








Foreword

This is the thirteenth Annual Report of the Victorian Child Death Review
Committee (VCDRC). The VCDRC provides a multidisciplinary, external
review of the deaths of children who are current or recent clients of the
state’s Child Protection service.

Victoria’s child death inquiry and review process examines the death of
each child individually, and then in aggregate to identify common themes
and emerging trends. This process is designed to ensure that high standards
of public accountability are achieved while promoting a critically reflective
culture within Child Protection and related services. Recommendations
arising from the process are made to the Department of Human Services
through the Minister for Community Services, thereby seeking to ensure
that key findings influence future policy and practice.

In this reporting period, the committee’s attention has been drawn to the
challenge of the increasing complexity of the needs and characteristics of
children and families presenting to Child Protection. The prevalence of
parenting capacity being affected by mental illness, family violence and
substance use increasingly requires a strong partnership approach across a
range of services. While the VCDRC shares the government’s commitment
to making the protection of children a whole of community responsibility,
the learning from the child death inquiry process can provide insights into
some of the specific challenges involved. These are reported and explained
in this year’s report.

As in previous years, the largest group of child deaths reviewed in this period
resulted from illness and disease, most commonly associated with congenital
conditions. Children born with complex medical needs require a higher level
of care than is usual; the consequences of these needs being neglected are
particularly serious for these children. This year’s report again explores some
of the specific issues involved in protecting children with additional care
needs.

The committee extends its sympathy to the family and friends of all the
children whose deaths were considered in the compilation of this report.
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The endeavours of the many professionals who provided support and
assistance to these children and their families are also recognised.

I take this opportunity to thank my colleagues on the committee for their
expertise and professionalism in contributing to the work of the committee.

The VCDRC hopes that the information in this report will be useful to all
those involved in protecting children and promoting their wellbeing.

=D

Carol Reeves

Chairperson

Victorian Child Death Review Committee
May 2008
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Executive summary

The Victorian Child Death Review Committee (VCDRC), an independent,
multidisciplinary ministerial advisory body, has prepared the Annual report
of inquiries into the deaths of children known to Child Protection 2008. This
annual report is tabled in Parliament as part of a continuing commitment to a
transparent and accountable response to deaths within the Child Protection
population.

The annual report serves two related, but distinct, functions. First, it provides
quantitative and demographic data about the deaths of all children referred
to the Child Safety Commissioner by the Department of Human Services, in
accordance with the provisions of the Child Wellbeing and Safety Act 2005.
These deaths are also placed within the context of an analysis of trends in
child deaths from 1996. Second, it provides qualitative analysis of child death
inquiries reviewed by the VCDRC in the reporting period between April
2007 and March 2008.

1. Overview of child deaths in 2007

Historical analysis suggests that the death rate in the Child Protection
population is broadly comparable with the death rate in the general Victorian
community.

In 2007, the VCDRC received notification from the Child Safety
Commissioner about the establishment of 15 child death inquiries. All
15 child deaths were referred by the Department of Human Services in
accordance with the legislative requirement.

Of the 15 child death inquiries established by the Office of the Child Safety
Commissioner, four deaths were attributed to acquired/congenital illness;
one to suicide, one to non-accidental trauma and one to accident. The cause
of eight deaths were categorised as not known as they are pending coronial
findings.
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Seventy-three per cent of the child deaths were infants aged younger than
12 months; seven of these were younger than six months. Two children were
aged 4—12 years and two were adolescents aged 13—17 years.

Two of the 15 deaths in 2007 involved Aboriginal children.

Overview of child deaths reviewed by the VCDRC in
2007-08

The VCDRC reviewed 16 child deaths between April 2007 and March 2008.
Seven of the child deaths were attributed to acquired/congenital illness, three
deaths were attributed to SIDS, three deaths were the result of accident and
one death was the result of non-accidental trauma. In two cases, the cause of
death could not be ascertained by the State Coroner.

In this reporting period there was a high proportion of infant deaths reviewed
by the VCDRC. Twelve deaths related to infants younger than 12 months.
Four deaths related to children aged 3—12 years.

The children subject to review presented with multiple and complex
characteristics. Six children were born prematurely. Five children were
born with complex medical needs and/or multiple disabilities, one of whom
was born drug dependent. Three children had an intellectual disability.
Two children were reported to have symptoms of foetal alcohol syndrome.
Challenging behaviour, developmental delay and educational issues were
identified as key characteristics in the 4—12 year age group.

More than half of the children were in the care of family at the time of their
death or at the time of the events that led to their death. Seven children
with significant and complex medical issues died in hospital; four of these
children did not leave hospital following their birth. At the time of the
notification to Child Protection, these children were known to have a limited
life expectancy.

The children came from families with complex and multiple needs. Defining
characteristics included family violence, parental substance use, parental
mental illness, transience/homelessness, intellectual disability and parental
history of Child Protection involvement. The majority (88 per cent) of the
families presented with varying combinations of more than one characteristic,
most commonly family violence and substance misuse (44 per cent) and
family violence and mental illness (44 per cent). The prevalence and co-
existence of these characteristics present a multitude of challenges for case
practice in Child Protection, family and related services.
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Themes and issues

This year, the 16 child death inquiries reviewed presented the VCDRC with
the opportunity to focus on some of the critical issues that continue to
impact on the vulnerable children and families in Child Protection, family
and related services.

Responding to vulnerable infants

The majority of child death inquiry cases reviewed by the VCDRC involved
infants under the age of 12 months. Twelve of the 16 cases involved infants
younger than 12 months of age and, of these, 11 cases reviewed involved
infants aged six months and younger.

Many of the infants in the review cohort were born prematurely, some
with complex medical needs and multiple disabilities. In addition to these
complicating factors, one infant was born drug dependant and foetal alcohol
syndrome was suspected by involved professionals in another.

Even though pre-birth reports were not a feature of the infant child deaths
reviewed, the committee considered that the new reporting provisions
enabled under the Children, Youth and Families Act 2005 could have initiated
much needed earlier planning in many of the cases.

Children with complex medical needs

The VCDRC found that children with complex medical needs whose deaths
resulted from acquired/congenital illness continue to dominate the child
death reviews. Four of the seven children who died of acquired/congenital
illness did not leave hospital after birth. All these children were born with
limited life expectancy. Child Protection intervention in these cases required
high level coordination and planning to provide effective support for these
already vulnerable families.

Missed opportunities for early planning and coordination

Eight other cases relating to vulnerable infants younger than 12 months of
age were considered by the VCDRC. These infants were discharged from
hospital settings into the community in the care of their parents. The
committee considered that these eight cases involved missed opportunities
for closer collaboration between both acute and community based health
services and Child Protection services.

The need for early planning across services in relation to vulnerable
infants prior to discharge from hospital following birth was highlighted by
the difficulty in reaching many of these parents through the provision of
antenatal care.
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Families with complex problems can be the least willing and able to make
use of available services, which reinforces the need to make the most of
opportunities that do present. This theme has implications for both acute
and community based health services, which routinely have contact with
babies and their families, in terms of how they can most effectively work
with Child Protection services.

Integrated multi-service system response to vulnerable families

The VCDRC found the majority of deaths reviewed involved children who
came from high risk, hard to reach families characterised by complex,
multiple needs and involvement with a number of different service systems.

The predominance of the co-existence of parental characteristics of family
violence (75 per cent), substance use (63 per cent) and mental illness (56 per
cent) suggests that child-focused services alone cannot develop effective plans
to safeguard children without the involvement of specialist adult-focused
services dealing with adult substance use, adult mental health and family
violence issues. The co-existence of these parent-based risk factors increases
the complexity associated with both risk assessment and risk management
and attests to the need for an integrated multi-service system response.

Communication and collaboration between services

The service system’s response to families’ complex and multiple needs
becomes even more complicated when there is lack of communication and
collaboration between professionals across the different service systems.
Fifteen of the 16 child death reviews presented communication and
collaboration issues at varying levels of significance. Multiple service system
involvement in these cases was complicated further by the different layers of
information that needed to be communicated within the individual service
systems and between the different service systems.

Sharing information

In a number of cases, the professionals working with families were aware
only in general terms of Child Protection involvement; they were unaware
of the specific nature of the protective concerns. Mutual sharing of current
and historical information about the child and family is essential in a
collaborative approach to protecting children.

Roles and responsibilities

While many services provided comprehensive, high quality intervention
and support to the families, the interventions were not always coordinated
between professionals involved in the cases. The lack of case planning
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meetings, case conferences and hospital discharge planning meetings
reduced the capacity to explore and resolve differences of perspective,
exchange critical case information, clarify roles and responsibilities and
develop appropriate plans.

Improving links between services

Case conferences did not feature prominently in any of the cases reviewed
although case conferences as a mechanism have long been recognised as an
important method of multidisciplinary and cross-service sector work. As
an integral part of case practice, case conferences provide opportunities to
augment and strengthen professional practice and improve links between
professionals and their approach with the family and, therefore, enable
broader assessment and planning between services.

Assessing parenting capacity

The most significant feature of the children’s families was the co-existence
of key parental characteristics (family violence, substance use and mental
illness) that are known to reduce parenting capacity. Developing a knowledge
base of each parental characteristic and understanding how they interact
and impact on parents’ capacity to provide adequate care and protection is
a fundamental part of Child Protection assessment and planning processes.
An improved multi-service system approach, where specialist adult services
are better linked to working with Child Protection, could strengthen the
assessment of parenting capacity.

Positive case practice reflections

When cases are intensely scrutinised the resulting detailed analyses mean
that problems with the way cases are managed will often be found. However,
alongside this there can also be many instances of sound case practice. To
achieve a balanced critique the committee believes that it is important to
acknowledge the positive practice in many of the cases considered.

