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ACT Children and Young People Death Review Committee 

Who are we? 

The ACT Children and Young People Death Review Committee (the Committee) is established under the 
Children and Young People Act 2008 (ACT) to work towards reducing the number of deaths of ACT children 
and young people. The Committee reports to the Minister for Children, Youth and Families.  

The legislation sets out the requirement for Committee members to have experience and expertise in a 
number of different areas, including paediatrics, education, epidemiology, social work, child safety products 
and working with Aboriginal and Torres Strait Islander children and young people. 

What do we do? 

The Committee aims to find out what can be learnt from a child’s or young person’s death to help prevent 
similar deaths from happening in the future. To assist with this aim, we keep a register of all the deaths of ACT 
children and young people who die before they turn 18. We use the information on the register to learn more 
about why children and young people die in the ACT. 

We can make recommendations about changes to legislation, policies, practices and services to both 
government and non-government organisations. 

The Committee does not investigate or determine the cause of death of a particular child or young person. 
We do not place blame or seek to identify underperformance of individuals. 

What do we do with the information on the register? 

The Committee provides its annual report on the deaths of children and young people in the ACT to the 
Minister for Children, Youth and Families and the ACT Legislative Assembly. 

We also issue reports and fact sheets to government, public organisations and the community on different 
topics to help raise awareness of child safety or to spread child death prevention messages. 

The Committee is keen to receive advice and feedback from interested ACT residents. 

 
Enquiries about this publication should be directed to: 
ACT Children and Young People Death Review Committee 
GPO Box 158, Canberra ACT 2601 
e childdeathcommittee@act.gov.au  t 02 6207 7764 
ISSN 2205-7250 
© Australian Capital Territory, Canberra 2021 
This work is copyright. Apart from use permitted under the Copyright Act 1968, no part 
may be reproduced by any process without written permission from the Community 
Services Directorate, ACT Government, GPO Box 158, Canberra ACT 2601. 
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Foreword 

The ACT Children and Young People Death Review Committee (the Committee) is pleased to present its 
eighth report to the Legislative Assembly. It is presented in line with the requirements of Part 19A.4 of the 
Children and Young People Act 2008 (ACT) (the Act).  

The Committee’s report focuses on the deaths of children and young people as required by the Act, as well as 
two population groups: neonates and vulnerable children. As in previous reports, the detailed analysis of the 
data is based on the aggregation of five years of data (2016–20), thus ensuring individual privacy.  

The Committee continues its work to review the circumstances and causes of child deaths in the ACT. In 2020, 
the Committee presented its thematic review into deaths of ACT children and young people by intentional 
self-harm. An increase in deaths in 2018 prompted the Committee to examine death by suicide in the ACT 
between 2017 and 2019, to explore significant systemic factors that may surround the suicide deaths of young 
people. The Committee provided seven recommendations to the ACT Government aimed at support services, 
schools, family and peers to reduce the future likelihood of young people dying by suicide. 

The Committee would like to thank Dr Elizabeth Moore for her valuable contribution to the development of the 
report into deaths by intentional self-harm. 

In this year’s annual report, the Committee has, for the second time, reviewed progress on the 
recommendations made since its establishment. The Committee has made a total of 31 recommendations to 
government as well as expressed views in submissions to both national and local inquires. The Committee 
sought input from government in response to these recommendations, and we have been pleased with the 
actions taken. However, the Committee continues to be concerned that children remain vulnerable to a 
preventable death. Some areas of concern are how well information is shared between different government 
and non-government agencies to ensure the child at risk receives necessary support and the progress of 
improved regulation of back yard pools.  

This year has also been the final year of appointment for Dr Sue Packer AM who has provided considerable 
expertise and support to the Committee since its establishment in 2012. I would like to extend our grateful 
thanks to Dr Packer for her valuable guidance and generous time given to the Committee’s work.  

The Committee will continue to work to improve systems intended to support children, young people and their 
families and to ensure they are effective at preventing harm. 

Finally, I would like to thank the secretariat and members of the Committee, who have done an outstanding 
job throughout the year. I would also like to extend our sincere condolences to the families, friends and 
communities who knew and loved the children and young people whose deaths are reported here. 

 

Ms Margaret Carmody PSM 
Chair, ACT Children and Young People Death Review Committee 

 



 

iii 

 

Letter of transmission 

Minister for Families and Community Services 
ACT Legislative Assembly 
London Circuit 
CANBERRA  ACT  2601 
 
 
Dear Minister 
 
As chair of the ACT Children and Young People Death 
Review Committee, I am pleased to present you with the 
Children and Young People Death Review Committee 
2020 Annual Report.  
 
This report fulfils the Committee’s statutory obligations 
under s. 727S of the Children and Young People Act 2008 
(ACT). 
 
I hereby present the report for tabling in the Legislative 
Assembly and request that you make the report public 
forthwith. 
 
 
 
Yours sincerely 
 

 
 
Ms Margaret Carmody, PSM 
Chair 
30 April 2021 



 

iv 

 

Contents 
ACT Children and Young People Death Review Committee ....................................................................................... i 

Foreword ............................................................................................................................................................................. ii 

Letter of transmission ........................................................................................................................................................ iii 

Executive summary ........................................................................................................................................................... v 

Chapter 1 Introduction to the Children and Young People Death Review Committee .................................... 1 

Chapter 2 All deaths of children and young people residing in or visiting the Australian Capital Territory ..... 7 

Chapter 3 Deaths of ACT resident children and young people: five-year review ............................................ 11 

Chapter 4 Population focus: neonates and infants ............................................................................................. 14 

Chapter 5 Population focus: vulnerable children and young people ............................................................... 16 

Chapter 6 Recommendations ................................................................................................................................ 19 

Chapter 7  Children and Young People Death Review Committee activities ................................................... 32 

References....................................................................................................................................................................... 34 

Appendix A Population tables ................................................................................................................................... 35 

Appendix B Methodology .......................................................................................................................................... 38 

Appendix C    Glossary ................................................................................................................................................... 39 

Appendix D Responses to Recommendations ......................................................................................................... 42 

Appendix E Schedule of Recommendations .......................................................................................................... 77 

 

 

file://NAS125s2.act.gov.au/HousHome01/W/Will%20Constantine/Desktop/FINAL_CYPDRC_ANNUAL_REPORT_2020.docx#_Toc70408620


 

  v 

Executive summary 

The ACT Children and Young People Death Review Committee is established under the Children and Young 
People Act 2008 (ACT) to work towards reducing the number of deaths of children and young people in the 
ACT. The Committee reports to the Minister for Children, Youth and Families.  

In accordance with s. 727S of the Act, this report provides information on the deaths of 153 children and 
young people up to the age of 18 years who were included on the Committee’s Child and Young Person 
Deaths Register in the five-year period 2016–2020. Of the 153 deaths across the latest five-year period, 13 are 
awaiting the findings of the Coroner and are therefore not able to be included in this report. The remaining 
140 deaths on the register include 23 deaths of children and young people who did not normally reside in the 
ACT.  

Chapter 1 introduces the Children and Young People Death Review Committee. It lays out the legislative 
requirements of this report and the limitations of the data. It also explains how to use this report. 

Chapter 2 provides an overview of all registered deaths of children and young people residing in or visiting the 
ACT.  

Chapter 3 examines the deaths of children and young people who were ACT residents, excluding those 
children and young people who normally resided interstate or elsewhere. The chapter provides demographic 
and individual characteristic analysis. 

