

Year/s Activity

2004 onwards   Participation in care team model building.

2004 onwards   Lectures to social work and communication science students at La Trobe University.

2005 onwards   Participation in therapeutic care designs.

2005—2008   Contributing to policy discussions and program development regarding issues such as: 
• complexity in home-based care;
• young people in commercial sexual exploitation;
• new child protection leadership strategy and capabilities framework; 
• the Demonstration Project of the Child Protection Operating model.

2006    Completion of a report on a Group Analysis of Child Deaths in relation to Chronic Neglect, published 
by Of� ce of the Child Safety Commissioner.

2006 onwards    Developed and delivered the Circle training package for Therapeutic Foster Care, along with the 
Australian Childhood Foundation and foster care agencies.

2007    Application of trauma-informed practice to school intervention via the development of Calmer 
Classrooms published by Of� ce of the Child Safety Commissioner.

2007 onwards   Partnership in the Hurstbridge Farm demonstration program.

2007—2008   Participation in Initial Health Assessment systems design with Child Protection.

2007—2008    Application of trauma-informed practice to Youth Justice via the development of the Just Care model 
for young women in the Cullity Unit at Parkville Youth Residential Centre in partnership with Dr Jenny 
Dwyer & Sue Jones.

2007 onwards   Two representatives on the Therapeutic Treatment Board.

2008   Participation in placement prevention policy development.

2008   Participation in the review of adolescent inpatient psychiatric services.

2008    Providing training regarding therapeutic residential care ‘With Care’ throughout Victoria in partnership 
with Westcare.

2008    In partnership with the Australian Childhood Foundation, Take Two has adapted the Circle training 
package to be more applicable to general foster care regarding attachment and trauma.

2008    Participation in the AASW development of guidelines for child wellbeing content in accredited social 
work programs.

2008    Participation in a successful submission to DHS led by La Trobe University to conduct the Graduate 
Certi� cate in Child and Family Practice and Graduate Diploma in Child and Family Practice Leadership.

2008—2012    Successful proposal for funding for Small Talk Project in partnership with VACCA and La Trobe 
University.
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Appendix Five
Take Two’s Activities in the Organisational Context of Berry Street (2004–2008)

Year/s Activity

2005 and 2008   Administrative restructure within Berry Street.

2007 onwards   Application of Take Two practice to Berry Street via Foundations for Practice.

2008   Consolidation of Take Two central of� ce into Berry Street central of� ce at Richmond.

2008   Application of Take Two practice to Berry Street via Cultural understanding and learning.

2008   Extension of Aboriginal capacity building into Berry Street.

2008    Berry Street established its Board Quality & Safety Subcommittee, which coincided with some 
integration of ACHS approaches to quality & safety into Berry Street in general – although, now that 
ACHS have not been registered as an approved provider for DHS accreditation processes, it is 
unlikely this integration will continue.

2008    Extension of neuropsychology assessment service into Berry Street Southern Metropolitan Region and 
Gippsland Region.

Appendix Six
Take Two’s Activities in Program Governance and Management (2004–2008)

Year/s Activity

2004 onwards   Take Two Client Information System (T2-CIS) development.

2007   ACHS program certi� cation for Take Two.

2007   VACCA joins the Partnership of Take Two.

2007   2007-2010 program strategic plan.

2008    Consolidation of all research, training and information management into the Knowledge Management 
area.

2007   Consolidation of all Out-of-Home Care improvement collaboration via the Therapeutic Care area.

2008    Creation of the Clinical Team Leader category to accommodate regional growth of clinical scope and 
activities.

October 2008    Revision of Take Two referral interface and agreement for it to be incorporated into CRIS/CRISSP. New 
role of Client Information Of� cer.
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Appendix Seven
Take Two’s Activities in Therapeutic Practice, Research and Program Development (2004–2008)

Year/s Activity

2003 onwards   Development and modi� cation of reports and formats for use by Take Two clinical staff.

2004   Development of principles underlying the Take Two practice framework.

2004   Development of Take Two research strategy and outcomes framework.

2004 onwards   Clinical student placements via multiple university partnering.