In this reporting period, the VCDRC noted several important elements
of case practice that ensure quality Child Protection intervention. A case
vignette is presented to illustrate the positive case practice carried out by
Child Protection.

The year in review; the year ahead

This year, the case reviews provided the VCDRC with the opportunity to
focus on the vulnerable infants and their families and discuss the importance
of multidisciplinary and cross-service sector work in Child Protection, family
and related services.
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In the year ahead, the VCDRC will turn its attention to a new group analysis
that will address the prevalence and co-existence of parenting capacity
affected by family violence, mental illness and substance use. The increased
complexity due to this co-existence of parental risk factors may call for
new ways of services working together that go beyond traditional ideas of
collaboration and coordination across discrete service streams.

The VCDRC will continue to follow the progress of system reforms that
address threshold issues arising from the child death inquiry and review
process.

The VCDRC will continue to take every opportunity to work collaboratively
with the Department of Human Services and the Office of the Child Safety
Commissioner to develop better outcomes for vulnerable children and
families.

The VCDRC hopes that the committee’s reflection on cases reviewed in the
2007-08 reporting period will make a constructive contribution to policy
and practice in Child Protection and related services.
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1. Introduction

This report has been prepared by the Victorian Child Death Review Committee
(VCDRC), an external, multidisciplinary ministerial advisory body. It is tabled
in Parliament as part of a continuing commitment to a transparent and
accountable response to deaths within the Child Protection population.

The annual report serves two related, but distinct, functions. First, it provides
quantitative and demographic data about the deaths of all children referred
to the Child Safety Commissioner by the Department of Human Services, in
accordance with the provisions of the Child Wellbeing and Safety Act 2005.
These deaths are also placed within the context of an analysis of trends in
child deaths from 1996. Second, it provides qualitative analysis of child death
inquiries reviewed by the VCDRC between April 2007 and March 2008. The
deaths reviewed occurred in 2006 and 2007. The aim of this analysis is to
identify common themes, issues and opportunities for learning that can
influence future policy, procedures and practice within Child Protection and
related service systems.

The 2008 annual report is structured as follows:

+ Section 2 provides an overview of processes that apply when a child dies in
Victoria and explains the child death inquiry process and the composition,
role and function of the VCDRC.

+ Section 3 provides quantitative and demographic data about the deaths of
children known to Child Protection that occurred in 2007. These deaths
are placed in an historical context, using data relating to the deaths of
children known to Child Protection since 1996.

+ Section 4 provides a qualitative analysis of child death inquiries reviewed
by the VCDRC in this reporting period. Also included is a description
of child and family characteristics and an analysis of related practice and
policy themes.

+ Section 5 discusses other work of the VCDRC in the reporting period and
describes the committee’s focus and priorities in the coming year.
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2. Child death inquiry processes and the
Victorian Child Death Review Committee

2.1 Authorities involved with child deaths in Victoria

A number of official bodies are involved when a child dies in Victoria. Each
plays a distinct and specialised role.

Registrar of Births, Deaths and Marriages

When a child dies, a medical practitioner must certify the cause of death.
A funeral director is then engaged to make necessary arrangements. Both
the medical practitioner and the funeral director are required to inform the
Registrar of Births, Deaths and Marriages of the death. The information they
provide on standard forms enables the Registrar to officially register the
death.

Coroner

If the medical practitioner who examines the child is unable to determine the
cause of death or the death is otherwise a ‘reportable’ death under the Coroners
Act 1985, the death must be referred to the State Coroner. Reportable deaths
include those that are unexpected, unnatural or violent and those that occur
while the individual is in state care.

The Coroner investigating a death is required to find, where possible, the
identity of the deceased person, how the death occurred, the cause of death
and the particulars needed to register the death under the Births, Deaths and
Marriages Registration Act 1996. Victoria Police assists the Coroner’s office
in its investigative function.

Victorian Institute of Forensic Medicine

When investigating a death, the Coroner will often request an autopsy
or other medical review to assist in determining the cause of death. The
Victorian Institute of Forensic Medicine provides specialist medical and
scientific services to the Coroner, police and government agencies. The
Victorian Institute of Forensic Medicine has specially trained paediatric
forensic pathologists who can perform autopsies on children.
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Department of Human Services

Whenever a child death is under investigation by the Coroner, the Department
of Human Services is notified to determine whether the child was known to
the Child Protection service. Similarly, when the Child Protection service is
notified of the death of a client, contact is made with the Coroner’s office to
ensure all parties are aware of Child Protection’s involvement with the child.
When a current or recent client of Child Protection dies, the Department of
Human Services notifies the Office of the Child Safety Commissioner. This
individual is then entered onto the Office of the Child Safety Commissioner’s
Child Death Register and an inquiry into the death is established.

Office of the Child Safety Commissioner

The Office of the Child Safety Commissioner is responsible for establishing
and overseeing inquiries into the deaths of all current and recent clients
of Victoria’s Child Protection service. These inquires are conducted in
accordance with the processes described in section 2.2 below. The office
monitors the implementation of recommendations arising from the child
death inquiry and review process and provides a range of administrative
support services to the VCDRC.

Victorian Child Death Review Committee

The VCDRC is a multidisciplinary ministerial advisory committee that
reviews child death inquiries prepared by the Office of the Child Safety
Commissioner’s Inquiries and Review Unit. The VCDRC examines the
deaths of all children and young people who are clients of Child Protection
at the time of their death or within three months of their death. The VCDRC
provides expert advice to the Minister for Community Services on policy,
procedure and practice issues arising from these inquiries. Further details of
the VCDRC’s operation are provided in section 2.3 below.

Consultative Council on Obstetric and Paediatric Mortality and
Morbidity

The Consultative Council on Obstetric and Paediatric Mortality and
Morbidity is a statutory body established under the Health Act 1958. It has a
public health surveillance, reporting and research role in relation to all child
deaths that occur in Victoria. When a child dies, the medical practitioner
who certifies the death prepares a report to the Consultative Council on
Obstetric and Paediatric Mortality and Morbidity, which includes a range
of demographic and descriptive data. These reports inform the council’s
comprehensive annual report on perinatal, infant and child deaths in
Victoria.
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Identifying multiple sibling deaths

Under the Coroners Act 1985, the State Coroner has the authority to refer the
second or subsequent death of a child within the one family to the Victorian
Institute of Forensic Medicine for investigation. When a child death is
notified to the Registrar of Births, Deaths and Marriages, the Registrar is
required to conduct a search for any previous child deaths within the family
and notify the State Coroner accordingly. The Registrar is also required to
advise the Coroner of any living siblings.

2.2 Child death inquiry process

Establishing a child death inquiry

The Child Wellbeing and Safety Act 2005 contains provisions regarding
the conduct of child death inquiries. The Act states that the object of such
inquiries is to promote continuous improvement and innovation in policies
and practices relating to child protection and safety (s. 33(2)).

All children who are clients of Child Protection at the time of their death or
within three months of their death are recorded on the Child Death Register
held in the Office of the Child Safety Commissioner’s Inquiries and Review
Unit. During this reporting period there have been definitional changes
made that impact on the counting rules of children considered clients of
Child Protection. These changes and proposed action are outlined in section
3 of this report.

The Department of Human Services provides the Office of the Child Safety
Commissioner with comprehensive documentation about the death of each
child. The documentation includes critical incident reports and ministerial
briefings. The receipt of these documents marks the beginning of the child
death inquiry process.

An Inquiries and Review Unit case reviewer is responsible for conducting
case-related research and coordinating all activities associated with the
inquiry process. An external case analyst is usually appointed to provide
expert advice and opinion on case issues, prepare an analysis and develop
findings.

At the completion of the child death inquiry, these documents are provided
to the VCDRC for consideration.

Conducting a child death inquiry

Individual child death inquiries are designed to establish the facts of the Child
Protection case; ascertain whether established Child Protection procedures,
standards, guidelines and protocols were followed in the management of a
case; and examine whether the case management decisions and actions of
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the Department of Human Services and other agencies were adequate and
appropriate in providing a service to the client.

The child death inquiry process uses a reflective practice approach in which
all participants have an opportunity to think about ‘why” and ‘how’ decisions
were taken and the context in which practice took place. The entire case
history is revisited. The inquiries do not set out to investigate the factors
leading to a child’s death or to determine culpability; this is properly the
role of Victoria Police and the Coroner. The aim of the process is to distil
key learnings that will influence future policy and practice approaches, both
regionally and at a program level.

Individual child death inquiries are conducted and reported in a standardised
format. Risk assessment, case planning, record management, service
collaboration and regional contextual issues are examined in each case. This
ensures every death is subject to consistent and rigorous review.

The confidentiality of client, family members and other persons and services
involved with the case is maintained, consistent with relevant government
legislation.

The child death inquiry process relies on the participation of relevant workers
within the Department of Human Services, community agencies and experts
in relevant fields. The Child Wellbeing and Safety Act 2005 requires a range
of health and human services to provide information to the Child Safety
Commissioner about a child who is the subject of an inquiry. Families and
carers of the deceased child are also invited to contribute.

Revisiting the death of a child or young person is an emotional experience
for all those involved. The Inquiries and Review Unit briefs participants on
the inquiry process and ensures debriefing and support services are made
available to participants as required.

Child death inquiry reports

The child death inquiry reports produce findings arising from the investigation
process.

Each draft child death inquiry report is forwarded to the Department of
Human Services and other key stakeholders for comment. The report takes
into account regional action taken in response to the death and statewide
program development relevant to the issues in the case.

The final inquiry report is forwarded to the VCDRC along with key
Department of Human Services’ documents and coronial documentation,
where this is available. The VCDRC reviews each child death inquiry and
advises the Minister for Community Services of its deliberations in each
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case and any recommendations it may formulate from either individual child
deaths or from a cluster of child deaths.