Chapter 4 is the first of two chapters investigating a specific population group. This chapter focuses on 
neonates and infants.  

Chapter 5 focuses on vulnerable children and young people.  

Chapter 6 details the recommendations made by the Committee since its establishment and the progress of 
these towards implementation. Appendix D provides copies of advice provided by the relevant directorates in 
relation to recommendations. Appendix E provides a schedule of all submissions and recommendations made 
by the Committee and rationale for the Committees position.  

Chapter 7 describes the Committee’s activities during 2020 and its continuing work for the next calendar year. 

The appendixes provide further information for reading, understanding and interpreting the findings in this 
report. 
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Chapter 1 Introduction to the Children and 
Young People Death Review 
Committee 

This chapter describes the role of the ACT Children and Young People Death Review Committee and provides 
important information on how to read this report.  

ACT Children and Young People Death Review Committee 

The ACT Children and Young People Death Review Committee is an independent committee established 
under the Children and Young People Act 2008 (ACT) (the Act) to review information about the deaths of 
children and young people in the ACT, identify emerging patterns and undertake research aimed at 
preventing or reducing the deaths of children.  

 
This report is the main vehicle to share the findings of that research. From these analyses, the Committee 
recommends changes to legislation, policies, practices and services. The Committee also wishes to share 
these findings and maintain a dialogue with the ACT community, whose greater awareness of these issues 
may help reduce preventable deaths in the future. 

 
Information about previous annual reports and additional reports on identified issues of concern can all be 
found on the Committee’s website: www.childdeathcommittee.act.gov.au. 

Who we are 

Since 2012, the Committee has been responsible for reporting to the ACT Legislative Assembly on all deaths of 
children and young people under the age of 18 years in the ACT. Membership is prescribed by the Act and 
requires members to have qualifications, experience or expertise in one or more of the following:  

• psychology  
• paediatrics  
• epidemiology  
• child forensic medicine  
• public health administration  
• education  
• engineering and child safety products or systems  
• working with Aboriginal and Torres Strait Islander children and young people  
• social work  
• investigations  
• mental health  
• child protection or  

-has other qualifications, experience or expertise, or membership of an organisation, relevant to 
exercising the functions of a committee member or  
-is a police officer with experience in working with children and young people and families. 

The Director-General, Community Services Directorate (CSD) and the Commissioner for Children and Young 
People are ex-officio appointments. Committee members are appointed by the Minister for Children, Youth 

http://www.childdeathcommittee.act.gov.au/default.html
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and Families, and the Committee must have between eight and ten members in addition to the Chair. The 
Deputy Chair may undertake some of the roles of the Chair in their absence, including chairing of meetings. 

Committee members 2020 

Chair  
Ms Margaret Carmody PSM 
Social policy and strategic human service delivery 

 

Deputy Chair 

 

Mr Eric Chalmers AM CF 
Engineering and child safety products or systems 

 

Ex-officio Committee members  

 

Director General, Community Services Directorate  Ms Jo Wood 
Children and Young People Commissioner  Ms Jodie Griffiths-Cook 

Committee members  
Dr Judith Bragg 
Paediatrics 

 

  
Ms Barbara Causon 
Working with Aboriginal and Torres Strait Islander 
children and young people 

 

  
Dr Amanda Dyson 
Paediatrics and Neonatology 

 

  
Dr Louise Freebairn 
Epidemiology 

 

  
Emeritus Professor Morag McArthur 
Social Work and Child Protection  

 

  
Dr Sue Packer AM (2012 – January 2021) 
Paediatrics 

 

  
Dr Catherine Sansum 
Child forensic medicine 

 

  
Ms Meg Brighton (November 2019 – May 2020) 
Deputy Director General, Education 

 

  
Mr David Matthews  (May 2020 – Current) 
Deputy Director General, Education 

 

  
Station Sergeant Dennis Gellatly (2018 – August 2020) 
ACT Policing – Officer in Charge, Judicial Operations  

 

  
Station Sergeant Sue Smith (August 2020 – Current) 
ACT Policing – Officer in Charge, Judicial Operations, 
Police officer with experience in working with 
children and young people and families 
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Our functions 

The Committee has the following functions: 

a) to keep a register of deaths of children and young people under Part 19A.3 of the Act 
b) to identify patterns and trends in relation to the deaths of children and young people 
c) to undertake research that aims to help prevent or reduce the likelihood of the death of children and 

young people 
d) to identify areas requiring further research, by the Committee or another entity, that arise from the 

identified patterns and trends in relation to the deaths of children and young people 
e) to make recommendations about legislation, policies, practices and services for implementation by 

the territory and non-government bodies to help prevent or reduce the likelihood of the death of 
children and young people 

f) to monitor the implementation of the Committee’s recommendations 
g) to report to the Minister under Part 19A.4 of the Act 
h) to perform any other function given to the Committee under this chapter. 

Annual report 

This annual report covers the period 2016 to 2020. It presents the data on the deaths of all children and young 
people who died in the ACT as well as children and young people who usually reside in the ACT but who died 
elsewhere.  

Chapter 19A, Part 19A.4, s. 727S of the Act requires the Committee to report on the following information 
about the deaths of children and young people included on its register: 

• total number of deaths 
• age 
• sex 
• whether, within three years before his or her death, the child or young person, or a sibling of the child 

or young person, ‘was the subject of a report the director-general decided, under s. 360(5), was a 
child protection report’  

• any identified patterns or trends, both generally and in relation to the child protection reports under 
s. 360(5) of the Act. 
 

The Committee respects the child, young person and their family’s right to privacy. As per s. 727S(3) of the Act, 
the Committee must not disclose the identity of a child or young person who has died or allow the identity of a 
child or young person to be established.  

As with previous years, the Committee has reported the incidence of death over the five-year period. This is 
largely as a result of the small number of deaths that occur in the jurisdiction each year. Conducting and 
reporting on analyses over a five-year period brings a level of stability to the data, allowing for generalisations 
to the broader population. It also minimises the risk of possible identification of any individual. Although greater 
rigour may be generated through the analysis of aggregate data, there are limitations noted and discussed 
across the report and, as such, caution must be exercised when interpreting results. 

The annual report presents the Committee’s activities during 2020 and outlines the continuing work for 2021. In 
2018 for the first time the annual report presented a chapter reviewing the progress on the recommendations 
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made since its establishment. In discussion with Minister Stephen-Smith, the Committee decided to undertake 
this activity biennially. This report will provide a further update on the progress of recommendations.  

Using this report 

This annual report is a legislated requirement of the Committee and can be used as a catalyst or foundation 
for further investigations. To increase transparency and to enable greater use and reporting on the findings of 
this report, it is important to clarify the methods used.  

ACT Population 

The ACT population is currently projected to reach around 450,000 people by 2022. This increase is also seen in 
children and young people under 19 years of age. Canberra remains ‘younger’ than the national average, 
and the number of children and young people is projected to increase by 11% between 2017 and 2022. This 
age group accounts for around 25% of the total ACT population (ACT Treasury, 2019).  

Figure 1.1 shows the differences between the age structures of both the ACT and Australia based on the 
Australian Bureau of Statistics’ (ABS) quarterly population estimates data (ABS, 2021). The focus of this report is 
those children and young people under the age of 18 years. This group is highlighted in the bolder colours.  