2004—2008   Of� ce relocations as required throughout Victoria and in consultation with DHS.

2005 onwards   Increase in size of Aboriginal team and program capacity building.

2005 onwards   Building on outcome measures and stakeholder feedback.

2005 onwards   Neuropsychological assessments via partnership with Victoria University.

2005 onwards   Research circles began for Barwon South West, Secure Welfare and Aboriginal children.

2006—2007   Pilot of Senior Clinical Practitioner role in Southern Metropolitan Region.

2006—2008    In partnership with VACCA, completion of the AIATSIS project and resultant report ‘Not One Size Fits 
All’ (Bamblett et al., 2008) and development of draft Cultural Yarn (Harrison, 2008).

2006 onwards    Training of Aboriginal organisations and community capacity building via Yarning up on Trauma 
training.

2006—2008   Secure Welfare Service enhancement pilot (16 months).

2007   Infant Mental Health project in Southern Metropolitan region.

2007 onwards    Circle (Therapeutic Foster Care) initiatives in Barwon South West, Grampians, Loddon and Hume 
regions.

2008 onwards    Therapeutic residential care initiatives for Hurstbridge Farm and then Barwon South West, Grampians, 
Hume, Southern, North & Western, Gippsland and Eastern Regions.

2008   Redesigned sustainability model for Mildura service provision.

2008—2011   Small Talk project regarding speech, language and hearing assessment screening tool study.
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Appendix Eight
Number of SDQs Attempted at Different Phases of Take Two Involvement for Cases Open Between Jan 

2004 – June 2007 by Young People, Parents, Carers, Teachers and Others (N=1186 for 358 cases)

No of 
Cases

No of 
Cases 
(detail)

Respondent Secure 
Welfare

Assessment 
Phase

Review 
Phase/s

Closure 
Phase Total SDQs

Cases with 
SDQs 
attempted 
in Secure 
Welfare
(n = 24)

Cases 
where SDQs 
attempted 
in Secure 
Welfare
(n = 24)

Young Person 24 24

Parent/s 1 1

Carer/s 0 0

Teacher/s 4 4

Other 0 0

Sub-Total 29

Cases with 
� rst SDQs 
attempted in 
Assessment 
phase
(n = 226)

SDQs 
attempted in 
Assessment 
phase only
(n = 103)

Young Person 46 46

Parent/s 66 66

Carer/s 76 76

Teacher/s 87 87

Other 2 2

Sub-Total 277

SDQs 
attempted in 
Assessment 
and Review 
phases only 
(n = 67)

Young Person 16 20 36

Parent/s 11 10 21

Carer/s 43 56 99

Teacher/s 39 49 88

Other 1 2 3

Sub-Total 247

SDQs 
attempted in 
Assessment 
and Closure 
phases only.
(n = 33)

Young Person 9 9 18

Parent/s 7 6 13

Carer/s 24 24 48

Teacher/s 20 20 40

Other 0 0 0

Sub-Total 119

SDQs 
attempted in 
Assessment, 
Review and 
Closure 
phases
(n = 23)

Young Person 9 13 9 31

Parent/s 3 3 3 9

Carer/s 11 18 11 40

Teacher/s 9 11 8 28

Other 0 0 0 0

Sub-Total 108
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Appendix Nine
Number of SDQs Attempted at Different Phases of Take Two Involvement for Cases Open Between Jan 

2004 – June 2007 by Young People, Parents, Carers, Teachers and Others (N=1186 for 358 cases)

No of 
Cases

No of 
Cases 
(detail)

Respondent Secure 
Welfare

Assessment 
Phase

Review 
Phase/s

Closure 
Phase Total SDQs

Cases with 
� rst SDQs 
attempted in 
Review phase
(n = 82)

SDQs 
attempted in 
Review phase 
only 
(n = 67)

Young Person 69 69

Parent/s 23 23

Carer/s 97 97

Teacher/s 80 80

Other 4 4

Sub-Total 273

SDQs 
attempted 
in Review 
and Closure 
phases
(n = 15)

Young Person 9 7 16

Parent/s 3 4 7

Carer/s 13 12 25

Teacher/s 11 10 21

Other 0 0 0

Sub-Total 69

Cases with 
� rst SDQs 
attempted 
in Closure 
phase 
(n = 26)