Group analysis of child deaths

The Child Safety Commissioner can initiate an analysis of a group of child
deaths that share similar characteristics, such as where child neglect has been
the primary issue. The VCDRC may request the Child Safety Commissioner
to initiate a group analysis based upon its consideration of child death inquiry
reports over time.

The group analysis process allows for more comprehensive examination of
the issues arising from a particular group of deaths, within the context of
current research and practice knowledge. It provides for the identification
of best practice principles, as well as current gaps or deficits in service
provision.

2.3 Victorian Child Death Review Committee

The VCDRC provides a multidisciplinary external review of all child death
inquiries prepared by the Office of the Child Safety Commissioner. The
committee provides expert advice to the Minister for Community Services
on policy, procedure and practice issues arising from these inquiries.

The VCDRC approaches its review task by appointing to each case an
individual member as a lead analyst. This member presents the case to the
committee, identifying key themes and threshold issues, and leads the group
discussion.

Individual child death inquiries produce findings that are referred to the
VCDRC for consideration. The VCDRC then determines whether any
recommendations for action are required. Recommendations made by the
VCDRC may be case-specific or address issues arising from a cluster of cases
or relate to a group analysis report. The Minister for Community Services
is formally advised of the committee’s deliberations about each child death
reviewed.

To provide timely, accurate and comprehensive feedback on the outcomes of
the child death inquiry process, the Office of the Child Safety Commissioner
works closely with the Children, Youth and Families Division of the
Department of Human Services in relation to tracking and reporting action
on recommendations over time. The Children, Youth and Families Division
formally coordinates responses to the child death inquiry process from all
other program areas within the Department of Human Services portfolio
while the Office of the Child Safety Commissioner monitors implementation
of all recommendations.

Victorian Child Death Review Committee



Figure 2.1

Child death inquiry model for the 2007—-08 reporting period
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Terms of reference of the VCDRC

1.

To review the deaths of all children
and young people who were clients of
the Victorian Child Protection service
at the time of their death or within
three months of their death and advise
the Minister for Community Services
of the committee’s deliberations.

. To identify particular groups of child

deaths that may benefit from further
investigation or research.

. To analyse and comment on any

themes, trends or patterns that emerge
from the review of inquiry reports.

. To comment on service and system

responses to children and families
arising from the review of inquiry
reports and receive feedback on the
implementation of service system
reforms.

. To provide advice to the Minister for

Community Services on the child
death inquiry process.

. To prepare an annual report for the

Minister for Community Services.

. To perform other functions in relation

to child deaths as directed by the
Minister for Community Services.




VCDRC membership

The VCDRC’s membership is drawn from the health, welfare, police, legal and
academic fields, mirroring the many professional groups involved in Victoria’s
Child Protection system. As such, the VCDRC is well placed to consider the
relationships between different systems that impact on vulnerable children
and families and model forms of collaborative practice that are known to be
essential with high risk families.

Membership change

In the past year, Ms Lisa Ward retired as Chairperson of the VCDRC, having
completed her tenure on the committee. The committee would like to
acknowledge the significant work carried out by Ms Ward and express its
appreciation for her dedication and professionalism.

Current members

Ms Carol Reeves Chairperson, Human Services Consultant

Senior Sergeant Officer in Charge, Sexual Offences and Child Abuse Unit,
Dagmar Andersen Region 2, Division 1, Victoria Police

SNl iy Director Child and Adolescent Mental Health Service

Austin Health

Chief Executive Officer, Victorian Aboriginal Community

MsJill Gallagher Controlled Health Organisation

Regional Director, Eastern Metropolitan Region

AT ORI ] Victorian Department of Human Services

Consultant Paediatric Physician (Retired)
Dr John McNamara  Royal Children’s Hospital
Member of the Medical Practitioner Board of Victoria

Principal Child Protection Practitioner
Ms Robyn Miller Children, Youth and Families Division
Victorian Department of Human Services

Ms Lucy Raponi Barrister at Law

Ms Paresa Antoniadis Coroner
Spanos State Coroner’s Office, Victoria

Alcohol and Drug Services Consultant
Mr Bill Stronach Former until November 2007 Chief Executive Officer,
Australian Drug Foundation

Ms Sandie de Wolf Chief Executive Officer, Berry Street

Retired member

Ms Lisa Ward Former until June 2007 Chairperson VCDRC
Human Services Consultant, Member of the Ministerial Advisory
Committee on Women’s Correctional Services Victoria, Member
of the Adult Parole Board
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3. Child deaths occurring in 2007 and
analysis of child deaths from 1996

3.1 Scope of child death inquiries

Implementation of the Children, Youth and Families Act 2005 in 2007
resulted in change to the scope of children who will be subject to the
child death inquiry process undertaken by the Office of the Child Safety
Commissioner and subsequently referred to the VCDRC for consideration.

The new legislation defines a Child Protection client as a child who is the
subject of a protective intervention report.

The legislative reform enables cases that are not deemed to be protective
intervention reports to be referred to the new Child FIRST community-based
intake service. Cases referred to Child FIRST are outside the scope of the
child death inquiry process unless subsequent referrals to Child Protection
result in being deemed protective intervention reports.

The Minister for Community Services has advised the VCDRC that this
reduction in scope was inadvertent and that she has asked her department
to expedite an amendment to the legislation to address this matter.

3.2 Child deaths in 2007 and historical analysis

This section provides an overview of child deaths that occurred in 2007 and
places this within the context of an analysis of trends in child deaths from
1996, when the first VCDRC annual report was tabled in Parliament.

Historical analysis suggests that the death rate among 0-17 year olds in
the Child Protection population is broadly comparable with the death rate
among 0—17 year olds in the general Victorian community. For example, the
most recent data on childhood deaths available from the Australian Bureau
of Statistics indicate that 435 children and young people between 0-17 years
died in Victoria in 2006. This equates to a death rate of 0.37 per 1,000 in
the 0—17 year old general population compared with 0.41 per 1,000 active
clients in the Child Protection population. Year-on-year analysis reveals a
close relationship between the two death rates, with the death rate among
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Child Protection clients sometimes slightly higher and sometimes slightly
lower than that of the general population.

While the number of child deaths can fluctuate each year, the VCDRC, after
12 years of monitoring child deaths in the Child Protection population, has
not observed any meaningful trends in the numbers of deaths. In 2007, 15
children died who were current or recent clients of the state’s Child Protection
service (Table 3.1) compared with 12 deaths in 2003, 16 deaths in 2004, 11
deaths in 2005 and 18 deaths in 2006. The child death review process looks
beyond numbers and endeavours to build a comprehensive picture of the
individual, family, community and service system issues that are relevant in
each child’s case.

Table 3.1

Deaths of children known to Child Protection in 2007: age at death, category of death and
locality (N=15)

Age at death Category of death Locality

1 month Acquired/congenital illness Metropolitan
1 month Not known Metropolitan
1 month Not known Metropolitan
2 months Not known Rural

3 months Not known Metropolitan
3 months Non-accidental trauma Metropolitan
5 months Not known Rural

6 months Not known Metropolitan
6 months Not known Metropolitan
7 months Acquired/congenital illness Rural

9 months Not known Rural

4 years Acquired/congenital illness Metropolitan
4 years Accident Metropolitan
14 years Suicide Rural

17 years Acquired/congenital illness Metropolitan
Total: 15

Table 3.2 provides annual data about the number of notifications received
by Child Protection, the number of these that are formally investigated, the
number where protective concerns are proven or substantiated, and the
number of active clients during each period. The table also shows the number
of deaths of children known to Child Protection and expresses this figure as a
death rate per 1,000 active clients.
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Table 3.2

Total notifications, investigations, substantiations, active clients and deaths known to Child
Protection 1996-2007

Total Death

Notifications Investigations Substantiations Active clients deaths rate**

1996 31,010 13,954 6,798 28,337 19 0.67
1997 32,642 14,606 7,126 29,878 16 0.53
1998 34,668 14,524 7,649 31,661 11 0.34
1999 36,291 13,283 7,560 32,268 17 0.52
2000 36,501 12,446 7,341 32,432 25 0.77
2001 38,686 13,220 8,015 34,376 12 0.34
2002 38,850 13,455 7,862 34,430 32 0.92
2003 38,189 12,618 7,309 34,077 12 0.35
2004 38,206 12,404 7,897 34,515 16 0.46
2005 37,242 11,346 7,510 34,710 11 0.31
2006 37,991 11,526 7,392 36,475 18 0.49
2007 40,260 11,306 6,940* 36,384 15 0.41

* This number may change as investigations are completed.
** Rate of deaths per 1,000 active clients.
Data updates may result in minor variations to data in previous reports.

Age and gender of children who died in 2007

Of the 15 children who died in 2007, 11 (73 per cent) were infants aged
younger than 12 months, seven of whom were younger than six months of
age. Two children were aged 4—12 years and two were adolescents aged 13—
17 years.

Females made up the majority of deaths of infants aged less than six months.
Overall, the total gender percentages were 60 per cent male and 40 per cent
female.

Table 3.3

Deaths of children known to Child Protection in 2007: age and gender (N=15)

Gender 0—< 6 mths 6 mths-3 yrs 4-12 yrs 13-17yrs  Total
Female 5 - - 1 6
Male 2

4 2 1 9
Tewl 74225
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Age of children who died 1996-2007

Over time, the greatest number of deaths is of infants aged between birth
and six months (68); followed by children aged between six months and three
years (61); and young people aged between 13 and 17 years (50). Primary
school age children make up the lowest number of deaths (25).

Infants aged 0-3 years are the most represented age cluster, comprising 63
per cent of all deaths within the Child Protection population over time.

