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1. Introduction

1.1 Who'sHolding the Baby?

Thetitle “Who' s Holding the Baby? has been adopted by the pand to express a fundamental
premise of this report: the care of infantsin our society is arespongbility we dl share. Asindividud
parents, as maternity services, as hedth professonds, as child protection workers and as members
of this society, we are dl responsible for the care of an infant—we are al responsible for *holding’
the baby. The concept of ‘holding’ is adopted from D.Winnicott, a world-renowned paediatrician
and child psychoandyst. ‘Holding’ is not just meant in terms of providing physical care, but aso
includes the capacity of a parent, Sgnificant other, caregiver and society to provide aloving and
nurturing environment, free from abuse and neglect in which the infant can grow and develop. The
optima outcome of ‘good enough’ holding is the integration of an individud in auseful way into
society and the fulfilment of that individud’s .

1.2 Case Study

The following hypothetica case scenario is drawn from cases of infant deaths known to Child
Protection Services, that were examined by the pandl. (These cases had undergone an inquiry
process, as detailed in Appendix 1). The case graphicaly illustrates the issues that will beraised in
this report and describes the target group of infants and their families that this report addresses.

Case Study:

Crysta was born prematurely and opiate-dependent. Crystal’s mother, Jodie, 16 years, had
attended the antenatal clinic twice in late pregnancy before presenting in advanced labour.
Jodie had been a client of Child Protection Services and resided in residentia placements
during her early adolescence but was now living a home with her mother. The relationship
was described as volatile and characterised by frequent periods of Jodie ‘moving out’ to live
with Brant, Crystal’ s father, 17 years, who is described as abusive to Jodie.

Nurses on the ward described Jodie as ‘ appearing disinterested in Crystal’ but Jodie told the
hospital social worker that she was ‘keen to get involved with the infant’ and would accept
services in the community when discharged from hospital. The Social Work Department
made the appropriate referrals to community agencies then closed the case.

Jodie discharged herself and Crystal from hospital on the third day, although Crystal was till
displaying irritability possibly due to drug withdrawd. Jodie declined visits from the domiciliary
nurse. The usua hospital referral was made to the Materna and Child Health Nurse
(MCHN) who visited Crystal at her grandmother’ s home and assessed the baby as making
adequate progress. Jodie was not present and grandmother indicated that Jodie was usually
with Brant, probably using drugs, and that she was ‘sick of being left with the baby’.

On the next MCHN outreach visit, the grandmother reported that three days ago she and
Jodie had had an argument and that Jodie had taken the baby and left the house. She
assumed they were with Brant but did not have an address. Grandmother aso confirmed that
no other community services were involved with Jodie and that Jodie ‘didn’'t have a clue
about caring for an infant’. The MCHN contacted the Child Protection Services and a
notification was accepted based on the likelihood that Crystal was at risk of significant harm.



However, without an address, child protection workers were unable to make immediate
contact with Jodie and Crystal.

Three days later, the police were called to aflat they described as filthy, with syringes and
empty liquor bottles in evidence. Crystal had died while sharing a mattress on the floor with
Jodie and Brant.

1.3. Definitions
Before proceeding further it isimportant to specify the intended meanings of key terms used
throughout the report.
M ater nity Services refersto the range of services and professonds providing antenatd,
perinatal and postnatad care. The key agencies and professionals that need to be involved in
providing this care throughout the various stages are:
- Maternity hospitals, including al associated services and related professionals.
Medica professionals such as Generd Practitioners, Obgtetriciansand  Gynaecologists
(when in a Share Care arrangement).
Community midwives
The Materna and Child Hedlth Service, which at apolicy leve includes the Parenting
Support and Child Development Unit of Department of Human Services.

Additional key agencies that may be required to provide care and support as an adjunct
to Maternity Services are;

Family and Community Support Agencies

Child Protection Services (CPS).

Family refersto the mother, father and/or significant others. However, in most cases the
primary caregiver shdl be the mother.

Infant refers to both the newborn and unborn child.
Client refersto both the family and the infant.
High risk refersto protective high risk, that being at risk of abuse or neglect.

High Risk Infant Project (HRI Project) isaDepartment inititive to provide enhanced
practice and services to high risk infants and their families known to CPS.

Specialist Infant Protective Workers (SIPW), an initiative of the HRI Project, they
provide consultancy to child protection staff concerning high risk infants.



2. Background and Purpose of Report

The purpose of this report isto consder systemic issues and common themes and patterns arising
from agroup of desths. (The process used for the review of child protection deathsis attached in
Appendix 1, with an explanation of the Victorian Child Death Review Committee).

The Victorian Child Death Review Committee (VCDRC), in its consderation of deaths of infant
clients (known to CPS) has noted concerns relating to the role of the broader health sector and
linkages to CPS. Accordingly, the VCDRC requested that ‘an analysis be undertaken on the
intersectoral relationship between maternity services and protective services asthey relate to young
mothers, using as a garting point the cases highlighted by this Committee’.

The committee noted they had seen:
‘five SIDS deaths where the link between the hospital/medical sector and the protective
system had been cause for concern. Issues related to unplanned discharges, poor post natal
supports and the failure of support agenciesto fulfil their obligations .

They commented that such issues are potentidly of concern for any infant, but when combined with a
very young mother without appropriate supports who may be adrug user, then therisk of harm to
the infant becomes extreme.

On 9 August 1999, the Director, Y outh and Family Services, endorsed the committee's
recommendation to conduct an analysis ‘on the intersectora relationship between maternity services
and protective services as they relate to young mothers, using as a starting point the cases highlighted
by the committee’



3. Terms of Reference

Theterms of reference for this Child Death Inquiry are firstly, those gpplied to the andysistier for
Victorian Child Degth Inquiries
To examine whether case management decisions and actions of the Department of Human
Services and other agencies were adequate and appropriate in providing a service to the
client/s. This should be considered in the context of the Children and Young Persons Act
1989, and established practice knowledge and professona wisdom

Secondly, the analysis was required to address the following issues raised by the VCDRC:

The intersectora relationship between maternity services and CPS as they rdate to young

mothers, including the identification and exploration of this relaionship.

Specific issues reated to:

: unplanned discharges

poor postnatal supports
support agencies not proactively engaging with families, post birth
the need for services to systemicaly recognise the high risk nature of the
circumstances for some infants and families

4. Methodology
The andyss was undertaken by a panel comprising:

Panel Chairperson: Colleen Murphy,
Manager, Chemica Dependency Unit, Royd Women's Hospita

Panel Members: Sarah Goding
Manager, Qudity Branch, Acute Hedlth, Department of Human
Services

Johanna Breen

Senior Program Adviser, Practice Leadership Unit

Child Protection and Juvenile Justice Branch, Department of Human
Services

Executive Officer: Lynne McCrae
Child Death Inquiries Unit, Department of Human Services

The pand consulted with 12 service providers/professionds from the maternity and child protection
fidd, with arange from metropolitan, rura and semi-rurd Victoria and Departmenta and non
Departmentd staff. The details of the methodology used by the pand in undertaking thisinvestigation
are dtached in Appendix 2. The pand aso undertook aminor literature review and the literature
used in the development of this report is detailed in the bibliography.



Thisinvedtigative process undertaken enabled the pand to:
|dentify and explore key issues as detailed in the terms of reference.
Establish the extent to which the issues identified in the interface between protective
sarvices and maternity services are being addressed.
Make recommendations that will enhance future practice.

5. Contextual Issues

5.1. Child Protection for Infantsunder 12 Months and the I dentification of Risk
All infants are vulnerable due to their totd dependence on a caregiver to meet dl ther needs.
However, some infants, when impacted upon by a combination of risk factors, are a higher or

extremerisk.

The table below sets out arange of risk factors, developed by CPS, that can be seen asaguideto
inform risk assessment for infants in arange of services. It isimportant to acknowledge that no one
risk factor will predict abuse and that harm is more likely to occur when there are anumber of risk
factors present with few if any protective or supportive factorsin evidence. The following lig isan
inclusve ligt, and there are probably a smaler number of more powerful predictive variables that can

be used to identify risk for infants.