SDQs 
attempted 
in Closure 
phase only
(n = 26)

Young Person 13 13

Parent/s 8 8

Carer/s 23 23

Teacher/s 20 20

Other 0 0

Sub-Total 64

Total cases
358

Total SDQs 
attempts

29
(2.4%)

479
(40.4%)

491
(41.4%)

187
(15.8%)

1186

Note 1. Assessment phase was calculated as within 6 months of referral and closure phase was calculated as within 6 months of closure date.
Note 2. There can be multiple review phases so there can be zero or many SDQ attempts during review. In other words a young person may 
have completed 1 SDQ in assessment, 1 SDQ 6 months later at review, 1 SDQ 6 months later for a second review and then 1 at closure 
phase.
Note 3. There can be multiple SDQs completed by the one respondent type (except when completed by the young person) at the one phase 
as there can be multiple parents, carers or teachers per child.
Note 4. Although this table includes only data relating to cases referred prior to July 2007, it does include SDQs completed up until the end of 
2008 (where the client was referred pre July 2007).
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Appendix Nine
Number of TSCCs Attempted at Different Phases during Take Two Involvement for Clients Between 

January 2004 – June 2007 (N=282 TSCCs for 189 cases)

No of Cases No of Cases 
(detail)

Secure 
Welfare

Assessment 
Phase

Review 
Phase/s

Closure 
Phase Total TSCCs

Cases 
with TSCC 
attempted in 
Secure Welfare 
(N = 25)

TSCC 
attempted in 
Secure Welfare 
(n=25)

25 25

Cases with 
� rst TSCC 
attempted in 
Assessment 
phase not 
including 
Secure Welfare
(N = 109)

TSCCs 
attempted in 
Assessment 
phase only 
(n=60)

60 60

TSCCs 
attempted in 
Assessment and 
Review phases 
only (n=22)

22 27 49

TSCCs 
attempted in 
Assessment and 
Closure phases 
only. (n=14)

14 14 28

TSCCs 
attempted in 
Assessment, 
Review and 
Closure phases 
(n=13)

13 19 13 45

Sub-Total 182

Cases with 
� rst TSCC 
attempted in 
Review phase
(N = 42)

TSCCs 
attempted in 
Review phase 
only (n=36)

49 49

TSCCs 
attempted in 
Review and 
Closure phases 
(n=6)

7 6 13

Sub-Total 62

Cases with 
� rst TSCC 
attempted in 
Closure phase
(N = 13)

TSCCs 
attempted in 
Closure phase 
only
(n=13)

13 13

Total cases 189 Total TSCC 
attempts

25
(8.9%)

109
(38.7%)

102
(36.2%)

46
(16.3%) 282

Note 1. Assessment phase was calculated as within 6 months of referral and closure phase was calculated as within 6 months of closure date.
Note 2. Number of cases = 189 and number of clients = 188 due to 1 client with 2 episodes.
Note 3. There can be multiple review phases so there can be zero or many TSCC attempts during review but there can be a maximum of one 
TSCC attempt in Secure Welfare or Assessment and a maximum of one TSCC attempt in Closure.
Note 4. Although this Table includes only cases open prior to June 2007 it includes TSCCs in relation to these cases up until late 2008.
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Appendix Ten
Number of TSCYCs Attempted at Different Phases during Take Two Involvement Between January 

2004 – June 2007 (N=181 TSCYCs for 122 cases) 

No of Cases No of Cases 
(detail)

Assessment 
Phase Review Phase/s Closure Phase Total TSCYCs

Cases with � rst 
TSCYC attempted 
in Assessment 
phase
(N =79)

TSCYCs attempted 
in Assessment 
phase only (n=56)

69 69

TSCYCs attempted 
in Assessment and 
Review phases 
only (n=11)

12 15 27

TSCYCs attempted 
in Assessment and 
Closure phases 
only. (n=10)

10 10 20

TSCYCs attempted 
in Assessment, 
Review and 
Closure phases 
(n=2)