Figure 3.1
Deaths of children known to Child Protection 1996-2007: age (N=204)
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Gender of children who died 1996-2007

Over time, the proportion of male deaths is 57 per cent compared with
female deaths at 43 per cent.

Figure 3.2
Deaths of children known to Child Protection 1996—2007: gender (N=204)
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1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007

Gender ‘96 ‘97 ‘98 ‘99 ‘00 ‘01 ‘02 ‘03 ‘04 ‘05 ‘06 ‘07 Total %

Male 10 12 8 12 11 6 15 6 8 9 11 9 117 57

Female 9 4 5] 5 14 6 17 6 8 2 7 6 87 43
Totl 19 16 11 17 25 12 3 12 16 1 18 15 204 100
Category of death 2007

Table 3.4 provides information on the category of death for children who
were known to Child Protection in 2007. The Inquiries and Review Unit
categorises the cause of death on the basis of information from Child
Protection client files, medical reports, autopsy reports, forensic reports and
coronial findings.

Categorisation of death is more conclusive after a coronial investigation,
which is pending for a number of deaths that occurred in 2007. For this
reason, figures may alter across annual reports. In particular, the category
of not known is likely to reduce over time as coronial investigations are
concluded. Of the 15 deaths of children known to Child Protection in 2007,
eight are still pending coronial findings and are identified as category of
death not known.

Victorian Child Death Review Committee
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There were four deaths in 2007 that were attributed to an acquired/congenital
illness. The acquired/congenital illness category includes deaths due to
congenital conditions, prematurity, malignancy, acute infections and serious
health episodes, such as epilepsy or cardiac arrest.

One death was due to non-accidental trauma, one to accident, and one to
suicide.

Table 3.4

Deaths of children known to Child Protection in 2007: category of death by age (N=15)

Category 0-<6 mths 6 mths-3yrs 4-12yrs 13-17yrs Total
Accidental death - - 1 - 1
Acquired/congenital illness 1 1 1 1 4
Drug/substance related - - - - -
Non-accidental trauma 1 - - - 1
Not known 5 3 - - 8
SIDS - - - - -
Suicide/self-harm/

risk-taking behaviour - - - 1 1
Total 7 4 2 2 15

Category of death 1996-2007

Between 1996 and 2007, the largest category of death among children known
to Child Protection was acquired/congenital illness, accounting for 34 per
cent of total deaths.

The second largest category was accidental deaths, comprising 19 per cent of
child deaths recorded. Of the 39 deaths attributed to accidents, 17 involved
road fatalities, six deaths by drowning and five deaths involved fire. The
remaining 11 deaths were due to a range of other causes.

Between 1996 and 2007, there were 28 deaths attributable to Sudden Infant
Death Syndrome (SIDS). SIDS is a diagnosis of exclusion, applied when no
other cause of death can be confirmed.

Between 1996 and 2007, 27 deaths were categorised as cause of death not
known. Thisincludes deathsthatare pending coronial findingsand cases where
the coronial findings indicate the cause of death was not ascertainable.

From 1996 to 2007, 17 deaths were categorised as non-accidental trauma.
This categorisation includes deaths due to physical abuse, homicide and cases
where a child or young person is missing, presumed dead. Five of the 17 cases
of non-accidental trauma had minimal involvement with Child Protection.
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From 1996 to 2007, the deaths of 16 young people were attributed to
substance use. This category includes cases where death was related to the
use of intravenous drugs, inhalants, methadone toxicity and poly-drug use.
During the same period, a further nine adolescent deaths were categorised
as due to suicide/self-harm/risk-taking behaviour.

Figure 3.3
Deaths of children known to Child Protection 1996—2007: category of death (N=204)
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Category of death by age grouping 1996-2007

The VCDRC has found it instructive to analyse category of death by age over
time. The following discussion analyses category of death in each of three
main groups: infants, primary school age children and adolescents.

Figure 3.4

Deaths of children known to Child Protection 1996—2007: category of death by age (N=204)
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Category of death: infants (0-3 years)

From 1996 to 2007, there were 129 deaths in the 0-3 age group, comprising
63 per cent of total deaths. Of these, 68 were younger than six months. Deaths
of infants younger than six months make up 33 per cent of the total deaths.

The most common category of death in the 0-3 age group is acquired/
congenital illness, comprising 47 deaths. The second largest category of death
among infants is SIDS. Between 1996 and 2007, 28 (22 per cent) infants died
from SIDS.

Between 1996 and 2007, 25 infant deaths were categorised as of unknown
cause. Of these, ten were categorised as cause of death unascertained by
coronial investigation. The other cases have coronial findings pending.
Significantly, of the total number of deaths across all age groups categorised
as not known, 93 per cent were infants aged three years and under. To ensure
accuracy, caution is exercised when categorising infant deaths, especially in
relation to SIDS deaths.

Over the 12-year reporting period, 16 of the 129 deaths among infants aged
0-3 years were categorised as accidental. The majority of these involved
drowning, road accidents or fire.

Between 1996 and 2007, 13 infants aged 0-3 years died of non-accidental
trauma. The most common cause of death for these infants is head injury.
Significantly, of the total number of deaths across all age groups categorised
as non-accidental trauma, 76 per cent were infants aged 0-3 years.

Figure 3.5

Deaths of children known to Child Protection 1996—-2007: infants by category of death
(N=129)
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Category of death: primary school age children (4—12 years)

From 1996 to 2007, there were 25 deaths among 4—12 year olds, comprising
12 per cent of total deaths in that period. Of these 25 deaths, 14 were due to
acquired/congenital illness, which includes deaths as a result of a disability,
malignancy or acute infection.

Nine deaths were categorised as accidental in this age group, with road
accidents the most common cause.

The remaining two deaths in this age group were due to non-accidental
trauma.

Figure 3.6

Deaths of children known to Child Protection 1996—-2007: primary school age children by
category of death (N=25)
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Category of death: adolescents (13—17 years)

From 1996 to 2007, there were 50 deaths among young people aged 13-17
years, representing 25 per cent of the total deaths known to Child Protection
in this period.

The most common category of death among adolescents is drug/substance
related, comprising 16 deaths (32 per cent) in the 12-year period. This
category includes cases where death was related to the use of intravenous
drugs, inhalants, methadone toxicity and poly-drug use.

The second largest category of death among adolescents known to Child
Protection is accidental death. Between 1996 and 2007, most of the 14
accidental deaths among adolescents involved vehicles, including cars, trains
and motorcycles.

Nine adolescent deaths were categorised as due to suicide/self-harm/risk-
taking behaviour over the 12-year reporting period.

Between 1996 and 2007, seven adolescents died of an acquired/congenital
illness. Five of these young people had disabilities and/or long-term serious
illnesses.

Between 1996 and 2007, two adolescent deaths were categorised as due to
non-accidental trauma. This category includes a case where a young person
is missing, presumed dead.

Figure 3.7

Deaths of children known to Child Protection 1996—2007: adolescents by category of death
(N=50)
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Aboriginal status 2000-07

The VCDRC believes it is important to monitor and report on the deaths of
Aboriginal children known to Child Protection. Because the collection of
child death information regarding Aboriginal status was inconsistent prior
to 2000, data are reported from 2000 onwards.

Aboriginal children are over-represented both within the Child Protection
population and within data regarding the deaths of children known to Child
Protection. In 2005, Aboriginal children comprised one per cent of the total
number of children aged 0—17 years in the Victorian population'. In 2007, five
per cent of active clients in the Child Protection population were identified
as Aboriginal. In this same period, 13 per cent of child deaths known to Child
Protection were identified as Aboriginal. Since 2000, 13 per cent of all deaths
known to Child Protection involved Aboriginal children.

Between 2000 and 2007 there were 141 deaths in total, 18 of which involved
Aboriginal children. Two Aboriginal child deaths were registered in 2007.

Figure 3.8

Deaths of children known to Child Protection 2000—2007: Aboriginal and non-Aboriginal
deaths (N=141)
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Protective status at the time of death 2007

In 2007, Child Protection had active case involvement with 13 of the 15
children at the time of death. Five children were subject to Child Protection
intake. Four children were subject to initial investigation. One child was
subjectto protectiveintervention and three children were subject to protective
orders. Child Protection had ceased involvement with two children at the
time of their death. Child Protection had closed both of the children’s cases
within three months before their death and therefore both were within scope
of the child death inquiry process and the Child Wellbeing and Safety Act
2005.

Table 3.5

Deaths of children known to Child Protection in 2007: stage of protective involvement at
time of death (N=15)

Intake 5
Initial investigation 4
Protective intervention 1
Protective order 3
Closed 2
Total 15

Victorian Child Death Review Committee
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Protective status at the time of death 1996-2007

From 1996 to 2007, a total of 78 children (38 per cent) were subject to Child
Protection intake or initial investigation at the time of their death. Twenty-
two children (11 per cent) were subject to protective intervention and 41
children (20 per cent) were subject to protective orders. Child Protection
had ceased case involvement with 63 children (31 per cent) at the time of
their death. These child deaths occurred within the three-month parameter
of the legislative requirement for a child death inquiry.

Figure 3.9

Deaths of children known to Child Protection 1996—-2007: stage of protective involvement at
time of death (N=204)
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3.3 Summary

Historical analysis suggests that the death rate in the Child Protection
population is broadly comparable with the death rate in the general Victorian
community.

A total of 15 children who were known to Child Protection died in 2007:
four from acquired/congenital illness, eight for reasons unknown or yet to
be determined, and one each from accidents, non-accidental trauma and
suicide.

In 2007, almost half (47 per cent) the child deaths involved infants younger
than six months of age. Seventy-three per cent of deaths involved children
aged younger than one year.

There were two deaths of Aboriginal children known to Child Protection in
2007.