Table 1: Potential Risk Factors That Have Been Retrospectively Identified in Families
Where Abuse/Neglect Has Been | dentified

Female Caregiver

Child
- premature
currently underweight
born drug dependent
feeding/sleeping difficulties
prolonged/frequent crying
significant meaning to mother
seen as problematic/over demanding

under 20 now/at first baby
pregnancy/birth complications

poor antenatal care

substance abuse

current/past history of family violence
psychiatric illness

single parent/de facto

other child removed/died

intellectual disability

Family MaIeCareglver

- isolated history of childhood abuse
fragmented history of abusing children
chaotic poor understanding of infant needs

transient/homel ess
intolerant of children
history of Child Protection involvement

history of criminal behaviour
poor impulse control
past/current perpetrator of family violence

- substance abuse
System Structural
risk assessment incomplete - poverty
agency conflict poor health

case conference not held
critical decisions not confirmed

social isolation
geographical isolation
low educational status




A casefilereview of infants under two years of age, known to CPS, was conducted in 1999 as part
of the overal evaduation for the High Risk Infants Service Qudity Initiatives Project (HRI Project).
One aspect of the review of 158 cases (gpproximately 5 per cent of infant cases within CPS)
concerned the collation of risk factors for these cases and the determination of their Sgnificancein
the conduct of the case. In order of frequency, the top variables, that is, those listed as present in
over 40 per cent of the cases, were:

Cheadtic family— 56%

Family violence{(mother 55%) and (father 48%)
Substance abuse—mother 50%)

|solated family—47%

Poor impulse control (father)—45%

Child protection history-45%

Under 20 at firgt child (mother)—43%

Asilludrated in the opening scenario, families caring for infantsin high risk Stuations are also more
likely to be isolated from family and community supportive services. Their reluctance to seek, or
accept, assistance may lead to statutory services becoming involved as the service of last resort. The
population of infants thet is likely to require early, intensve intervention, defined in medica termsasa
‘care coordination service discussed later in the report, is smdl but both labour and financidly
intensve and, if appropriate intervention is not provided, the consequences can be tragic.

Data obtained through the HRI Project indicates that in the year from March 1999 to February
2000, CPS received 4,427 notifications concerning infants 0-2 years. Infants 0-2 years, comprise
10% (or 1,342) of the substantiated CPS cases. More pertinent to this report, however, for the year
July 1998 to June 1999, there were:

1,397 natifications for infants aged 0—6 months of age

33,361 natifications for children over six months of age

Totd notifications: 34,758.

5.2 Sudden Infant Death Syndrome (SIDS)

The pand decided to widen the scope of their andysisto include dl infant deaths reviewed by the
VCDRC from 1995-1999. This decision was based on the determination that in al ingtances,
including the SIDS cases, high risk factors for child abuse and neglect were present. The presence of
these high risk factors required an early intervention response.

SIDSisligted as the cause of death when an infant dies suddenly, usudly during deep, and al other
possible causes for the death are excluded through forensic investigations usualy including an
autopsy. SIDSisamedicd term not a specific cause of death. SIDS remains the mgjor diagnosis of
desth for infants under one year in Audrdia. In nine of the 14 cases reviewed for thisanaysss, the
infants death was attributed to SIDS.

In 1991, the Sudden Infant Death Research Foundation (SIDRF) introduced the Reducing the Risk
of SIDS campaign which highlighted child care practices to address SIDS risk factors.




Following this campaign, the incidence of SIDS in the generd population has reduced dramaticaly.
However, dthough it is not possible to accuratdly establish arate of SIDS desths within the CPS
population, it is concerning that it gppears that the occurrence of SIDS deaths has not decreased
over time. Between 1989 and 1997 over 40 per cent of infant deaths were attributed to SIDS. This
percentage remains stable and an average of between two and three infants die of SIDS each year in
families known to CPS.

Although infant deeth diagnosed as SIDS is hot a new problem, recently the focus of prevention has
moved ‘from attempts to uncover intrinsic defects in the child to congderation of the environmenta
influences on the infant during life and in the time preceding death’ (Hobbs and Wynn, 1996, p.156).
Following on from this shift in focus, the dramatic reduction in infant deeths attributed to SIDS has
highlighted the number of desping accidents involving infants which result in their death. Many of
these deaths might have historicaly been attributed to SIDS. However, the find attribution of deeth
to either SIDS or a deeping accident is still dependent on further research and pathology reports of
the degth.

Numerous studies (for athorough review see Hobbs and Wynn, 1996) correlate risk factors for
SIDS. These nor+modifiable risk factors for SIDS are aso frequently present in families who come
under notice of CPS and other child welfare agencies. These risk factors include young, sSingle
mothers with an educationa level below year 12, substance abuse or dependence, and limited
attendance at antenatal checkups. Infants at risk of SIDS more often have low birth weight and are
born prematurely and exhibit inter- uterine growth retardation. Their home environment is more often
smoky, crowded and unsettled. These risk factors for SIDS aso correlate with drug dependency.

The fact that the young women represented in the cases being analysed exhibited mogt, or dl, of
these risk factors for abuse and neglect and SIDS needs to be acknowledged and made explicit in
any recommended risk screening/assessment process and appropriate education and support
provided.

A focus on risk factors for abuse and neglect will also address SIDS risk factors and may aso lead
to adecreasein the incidence of SIDS for this high risk group. Any early intervention program with
high risk families would require an educational component on known SIDS risk factors (such as
degping pogition, overheating and smoky environment).

5.3 TheObstetric Population

In Victoria, around 61,000 babies are born each year. Approximately two-thirds are public patients,
or just over 45,000. Eighteen different models of antenatal care have been identified in Victoria.
Sixty per cent of women were enrolled in antenatal care which may have no forma vistswith
midwives. Thirty-three per cent of women werein models of care where midwives may be involved
and 6 per cent were in models of care where midwives provided most or dl antenatal care. This
study found that 207 women or nearly 1 per cent received no antenata care at 20 weeks and this
reduced to 59 women at term. (1999 study conducted by the Perinatal Data Collection Unit).

5.4 Overview of Child Protection | nfant Deaths 1995-1999
From November 1995 to November 1999, the VCDRC has reviewed 28 deaths of infants under
the age of two; 23 of these desths were of infants aged 12 months or less, and five were aged



between one and two years. In reviewing these 28 cases, the panel decided anumber of the cases

were not gppropriate for this andyss. The pand established the following criteriafor incluson in this

project:

1.  Child wasunder 12 months at time of deeth

2. Child had not died of natura causes (not including SIDS)

3. Mother was at least under 25 (although there was one case where the age of the mother was
unknown, and this was not excluded).

The pand decided to include cases where the mother was over 20 years of age, up to 25 years of
age, asit was evident in these cases that there were indicators, in the antenata period, thet the infant
was at risk of abuse or neglect. The panel excluded cases in which a natification was made to CPS
post-incident, as there was little known about the family background. However, there were
indications thet a least some of these cases showed characteristics of the target group. A tota of 14
cases fitted into the target group.

Of these 14 cases, the pand extrapolated the following demographic information:
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Ten of the infants were aged three months or under and the remaining four were over Sx months,
but under twelve months.

Nine of the infants had died from SIDS; three were accidentd deaths; one had died from an
‘acquired illness-disease’ and one from ‘ non-accidental trauma.

Thirteen of the mothers were under 25 years of age. Of these, seven were under 20 years of age.
The age of one mother was not known.

Six of theinfants were femae and eight were male.

The raw data from these casesis attached in Appendix 3.

The pand studied these cases by reading the Child Degath Inquiry Reports and/or the relevant
regional documents pertaining to each case. The following list provides asummary of the key findings
from the panel’ s review of these 14 cases:

Demogr aphic Findings

- Some mothers were extremely young, being under 16 years of age.
In anumber of cases there were Sgns of materna ambivaence towards the infants.
Parental substance abuse and dependence were common.
There were many indicators that the mgority of parents were living chaatic lifetyles, with
frequent moves and frequent changes in partners. The relationships with their partners and other
family members were often volatile. Many were socidly isolated. There was a consstent theme
that accommodation arrangements were unsuitable for an infant. Infants were often left in the care
of others without any consideration as to the gppropriateness of those carers.
Babies were often at increased medica risk due to: prematurity, medica conditions, low birth
weight, drug dependency, falure to thrive and later signs of dehydration.

Additional Findings.