3 6 3 12

Sub-Total 128

Cases with � rst 
TSCYC attempted 
in Review phase
(N =35)

TSCYCs attempted 
in Review phase 
only (n=33)

40 40

TSCYCs attempted 
in Review and 
Closure phases 
(n=2)

3 2 5

Sub-Total 45

Cases with � rst 
TSCYC attempted 
in Closure phase
(N = 8)

TSCYCs attempted 
in Closure phase 
only (n=8) 8 8

Total cases 
(N=122)

Total TSCYC 
attempts

94
(51.9%)

64
(35.4%)

23
(12.7%) 181

Note 1. Assessment phase was calculated as within 6 months of referral and closure phase was calculated as within 6 months of closure date.
Note 2. Number of cases is the same as the number of clients. In other words each client only had one episode of Take Two involvement.
Note 3. TSCYCs are completed by parents and/or carers so there can be zero or numerous TSCYC attempts in all phases. As there can be 
multiple review phases per episode there can be numerous TSCYCs at the review phase.
Note 4. Although this Table includes only cases open prior to June 2007 it includes TSCCs in relation to these cases up until late 2008.
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Appendix Eleven
Number of Social Network Maps Attempted at Different Phases during Take Two Involvement for 

Cases Between Jan 2004 – June 2007 (N=145 SNMs for 100 cases)

No of Cases No of Cases 
(detail)

Assessment 
Phase (n)

Review Phases 
(n)

Closure Phase 
(n)

Total Social 
Network Maps 
(n)

Cases with � rst 
Social Network 
Map attempted at 
Assessment 
(N = 67)

Social Network 
Maps attempted in 
Assessment phase 
only (n=45)

45   45

Social Network 
Maps attempted in 
Assessment and 
Review phases 
only (n=7)

7 7 14

Social Network 
Maps attempted in 
Assessment and 
Closure phases 
only. (n=7)

7 7 14

Social Network 
Maps attempted 
in Assessment, 
Review and 
Closure phases 
(n=8)

8 13 8 29

Cases with � rst 
Social Network 
Map attempted at  
Review
(N =26)

Social Network 
Maps attempted in 
Review phase only 
(n=22)

26 26

Social Network 
Maps attempted 
in Review and 
Closure phases 
(n=4)

6 4 10

Cases with � rst 
Social Network 
Map attempted at 
Closure 
(N = 7)

Social Network 
Maps attempted in 
Closure phase only 
(n=7)

7 7

Total Social Network 
Map attempts

67
 (46.2%)

52 
(35.9%)

26 
(17.9%) 145

Note 1. One child had two cases as she was involved with Take Two in two episodes and completed Social Network Maps during both time 
periods.
Note 2. As there can be multiple review phases per episode there can be numerous Social Network Maps at the review phase.
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Appendix Twelve
Stakeholder surveys received by Take Two Team and Type of Stakeholder (2007 & 2008) (N=280)

Take Two 
Team Child Carer Parent Worker Total Total %

Aboriginal 
(state-wide) 1 2 0 0 3 1.1

Barwon South 
West 4 10 2 20 36 12.9

Eastern 4 7 4 25 40 14.3

Gippsland 5 7 1 23 36 12.9

Grampians 1 10 1 14 26 9.3

Hume 2 2 4 6 14 5

Loddon-Mallee 0 0 0 2 2 0.7

Northern 1 5 0 22 28 10

Secure Welfare 
(state-wide) 1 0 1 1 3 1.1

Southern 0 0 0 17 17 6.1

Western 8 20 3 42 73 26.1

Total No of 
Surveys 27 63 16 174 280 100%

Total % 9.6 22.5 5.7 62.1 100%

Appendix Thirteen
Number of Surveys Received per Take Two Client by Phase of Take Two Involvement (2007 & 2008)

Surveys 
received Secure Welfare Review Phase/s Closure Phase Follow-up/s Total N of 

children

1 3 14 38 0 55

2 0 37 32 1 35

3 0 29 24 4 19

4 0 10 16 2 7

5 0 20 0 0 4

6 0 21 11 4 6

7 0 7 5 2 2

128

Total No of 
Surveys 3 138 126 13 280
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