Figure 1.1 Population ratios comparing male and female total population between Australia and the ACT, 2020 

 

 

Data source: (ABS, 2021) 
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The Australian figure shows a consistent rate through the early years of life for both males and females, with a 
slight drop around 10–14 years for both sexes. The ACT figure presents a sharper taper, indicating a greater 
change in the population during those years. If the age structures were the same, we would expect to see a 
relatively similar shape across the base of both pyramids.  

Coronial counts 

In previous reports, numbers of deaths being heard by the Coroner have been reported in different ways. This 
is largely due to the confidentiality concerns arising from the small number of cases and determinations on 
cause of death. Reporting on coronial cases by the Committee is also impacted by two factors: the legislative 
requirement to not comment on open coronial matters and systemic delays in finalising coronial cases.  

The legislation clearly stipulates that the Committee must not report on the causes of death of those cases 
that are being heard in the Coroner’s Court at the time of publishing. However, this stipulation does not 
exclude the reporting of total numbers of deaths, including those currently being heard by the Coroner. As 
such, in the early chapters of this report, where total numbers are reported, these will include open coronial 
cases. The number of these will be indicated in brackets next to the total figure. These cases are excluded 
from subsequent analyses referring to cause of death or population in later chapters. 

Delays  in coronial cases continues to be a concern for the Committee. The ACT Coroner’s Court Annual 
Report 2018/19 noted that the ACT is the worst jurisdiction in Australia in having cases older than 24 months not 
finalised. The report also described the ACT as having the lowest rate of judicial officers per 1000 finalisations 
(ACT Coroners Court, 2019). While there was an improvement in the rate of long-term pending finalisations in 
2019/2020 financial year (ACT Coroners Court, 2020) the Committee continues to see cases not finalised within 
the five-year annual reporting window.   

In the context of coronial inquests into the deaths of children and young persons, depending on the case, 
there are two main sources of delay: the need for expert medical and/or forensic investigation or the 
requirement to ‘pause’ coronial proceedings where there are related criminal proceedings underway. Where 
coronial inquests remain open past the five-year reporting period of the Committee’s annual report, data 
about those cases will not be captured. In such circumstances, comment will be made on specific cases in 
the subsequent years’ annual report, noting that information about coronial findings where public hearings 
have been held is ordinarily in the public domain.  

International Classification of Diseases 

Since the inception of the Children and Young People Death Register, reporting on main cause of death or 
leading cause of death has centred largely on indicative causes with reference made to the International 
Classification of Diseases (ICD). The Committee has transitioned to reporting on the ICD framework, in line with 
World Health Organization standards (WHO, 2016). This report will continue the format adopted in the previous 
reports and include both the indicative causes of death and the ICD. 

Reporting fewer than five cases 

Given the small number of child or young person deaths in the ACT and the broad range of causes of those 
deaths, often there will be only one or two individuals who have died in a category. The same can be true 
when reporting on other factors, such as vulnerability, where the focus is on a small sub-sample of the cohort. 
The ACT is a small community and individuals may be identified through the reporting of these low numbers. 
Therefore, where they number fewer than five incidents and the individual may be identified, the symbol  will 
be used to indicate that deaths have occurred but not how many. In some instances, further data have been 
suppressed to prevent calculation of figures. The suppression of further data will not occur when it will 
significantly impact on the Committee’s ability to report population trends. In these instances, calculation of 
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figures may be possible. The identity of a child or young person who has died will not be disclosed or be able 
to be worked out. The supressed numbers will remain included in total figures and aggregated counts over five 
years.  

Data quality 

The Committee continues to work to improve data quality to more accurately identify the factors that 
contribute to the reported deaths. Anecdotal information reported by members would indicate that official 
causes of death do not always reflect the full story. Clearly, those cases that have been subject to a coronial 
inquiry provide excellent information to the Committee. It is only once timely, complete and more reliable 
information is available that improvements to systems and processes can be identified to prevent or reduce 
deaths. The Child Death Register database continues to be problematic in that it is complex and sometimes 
unreliable. The Committee have sought the assistance of CSD to undertake a review of this system and work 
continues to identify a suitable solution. 

This report is presented by the Children and Young People Death Review Committee for the purpose of 
disseminating information for the benefit of the public. The Committee has taken great care to ensure the 
information in this report is as correct and accurate as possible. Whilst the information is considered to be true 
and correct at the date of publication, data updates after the time of publication may impact on the 
comparability of information over time. Differences in statistical methods and calculations, data updates and 
guidelines may result in the information contained in this report varying from previously published information.  

Data sources 

Unless otherwise stated, all figures reported in this document are sourced from the ACT Children and Young 
People Deaths Register. The information in this register is compiled from information sourced from ACT Births, 
Deaths and Marriages, ACT Coroner’s Court, Ombudsman Western Australia, South Australia Child Death and 
Serious Injury Review Committee, Victorian Consultative Council on Obstetric and Paediatric Mortality and 
Morbidity, NSW Ombudsman, Tasmanian Council of Obstetric and Paediatric Mortality and Morbidity, Northern 
Territory Office of the Coroner, Queensland Child Death Review Team, and the National Coronial Information 
System. The Committee also has provisions to exchange data with Child Youth and Families, ACT Policing, 
Emergency Services Agency and the Family Court and Federal Circuit Court of Australia. Data comparisons 
with previous annual reports must take into account that coronial findings will have been released, thus 
enabling causes of death to be reported. 
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Chapter 2 All deaths of children and young 
people residing in or visiting the 
Australian Capital Territory 

This chapter provides an overview of all registered deaths of children and young people that occurred in the 
ACT or involved ACT residents in the reporting period of 1 January 2016 to 31 December 2020. Subsequent 
chapters in this report will focus on ACT residents only; however, this chapter takes a broad overview of all 
deaths that have occurred in the ACT, including children and young people who typically lived interstate or 
elsewhere.  

Overview 

This section describes the overall 
incidence of mortality among children 
and young people in the ACT. Table 2.1 
provides a summary of all deaths on the 
ACT Children and Young People Death 
Register for the five-year period 2016 to 
2020.  

In total, 153 children and young people died in the five-year period 2016 to 2020. Of these, 127 were children 
and young people who normally resided in the ACT and 26 usually resided interstate. Of the 127 ACT residents 
who died, 19 of these deaths occurred elsewhere. There were also 13 cases before the Coroner in the ACT 
and other jurisdictions for the period 2016 to 2020, as at 1 February 2021.  

ACT residents and non-residents 

The Committee collects information relating to the deaths of all children and young people who die, and 
normally reside, in the ACT. This means that information on the register relating to ACT residents who died 
outside of the ACT is often provided by similar committees in those jurisdictions. Information is shared between 
committees to ensure that each jurisdiction has accurate records for their population (Table 2.2).  

Table 2.2: Annual deaths of children and young people including ACT residents who died elsewhere and interstate residents 
who died in the ACT, 2016–2020 

Year 
All deaths in 

the ACTa 
ACT residents 

non-ACT residents who 
died in the ACT 

Jan-Dec      Number Number Per cent Number Per cent 

       153 127 83.0 26 17.0 
2016         32 (1) 27 84.4 5 15.6 

 2017b         33 (1) 25 75.8 8 24.2 

2018         41 (6) 36 87.8 5 12.2 

2019         19 16 84.2     ●              ● 

2020 28 (5) 23 82.1 5 17.9 

Average         31 25  5  
a Figures provided in brackets are cases currently before a Coroner and are included in the total figure. These cases will not  
be included in subsequent analyses. 