In most of the cases there were indicators of potentia protective risk to the baby that could have
been identified antenatally. Nevertheess, there was no evidence of any intervention in the
antenata period.

A lack of recognition of the infants high risk gatus, by dl professondsincuding CPS. Thiswas
compounded by atendency of professondsto minimise the infant’s leve of risk.

An over-reliance by CPS on professionals who are not trained in child protection to understand
protective risk, thisincluded the medica professon and maternd and child health nurses.
Anticipated support networks for the mother were often not established, and there was limited
evidence that assertive outreach was attempted. Likewise, there was no follow-up to check
proposed links were established.

There were problemsin the communication exchange both between and within services, with
numerous reasons for these blocks to effective communication about protective concerns being
cited in the cases reviewed.

A lack of adequate planning for the infant in the light of known risks. There was little evidence of
discharge planning from hospitals for these protective high risk infants.

In cases where an infant was identified as high risk there were some problems for CPS in gaining
the support of the courts.
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Beyond Blame (1993) which studied a number of child degth inquiries in England shows that the
characterigtics of our sample of infants who had died were smilar to those found in their study of
child desths.

Although there were gill many areas requiring improvement to ensure better servicing to infants who
are potentidly at high risk of abuse or neglect, the pand noted from their consultations and materials
provided that there had been improvementsin the services to high risk infants over the four-year
period that this analysis covers (see list Appendix 4, some are also discussed under ‘ Themes).
Some of the latter cases demonstrated examples of best practice, in terms of the services provided
by CPS and other services.
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6. Themes

6.1 Introduction

Through review of the cases and in generd discussion with professonds who met with the pand, it
has become clear that there are many recurring issues in the care for infant clients deemed a
protective high risk. These issues may be condensed into themes that have run through all aspects of
carefor this group. It must be recognised that athough the themes that emerged from the pand’s
review process are gpplicable to good practice for all clients, they are of crucid importancein
managing care for high risk infant clients. The modds of care for this high risk group need to be
flexible in nature but must address the mgor themes that have been identified. Not dl clients will
require the levels of intervention identified for high risk infant clients. It is precisaly because they are
high risk that a more resource intensve approach is needed.

6.2 Principles
The pand found from their discussions and readings thet the following principles were important in
providing a service to potentidly high risk infants,

All sarvice providers share responsihility for the support and protection of infants a potentid risk.
This shared responsibility should be enacted through formal processes for assessment, planning,
sarvice delivery, monitoring and review across organisational boundaries.

Potentid risk to the infant should be identified as early as possible.

Families a risk should be actively engaged in planning for the management of the birth and the
postnatal and early parenting periods.

Specidisaed knowledge and expertise must be drawn upon to engage and work postively with at
risk clients.

Multidisciplinary care for clients a risk should focus on positive psychologica and socid support
for the family unit while atending to the protection of the infant.

Given the complexity of providing support and protection to the client group, particular atention
must be given to multidisciplinary and multi-agency review within aqudity improvement
framework.

6.3 Conceptualising the Client

A perennid issue for hedth professonas working with this dient group is‘who isthe client?'.
Bdancing the needs of the mother and infant is a complex system-wide issue. An unborn child is not
alegd entity until it is born. However, this does not preclude working with the mother/unborn infant
unit and sgnificant othersin ameaningful way prior to ddivery. A difficulty that faces many hedth
professonasis the dilemma of conceptualising future harmsto an unborn child and giving these
concerns weight in the planning process. Recognising duty of care for the unborn infant isan
imperative. In most of the cases reviewed by the panel, there were indicators of protective risk to the
baby either before the birth or at the hospital shortly after the birth, such as maternd young age,
substance abuse, domestic violence, poor parenting knowledge, insecure attachment in infant parent
dyad or a previous child abuse record.

A further difficulty identified in thisareais a paradigm problem for hedth and other professonds

working with the family unit. Prior to birth, the client is the mother with the anticipation of afuture
client. After birth there are two clients, mother and infant (dlong with significant others). Hedlth
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professonds, used to focusing on adults, demonstr ate difficulty at timesin giving equal weight
to the child asa client. After birth, ahospitd is a safe and nurturing environment and midwives and
nurses experience difficulty in identifying risk factors or in giving gppropriate weight to potentia
harms in the home environment (Hospital Senior Socid Worker (SSW) and High Risk Infant
Program Manager (HRI-PM)/semi-rurd). In current generdist birthing hospitals it can be difficult to
detect subtle risk factors as the mother and infant are only in for abrief period (three days) and the
focus is on supporting the mother to care for the infant (Charge Nurse, metropolitan hospital).
Conceptudisng the infant as equally important as the mother as a dient is essentid in being able to
identify risksto the infant.

Even those who work with the infant can sometimes underestimate the impacts of family risk factors
on the wellbeing of the child (HRI-PMs and Case 6). It is sometimes easier to bend with parents
than focus on the needs of the child and their experience of abuse (HRI-PM/rurd). Whilgt it is
recognised that the family structure isthe best place for achild to grow up in, interventions need to
focus on ensuring the family is a safe place for the child.

CPS have developed amodd of care that dlows for earlier interventions through the identification of
high risk infants (HRI Project). This best practice modd provides the capacity to work
collaboratively with the mother and sgnificant others in the antenatd period, however, there are
vaidions across Regions in its implementation. Training and education in risk factors for infants, to
hedlth professonds and collaborative projects between CPS and hedth services will facilitate the
development of a shared understanding of who the client is. The encouragement of collaboration
between CPS and hedlth services through collaborative projects would enhance shared responsibility
and breakdown competing paradigms.

6.4 Early Identification

It is recognised that early identification of an infant potentialy at a protective high risk is essentid in
providing adequate care and appropriate intervention. In reviewing the cases, the absence of
identification of risk factors, monitoring or intervention in the antenatd period was glaringly obvious.
Thisis despite the fact that most of the pregnant women would have had some, if not regular,
antenatal care by hedlth professionals.

| dentification and assessment are two different things.

Early identification isthe responsibility of all service providers throughout the maternity
system. Genera practitioners, antenatd caregivers, midwives, socia workers, obstetricians,
paediatricians, community services involved with these women, ward staff in maternity hospitals,
ward gaff in specia care nurseries, domiciliary saff and maternd and child hedth nurses dl hold
respongbility for identification of high risk clients. This needs to be conducted by al hedth care
providers through the natural course of pregnancy, however, the focusin early pregnancy, rather than
criss management after birth, leads to better outcomes for this client group. Breakey et d. 1991, in
Health Growth for Hawaii’s Health Start, indicate that systemétic identification of at risk families
isthe key to the prevention of child abuse and neglect. Thisinvolves sysematic hospita-based
screening to identify high risk families.
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Maternity care providersin the antenatd period, given their exposure to clients, are in an excdlent
position to screen for identification and to monitor risk factors. The identification of risk is better
achieved in the early antenata period as research indicated that risk factors that will affect an infant
are present in the antenata period (Manager and Program Adviser, Family and Community Support
Branch, (F&CS), Department of Human Services).

Midwives providing care in the antenatal period are in an excellent podtion to identify high risk
Stuations for unborn infants (HRI-PM)/rurd) however, are often unsure about how to respond.
Some hospitals have introduced screening tools to identify risk factors and ensure appropriate
referral occurs early in the antenatal period Thisreferrd is often to the socid work department in a
hospitd, however, if the client does not follow through with the referra then the identified issues are
not addressed. Thereis aneed to monitor the client through the antenatal period and share
goppropriate information.

Evenif the client does not follow through with the referrd then the antenatal midwives arein an
excdllent pogition to continue to monitor the psychosocia Situation prior to birth and discuss options
with the mother. Pregnancy is generdly awindow of opportunity, a powerful timeto facilitate and
enhance change. It is often atime where clients rethink their lives and values and are open to
interventions. As hedth professonds, it isatime of great opportunity.

Shared responsibility for high risk infantsis a paramount issue. It is not enough to identify
potentidly high risk families, appropriate referrd, intervention or monitoring must occur. All service
providers dong the continuum of care must accept the respongbility for identification of risk and
appropriate intervention. Numerous studies (High Risk Infants known to Child Protection
Services. Literature Review, Annotation and Analysis, 1999) confirm the effectiveness of
screening tools in identifying at risk families. However, it must be cautioned thet they are not
definitive and they will not in themsdves pick up dl families a risk. A sngle goplication of ascreening
tool will not identify dl families thet require assstance asrisk leve in afamily isnot sable.
Conversdy, it cannot be assumed that if afamily does present with potentid risk factors then the
infant is at risk. Rather, it srongly indicates thet this family will need further assessment to more
clearly determine the actud risk. Screening for risk aso requires ahigh levd of skill and needsto be
conducted by professionas appropriady trained in child protection risk identification.