Between 1996 and 2007, the largest category of death among children known
to Child Protection was acquired/congenital illness, accounting for 34 per
cent of total deaths, followed by accidental deaths (19 per cent) and SIDS (14
per cent). Non-accidental trauma accounted for 8 per cent of all deaths in the
Child Protection population during this period.

Between 1996 and 2007, 63 per cent of all deaths known to Child Protection
occurred among infants aged 0—3 years, 12 per cent among children aged 4—
12 years, and 25 per cent among young people aged 13—17 years. Deaths of
infants aged younger than six months comprised 33 per cent of total deaths
during the period.
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4. Child death inquiries reviewed
in 2007-08

This section provides an analysis of child death inquiries reviewed by the
VCDRC in 2007-08. The VCDRC reporting period commenced in April 2007
and concluded in March 2008.

In 2007-08, the VCDRC reviewed a total of 16 child deaths. These deaths
reviewed occurred over the past two-year period: 12 from 2006 and four from
2007. The committee has now reviewed all deaths within scope that occurred
in 2006 and has commenced the review of deaths that occurred in 2007.

This section describes key child and family characteristics and discusses practice
and policy themes arising from the child death inquiries reviewed in 2007—-08.
4.1 Child and family characteristics

Table 4.1
Child death inquiries reviewed in 2007—08: age at death, category of death and locality (N=16)

Age at death Category of death Locality

8 days Acquired/congenital illness Rural

16 days SIDS Rural

1 month Acquired/congenital illness Metropolitan
1 month Acquired/congenital illness Rural

2 months SIDS Metropolitan
3 months Not known Metropolitan
3 months Acquired/congenital illness Metropolitan
3 months Acquired/congenital illness Metropolitan
3 months Non-accidental trauma Metropolitan
6 months Not known Metropolitan
6 months SIDS Metropolitan
11 months Accidental Rural

3 years Accidental Rural

4 years Acquired/congenital illness Metropolitan
11 years Accidental Rural

12 years Acquired/congenital illness Metropolitan
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Characteristics of the children

In this period, the VCDRC reviewed 16 deaths: nine male and seven
female children. Of these deaths, 13 were children aged 0-3 years. Nine of
these deaths were infants younger than six months of age, four were aged
6 months—3 years and three were children aged 4—12 years.

Table 4.2
Child death inquiries reviewed in 2007-08: age and gender (N=16)

Gender 0—< 6 mths 6 mths-3 yrs 4-12 yrs 13-17yrs  Total
Female 5 1 1 - 7
Male 4 3 2 - 9
Total 9 4 3 - 16

The predominant characteristics of the children were premature birth,
complex medical needs and multiple disabilities. Six children were born
prematurely. Five children were born with complex medical needs and/or
multiple disabilities, one of whom was born drug dependant. Three children
had an intellectual disability. Two children were reported to have symptoms
of foetal alcohol syndrome. Challenging behaviour, developmental delay and
educational issues were identified as key characteristics in the 4—12 year age
group.

Table 4.3

Child death inquiries reviewed in 2007—-08: key child characteristics by age (N=16)

Key child characteristics 0—<6 mths 6 mths—3 yrs 13-17 yrs Total

Inadequate antenatal care 5 1 - -

Premature birth

\
=
\

Complex medical needs

5
4
Multiple disabilities 2 -
1
1
1

]
— =
] ]

Limited life expectancy
Born drug dependant
Foetal alcohol syndrome
Intellectual disability = -
Developmental delay = -

Educational issues - -

]
\
]
i T R > I (SRR, B S ) B ) Wi e

— = = W =
]

Challenging behaviours - -

Seven child deaths reviewed in this period were due to acquired/congenital
illness: five involved infants younger than six months of age and two involved
children in the 4—12 year age group. Three infants died of SIDS as determined
by the State Coroner. There were three accidental deaths and one non-
accidental death. In two cases, the cause of death could not be ascertained
by the State Coroner.
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Table 4.4

Child death inquiries reviewed in 2007-08: category of death by age (N=16)

Category 0-<6 mths 6 mths-3yrs 4-12yrs 13-17yrs Total
Accidental death 2 - 1 - 3
Acquired/congenital illness 5 - 2 - 7

Drug/substance related - = - -

Non-accidental trauma 1 - - - 1
Not known - 2 - - 2
SIDS 1 2 - - 3
Suicide/self-harm/

risk-taking behaviour - = = - -
Total 9 4 3 - 16

Child Protection had active case involvement with 11 of the 16 children at the
time at which the death occurred. One child was subject to Child Protection
intake, six children were subject to investigation and three children were
subject to intervention. Child Protection was in the process of closing the
case of one child at the time of death. Child Protection had recently ceased
involvement with five of the 16 child deaths reviewed.

Characteristics of the children’s families

The majority of children reviewed were in the care of their immediate family
at the time of their death or at the time of the events that led to their death.
Four children were living at home in the care of both parents and four were
living at home in the care of a single parent. Seven children with significant
and complex medical issues died in hospital; four of these children did not
leave hospital following their birth. At the time of the notification to Child
Protection, these children were known to have a limited life expectancy. Care
arrangements at the time of the child’s death are described below.

Table 4.5

Child death inquiries reviewed in 2007-08: care arrangements at time of death by age grouping
of children (N=16)

Care arrangements

at time of death 0—<6 mths 6 mths-3 yrs 4-12 yrs 13-17 yrs  Total
Both parents 2 2 - - 4
Mother 1 2 - - 3
Father - - 1 - 1
Grandparent 1 - - - 1
Hospital 5 - 2 - 7
Total 9 4 3 - 16
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Many factors are known to impact on a parent’s capacity to provide adequate
care and protection. These factors include family violence, substance use,
mental illness, transience or homelessness, intellectual disability and parent’s
own history as a Child Protection client. The VCDRC examines the child
death inquiry reports to identify the prevalence of these factors in families
whose children’s death are subject to review. The percentage in Table 4.6
refers to the prevalence of each characteristic in the total number of cases
reviewed in this period.

Family violence issues were prevalent in the majority of families involved
with the child deaths reviewed. Family violence was a factor in 12 of the 16
child death inquiry reports reviewed. Nine of these families had children
under the age of three years.

Parental substance use was a factor in ten of the 16 child deaths reviewed.
Nine of these families had children under the age of three years.

Mental illness was identified in nine of the 16 child deaths reviewed. Seven
of these families had children under the age of three years.

Table 4.6

Child death inquiries reviewed in 2007-08: key parental characteristics by age grouping of
children (N=16)

Key parental characteristics 0-<6 mths 6mths-3yrs 4-12yrs 13-17 yrs Total

Family violence 7 2 3 - 12 (75%)
Substance use 7 1 - 10 (63%)
Mental illness 3 4 2 - 9 (56%)
Transience/homelessness 2 1 - - 3(19%)
Protective services history 2 1 = - 3(19%)
Intellectual disability - - 2 - 2(13%)

The most significant feature of the families involved in child death reviews was
the co-existence of a number of factors that are known to reduce parenting
capacity. In 14 of the 16 child deaths reviewed, families presented with more
than one of the parental characteristics described above, most commonly
family violence and substance use, and family violence and mental illness.
The families of half of the child deaths reviewed presented with more than
two parental characteristics identified in Table 4.6.

As noted in last year’s annual report, the committee found that the majority
of the child death inquiries reviewed involved families with multiple and
complex needs. The co-existence of multiple parental factors known to
reduce parenting capacity compounded by complex child factors known to
increase the child’s vulnerability continue to present significant challenges
for practitioners in Child Protection, family and related service systems.

Annual report of inquiries into the deaths of children known to Child Protection 2008



Themes relating to the co-existence and interaction of multiple risk factors
and the importance of an integrated and comprehensive multi-service system
response to families are considered further in the discussion that follows.

4.2 Themes and issues

The most important contribution that the VCDRC makes to the child death
inquiry process is identifying common themes and emerging trends across
the group of child death inquiry cases it reviews. While each individual
child death inquiry identifies factors unique to each child’s death, the
review function of the VCDRC ensures that collective learning across cases
is identified and used to inform ongoing system reform across all levels of
program, policy and practice development.

The Office of the Child Safety Commissioner maintains a comprehensive
case tracking system that records cumulative data on more than 50 aspects of
case practice, enabling all client and case practice characteristics to be cross-
referenced in each reporting period. Drawing on this database, the VCDRC
conducts a rigorous qualitative analysis of case practice issues arising from
the child deaths reviewed. Once all numerically common client and case
practice characteristics have been distilled from the data set, the committee
considers which of these have the most impact on client outcomes and
service provision.

In this reporting period, the Office of the Child Safety Commissioner
presented the VCDRC with 16 child death inquiry cases. All of these inquiries
were examined within the context of relevant legislation, policy and practice
procedures effective during the period of intervention with the family. In
this period, all but one of the child death inquiries were examined within
the context of the Children and Young Persons Act 1989 and the Principles
for Children set out in Part 2 of the Child Wellbeing and Safety Act 2005.
One child death was examined within the new legislative framework that
was implemented on 23 April 2007. Child deaths subject to Child Protection
and related services involvement following this date will be examined within
the context of the Children, Youth and Families Act 2005.

In this period, the VCDRC reviewed all 16 child death inquiry cases,
conducted a qualitative analysis of case practice issues arising from these
cases and prioritised the following themes for discussion:

+ responding to vulnerable infants

+ integrated multi-service system response to vulnerable families.

Responding to vulnerable infants

All infants are vulnerable because they are fully dependent on others for their
physical care and emotional nurturing. However, some infants can be more
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vulnerable than others because of some particular characteristics of their
own or because of the impact of parent-based risk factors. A combination of
both will exacerbate their vulnerability. Early identification of parents with
vulnerabilities or problems likely to impact on their parenting capacity is the
basis for providing an effective response to vulnerable infants.