Table 2.1: Deaths of children and young people in the ACT, 2016–2020 

Deaths Numbera Per cent 
All deaths in the ACT  153  
Total ACT resident deaths 127 81.9 
Interstate resident deaths 26 18.1 

ACT residents who died elsewhere 19 8.8 

Open coronial cases 13 5.0 
a Figures do not sum; coronial cases appear in more than one category. 
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b Figures not directly comparable to previous reports.  

In regard to all deaths (Table 2.2), the figures supplied in brackets are currently the subject of a coronial 
inquest. These cases are not included in chapters relating to cause of death or population focus, as it is not in 
the remit of the Committee to report on those cases that are subject to ongoing Coronial investigations.  

Table 2.2 shows the year-on-year deaths of children and young people, of which the five-year average for 
2016 to 2020 is 31. This is a slight decrease from the average in last year’s report of 32. For ACT residents, the 
five-year average for the number of children and young people who died has also decreased from last year, 
with the mean moving from 26 in 2019 to 25 in 2020. While this is a positive trend in 2020, it should be noted that 
the number of child deaths each year in the ACT fluctuates due to our small population, and the decrease in 
2020 should be interpreted with caution. The age-specific mortality rates of ACT residents aged 0–17 years are 
provided in Chapter 3. 

Distribution across characteristics 

The following discussion focuses on demographic and individual characteristics of the children and young 
people who died. Examination of these variables allows comparisons between groups and identification of 
trends within the total population, to better inform and advocate for system, service or programmatic change. 
Examined here are sex, age, and Aboriginal and Torres Strait Islander status. 

Table 2.3 shows the total deaths of children and young people (not including open coronial cases) in the ACT 
over the five-year period 2016 to 2020, broken down by key demographic characteristics.  

Age is a consistent predictor of mortality risk. Table 2.3 shows a higher number of deaths occurring in the early 
years followed by a reduction through primary years, with an increase again in adolescence and late teens. 
For the five-year aggregate period, deaths in the first year accounted for 65% (n=91) of all deaths. 

Table 2.3: Key demographic characteristics of all deaths of children and young people in the ACT, 2016–2020 

 2016–2020 
Characteristics Deathsa 
 Number Per cent 
Total   
Persons 0–17 years of age 140  
Sex   
Female 63 45.0 
Male 77 55.0 
Age   
Less than 28 days 75 53.6 
28-365 days 16 11.4 
1–4 years 10 7.1 
5–9 years 6 4.3 
10–14 years 14 10.0 
15–17 years 19 13.6 
Aboriginal and Torres Strait Islander status   
Aboriginal and/or Torres Strait Islander 5 3.6 
Neither Aboriginal nor Torres Strait Islander 129 92.1 
Unknown 6 4.3 

a Figures do not include open coronial cases. 
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Table 2.4 shows the total deaths of children and young people in 2020, broken down by key demographic 
characteristics. Due to small numbers, the age brackets in this table have been aggregated to show deaths of 
children aged 0–4 years and 5–17 years.  

Table 2.4: Key demographic and individual characteristics of all deaths of children and young people in the ACT, 2020 

 2020 
Characteristics Deathsa 
 Number Per cent 
Total   
Persons 0–17 years of age 23  
Sex   
Female 11 47.8 
Male 12 52.2 
Age   
0–4 years 16 69.6 
5–17 years 7 30.4 
Aboriginal and Torres Strait Islander status   
Neither Aboriginal nor Torres Strait Islander 22 95.7 
Aboriginal and/or Torres Strait Islander ● ● 
Unknown ● ● 

a Figures do not include open coronial cases. 

 

Figure 2.1 shows that by far the greatest mortality risk is for infants aged less than 28 days. Many of the causes 
of death for these children are related to extreme prematurity and congenital anomalies. 

 

Figure 2.1: Distribution of deaths by age, 2016–2020 
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Cause of death  

Tables 2.5 and 2.6 present the causes of all deaths for the five-year period 2016 to 2020. As noted previously, 
the cause of death provided includes both indicative causes and those categories outlined in the 
International Classification of Diseases (ICD-10).  

Table 2.5 shows that more than half (53.6%) of the deaths over the five-year period were due to medical 
reasons. The ICD-10 grouping in Table 2.6 provides some indication of types of medical disorders experienced 
by children and young people.  

Table 2.5: Indicative cause of death, 2016–2020 

Indicative cause of death   
 Number Per cent 

Total 140  
Medical causes 75 53.6 
Extreme prematurity 38 27.1 
Suicide 11 7.9 
Unintentional injury/accident (including transport and 
drowning) 10 7.1 

Unascertained ● ● 
SIDS and or SUDIa ● ● 

a SUDI=sudden unexpected death in infancy; SIDS=sudden infant death syndrome. 
 
The ICD-10 is the tool adopted by the international community to analyse the health of population groups in 
terms of the incidence and prevalence of morbidity and mortality (WHO, 2011). As a classification system, it 
provides a common framework to report on rates of morbidity and mortality, making it an invaluable tool for 
jurisdictions to determine health and population policy. The ICD-10 also serves as an international benchmark, 
allowing the World Health Organization to develop national and international mortality and morbidity statistics.  
 

Table 2.6: ICD-10 grouping cause of death, 2016–2020 

ICD-10 grouping   

 Number Per cent 

Total 140  
Certain conditions originating in the perinatal period 70 50.0 
Neoplasms 10 7.1 
Congenital malformations, deformations and chromosomal 
abnormalities 10 7.1 

Injury, poisoning and certain other consequences of external causes 9 6.4 
Symptoms, signs and abnormal clinical and laboratory finds, not 
elsewhere classified 8 5.7 

Diseases of the circulatory system 8 5.7 
External causes of morbidity and mortality  8 5.7 
Diseases of the nervous system 5 3.6 
Other medical disordersb 12 8.6 

aPercentages do not total 100 due to rounding 
b Other medical disorders include the following ICD-10 chapters: Other and unspecified effects of external causes; Disease of the blood and 
blood forming organs; Diseases of the Digestive System; Certain infectious and parasitic diseases; Diseases of the musculoskeletal system and 
connective tissue; Endocrine, nutritional and metabolic disease.  
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Chapter 3 Deaths of ACT resident children 
and young people: five-year 
review 

This chapter provides an overview of the registered deaths of ACT resident children and young people that 
occurred in the ACT or interstate in the last five years (that is, excluding interstate residents who were included 
in Chapter 2). It will examine the incidence and causes, as well as other demographic and individual 
characteristics, of those deaths of ACT residents under the age of 18 years.  

Overview 

In the five-year period 2016 to 2020, a total of 127 
children and young people who usually resided in 
the ACT died. Of these cases, 10 are currently 
before the Coroner and are therefore outside the 
scope of the Committee review at this stage.  

In total, 108 ACT residents under the age of 18 
years died in the ACT and 19 ACT residents died 
elsewhere. The following discussion relates to the 
117 children and young people normally resident in the ACT who died in the last five years and excludes 
deaths of interstate residents and cases before the Coroner. 

Table 3.2 shows the age-specific mortality rate for the ACT across the reporting period. The annual mortality 
rate for children and young people varied from a low of 1.69 deaths per 10,000 population in 2019 to a high of 
3.84 in 2018. The age-specific mortality rate for Australia in 2018 was 2.43 deaths per 10,000 population (ABS, 
202a).  