Currently a number of antenatd psychosocid screening tools are being developed and piloted in
hospitds throughout Victoria. It isimportant to note that screening in Victorian hospitalsis rdaively
new and will require ongoing evauation and continud refinement. The screening tools have
vaiaions, but are conagtent in their attempt to make an early identification of an infant’ srisk dueto
psychosocid factors in the family. The development of the screening tools has not been soldly to
identify the protective risk to an infant, rather to assst families to be provided with the gppropriate
support services. However, one of the stated aimsin most of the screening toolsisto identify
protective risk. In most casesit is hoped that early identification and intervention will prevent a
referral to a secondary or tertiary services, such as CPS. (Further comments on the screening tools
can be found in Appendix 4.)

A minority of clients do not present until 1abour or have little antenatal care. However, by not
attending regular antenatal care these clients are dready indicating possible risk. L ack of antenatal
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careor fragmented antenatal care should be consdered in postnatal assessment of risk
and therefore in determining dischar ge planning.

Identification of risk should lead to appropriatereferral for assessment. Thisrequiresamove
from ample monitoring to amore complex coordination role. Early assessment and intervention have
been shown to be extremdly effective in reducing risk factors (HRI-PM and hospital SSW/semi-
rurd). In order to inform gppropriate care, assessment must be continuous and fluid.

Assessment isinextricably linked to care planning and discharge planning. Good care and discharge
planning is based on appropriate assessment and begins at first point of contact. Lack of gppropriate
assessment by protective workers was identified, in the cases reviewed, as being a primary factor
linked to adverse outcomes (Cases 3, 4, 6). In some cases, protective workers lacked the
knowledge and experience to ask gppropriate questions, seek relevant information and to evaluate
and andyse the information. There gppears to be astructura issue of appropriate resourcing, training
and education and supervision impinging on the capacity of protective workers devel oping adequate
skillsin assessment (HRI-PM/rural, Paediatrician, metropolitan hospital, Cases 6, 3). Time for
reflection and andysis of cases to improve service ddivery is aso lacking (Manager and Program
Adviser, F&CS).

It isimportant to recognise assessment is a complex procedure and must take in all risk factors
identified by CPS. Some settings may adversay impact on health professonal’ s capacity to assess
adequately and, therefore, opportunities for protective interventions are lost. For example, nurturing
hospitd settings minimising risk factors such as attachment issues, adolescent mothers, and violence
in relationships (HRI-PM and hospital SSW/semi-rural, Charge Nurse at metropolitan hospitd,
Paediatrician a metropolitan hospitd, Case 6). Thisis despite many risk factors being present in the
reviewed cases & time of birth.

There appearsto be agenera lack of understanding by health professionals about how to assess for
protective risk factors and then what to do when they have been identified, such as how to make a
notification (HRI-PM and Hospital SSW/semi-rura, Charge Nurse & metropolitan hospitd). This
has been found despite CPS reliance, sometimes over-reliance, on hedth professond’ s opinions
with regard to protective risks (Cases 6, 7, 4).

Hedlth profess onds—especialy maternity providers—need adequate training in identifying and
responding to protective risk factors. Thistraining will improve their ‘ownership’ of responshbility for
identification.

Ultimately, however, once a natification ismade, it is CPS' respongbility for the assessment of risk,
therefore resources need to be adequate to ensure the support of workers making such assessments
(Cases 7, 6, 4). Theissue of resourcing CPS remains pertinent. Lack of resources |eads to poor
quaity assessments and service. Many aff are young or inexperienced and need more training
(HRI-PMs, SSW- metropolitan hospital) and there is a problem recruiting speciaist and
experienced staff to regiona country areas (HRI-PM and Hospital SSW/semi-rurd).
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6.5 Early and Multidisciplinary Intervention

For high risk infants the best form of intervention is an early one. High Risk Infants Known to Child
Protection Services: Literature Review, Annotation and Analysis, 1999 indicates that thisisan
identified issue and that to reduce therisk level in these families, early intervention is required.

High risk families, given their complexity of needs, benefit most from interventions that are
multidisciplinary in gpproach. Although a multidisciplinary team gpproach to care is often resource
intensve, the smal group of high risk dients requiring this type of intervention are the exception
rather than the rule and respond better to this form of care. (Best practice model: specid
carelintensve care at a metropolitan Maternity Hospital has specific role: coordinate discharge plan,
with asmdl multidisciplinary team of midwives, paediatrician, socid worker and team midwifery.)
Maingtream models of care are generaly not suitable for this client group asthey are usudly a
difficult group to engage, being less responsive and often trangtory.

Components of a multidisciplinary team were evident in the cases reviewed, however, they lacked
one vital aspect—a coordinating role. In the cases reviewed, many problems arose through the
lack of a case coordinator or case manager. Information flow was impeded, responsibilities of
sarvices were not clarified and referrds that were made were not followed up (Cases 6, 3, 4, 7, 11).
A coordinating role would have held the respongbility for ensuring this occurred.

A case management role is often not available given limited community resources, however
identifying a person/sarvice who holds the responsibility for case coordination would ensure
continuity of carefor clients. This may be afluid role that differing services may adopt over the
course of care, for example, the midwife in the antenatal period, maternd and child hedth nursein
the postnata period. However, al services involved would be avare of the coordinator. This
coordinator has the capacity to bring different services together in community collaboration or
partnerships to form a multidisciplinary gpproach to care. It is essential that the coordinator in
any case, but especially high risk cases, isidentified and formalised.

While community collaboration and community partnerships may form the membership of the
multidisciplinary team providing care for high risk infants, an essentia component isthat of outreach.
Materna and child hedlth nurses have four piloted outreach services currently undergoing evaluation
in Victoria. These outreach services target sSingle mothers, adolescent mothers and high needs
mothers, for example, mothers who had a child protection history. The evauation indicates the
programs are extremely successful and an example of best practice (Program Adviser, F&CS).
Many of the cases reviewed indicated that the parents were transent or living chaotic lifestyles, had
frequent changes in partners and volatile relationships with partners and other family members. These
clients often did not actively engage services identified as supporting new mothers and, as aresullt,
established no ongoing links or in many cases support networks. Asser tive outr each for thishigh
risk minority isabest practice form of engagement and is more likely to engage and retain the client
in support services.

Sarvicesinvolved in caring for high risk infants and their families dso need to be flexible with regards

to access for clients. Since materna and child hedth nursing has moved from a*drop in” approach to
an gppointment-based system, there has been alossin information gathered dong with the loss of
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informal contact (Manager, F&CS). Clients with lifestyle issues are less likely to access care through
gppointment-based systems than amore flexible system.

6.6 Care Planning Involving Dischar ge Planning
Unplanned discharges were identified in many cases reviewed as being a primary contributing factor
to adverse outcomes for infants (Cases 3, 4).

At maternity hospitals there are generaly no formal processes for discharge planning for high risk
infants (HRI-PM/rural, Manager and Program Adviser, F& CS, Paediatrician-metropolitan hospital)
or dternatively there may be pardle plans. For example, amedica plan on the medicd fileand a
socia work plan on the socia work file (Paediatrician—metropolitan hospital). In most hospitas there
are formalised care maps, however these dedl primarily with medical issues and discharge planning
revolves around these (Charge Nurse-metropolitan hospita, Paediatrician—metropolitan hospital).

Given that most maternity wards are task-oriented under funding limitations, women are only
admitted for an average of three days, there are rotating medica and nursing staff, and admissions
and discharges may occur over the weekend (Charge Nurse—-metropolitan hospitd). Therefore, the
maternity ward is not theided place to develop adischarge plan for high risk infants. Care planning
involving discharge planning ideally begins when risks are identified in the antenatal period.