In this reporting period, the majority of child death inquiry cases reviewed
by the VCDRC related to infants younger than 12 months of age. Twelve of
the 16 cases involved infants younger than 12 months and, of these, 11 cases
reviewed involved infants aged six months and younger.

Many of these infants came from complex family structures, which included
histories of protective services involvement with siblings and parents, and
longstanding issues of family violence, substance use, mental illness and
homelessness. Many of the infants in the review cohort were born prematurely,
some with complex medical needs and multiple disabilities. In addition to
these complicating factors, one infant was born drug dependant and foetal
alcohol syndrome was suspected by involved professionals in another.

The Children, Youth and Family Services Act 2005, as the new legislative
framework underpinning Child Protection and the broader child and family
services sector in Victoria, recognises that early identification of potential
parenting difficulties is vital so that timely help and planning can be offered.
The new legislative provisions enable pre-birth reports to Child Protection
to be made. For this reporting period, only one of the child deaths reviewed
by the committee was considered within the operating system provided by
the new legislative framework.

While pre-birth reports were not a feature of the infant child deaths
reviewed, the VCDRC considered that this new reporting process could
have initiated much needed earlier planning in many of the cases. Of the
cases reviewed, in only one case was there a pre-birth report attempted.
However, as the legislation was not enacted this could not be activated within
the Child Protection system. The committee welcomes this new provision
and anticipates that it has a significant potential to improve collaborative
planning, particularly across health services and Child Protection.

Children with complex medical needs

Children with complex medical needs whose deaths resulted from acquired
or congenital illness continued to dominate the child death reviews, as has
occurred in previous reporting periods. Four of the seven children who
died of acquired/congenital illness did not leave hospital after birth. All
these children were born with limited life expectancy. Child Protection
intervention in these cases required high level coordination and planning to
provide effective support for these already vulnerable families.
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This category of child deaths has featured in annual reports since the
inception of the VCDRC and was the subject of a group analysis: Children
with complex medical needs and limited life expectancy (2005). The study
pointed to improved service responses being contingent upon improved
collaboration between Child Protection, acute health services and, in some
instances, disability services.

In this reporting period, the VCDRC noted that there were cases in which
Child Protection practitioners were not able to obtain the necessary
medical information about a child’s illness, treatment and prognosis from
the hospitals. On some occasions this was through a lack of emphasis or
appreciation of the importance of the need to follow up medical histories
in cases of complex medical needs. On other occasions this was linked
to inadequate communication processes between Child Protection and
hospitals and within hospitals. There are different pathways within hospitals
for the transmission of such information to external services such as Child
Protection with hospital social work departments sometimes being the
conduit between the hospital medical profession and Child Protection.
While the committee noted that protocols and policies exist to facilitate and
expedite communication between the two services, these were seen to work
variably across the cohort of cases considered. The VCDRC recommends that
further organisational attention be given to strengthening communication
between Child Protection and hospitals.

Missed opportunities for early planning and coordination

Eight other cases relating to vulnerable infants younger than 12 months
of age were considered by the VCDRC. These children were discharged
from hospital settings into the community in the care of their parents. The
committee considered that these eight cases involved missed opportunities
for closer collaboration between both acute and community based health
services and Child Protection services.

In six of these eight cases, parent-based risk factors at the time of birth
included co-existence of at least two of the following factors: substance use,
mental health issues, family violence, transience/homelessness and earlier
Child Protection histories with other children. However, in none of these
cases did formalised joint planning occur between Child Protection and
health services prior to discharge from hospital. Discharge case conferences
were not a feature of any of these cases.

Of particular concern was one case in which the child was hospitalised for
three months for medical care and treatment and there was no planning in
relation to the significant social problems and risk profile of the parents.
The opportunity for pre-discharge intervention, assertive assessment and
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discharge planning across service sectors was missed by the birth hospital.
Child Protection first learnt of this vulnerable infant one week following
discharge from hospital, by which time the child’s situation was already
highly concerning.

The need for early planning across services in relation to vulnerable infants
prior to discharge from hospital following birth is further highlighted by
the difficulty in reaching many of these parents through antenatal care.
The VCDRC noted that for most cases involving infants there was a lack of
information about service involvement during the antenatal phase. In four
cases where there was reliable information, there was either no or minimal
antenatal care received, which means there was little opportunity to engage
the parents about issues relating to their capacity to care for their expected
child. Families with complex problems can be the least willing and able to
make use of available services which reinforces the need to make the most
of opportunities that do present. This theme has implications for both acute
and community-based health services that routinely have contact with babies
and their families in terms of how they can most effectively work with Child
Protection services.

The policy framework to support collaboration and cooperation between
these two service sectors is well developed in Vulnerable babies, children
and young people at risk of harm: Best Practice framework for acute
health services (2006). This framework encourages professionals to share
information and states that ‘it is unlikely that any one professional will be
aware of the whole picture. The policy promotes a continuum of service
approach pointing to the view that ‘the best outcomes will be achieved when
agencies work together to provide the best combination of services. The
policy also supports the important role of ‘multidisciplinary case meetings,
which provide an opportunity to bring together the different perspectives and
share information to strengthen decision making’ The committee considered
that there was clearly scope to improve the implementation of these policy
intentions into practice.

Integrated multi-service system response to vulnerable families

The majority of deaths reviewed in this reporting period involved children
who come from high risk, hard to reach families characterised by complex,
multiple needs and involvement with a number of different service systems.
A strong theme that emerged related to the value of a multi-service system
response to vulnerable families. The cases reviewed reinforce the need
for a greater range of interventions, fully integrated at a systemic level, to
effectively address the complexity and multiplicity of needs presented by
high risk, hard to reach families.
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The clear predominance of the co-existence of parental characteristics of
family violence (75 per cent), substance use (63 per cent) and mental illness
(56 per cent) suggests that child focused services alone cannot develop
effective plans to safeguard children without the involvement of specialist
adult-focused services dealing with adult substance use, adult mental health
and family violence issues. The prevalence of these factors is a continuation of
the predominant parental characteristics in the previous reporting period.

The VCDRC considered that the cases reviewed demonstrate that the
co-existence of these parent-based risk factors increases the complexity
associated with both risk assessment and risk management and attests to the
need for an integrated multi-service system response. The committee noted
that it is increasingly important for services to look beyond their narrow,
albeit specialist, fields and the delivery of their primary service functions to
incorporate the impact of parental behaviours and problems on children’s
safety and wellbeing. This requires a shared and system-wide approach to the
protection of children built on common practice frameworks and processes
that support collaboration and a multi-service sector response.

Communication and collaboration between services

The service system’s response to families’ complex and multiple needs
becomes even more complicated when there is lack of communication
and collaboration between professionals across the different service
systems. Fifteen of the 16 child death reviews presented communication
and collaboration issues at varying levels of significance. Multiple service
system involvement in these cases was complicated by the different layers of
information that needed to be communicated within the individual service
systems and between the different service systems.

In one complex medical needs case, while there was collaboration at the
case worker level, there was a lack of collaboration and problem solving at
the management level of Child Protection and Disability Services. Neither
program area was proactive in initiating a process to explore and resolve
issues when the child’s care became unsustainable. As a result of this case the
committee recommended that the Department of Human Services address
the issues between the two program areas.

Sharing information

In a number of cases the professionals involved in working with families
were aware only in general terms of Child Protection involvement; they
were unaware of the specific nature of the protective concerns. In one
case, communication and collaboration between health professionals was
considered less than optimum given that no single health professional had
a comprehensive view of the range of risk factors that affected the child. In
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another case a number of the health professionals had information regarding
a range of risks to the child’s safety and wellbeing yet none of these services
contacted Child Protection in relation to the protective issues. Sharing
of both current and historical information about the child and family is
essential in a collaborative approach to protecting children.

The VCDRC noted in one case there was a need to share information across
jurisdictions, particularly as multiple child deaths had occurred within the
same family. The committee has recommended that the Victorian Child Safety
Commissioner explore the issues of cross-jurisdictional information sharing
in relation to child deaths.

Roles and responsibilities

While many services provided comprehensive, high quality intervention and
supporttothefamilies, theinterventions were notalways coordinated between
professionals involved in the cases. The lack of case planning meetings, case
conferences and hospital discharge planning meetings reduced the capacity
to explore and resolve differences of perspective, exchange critical case
information, clarify roles and responsibilities and develop appropriate plans.
In one case, the new role of the community-based child protection worker
could have been instrumental in promoting a collaborative and cooperative
case management approach between the different services; however, this did
not occur because of lack of co-working and miscommunication issues. This
new role is pivotal within the Child Protection and family services reforms
currently being implemented as it provides an identified interface between
Child Protection and family services. In another case, the differing views
and tensions between services were never resolved, resulting in missed
opportunities for effective coordination and collaboration.

Improving links between services

The VCDRC noted that case conferences did not feature prominently in any
of the cases reviewed, although case conferences have long been recognised
as an important method of undertaking multidisciplinary and cross-service
sector work. The committee considered that case conferences as a venue for
communicationand collaborationare animportant means for marshallingand
jointly analysing the increasingly complex information relating to interacting
risk factors present in many cases. In many of the cases reviewed, it was
considered that a case conference would have assisted in the development of
agreed plans and coordinated action.

To ensure more than simple liaison between professionals, case conferences,
joint sessions and regular professional reviews are essential tools for sharing
information and coordinating ongoing intervention. Theses tools are an
integral part of case practice. They provide opportunities to augment and
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strengthen professional practice, improve links between professionals and
their approach with the family and, therefore, enable broader assessment
and planning to occur between services.