The annual figure should be interpreted with caution as statistical fluctuations are known to occur with small 
numbers. The Committee will continue to monitor this trend over time. The mean age-specific mortality rate for 
the five-year period 2016 to 2020 was 2.73 per 10,000 ACT children aged less than 18 years. 

Table 3.2: Age specific mortality rates (per 10 000) of ACT residents aged 0–17 years 2016-2020 

Year Population Deaths ACT ASMRa 

 0–17 years Number Per 10 000 

2016 89 390 27 3.02 

 2017b 91 569 25 2.73 

2018 93 681 36 3.84 

2019 94 941 16 1.69 

2020 96 509 23 2.38 
a The rates in this table are not directly comparable to previous reports.  
b Figures not directly comparable to previous reports. 
ASMR = age-specific mortality rate. 
Data Source - http://stat.data.abs.gov.au/ (Quarterly Population Estimates (ERP), by State/Territory, Sex and Age)  
 
 
 
 
 
 

Table 3.1: Breakdown of cases included in analysis, 2016–2020  

Deaths Number Per cent 
All ACT resident deathsa 127  
ACT residents who died in the ACTb 108 85 

ACT residents who died elsewhereb 19 15 

Cases before the Coroner 10 7.9 
a Figures do not sum; interstate deaths are excluded, and coronial cases appear in 
more than one category.  
b Included in further analyses. 
 

http://stat.data.abs.gov.au/
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Distribution across characteristics 

The following discussion focuses on demographic and individual characteristics for ACT resident children and 
young people who died between 2016 to 2020. Examination of these variables allows comparisons between 
groups and identification of trends within the total population, to better inform and advocate for system, 
service or programmatic change. Examined here are sex, age and cause of death of ACT residents in the five 
years 2016 to 2020. 

Table 3.3: Demographic characteristics of ACT resident children and young people who died, 2016–2020 

Characteristic Deaths 
 Number Per cent 

Total   
Persons 0–17 years of age 117  

Sex   
Female 59 50.4 

Male 58 49.6 

Age   
< 28 days 60 51.3 

28-365 days 13 11.1 

1–4 years 10 8.5 

5–9 years 5 4.3 

10–14 years 13 11.1 

15–17 years 16 13.7 

In the five years covered by this report, there were 59 deaths of ACT females aged less than 18 years and 58 
deaths of ACT males aged less than 18 years.  

Figure 3.2 shows the distribution of deaths by age for the five-year period. The graph shows that the proportion 
of deaths is highest in the first year of life and lowest between 5 and 9 years of age. In 2016 to 2020, the 5–9 
age group accounted for 4.3% of all deaths. The proportion of deaths increases again during adolescence 
and is partially explained by an increase in death by suicide during 2018 in the 15–17 and 10–14 age groups. 
As previously mentioned, the Committee has recently completed a thematic review on this group. 

Figure 3.2: ACT resident deaths by age, 2016–2020 
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Cause of death 

As in Chapter 2, causes of death have been classified by indicative cause of death and those categories 
outlined in the International Classification of Diseases (ICD-10). While Chapter 2 considered all deaths 
recorded on the ACT Children and Young People Deaths Register, this section reports specifically on ACT 
resident children and young people.  

Table 3.4 presents the indicative causes of death for ACT resident children and young people during the 
period 2016–2020, with medical causes accounting for more than half (55.6%) of all ACT deaths. Table 3.5 
presents the ICD-10 grouping, with conditions originating in the perinatal period accounting for 45.3% of all 
deaths. 

Table 3.4: Indicative cause of death, ACT resident children and young people, 2016–2020 

Indicative cause of death   
 Number Per cent 

Total 117  
Medical causes 65 55.6 
Extreme prematurity 30 25.6 
Suicide 10 8.5 
Unintentional injury/accident (including transport and 
drowning) 6 5.1 

Unascertained ● ● 
SIDS and or SUDIa  ● ● 

a SUDI=sudden unexpected death in infancy; SIDS=sudden infant death syndrome. 

 

Table 3.5: ICD-10 grouping cause of death, ACT resident children and young people, 2016–2020 

ICD-10 grouping   

 Number Per cent 

Total 117  

Certain conditions originating in the perinatal period 53 45.3 
Neoplasms 10 8.6 
Congenital malformations, deformations and chromosomal 
abnormalities 10 8.6 

Symptoms, signs and abnormal clinical and laboratory finds, not 
elsewhere classified 8 6.8 

Diseases of the circulatory system 8 6.8 
External causes of morbidity and mortality 6 5.1 
Injury, poisoning and certain other consequences of external causes 6 5.1 
Diseases of the nervous system  5 4.3 
Other medical disordersa 11 9.4 

a Other medical disorders include the following ICD-10 chapters: Diseases of the respiratory system; Other and unspecified effects of external 
causes; Disease of the blood and blood forming organs; Certain infectious and parasitic diseases; Endocrine, nutritional and metabolic 
disease.  
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Chapter 4 Population focus: neonates and 
infants 

This chapter examines the incidence and causes, as well as other demographic and individual characteristics, 
of neonatal deaths under 28 days and infant deaths 28–365 days that occurred in the ACT during 2016–2020. 

Overview 

This section looks at mortality among 
neonates and infants in the ACT.  

Table 4.1 provides a summary of the deaths 
of children under one year of age. In total, 
93 children were included: 66 ACT infants 
died within the ACT and nine died 
elsewhere. Health services in the ACT 
provide care for high-risk pregnancies in the 
surrounding geographic regions, and 18 
interstate infants died in the ACT. There were 
two cases before the Coroner as of 1 February 2021. 

Removing those children who usually reside elsewhere (n=18), children who died interstate (n=9) and coronial 
cases, the following analysis relates to the 64 neo-nates and infant children who were resident and died in the 
ACT during 2016 to 2020. In 2020, 10 children died under the age of one year. The Committee works closely 
with the ACT Maternal and Perinatal Mortality Committee to review the cause of deaths that occur in the 
perinatal period. While the analyses in this report examines the numbers of deaths within this cohort, more 
detailed analyses are available through the reports of the ACT Maternal and Perinatal Mortality Committee, 
which can be found on the ACT Health website: www.stats.health.act.gov.au. 

The most recent data (2019) indicate that the infant mortality rate (deaths of children aged less than one 
year) for the ACT was 0.9 per 1,000 live births. This rate is below the Australian rate of 3.3 per 1,000 live births 
(ACT Government, 2020). The ACT has a small number of infant deaths each year, and this means that the 
infant mortality rate can fluctuate markedly year to year. Between 2015 and 2019 the ACT infant mortality rate 
ranged from 0.9 to 3.7 per 1,000 live births, whereas the national rate ranged between 3.1 and 3.3 over the 
same period.  

Distribution across characteristics 

The following discussion focuses on demographic and individual characteristics of infants who died. 
Examination of these variables allows comparisons between groups and identification of trends within the total 
population, to better inform and advocate for system, service or programmatic change. Examined here are 
sex and cause of death. Analysis of Aboriginal and Torres Strait Islander infants who died in the period 2016 to 
2020 are not separately analysed in this report as the number is below five.  

Table 4.2 provides the number of neonatal deaths under 28 days and deaths of infants (defined in the table as 
28–365 days). Neonatal deaths account for the majority of deaths in children under one year in the five-year 
period 2016 to 2020 (n=55).  