Inamedica setting, adequate dischar ge planning must involve a psychosocial component as
well asa medical component and this links strongly with the need for early risk identification and
assessment. Should these risk factors not be identified early, maternity ward staff are highly skilled
and may pick up risk factors. A formal processisrequired where staff understand and accept
respongbility for natification to CPS of high risk infants.

Discharge planning at hospita level needs to be conceptualised as more than *leaving the maternity
hospital’. Good discharge planning may be a plan for the first three months of the infant’ s life (given
that dl the infants that died under six months of age were actualy three months or younger).
However, the maternity hospita experience is abrief moment in the life of afamily, therefore,
intervention needs to take place in collaboration with and within the community. Mothers and infants
are only in hospita for a very short time and often can only dert other services to the vulnerabilities
and risks—intervention has to occur from the community (hospital SSWs and HRI-
PM/metropolitan). Formalised processes are needed to ensure community referras and linkages are
made and followed up and information is passed on—a feedback loop. The aim isto have a smooth
congructive progression from identification onwards.

Poor discharge planning was aso evident in protective interventions in anumber of casesreviewed

(Cases 11, 4). Adequate supervision and training is required to ensure appropriate discharge
planning occurs (HRI-PM/rurdl).
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6.7 Information Flow —Formalised Processes

Information flow and, consequently, continuity of care for high risk infants and their familiesis
compromised by alack of formal processes and protocols between health care providers and
between CPS and hedlth care providers. Thisissue aso has impacts on post-hospital support
sarvices being able to respond adequately to needs of clients.

In reviewing the cases, numerous problems were identified in the exchange of information ranging
from professonas not communicating due to concerns about confidentiaity, worries about ‘losing
the mother’, or to CPS not giving concerns raised the due consideration they required. A genera
lack of formalised protocols around information sharing hindered adequate care for the high risk
infantsinvolved.

Thereisno consstent, statewide, formalised process of information flow of psychosocid risk factors
from maternity wards to domiciliary nurses and materna and child health nurses (Charge Nurse-
metropolitan hospita, Paediatrician—metropolitan hospital, Manager and Program Adviser, F& CS,
hospital SSW and HRI-PM/metropolitan). This information flow relies heavily on verba contect,
individua staff feding a sense of urgency or responsbility, and the relationships devel oped between
maternity wards and maternal and child hedth and domiciliary nurses. A forma process would
ensure gppropriate information about risks is communicated.

The Victorian Materna and Child Hedlth service is an example of best practice that is enshrined in
legidation. Victorian maternd and child hedth nurses offer afirst home vist to dl mothers through
notification of birth. In some States the onus is on the mother to contact the nurse. However, the
birth natification to the materna and child hedth nurse contains minimad informatiort sex of baby,
date and time of birth, premature or full term, and addresses given to the hospital at time of first
contact. No psycho-socid information is contained in the birth natification that may dert the nurseto
protective concerns.

The Health Act 1958 requires that the maternal and child health nurse contact the house (not the
mother and infant) where the mother resides. Thisis reasonable given thet it may not be possible to
contact the mother if the details on the birth notification are inaccurate or incorrect at the time of
delivery. In this case every effort is made to locate the family, but the obligation under the Act is
fulfilled (Manager and Program Adviser, F& CS). Given the trangent nature of high risk clients,
address details can change during the antenatal period. A formalised process for ensuring correct
details are updated by hospitals would enhance this current best practice and materna and child
health nurses could aso be involved in discharge planning prior to discharge. The materna and child
hedlth nurse gets very little information and there needs to be a strengthening of continuity of care via
discharge planning. No matter who notes the issues for the family, there should be aforma process
for discharge planning and information exchange that everyone knows about (Program Adviser,
F&CS).

Often poor communication within hospitals contributes to family risk factors being missed: for
example, separate socia work and medica files may prevent access to important information in the
discharge process, separate mother and infant files with often little psychosocid information on the
infant file, neonata databases not linked to materna data bases (Paediatrician-metropolitan hospitd,
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Charge Nurse-metropolitan hospital). Weekends are high risk Stuations as many medicd and
nursing Saff rogters are different on weekends. Communication relies heavily on adequate file
notation and appropriate planning. If a hedth professond is anxious and uncertain about making a
natification on aclient, alack of formal processeswill lead to alack of action (HRI-PM/rurd).
Unplanned discharges on weekends carry a higher than usud risk for these dients.

Care maps have been deve oped within hospitas to facilitate continuity of carefor clients and to
formalise the process of care. However, care maps involve primarily medica information, notation by
exception and tick the box questions. These maps are an example of good process for a hedthy
person, however, they are not adequate for high risk or high needs clients (Paediatrician-
metropolitan hospital, Charge Nurse-metropolitan hospitd).

Information flow is dso an issue within CPS (Case 7) and guidelines need to be developed
concerning the sharing of information between multiple workers involved with asngle family.
Formalised processes are required to ensure a feedback |oop occurs and clients do not fal through
gaps in the care system (Cases 11, 4). Often community services and post-hospital supports that
were expected to engage the client failled, CPS had no knowledge of this and disengaged with the
clients. A formalised information feedback loop would ensure appropriate informeation flow and
ensure clients do not fdl through gaps in the service system.

6.8 Confidentiality

The protection of confidentidity is centra to any professond relationship and is recognised in
privacy principles, however, it represents a potentia barrier to sharing information about potentialy
high risk infants. Confidentidity can prevent the appropriate sharing of vita information essentid to
the care of high risk infants between professonas and agencies

(HRI-PM and hospitd SSW/semi-rural, Case 4).

Standards and codes of professonas can inhibit continuity of care for high risk infants. Maternd and
child hedlth nurses are highly skilled trained in generd nursing, midwifery and postgraduate sudiesin
Child and Family Studies, with the ability to identify psychosocid risk factors. Many are dso trained
in parenting skills. However, restrictions on the exchange of information between maternad and child
hedlth services without parenta consent, can inhibit follow-up of at risk families (Manager and
Program Adviser, F& CS, Case 4). Thisis especidly pertinent when it involves trangent clients
moving interstate or in to country areas. It is of concern that recommendations had been madein
previous CDI reportsin relation to materna and child hedth nurse difficulties and dthough they have
been agreed to in principle, as yet they have not been implemented. A centra registry for materna
and child hedlth high risk infants would ensure gppropriate exchange of information occurs.

Competing professond paradigms inhibit understanding of confidentiaity and release of informetion
(hospital SSWs and HRI-PM, metropolitan hospital). Collaborative projects between maternity
hedlth care providers and CPS would facilitate trust and shared understandings of models of care for
high risk infants. Duty of care requires that information about an infant thet is potentialy & risk is
disclosed. Asafailure to inform appropriately of concerns about an infant, can place the infant a an
even greater risk (Legal Adviser, Department of Human Services). Note that under section 64 (3) of
the Children and Y oung person’s Act 1989, a natification to Child Protection that is made in ‘ good
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fath’, ‘does not condtitute a contravention of section 141 of the Health Services Act 1988 or
section 120A of the Mental Health Act 1986'.

Duty of care encapsulates good information flow in potentialy high risk Stuations, however
confidentiaity can sometimes be raised as an obstacle which leads to poor risk management, for
example, medico-legd fears, professond indemnity concerns (HRI-PM and hospital SSW/semi-
rurd). These issues can often be culturd and related to paradigms rather than legd in hedth care
professons (Legd Adviser, Department of Human Services). To facilitate appropriate sharing of
information, hospital's could ensure that the Ethics Committee is involved in developing hospital-wide
protocols for the release of information as it relaes to high risk infants. Appropriate training around
confidentidity isimportant in dl hedth professons. The sharing of information should be linked to
outcomes and confidentidity should be understood in the context of the circumstances in which the
information should be provided.

6.9 Post-Hospital links

Post-hospita links have been identified as inadequate (Cases 6, 4). There dso exist problems with
support services not being resourced to be proactive in their response with alack of outreach (HRI-
PM/rurd). Thereis very little in-home family support available and long waiting ligs for limited
sarvices. Very few case management services exigt to facilitate continuity of care and intensive care
for high risk clients and those that do are terribly overburdened (hospital SSWs and HRI-PM,
metropolitan hospitd).