The child death inquiry cases reviewed continue to present issues between
Child Protection and acute health services. The lack of communication and
collaboration between Child Protection and acute health services was a
consistent theme in the cases reviewed. In one case the lack of consultation
between Child Protection and acute health services resulted in a limited
understanding of the child’s medical condition and its implications for the
child’s ongoing care, planning options, including possible palliative care
requirement and the child’s family given the risk issues identified. An early
case conference between Child Protection and acute health services would
have provided a forum to exchange information and address issues relating to
the child’s medical condition and risk factors, including allegations of violence
within the family.

The group analysis report, Children with complex medical needs and
a limited life expectancy (2004), highlighted the need to enhance
communication between Child Protection and acute health services and
to improve collaborative planning for all common clients. The VCDRC has
recommended that these issues continue to be addressed by the Department
of Human Services.

Assessing parenting capacity

Issues of family violence, parental substance use, mental health and
past trauma were central in the child death inquiry cases reviewed. The
most significant feature of the children’s families was the co-existence
of these key parental characteristics that are known to reduce parenting
capacity. Developing a knowledge base of each parental characteristic and
understanding how these characteristics interact and impact on the parent’s
capacity to provide adequate care and protection is a fundamental part of
Child Protection assessment and planning processes.

In the cases reviewed there was limited knowledge and understanding of the
issues and challenges faced by families experiencing complex and multiple
needs. In one case, Child Protection accepted the mother’s assurance that the
violence was an isolated incident and that these issues were being addressed
without following up and consulting with local police and relevant services.
In another case, Child Protection failed to make the connection between
drug and alcohol and family violence issues. In these instances, joint planning
and improved communication processes would have brought together the
necessary range of services to share specialist knowledge and allow a more
comprehensive assessment of parenting capacity. Without a comprehensive
assessment, cases can be closed without a fully informed understanding of
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risk. The VCDRC again noted some instances of premature case closure in
which engagement with the necessary services to address issues impacting
on parenting capacity had not been confirmed.

The committee considered that an improved multi-service system approach,
where specialist adult services were better linked to working with Child
Protection, could strengthen the assessment of parenting capacity.

4.3 Positive case practice reflections

Over the past few years, the VCDRC has reported on child death inquiry
cases where practice has been highly commendable. In this reporting period,
the committee is pleased to again highlight positive case practice carried out
by Child Protection.

When cases are intensely scrutinised, the resulting detailed analyses mean
that problems with the way cases are managed will often be found. However,
alongside this within the same cases there can also be many instances of
sound case practice. To achieve a balanced critique, the committee believes
that it is important to acknowledge that there was positive practice in many
of the cases considered.

The following were important elements of good practice that the
committee noted across the cases considered in this reporting period:

Proactively seeking Recognising Consultation
historical impact of with specialist
information cumulative trauma infant workers

Focused ome eleme Timeliness

assessment of PO e of contact
and planning ase practice with families

Direct . Referral for Engagement
. Sustained .. & g

contact with Fort paediatric with

children etor assessment fathers

These elements help to ensure quality Child Protection intervention.

The following brief case vignette from a total case history illustrates intensity
of effort and commitment shown in a case where there was an urgent need
to place a young infant into alternative care.
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Sophie

Sophie (pseudonym), an infant, was born to a mother with long-
standing mental health problems who was also an illicit drug user.

e
Sophie became known to Child Protection when her mother’s mental i
health significantly deteriorated, raising concerns about Sophie’s safety
and the long term impact of her mother’s reduced parenting capacity.

Child Protection quickly established the events that led to the
notification.

Immediate checking of records found a family history of protective
involvement in relation to older siblings, with the predominant theme
being parental mental health and substance use issues.

Case consultation with the team leader and specialist infant )
protective worker quickly occurred and established that the et
case needed to be prioritised for immediate action. '

R B

//:

Regular oversight by the team leader and
advice from the specialist infant protective AT
worker maintained attention on both 5¢
immediate and longer term factors. :

Contact was made with a range of services,
including Victoria Police, mental health .
and maternal and child health, to gather iy,
information about the family circumstances,
including specific information and observations
about the mother’s functioning and Sophie’s health
and milestones history.

Broader information regarding the siblings was also
elicited, including through contact with their school.

Child Protection conducted a timely home visit, engaged the
mother and discussed the protective concerns with her.

Sound judgement was made regarding the need for children
to be placed elsewhere pending further assessment of their
mother’s parenting capacity.

Child Protection skilfully engaged the mother about { ) UL R A
the need to place the children and helped her B0, goy i / ' / '
prepare the children for their move. SRA S

Child Protection arranged for an alternative
placement and transported the children.

Activity to achieve this immediate safeguarding of children
involved Child Protection working late into the evening.



4.4 End note

The process of child death inquiries and reviews is dependant upon the
accessibility to case information and the comprehensiveness and quality
of the information available. The VCDRC thanks the Children, Youth and
Families Division, Department of Human Services, for its cooperation and
support of this important process. The department’s capacity to consult on
issues, provide feedback in relation to draft child death inquiry reports and
respond to recommendations arising from child death reviews reflects a
commitment to ongoing change and practice improvement.

The VCDRC acknowledges the work undertaken by the Office of the Child
Safety Commissioner in the preparation of the child death inquiry reports
received by the committee for consideration.
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5. The year in review; the year ahead

5.1 The year in review

Monitoring progress on individual and cluster recommendations

While the VCDRC has no active or direct responsibility for implementing
actions relating to its recommendations, it takes a keen interest in monitoring
progress in how its work impacts on the development of the service system.
The committee believes the test of its relevance is to see its recommendations
translate into actions to improve the response to vulnerable children and
families.

Through an agreed framework of communication between the VCDRC
and the Department of Human Services, the department provides twice
annual feedback to the committee concerning action taken in relation to the
committee’s recommendations. This enables ongoing communication about
how the recommendations influence policy and practice development. It also
provides opportunity for the Department of Human Services to advise the
committee more broadly about program initiatives and changes impacting
on Child Protection.

The recommendations made by the VCDRC for this reporting period are
provided in Appendix 1.

The initial Department of Human Services response to these
recommendations is in Appendix 2.

The Department of Human Services response to recommendations made
by the VCDRC in the previous reporting period and contained in the 2007
annual report is in Appendix 3.

The VCDRC appreciates the Department of Human Services’ advice on the
committee’s recommendations.
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Monitoring progress: group analysis into chronic neglect

The VCDRC continues to follow the outcomes related to the group
analysis report Child Death Group Analysis: Effective responses to chronic
neglect (2006). This report contained 17 recommendations directed to
the Department of Human Services and the Child Safety Commissioner.
The report highlighted several key themes that are critical in reducing
the incidence and impact of chronic neglect within the Child Protection
population and identified opportunities for cooperative action to intervene
early to prevent and ameliorate the impacts of chronic neglect.

All of the report’s recommendations were endorsed by the Department
of Human Service and the Child Safety Commissioner. The VCDRC is
pleased to report that the majority of the recommendations have now been
fully implemented by the Department of Human Services. The committee
has been advised that over the coming year the Office of the Child Safety
Commissioner, in collaboration with the Department of Human Services,
will be implementing a process to reiterate the important learning arising
from this report in Child Protection, family services and related services. This
is in recognition of the need to ensure that key messages reach practitioners
working directly with vulnerable children and families.

Monitoring progress: group analysis into SIDS

The VCDRC continues to follow the outcomes related to the group analysis
report Child death group analysis: Tackling SIDS — a community responsibility
(2005). This report contained 21 recommendations directed at a number of
services, including Child Protection, acute health, maternal and child health,
drug and alcohol, mental health and housing services. The SIDS group
analysis indicated that adult-focused services, such as drug and alcohol,
mental health, disability and housing support services, are extremely well
placed to provide targeted SIDS prevention education to vulnerable parents.
Subsequent to this report, the Office of the Child Safety Commissioner held
a forum in 2006 to disseminate the findings and promote a collaborative,
targeted approach to SIDS education and prevention with high risk families.
A cross-sector, multidisciplinary SIDS working group was established as an
outcome of the forum.

Over the past year, the Office of the Child Safety Commissioner SIDS
working group has continued to meet on a regular basis and has developed
several strategic directions that will promote SIDS education among
vulnerable families, progress culturally sensitive approaches to prevention
within Aboriginal communities, and promote professional development
across sectors. The working group convened a successful forum focusing on
discharge planning for vulnerable babies.
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Monitoring progress: group analysis into children with complex
medical needs

The VCDRC continues to follow the progress of initiatives targeting children
with complex medical needs and/or a limited life expectancy who are clients
of Child Protection. This group continues to feature prominently in child
death inquiries reviewed by the committee. In this reporting period, seven
children were subject to hospital care because of their significant and complex
medical needs. The committee welcomes the initiatives carried out by the
Department of Human Services Child Protection and acute health services.

Communicating with practitioners

In the past year, the Office of the Child Safety Commissioner, in partnership
with the Department of Human Services and the VCDRC, led a series of
successful forums in relation to the child death inquiry and review process.
The Office of the Child Safety Commissioner engaged practitioners from
government and community-based services across the state in a dialogue
on child death inquiries and reviews and on their role as both a continuous
improvement and public accountability mechanism.

5.2 The year ahead

Legislative and policy reforms

Victoria’s approach to protecting children and young people has undergone
significant reform in the past year with the implementation of new legislation
and associated policy aimed at securing improved outcomes for vulnerable
children and their families.

The VCDRC welcomes these reforms and looks forward to their impact on
case practice within those cases reviewed by the committee.