 

Table 4.1: Breakdown of infant deaths, 2016–2020  

Deaths Number Per cent 
Total a  93  
ACT residents who died in the ACTb  66 71.0 

ACT residents who died elsewhereb 9 9.7 

Interstate residents who died in the ACT 18 19.4 

Cases before the Coroner 2b 2.2 
a These figures do not sum due to coronial cases appearing in categories. 
b Cases before coroner are in the public domain 
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Sex 

In the five years to December 2020, 64 children died in the first year of life, with a slightly higher incidence of 
female deaths. The distribution between male and female deaths in 2020 is not able to be reported due to the 
small number of deaths of children under the age of one year.  

Table 4.2: ACT resident infant deaths by age group and sex, 2020 and 2016–2020 

 

1 January 2020 –  
31 December 2020  

January 2016 –  
December 2020 

 
Characteristic Deaths Deaths 

 Number Per cent Number Per cent 

Total 8 100.0 64  
Neonatal deaths under 28 
days ●  ● 55 86.4 

Infant deaths 28-365 days ● ● 9 13.6 

Sex      

Female ● ● 34 51.5 

Male ● ● 30 48.5 

Cause of death 

Table 4.3 presents the main causes of death of ACT children under the age of one year during 2016 to 2020. As 
highlighted in Chapter 3, this cohort accounts for a large proportion of all deaths. Of ACT resident deaths in 
the five-year period, children under one year of age account for 62.4% of all ACT deaths.  

Table 4.3: Indicative and ICD-10 cause of death of children less than one year of age, 2016–2020 

Cause of death  
        Total 
Medical causes and extreme prematurity 57 
Certain conditions originating in the perinatal period 50 
Congenital malformations, deformations and chromosomal abnormalities 7 
SIDS & SUDIb and unascertained and other causesa 7 
Symptoms, signs and abnormal clinical and laboratory finds, not elsewhere 
classified ● 

Total 64 
a Other causes include the ICD-10 chapter; Injury, poisoning and certain other consequences of external causes.  
b SUDI=sudden unexpected death in infancy; SIDS=sudden infant death syndrome. 

The ICD-10 defines the category of ‘certain conditions originating in the perinatal period’ as deaths whose 
cause originates in that period, even though death may occur later. These can include, but are not limited to, 
complications during labour and delivery, infections specific to the perinatal period, blood disorders and 
concerns, other internal disorders (e.g. endocrine or respiratory disorders) and temperature regulation (WHO, 
2010). 

Most deaths of ACT children under the age of one occurred during the neonatal period. ‘Certain conditions 
originating in the perinatal period’ (n=57) is the major cause of death for both neonates and infants (aged 28–
365 days), followed by ‘chromosomal or congenital anomalies’ (n=7). There were seven cases of deaths 
caused by sudden unexpected death in infancy (SUDI), sudden infant death syndrome (SIDS), injury, poising 
and certain other consequences of external causes or where the cause of death was unascertained.   
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Chapter 5 Population focus: vulnerable 
children and young people 

This chapter provides an overview of the registered 
deaths of children that involved ACT residents in the 
last five years and who had experienced factors of 
vulnerability (defined below). It will examine the 
incidence and causes, as well as other demographic 
and individual characteristics, of those deaths. 

Overview 

This section outlines the overall incidence of mortality among children and young people in the ACT who were 
experiencing identified vulnerability risk factors at the time of death. While the Committee acknowledges that 
all children and young people are vulnerable and in need of safe environments in which to grow and be 
nurtured, in this and previous reports the involvement of Children and Youth Protection Services (CYPS) and/or 
ACT Policing (the police) were the two proxy indicators of increased vulnerability.  

There are two reasons why the Committee focuses on child protection services and the justice system in 
particular. First, it is a requirement of the legislation. But more importantly, these are the systems that are often 
involved when difficulties arise in a child’s life and therefore are indicators of vulnerability.  

Table 5.1 outlines the number of children and young people or their families who were known to CYPS or ACT 
Policing. In the five years 2016 to 2020, 117 residents of the ACT under the age of 18 years died in the ACT or 
elsewhere. Overall, 16 children and young people and/or their families were known to CYPS and 36 were 
known to police. These broad figures do not account for the extent to which the child or their family was 
involved with these systems; this will be discussed later.  

Table 5.1: ACT children and young people who have died 
and were known to CYPS or ACT Policing, 2016–2020 

Totala 
Known to 

CYPS 
Known to 

ACT Policing 
117 16 36 

a Figures include ACT residents only and do not include open 
coronial cases. 

Known to CYPS When a report is initially made to CYPS, it is known as a ‘child concern report’, which is 
a record of information regarding the child or young person made by either a 
voluntary or mandatory reporter. CYPS then conducts an initial assessment of the 
issues raised in the child concern report and, if this assessment allows the Director-
General to form a reasonable belief that a child or young person is in need of 
protection, a ‘child protection report’ is recorded in accordance with s. 360(5) of the 
Act. It is under this same legislation that the Committee is required to provide this 
report to the Minister each calendar year about the deaths of children and young 
people with particular demographic and individual characteristics and trends relating 
to such (s. 727S).  

Police involved Not all deaths of children and young people require the involvement of police. Where 
a child or young person clearly dies as a result of medical causes in a setting where 
professionals are able to make a determination of death, such as a hospital, police 
are not necessarily informed or called. Police often become involved in a death 
where people aware of the death call emergency services, where the Coroner makes 
a determination that further inquiries are required or where the individual or persons 
associated with the individual have current or previous histories with police.  
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Distribution across characteristics 

Table 5.2 shows the number of children and young people under the age of 18 years who normally reside in 
the ACT and who died in the five years 2016 to 2020. It also shows the number of those children and young 
people who were known to either—or both—CYPS and ACT Policing, by age. 

Table 5.2: Number of deaths by system engagement and age, 2016–2020 

System engagement  0-4 years 5-17 years Total 
Total  83 34 117 
Not known to CYPS  78 23 101 
Police involved  17 9 26 
Known to CYPS  5 11 16 
Police involved  ● 8 ● 

Table 5.3 shows the number of ACT children and young people who were known to CYPS or ACT Policing 
broken down by the level of knowledge of the child or young person and their sibling by the relevant agency.  

More females than males were known to the protection and justice systems. The only exception to this pattern 
is the police involvement in death incidents only, which is higher for males (n=14) than females (n=6). This is 
consistent with the pattern reported in previous reports. 

Table 5.3: ACT children and young people deaths by child protection reports and police involvement and by sex, 2016–2020 

 Child &Youth Protection 
Services ACT Policing 

 Known to 
CYPS 

Children with 
Siblings known 

to CYPS 

Current or previous 
police involvementa 

Death 
incident 

only 

Not 
known to 

Police 

Deaths      
Persons 0–17 
years of age 16 12 16 20 81 

Sex      
Female ● ● 11 6 42 

Male ● ● 5 14 39 
a Current or previous criminal history related to family member including grandparents, parents or child or young person. 
 
Children known to CYPS may have experienced a range of risk factors within their life, including domestic and 
family violence, parental substance misuse, mental illness and involvement with the criminal justice system. As 
shown in Table 5.4, seven of the children had only child concern reports recorded (any report made to CYPS) 
and nine children had child protection reports recorded (a second stage of assessment conducted by CYPS 
to establish if there is a reasonable belief that a child is in need of care and protection). 
 