6.10 Collaboration

Inamgority of the cases reviewed, better collaboration both within and between CPS and the
hedlth services involved would have improved care for this client population. Collaboration is linked
to information sharing and aso to paradigms of care and the identification of the client being serviced.
Lack of collaboration leads to alack of ashared plan for clientsand a“silo’ approach to care which
inhibits continuity (HRI-PM/rurdl,

HRI-PM and hospital SSW/semi-rurd, hospital SSWs and HRI-PM, metropolitan hospitd).

Collaborative projectsinvolving formaised links, shared understandings of client care and risk
factors, agreed upon processes and protocols and channel's of communication aong with the
development of trust between CPS and hedth services will facilitate the continuity of care for high
risk infants.

6.11 General PractitionersMedical Doctors
Doctors are often the missing link in risk identification for this client population. Thisis of concern as
doctors are most likely to see the clients on aregular basis.

Despite indications in the cases reviewed that child protection workers rely on the medica professon
for an adequate assessment of protective risks, the medical profession is often not trained to make
such assessments. Thereis aweaknessin the training of medicd staff around psychosocid indicators
and risk factors and they are often not equipped to identify and assess protective risks
(Peediatrician- metropolitan hogpitd). Doctors require more information and training about the
impacts and indicators of abuse (HRI-PM/rura, Paediatrician—-metropolitan hospita). In
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organisations such as hospitals and health care centres, authorisation needs to come from the top
levelsto give the training credibility.

6.12 Summary

Caring for the infant potentidly at a protective high risk is complex and requires a

multidisciplinary gpproach with formal, agreed upon processes. There needs to be an understood
shared respongbility for identification and follow-up and appropriate linkages to community services.
This requires case coordination and common understandings between different parts of the service
system. This high risk group can be chalenging for workers and aso for codes of ethics. However,
they are the exception rather than the rule and this gpproach, despite being resource intensive, is
more likely to produce better outcomes than the current fragmented system.

7. Recommendations

The definitions for these recommendations have been noted under section 1.3 of this report.
However, the definition of maternity servicesis provided here:

M ater nity Servicesrefersto the range of services and professionds providing antenatd,

perinatd and postnatal care. The key agencies and professionds that need to be involved in

providing this care throughout the various Sages are:

- Maternity hospitds, including al associated services and related professonds

- Medicd professonds such as Genera Practitioners, Obstetriciansand  Gynaecologists
(when in a Share Care arrangement)

- Community midwives

- TheMaternd and Child Hedth Service, which at a policy leve includes the Parenting
Support and Child Development Unit of Department of Human Services.

Therecommendations are:

1.  That maternity services, in consultation with CPS, be responsible for the development of a
system of early identification of families at risk. The sysem would include:
agenerd screening tool to determine potentidly at risk families
aformd process of monitoring families identified as being potentidly a risk, indluding
outreach follow-up.

2. Tha maternity services and CPS collaborate to ensure that hedlth professionals in the antenatal
areareceive professona education and training to enable them:
to effectively use screening tools
to identify risk factors for future likelihood of abuse and neglect
to conceptuaise both the mother and infant as the client
to devel op effective engagement practices to assst in working effectively with families at
risk.

3. That maternity servicesin consultation with CPS, be respongble for the development and

implementation of a speciaised, comprehensive medicd and psycho-socid assessment
framework to be undertaken with families identified through screening as being potentidly at
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10.

11.

12.

13.

rsk.

That maternity services be respongble for the development of acare plan, including a
discharge plan, to be undertaken with familiesidentified through the medical and psychosocia
as=ssment as likely to have abuse and neglect issues. Thisplanisto identify who is
responsible for the care plan and ensure that appropriate referras are followed. Best practice
models of care may be characterised by:

amulti-disciplinary approach

aforma process ensuring continuity of care

comprehensive care planning and case coordination.

That CPS and maternity service providers establish aformaised system of information
exchange a both aregiond practice and branch policy leve.

That Maternd and Child Hedlth Services establish a centrd regigtry for high risk infants that
can be accessed by services across the State.

That maternity services develop policies and protocols for sharing information concerning high
risk infants within the hospital and with appropriate externad parties.

That the birth hospita be invited to participate in dl Department of Human Services Child
Desgth Inquiries and VCDRC reviews concerning infants under three months of age.

That regiond HRI Project Managers continue to establish and develop collaborative links and
protocols with dl hospitals providing local and statewide maternity services. Child Protection
and Juvenile Justice Branch to take a coordinating function to ensure consstency across the
State.

Professond bodies for maternity services, and other relevant hedlth professonds, in
collaboration with CPS, ensure that pre-service and in-service training addresses child abuse,
and incorporates a focus on antenatal protective risk factors.

That CPS and maternity service providers establish work exchange programs.

That the College of Obgtetricians and Gynaecologists and College of Generd Practitioners,
develop guiddines for the sharing of information, within maternity services, about potentialy
high risk families

That the Department of Human Services funds asmal number of demondtration pilot projects
to assist maternity service providers and CPS to implement the recommendations made in this
report. The findings of the demonstration projects are to be used to disseminate information on
effective intersectord service ddivery.

The program areas of Department of Human Services that are identified as appropriate to

contribute to this demonstration project are:
Acute Hedlth Divison
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14.

- Qudlity and Care Continuity Branch
Community Care Divison

- Child Protection and Juvenile Justice Branch

- Family and Community Support Branch

The demondration models should involve an evauation of screening tools regarding their
effectiveness, the resources needed for adequate referrds and a follow-up evauation

regarding wether the screening and referra has produced the desired outcome, that is,
reduction in risk for clients.

Acute Hedlth Services, in conaultation with CPS, should take an overdl coordinating role
for recommendations pertaining to maternity services.
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8. Case Summary

While acknowledging infants will die despite dl our best efforts, the panel suggests that the adoption
of the recommendations might result in an improved outcome in the case scenario presented at the
gart of the report. What follows is an adaptation of the case of Crysta incorporating some of the
recommendations made in this report which may leed, hopefully, to a more positive outcome.

Crystal was born prematurely and opiate-dependent. Crystal’s mother, Jodie, 16 years, had been
aclient of Child Protection Services and resided in residential placements during her early
adolescence but was now living at home with her mother. The relationship was described as
volatile and characterised by frequent periods of Jodie ‘moving out’ to live with Brant, Crystal’s
father, 17 years, who is described as abusive to Jodie.

Jodie had attended the antenata clinic twice in late pregnancy and had been identified through
the antenatal clinic’'s screening program as having high risk behaviours and chaotic living
situation likely to be detrimental to her health and the health and welfare of her child. When
antenatal appointments were missed, the clinic’s outreach follow-up system located Jodie at her
mother’s home and provided travel vouchers to ensure Jodie, accompanied by her mother, were
able to attend the clinic regularly. Jodie attended the clinic over the next three weeks before she
presented for the birth.

Nurses on the ward described Jodie as ‘ appearing disinterested in Crystal’ but Jodie told the
hospital socia worker that she was ‘keen to get involved with the infant’ and would accept
sarvices in the community when discharged from hospital. The social work department was
aready involved with Jodie after theinitial screening and arranged a community meeting to plan
for Jodie and Crystd’ s discharge from hospital. Participants included medica services, family
support agency, outreach drug and alcohol worker, local maternal and child health and
domiciliary services. As Jodie was expressing compliance with this planning, Child Protection
Services were not involved. The plan included the identification of the hospital social worker as
the coordinator for the first month after discharge, who would then cease her involvement, and
then the family support agency would assume thisrole.

Jodie discharged herself and Crystal from hospital on the third day, although Crystal was till
displaying irritability possibly due to drug withdrawal. Jodie declined visits from the domiciliary
nurse. The maternd and child hedlth nurse visited Crysta at her grandmother’ s home and
assessed baby as making adequate progress. Jodie was not present and grandmother indicated
that Jodie was usualy with Brant, probably using drugs, and that she was ‘sick of being left with
the baby’. Both the domiciliary nurse and the maternal and child hedlth nurse contacted the
hospital social worker with their concerns. A notification to CPS was made and another meeting
was convened which included CPS. A decision was made for the drug services worker to
accompany the CPS worker on a home visit.

The visit was undertaken and Jodie agreed to services being engaged, including a youth
mediation worker to work with her and her mother. Grandmother said that she was *sick of
being left with the baby’ and it became apparent that grandmother was caring for Crystal and
that Jodie was unprepared and fearful of providing the baby’ s care. CPS made areferra to the
regiond in-home Parenting Assessment and Skill Development Service (part of the High Risk
Infants Project) to determine Jodi€' s capacity and motivation to care for Crystal and to
determine in which areas she required additiond skills training. CPS maintained case

25



management during this period with a view toward the family support agency providing
coordination of services in the longer term.