The implementation of the Children, Youth and Families Act 2005 (CYFA
2005) in April 2007 signalled a new era in the way services are provided to
vulnerable children and families, underpinned by the guiding philosophy
to promote children’s best interests and intended to strengthen children’s
safety, stability and wellbeing. The legislative and policy reforms represent a
significant paradigm shift for Child Protection and its partners from assessing
episodes in a child’s life to a holistic, lifetime evaluation of the child’s safety,
stability and development outcomes. This requires a system that: supports
universal and secondary services to identify families under stress and link
them earlier to services and supports; identifies and responds earlier to
children who experience significant cumulative harm; builds sustainable
networks of support for families in local communities; combines therapeutic
interventions with practical actions for children; and protects and promotes
children’s cultural connectedness.
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Child FIRST (Child and Family Information Referral Support Teams)

A range of enhanced service delivery arrangements have been implemented
to reflect the intent of the CYFA 2005. New pathways have been developed to
connect vulnerable children and families to prevention and early intervention
services.

A key feature of the CYFA 2005 is the establishment of clearer entry points
into child and family services in Victoria where there are significant concerns
about the wellbeing of children below the threshold requiring Child
Protection intervention. Child FIRST sites are being established in a staged
process across Victoria to provide a clear alternative pathway for services to
be provided to vulnerable children and their families. Child FIRST sites build
on the existing intake and service delivery capacity established as part of the
statewide expansion of family services, which occurred primarily through
the establishment of the family support innovations projects.

Community-based Child Protection worker

Over the years Child Protection has worked in partnership with broader
child and family services to build a comprehensive and integrated child and
family service system in Victoria. Child Protection will continue to build on
this work by supporting the establishment of Child FIRST and related family
services through the new role of community-based child protection worker.
The community-based child protection worker is the interface between
Child Protection and Child FIRST and family services. The worker has a key
role in facilitating referrals from Child Protection to Child FIRST and family
services and providing consultation and advice in relation to vulnerable
children and their families.

Child Protection operating model

The Department of Human Services is developing a new operating model
for Child Protection in the context of the recent legislative and policy
changes. The VCDRC is advised that this new model refocuses the work of
Child Protection practitioners so that there is capacity, in conjunction with
other services, to provide the necessary intensity of intervention required to
match varying levels of need and complexity. The new model also plans to
explore how multi-service teams may become a feature of service delivery to
vulnerable families.

The department plans to trial the new model in the Eastern Metropolitan
Region over a 12-month period commencing in the second half of 2008.
The new operating model aims to provide: better outcomes for vulnerable
children at significant harm to their safety, stability and development;
improved collaboration and service partnerships that share responsibility for
delivering better outcomes to vulnerable children and their families; and a
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competent, skilful and professionally respected workforce that is supported
to undertake the complex and challenging tasks of Child Protection.

Scope of child death inquiries

A planned legislative amendment to rectify the inadvertent reduction of
scope of child death inquiries resulting from the implementation of the
CYFA 2005 was referred to in section 3 of this report. To date this has
impacted on three cases which under previous arrangements would have
been referred to the Child Safety Commissioner for a child death inquiry
and subsequently to the VCDRC. The Minister for Community Services has
requested advice from the department as a matter of urgency about how
these cases can be referred to the Child Safety Commissioner for the most
detailed review possible under current legislative arrangements, pending
the legislative amendment. The VCDRC anticipates that these child death
inquiries will be forwarded to the committee for review following the
necessary legislative amendment.

Review of child death inquiry process

The Child Safety Commissioner has initiated a review of the child death
inquiry process. The aim of the review is to examine the process and consider
models of inquiry and review that may more accurately reflect recent
legislative and policy reforms in Child Protection and the broader child
and family services sector. The Child Safety Commissioner has advised that
this will provide a timely opportunity for stakeholders to provide feedback
on the current process of inquiry, including the process of participation by
stakeholders, given the recent legislative changes. The review will consider
ways in which the child death inquiry process can make a useful contribution
to continuous improvement and innovation in policies and practices across
the service systems that support vulnerable children and families. The
VCDRC looks forward to being involved in this process.

Classification of child deaths

Last year’s annual report noted that the Child Safety Commissioner agreed
to explore a range of issues related to the classification of child deaths and
provide advice on the methodological and strategic issues associated with
alternative classification systems. The Child Safety Commissioner has
initiated an Australasian seminar on the child death review process in June
2008 and has invited representatives from different jurisdictions across
Australia and abroad.

The seminar will provide the opportunity to discuss a range of issues,
including the different models of inquiry and review, the different systems
for classifying child deaths, and the differing timeframe parameters for
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conducting child death inquiries and reviews across jurisdictions. The
VCDRC looks forward to taking part in the seminar and engaging with its
counterparts from other jurisdictions.

In Victoria child death inquiries are limited to clients of Child Protection at
the time of their death or within three months of their death. The VCDRC
considers that this narrow timeframe relating to closed Child Protection
cases reduces the potential to identify important learning from a broader
number of cases.

The VCDRC looks forward to ongoing dialogue with the Minister for
Community Services about this matter in the coming year following the
forthcoming seminar.

Group analysis focusing on the co-existence of parental risk factors

The VCDRC has decided to commission, in cooperation with the Office of
the Child Safety Commissioner, a new group analysis that will explore how to
provide an effective response to vulnerable children in circumstances where
there is a co-existence and interaction of multiple parental risk factors.

Over the past two reporting periods, the VCDRC has noted the dominating
prevalence of parental risk factors related to mental illness, family violence
and substance use. The committee considers that important learning could
potentially be derived by analysing these cases as a group to discern whether
there are service system or practice changes that could have enabled a
strengthened response to protection of the children in these cases.

In 14 of the 16 child deaths reviewed in this reporting period families
presented with more than one of the parental characteristics known to
reduce parenting capacity. The most common combination was substance
use and family violence, and mental illness and family violence. The families
of half of the child deaths reviewed in this reporting period presented with
more than two parental characteristics known to reduce parenting capacity.
The combination most prevalent was mental illness, family violence and
substance use.

The prevalence of these parental risk factorsalso dominated the 2007 reporting
period. The VCDRC considers that this provides a strong evidentiary base to
explore issues related to the co-existence and interaction of these multiple
risk factors.

Collaboration between services and coordination of service delivery have
long been recognised as necessary components of effective Child Protection
practice. The VCDRC considers that the increased complexity due to co-
existence of parental risk factors may call for new ways of services working
together that go beyond traditional ideas of collaboration and coordination
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across discrete service streams. All practitioners from both child-focused
services and specialist adult services increasingly require a holistic
understanding of vulnerable children and families and the way in which
separate risk factors might interact to cause vulnerability in the family and
increased risk to the child. The group analysis will focus on developing better
outcomes for these vulnerable children and families through an integrated
and multi-service system response.

The VCDRC anticipates that the learning arising from such an analysis will
complement and inform current developments in the Department of Human
Services, particularly in relation to the new Child Protection operating
model.

Influencing policy and practice

The child death inquiry process is ultimately about achieving better outcomes
for vulnerable children and families. The VCDRC will continue to use
available opportunities to ensure that lessons learned from the death of a
child are communicated widely and used to drive ongoing system change.
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Glossary and abbreviations

accidental death category of death; includes drowning, fire,
road and rail trauma, falls and poisoning

acquired/congenital illness  category of death; includes prematurity,
malignancy, seizures and infection

group analysis child death inquiry report that focuses on a
group of individual child deaths

case analyst external professional appointed by the
Office of the Child Safety Commissioner to
provide expert advice and opinion on child
death inquiry issues, prepare analysis and
develop findings

case reviewer Office of the Child Safety Commissioner
officers responsible for conducting case
related research and coordinating all
activities associated with the child death
inquiry process

drug/substance related death category of death; includes drug overdose
and deaths related to inhalant abuse

intake the section of Child Protection that takes
protective intervention reports of possible
child abuse and makes initial assessments

investigation investigation undertaken by Child
Protection to assess actual harm or
likelihood of harm to a child and need of
protective intervention
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non-accidental death

category of death; includes death due to
physical abuse, assault and homicide

notification

report made to Child Protection of concern
that a child is at risk of abuse or neglect.
This term has been replaced with the term
‘report’ as per section 28 of the Children,
Youth and Families Act 2005

protective intervention

ongoing Child Protection involvement,
following substantiation of risk or harm, to
ensure the safety and wellbeing of the child

report

consistent with the Children, Youth and
Families Act 2005, ‘a person may make a
report to the Secretary if the person has a

significant concern for the wellbeing of a
child’

SIDS

sudden infant death syndrome; category
of death; requires autopsy and coronial
authentication

substantiation

when abuse or likelihood of abuse or neglect
to the child has been substantiated by a
Child Protection investigation

suicide/self-harm/
risk-taking

category of death; includes deaths due to
suicide and high risk-taking behaviour
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Appendix 1: VCDRC recommendations
in 2008

Type

Recommendation

Arising from
an individual
inquiry

That the current Victorian Child Protection
System Operating Model Review considers the
establishment of a specialist liaison function
within each regional management structure to
facilitate and improve communication and joint
work between the Child Protection program and
hospitals.

Arising from
an individual
inquiry

That the revision of the 1993 protocol takes into
account the group analysis Children with complex
medical needs and a limited life expectancy (2004)
and incorporates an alert process to Department
of Human Services senior regional management
when children with complex medical needs are
known to both Disability Services and Child
Protection to ensure cooperation across these
programs and identify opportunities for improved
outcomes for these children.

Arising from
an individual
inquiry

That the Child Safety Commissioner identifies
mechanisms to enable the Victorian Child
Protection service to gather information regarding
multiple child deaths in a single family, where these
occur in other Australian jurisdictions.

Arising from
an individual
inquiry

That the Victorian Child Safety Commissioner,
through the SIDS Working Group, which
comprises several service systems including

Child Protection, considers the merits of Child
Protection workers promoting practical alternative
sleeping arrangements when appropriate bedding
is not immediately available.
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Appendix 2: Responses to VCDRC
recommendations in 2008
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Appendix 3: Responses to VCDRC (individual
and cluster) recommendations in 2007
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