In addition, fewer than five children had prenatal reports recorded. Fewer than five children who had died 
were not the subject of reports themselves; however, it was recorded that their siblings had received either 
child protection and/or child concern reports within three years of the child dying. 

Table 5.4: Number of ACT notification reports of children who have died, 2016–2020 

Child notification Totala Per cent 
Child concern report only 7 6.0 

Child protection report 9 7.7 

Not known to CYPS 101 86.3 
 a Numbers do not add up as not all children known to CYPS received reports and fewer than five children received both child protection and 
concern reports. 

 

 



ACT Children and Young People Death Review Committee Annual Report 2020 

18 

 

Table 5.5 shows the number of ACT children and young people who were known to CYPS or ACT Policing 
broken down by indicative cause of death classification groupings. Most deaths of ACT children and young 
people occur due to medical causes; all other causes have been grouped together under ‘other than 
medical causes.’ 

In the five-year period 2016 to 2020, a higher proportion of children and young people who died from 
classifications other than medical causes (19.2%) were known to CYPS than children who died of medical 
causes (9.2%).  

Police involvement due only to death investigation was higher in classifications other than medical causes. As 
identified previously, Police may be less likely to become involved in a death of a child or young person as a 
result of medical causes in a setting where professionals are able to make a determination of death.   

Table 5.5: Number of ACT children known to CYPS and ACT Policing, indicative cause of death, 2016–2020 

 Total 
Deaths 

Known to  
CYPS  

Known to  
Police  

Police Involvement  
Death Incident only  

Other than medical 
causesa  52 10 7 14 

Medical causes  65 6 9 6 
a Other than medical causes include indicative cause of death classifications: Extreme prematurity; Suicide; Transport; Drowning; SIDS & SUDI 
and undetermined; Unascertained; Unintentional injury/accident. 
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Chapter 6 Recommendations  

Introduction 

Monitoring the implementation of recommendations is a legislated function of the Committee under s. 727B of 
the Children and Young People Act 2008 (the Act). In 2018, for the first time, the Committee undertook a 
project to formally report on the implementation of its previous recommendations in its annual report. This was 
done by seeking responses from the relevant ACT Government directorates on their progress to address 
recommendations made by the Committee. Original correspondence from the directorates is provided in 
Appendix D. The Committee acknowledges that in some circumstances recommendations generated by 
other reviews overlap with those of this Committee. 

The Committee has undertaken three special reports since establishment.  

1. The Retrospective Report, released in January 2017, looked at progress in the ACT between 2004 and 
2013 to reflect on longer-term patterns and trends in the deaths of children and young people. The 
review used a social determinants of health approach to analysing data. The report highlighted areas 
for future work by the Committee and amongst other matters, recommended that the ACT 
Government improve information sharing between services. 

2. In August 2018, the Committee released its Changing the Narrative for Vulnerable Children: 
Strengthening ACT Systems Report (Changing the Narrative Report). This report reviewed the deaths of 
11 children from birth to three years who had died in the ACT prior to 2014 and who had been the 
subject of a closed coronial inquiry. This unusual qualitative review aimed to identify risk factors 
present in the lives of individual families prior to the death of a child and the interventions that had 
been used to attempt to address risk factors. It identified improvements to policy, programs or 
practice that may prevent the future deaths of children. In doing so, the Committee made 19 
recommendations.  The ACT Government response fully accepted nine recommendations and 
agreed in principle to 10 recommendations. 

3. In January 2021, the Committee released its Review of Children and Young People Who Have Died as 
a Result of Intentional Self Harm (Intentional Self Harm Report). This report reviewed the deaths of eight 
young people in the ACT who had committed suicide between 2017 and 2019. The review aimed to 
explore significant systemic factors that may surround the suicide deaths of young people and to offer 
key insights to support services, schools, family, and peers to reduce the likelihood of young people 
dying by suicide. The Committee made eight recommendations within the report.  
 

Due to the recent completion of the Intentional Self Harm report and timing of this annual report the 
Committee is not in a position to comment on the ACT Government response to those recommendations.  
While these recommendations will be noted in this review it is acknowledged that at the time of writing, the 
formal response from Government has not been tabled in the Legislative Assembly.  

In addition to these reports, the Committee contributed submissions to the following ACT and Federal 
Government inquiries: 

• The ACT Government 2011 issues paper consulting on the introduction of regulation for swimming 
pools. 

• The National Children’s Commissioner 2014 inquiry into intentional self-harm and suicidal behaviour in 
children. 

• The 2016 Review into the System Level Responses to Family Violence in the ACT (the Glanfield Inquiry). 
• The 2016 issues paper by the Justice and Community Safety Directorate Information Sharing to 

Improve the Response to Family Violence in the ACT. 
• The 2016 inquiry by the ACT Standing Committee on Health, Ageing, Community and Social Services 

into youth suicide and self-harm in the ACT. 
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• The Australian Competition and Consumer Commission’s (ACCC) 2018 consultation on a draft 
regulation impact statement for the introduction of a quad bike safety standard under the Australian 
Consumer Law. 

• The 2019 issues paper by the Justice and Community Services Directorate Review of Child Protection 
Decisions in the ACT.   
 

Furthermore, the Committee has from time to time raised issues of safety directly with the relevant directorate 
drawing on inquiries in other states and territories.  

Many of the recommendations reviewed in the 2018 annual report related to submissions made by the 
Committee to the above inquires. In total the Committee has provided 25 recommendations through 
submissions to six separate inquires. Eleven of these recommendations were made in the Committee’s 
submission to the 2016 System Review into Family Violence Responses in the ACT. The Committee has decided 
that advice provided through submission will not be included in this review as they do not relate specifically to 
the Child and Young People Death Review dataset. The Committee considers these recommendations 
complete once the relevant inquiry is finalised. A detailed breakdown of these recommendations can be 
found at Appendix E.  

Recommendations made by the Committee directly to government through reports under s.727T of the Act or 
by writing directly to directorates will be considered in this review. These 24 recommendations primarily come 
from the three special reports identified previously. For these recommendations the Committee has relied on 
the responses received from ACT Government and relevant directorates in both 2018 and 2020. The responses 
provided for the Committee’s 2018 review of recommendations can be found at 
https://www.childdeathcommittee.act.gov.au/  

Because of the limited scope of this review is not possible to establish if the strategies recommended to 
improve practice have been effectively implemented or whether there has been change in outcomes for 
children. The implementation of any policy or initiative can be best judged once a rigorous evaluation process 
has occurred. Rather, this review considers how government has addressed the recommendations through 
policy and program initiatives. This review classifies recommendations as ‘achieved’, ‘ongoing’ or ‘not 
achieved’  

Under s. 727B of the Act a function of the Committee is to make recommendations about legislation, policies, 
practices and services for implementation by government and non-government bodies to help prevent or 
reduce the likelihood of the death of children and young people. The intention of making recommendations is 
to provide expert advice that the Committee believes will positively impact service provision to children, 
young people and their families and ultimately reduce deaths. In doing this the Committee recognises that 
changes need to be implemented within the broader context of the relevant directorate’s work and 
programs. 