The future for Jodie and Crystal remains unclear. Jodie may or may not be able to make use of
services offered at this time and her drug use may take precedence to the extent that Crystal’s
welfareis put in jeopardy and CPS would remain involved to ensure Crystal’ s needs are met
within a safe environment. However, this best practice scenario illustrates a strong community
response to its most vulnerable members and provides an example of how afamily can be
assisted and strengthened to help themselves and thereby being able to keep their baby safe.

9. Responses to the Draft Report

A draft copy of this report was forwarded to key services and professondsin the field, including
various Branches of the Department of Human Services, al Regions of Department, al metropolitan
maternity hospitds, larger rurd maternity hospitas, medical colleges and associations. A tota of 17
hospitals were provided with copies of the report. Written responses were received from most of the
Department of Human Services program aress, as requested. Six of the nine Regiond offices
provided a written response and one offered some verba comment. Seven hospitals provided
written responses and two provided verba comment. One written response was received from a
medica college.

The responses to the draft report were overwhelmingly positive, stating the report highlighted a
number of the issues that have been identified within the system. There was agenerd consensus that
thisis an area that needs further atention. Some of the responses indicated an interest to be involved
in future developments. Aside from this there was a great ded of diverdty in the responses, indicating
that reaching agreement about the best way to proceed in improving the identification and
intervention with infants a a high risk of ause or neglect will provide great chdlengesin the future.

The mogt commonly dted concern was about the development of a screening tool, with some
reponses expressing hesitation about the vaidity or feashility of these tools. The pand, while
understanding this reticence, can only reiterate that progress needs to be made, and there are
examples now in practice where screening tools are being used effectively. The pane does, however,
recognise that aforma evauation process must be devel oped alongside any form of screening tool.

Concerns were noted by two hospitals about the responsveness of CPS with the following comment
demongtrating some of the tensons:
‘It is our experience that child protection services are under-resourced, and have ahigh
turnover of staff in some areas with aresultant gap in skill base. There are instances where
referrals are not accepted, not acted on promptly, or involvement in high risk Situationsiis brief
with an expectation that community outreach will provide ongoing services. Unfortunately the
community lacks the resources or the mandate to provide this’ (metropolitan hospital)

Responses congstently supported the recommendations to provide training for maternity providersin
the identification and appropriate response to protective risk. However, there was a question raised
about where to direct the training (public versus private hedth system) and it was suggested that the
mechanisms to provide this training requires further development. One response suggested that the
training needs to be *...basic and non-bureaucratic to ensure adherence by the widest possible set of
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hedth care providers (rurd maternity hospitd). It is suggested by the Acute Hedlth Divison of
Department of Human Services that recommendations regarding education and training will need to
involve various Branches of Department of Human Services and *....liaison and negotiation with the
range of organisations associated with training and ongoing professona development for generd
practitioners, midwives and obstetricians’

In generd, intersectord and interdivisond collaboration is viewed as essentid and genera support
was given ‘...to the recommendations to improve information sharing and forma protocols to ensure
earlier, respongive, collaborative and gppropriate case management for infants at risk’ (Acute Hedlth
Divison, Department of Human Services).

Some comments were made expressing concern about the resources required to implement the
recommendations made in the report. Acute Hedth Divison, Department of Human Services sates.
‘One project funded by this divison involves the addition of an average of 20 minutes per woman to
current antenatal care provision and referrals to socid work have increased from 6% to 30%.” The
panel recognises that a commitment to the recommendations will require some additiona funding to
the maternity sector.

Requests from reviewers of the report were made to consider recommendations that were outside
the parameters of thisinquiry report, such as requests that child protection fund hospital beds when
thereisadday in the regponse to anatification; or that inter-uterine foetal deaths be reviewed.
Although the panel can see the worthiness of these suggestions, they believe they are outside their
terms of reference, and suggest that they may be best consdered through other avenues than this
report.

Asthe Acute Hedlth Divison will have primary respongihility for the implementation of the report’s
first three recommendations, it isimportant to include their response to these recommendations. The
Divison has raised concerns about the viability of the recommendations based on their concern that:
‘The resource implications involved are subgtantid’ . “Within current resource congtraints the
implementation of these recommendations would mean that other components of antenatdl care
[might] be reduced or compromised’. The Division has suggested that the first three
recommendations be reframed to the following two recommendations:

“1l. That Acute Hedlth Divison, in collaboration with the Consultative Council on Obstetric and
Paediatric Mortdity and Morbidity and Child Protection Services, organise around table
discusson or forum to consder the implementation of a psychosocia assessment framework
to asss the identification and support of families a risk. This discusson should be organised
as soon as possible, and have a multidisciplinary approach to the questions and issues
involved.

2. That the current use of screening tools and psychosocid assessment procedures which have
been developed in the last two years be reviewed with aview to establishing:

2.1 Theeffectiveness of the various options for antenatd risk assessment and screening.

2.2 The effectiveness of referrd options and subsequent interventions for woman and infants
identified at risk.
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2.3 Theresource implications of screening 45,000 women each year and the resource
implications of referrds ariang.
2.4 Anagreed way forward to improve outcomes for women and their babies!’

It is proposed by the Acute Hedlth Divison tha the Maternity Services Advisory Committee,
which has alarge and multidisciplinary membership, take up and congder these
recommendations.

Any form of best practice model would include the current issues with screening tools,

evauation outcomes of screening tools currently in use and evauations of current referral
models.
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Appendices

Appendix 1 The Process for the Review of Child Protection Client Deaths in
Victoria

A process for reviewing deeths of children and young persons known to CPS was first established
by the Department of Human Servicesin 1985 with aforma system announced in 1989. This
process was sgnificantly enhanced with the establishment of a Minigterid Advisory Body, the
Victorian Child Desth Review Committee (VCDRC) in 1995.

The broad role of the VCDRC isto review al deaths of child protection clients, to advise the
Minigter of the implications of findings, eva uate service system responses, describe trend patterns
and themes, identify the prevaence of particular risk factors and make recommendations about the
requirement for further investigation, as well alinking outcomes to the broader heath and welfare
context.

Prior to 1998, the Department of Human Services undertook aregiond review of al child protection
deaths through the Department’ s critica incident reporting procedures. In cases where there were
additiond issues requiring further investigation, a Child Deeth Inquiry (CDI) pand was established.
An Inquiry was endorsed by the then Director, Y outh and Family Services. CDI panels were
conducted by a pand of professonas who had expertise in the issues to be explored and were
comprised of Departmental and non-Departmentd Staff.

In 1998, the CDI procedures were enhanced and a common review tool was gpplied to dl child
protection desths, with an optiona anaytica process that may be gpplied to either a specific deeth if
issues warrant, or agroup of deathsif further in depth investigation is required.

The current CDI process is a three-tiered modd:

1. A CDI CasePractice Review (CPR) is conducted for al child protection deeths. The aim of
the CPR is establish the facts of the protective service case and to ascertain whether
established Departmental procedures, standards, guidelines and protocols were followed in
the management of a case. The CPR is conducted by a senior Departmental staff member,
from another Region than where the death occurred, and is gpproved by the Director,
Community Care Divison, Department of Human Services.

2. A Child Death Inquiry—=Andysis may be recommended in the CPR, or from the VCDRC. The
CDI Andysisis approved by the Director, Community Care Divison, Department of Human
Searvices. Theam of a CDI Anaysisisto further explore critical issuesrdating to asingle
degth or to condder systemic issues and common themes and patterns arising from a group of
desths. An analysisis conducted by a panel of professonas who have expertise in the issues
to be explored and is comprised of Departmenta and
non-Departmenta Staff.

3.  TheVCDRC overviews dl child protection client deaths in Victoria and provides advice to the
Minister for Community Services regarding common themes and patterns and on issues that
require attention by the Department.
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A range of CDI reports were used for this analysis including regiond reviews, inquiry pand reports
prior to 1998 and case practice reviews after 1998.

Appendix 2 People Interviewed by the Panel

The pand initidly considered the information provided through reports from the Child Degth Inquiry
process. Additiona information was sought from other sources, including relevant literature and
current initiatives.

Conaultation occurred with relevant Departmental program areas and the service sector including:
High Risk Infant Project Managers

One from arurd region, one from a semi-rurd region and one from ametropolitan
region.

Hospital Senior Socia Workers
One from a semi-rurd hospital and two from metropolitan hospitals.

Peediatrician from ametropolitan hospital.

Charge Nurse from a high risk maternity ward a a metropolitan hospitd.

Family and Community Support (F&CS) Branch, Department of Human Services
Manager, Parent Support and Child Development Unit
Program Adviser.

Acute Hedlth Divison, Department of Human Services
Senior Project Officer, Effectiveness Unit, Quality Branch.

Legd Services Branch, Department of Human Services
Senior Legd Officer.
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Appendix 3 Raw Data of Cases Reviewed by the Panel

Case Sex of Age of Child Age of Cause of Year of
No. Child M other Death Death
Under
3
Months
1 Mde 3 mths under 20 SIDS 1999
2 Femde 3wks under 25 Accidental 1998
3 Femde 1 mth under 20 SIDS 1998
4 Mde 3 mths under 20 SIDS 1997
5 Mde 2 mths under 20 SIDS 1996
6 Mde 3 mths under 20 SIDS 1996
7 Femde 1.5 mths under 20 SIDS 1996
8 Femde 2 mths under 25 SIDS 1996
9 Femde 1 mth not known Acquired 1995
disease -
illness
10 Mde 1 mth under 25 SIDS 1995
Under
12
Months
11 Mde 7 mths under 20 SIDS 1999
12 Mde 11 mths under 25 Accidental 1997
13 Femde 11 mths under 25 Non- 1996
accidentd
trauma
14 Mde 10 mths under 25 Accidental 1995
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Appendix 4 Program Areas and I nitiatives

High Risk Infant
Service Quality
Initiatives

Proj ect

The Department of Human Services, Child Protection and Juvenile Justice Branches
High Risk Infants Service Quality Initiatives Project (HRI Project) commenced in mid-
1997 and has developed and implemented arange of significant initiativesto improve
the quality of Protection and Care servicesto infants at risk of significant harm from
maltreatment, and their families, including:

Specialist Infant Protective Worker (SIPW) Positions
Twenty-five statewide, specialist positions have been introduced to support and
assist regional child protection workers concerning risk assessment and risk
management and to enhance service delivery to infants and promote networks with
the wider service system. Some of their rolesinclude:
" Consultation with child protection workers concerning work with high risk
infants.
Development of linkages with other servicesthat provide careto high risk
infants, such as hospitals, M& CHS, and community agencies.
Provision of education to professionals and servicesinvolved in the care
of HRIs, leading to increased professional and community awareness
about therisksto infants.
Support for workers engaged in legal processes.

Flexible HRI Regional Budget
This budget supports the SIPW initiative and provides funds to purchase services
or material goods for families.

Parenting Assessment and Skill Development Services (PASDS)

These services are regionally based and provide both a parenting capacity
assessment service and a parenting skill development, education and support
servicein aresidential, day stay or in-home setting for thistarget group.

Other programsundertaken through the HRI Project include:

“ A comprehensive training program for child protection workers concerning
SIDS and unsafe sleeping environments as they relate to the child
protection population.

Development of a practice policy concerning the importance of working with
families prior to the birth of their infant that islikely to be at risk of harm
following birth.
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APPENDIX 4 continued

Hospital -Based
Screening for
infants at
protectiverisk
dueto
psychosocial
risk factorsin
their families

A number of metropolitan, rural and semi-rural hospitals haveintroduced or arein the
process of introducing, antenatal screening for infantsto identify psychosocial risk
factorsin families.

The examples the panel found had variations, but were all consistent in their attempt to
make an early identification of an infant’ s risk due to psychosocial factorsin their
family.

The development of the screening tools has not been solely to identify a protective risk
to aninfant, rather to assist familiesto be provided with the appropriate support
services. However, one of the stated aimsin most of the screening toolsisto identify
protectiverisk. In most casesit is hoped that early identification and intervention will
prevent areferral to asecondary or tertiary services, such as CPS.

Examples are:

- A semi rural hospital has been using ahigh social risk tool in their antenatal clinic
since 1994. This hospital has had to modify the screening tool due to resource
limitations. It is now targeted only to the very high risk familiesdue to the resource
limitations.

A network of rural hospitals have developed an evidenced based tool which will be
evaluated during atrial at approximately eight sites. It is anticipated that the final
version may be ‘multi-tiered’ with midwives conducting the first layer of assessment
and social workers conducting the next layer, after aneed isidentified. The social
worker would determine appropriate management strategies and referrals.

In alarge metropolitan hospital a 28 week antenatal screening tool is currently being
developed. A component of thistool isthe referral to appropriate services, as
indicated in the screening tool.

Pilot Project
between a semi
rural hospital
and theregional
Child Protection
Service

During 1997 and 1998, a semi rural maternity hospital, in conjunction with CPS
developed a pilot project which consisted of the administering an antenatal screening
tool to provide preventative work and to develop community links.

This pilot project has now finished, but reportedly the links between the services
networks continue. The findings of this pilot project have been published and the
authors conclude that:
“Discharge planning and early identification of risk factorsisan integrated part of
the practice and procedure in the ante natal clinic. Liaison regarding information
and education sessions continues to be an accepted part of professional practice”.
(Pg 7 in article by Moore, Hawke and Dungey, Yr).
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APPENDIX 4 continued

Acute Health
Divison, DHS

This Division of DHS, throughthe Maternity Services Program, has committed
recurrent funding, for four years since 1998-99, to improve public maternity services
across Victoria. (Also called maternity enhancement funding.)
Additional funding has already been provided to maternity hospitals for the provision
of postnatal domiciliary services, asaresponseto trendsin early discharge. Domiciliary
services offer auniversal post-hospital visit from aregistered midwife. More can be
offered if the woman has special needs. Currently, domiciliary services are coordinated
by hospitals and there is no consistent model of practice for domiciliary services across
the State.
There has been numerous projects from this Division that have a bearing on the
findings of this report:

Review of antenatal care, where it was found that share care is not satisfactory for

high risk mothers (social and medical?). It was also found that GPs generally do not

know alot about women’s social needs.

There areinitiativesto:

- investigate postnatal issues more broadly

- improve the links between domiciliary and M& CH services

- improve discharge planning.

Maternal and
Child Health
Service, Family
and Community
Support Branch,
Community Care
Divison, DHS

The MCH Service provides universal primary carefor al Victorian families with children
aged 0-6 years. The serviceisjointly funded by State and local government and
managed in most instances by local government. The key features of the service are
health surveillance, health promotion and education, parenting support , identification
of concerns and referral and afocus on maternal health and wellbeing.
Victorian legislation requires the local government where the mother resides, to be
notified of ahirth to enable aMCH nurse to visit the family where possible.
As part of the universal service, additional visits are provided for first time mothers and
families with particular needs. The service has been limited in its capacity to provide
intensive support to families with high needsin the past, but has been well placed to
implement strategies for early identification and intervention for this client group. Some
targeted services for vulnerable families have been implemented over the past four
yearsin some municipalities and anew Enhanced Home Visiting Serviceis currently
being developed for vulnerable families across the State.
The current targeted services for vulnerable families include four Pilot Outreach
Services and 31 ‘new initiatives'. These services utilise differing models, staffing and
target groups. An evaluation of four Pilot Outreach Projects has been completed and
the evaluation of the ‘new initiatives will be completed in April 2001.
Thefinal report of the evaluation of the Pilot Outreach Projects hasled to 13
recommendations. The following findings of the evaluation are relevant to the findings
of thisreport:

An assertive outreach approach isto be encouraged.

Outreach services should be effectively promoted to awide range of potential

referral sources.

Screening potential high risk groups through mainstream servicesisto be

encouraged.

Thereisadefinite role for antenatal identification and intervention for targeted

families.

Home visiting is akey component of the outreach service.

Appropriate qualifications were identified as being important.

Linkswith other professionals undertaking similar roles and regular professional

supervision are important.

Protocols should be devel oped which assist the outreach services to work

cooperatively with other agencies.
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