The Committee intends to use this progress review as a catalyst to proactively engage directorates and 
collaborate with them to better understand why some recommendations have not been addressed or the risk 
identified by the Committee was addressed through alternate methods. The Committee is eager to better 
understand what is occurring in key areas of human services delivery to ensure that recommendations are 
realistic and address the needs of Government and the community.  
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Indications of change 

The purpose of monitoring recommendations is to determine how the ACT has progressed and whether 
changes have been made that could potentially improve outcomes for children and young people. A 
number of recommendations provided to government have been accepted, while others are ‘accepted in 
principle’. The following section provides a thematic review of the recommendations and an assessment of 
progress.   
 
Based upon the information provided by the government and relevant directorates, each of the 
recommendations has been assigned a progress marker as follows: 

 
Achieved 

The recommendation has been addressed or the 
Committee is satisfied that the intent of the 
recommendation has been met and will no longer seek 
progress reports on the recommendation.  

 

Requires 
ongoing 
monitoring 

Actions have or will be implemented that are intended to 
meet the intent of the recommendation but there is no 
current evidence to assess the impact of the action. 

 
Not Achieved The recommendation has not been addressed. 

 

The Committee’s recommendations 

The Committee made the following recommendations about safe 
sleeping in the Changing the Narrative Report: 

1. Safe sleeping guidelines be consistent across directorates and 
delivered consistently across the continuum of services by 
ensuring: 
I. cross-directorate agreement is established about safe 

sleeping guidelines. 
II. professionals and service providers have access to 

evidence-based training and resources concerning safe 
sleeping guidelines. 

2. Safe infant sleeping promotion, co-sleeping and bed-sharing 
messages be provided to all caregivers prior to and after the 
birth of the child by health and social welfare professionals. Vulnerable families should be provided 
with the necessary support to obtain appropriate bedding for the child prior to leaving hospital. 
 

Progress on recommendations 

The ACT Government previously advised that they agreed in principle to these recommendations.  

Canberra Health Services (CHS) has advised the Committee on current reforms and processes within the ACT. 
It is noted in the directorate response that MACH nurses provide safe sleeping practices to caregivers and that 
vulnerable families can access appropriate bedding for children through the Parent Enhancement Program. It 
is also identified that the Women, Youth and Child Division has safe sleep guidelines with consistent language 
and procedures which are delivered to families.  

The Community Services Directorate (CSD) has advised that co-sleeping and safe sleeping practice guidelines 
have been implemented to support staff assessing sleep arrangements for infants. In addition, CSD notes that 
Children, Youth and Protective Services (CYPS) can purchase appropriate bedding for vulnerable families.   

Improve 
messaging 
about Safe 
sleeping 

 

 Achieved  
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Our comments 

The Committee is encouraged by the current activity across the directorates regarding the provision of safe 
sleeping messages. The Committee considers that recommendation 2 is completed. Although both CSD and 
CHS have developed safe sleeping guidelines for clients there is no evidence in the responses that they are 
consistent across the two directorates. Considering the ACT Government agreed in principle to this 
recommendation the Committee will now consider this recommendation closed.  

While not seeking future status updates on these specific recommendations the Committee will continue to 
monitor deaths related to SIDS, SUDI and fatal sleep accidents and may in the future make additional 
recommendations to government.  

 

The Committee’s recommendations  

The Committee made several recommendations relating to the 
safety of children in and around the home to  reduce the risks 
associated with swimming pools and button battery ingestion.   

The Committee wrote directly to the Chief Minister in April 2014 
reiterating the Committee’s submission to the ACT Government’s 
2011 issues paper on swimming pool regulation. The Committee 
noted that deaths from drowning would likely decrease if all pools 
were required to comply with fencing regulations and supported 
changes to regulation that would reduce the risk to children and 
young people in the ACT. As such, the Committee supported the 
following recommendations: 

1. A system of registration of pools in the ACT to improve 
fencing compliance. 

2. Pool compliance and safety inspections at the change of 
ownership or tenancy.  

3. Regular CPR training for homeowners with pools and display 
of signage in pool areas.  

4. Fencing requirements being imposed on all swimming pools 
in the ACT, regardless of when they were constructed.  
 

Regarding the final point, the Committee noted that these changes may not be practical and it may be 
appropriate to require fencing of older pools on a case-by-case basis, considering several factors, including 
extent of potential access to the pool by children.  

Following a Queensland coronial inquest into the death of a young child as a result of button battery 
ingestion, the Committee wrote to ACT Health in November 2015 recommending it develop a protocol for 
managing the treatment of button battery ingestion. Button battery ingestion remains a serious risk for children 
with the Australian Competition and  Consumer Commission (ACCC) recently reiterating concerns that there is 
a growing record of injuries and deaths from button batteries. Within Australia, one child a month is seriously 
injured after swallowing or inserting a button battery. 

The Committee has also provided submissions to inquiries related to quad bike safety and blind cords. A 
description of these recommendations and outcomes is at Appendix E.  

 

 

Reduce risks to 
children in and 
around the 
home 
Swimming pool regulation 

 

Button batteries 

 

 

 Not Achieved  

  

 Not Achieved  
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Progress on recommendations 

Swimming pool regulation 
The Environment, Planning and Sustainable Development Directorate (EPSDD) informed the Committee that 
the directorate has undertaken consultation on certain technical and industry capacity issues and has 
prepared for further consultation with the public. The directorate advised that the timing and scope of 
community engagement is a matter for Government.  

Our comments 

Consistent with the Committee’s previous review of recommendations in 2018, the Committee remains 
concerned that young lives are still put at risk through the lack of reform to backyard swimming pool 
legislation. Given the importance of this issue, the Committee urges the ACT Government to take actions to 
address swimming pool regulation. The Committee will report on the progress of this recommendation in 
subsequent annual reports.     

Button batteries 
CHS recently advised the Committee that the draft guideline for the Emergency Management of Button 
Battery Ingestion, which they commenced consultation on in 2017, was ceased due to staffing and resource 
pressures. CHS explained that the redevelopment of the guideline recommenced in 2020 and that in the 
interim users are directed to The Royal Children’s Hospital Melbourne – Paediatric Improvement Collaborative 
‘Foreign Body Ingestion’ Guideline. It is unclear from the CHS response how this direction has been 
communicated with staff.  

Our comments 

The Committee is concerned that the development of these guidelines has been stalled for more than three 
years. In the absence of long-term resolution of the risk through improved product safety, these guidelines 
continue to play an important role in minimising the risk to young children, as does continuing community 
education. The Committee urges CHS to finalise these guidelines and will report on the progress of this 
recommendation in subsequent annual reports.     

 

The Committee’s recommendations  

Within the Intentional Self Harm Report the Committee identified that 
access to appropriate services for young people, especially following 
a suicide attempt was a significant concern. The review also 
highlighted that youth suicide prevention requires a whole of 
community response and that it is crucial for parents, educators and 
peers to have information and training so that they are able to 
effectively respond to young people in distress. 

The Committee made the following recommendations to address 
identified gaps in the youth suicide prevention system:  

1. Involve young people with lived experiences of suicide in 
suicide prevention service design and delivery.  

2. Evaluate current youth mental health and suicide prevention 
programs to determine effectiveness including in meeting 
demand.  

3. Implement information campaigns that target young people at risk and include practical intervention 
skills for peers and family.  

4. The Committee supports the proposed implementation of the Youth Navigation Portal and considers 
this a critical piece of work to assist young people navigate the complex ACT support system.  

Implement 
and evaluate 
youth suicide 
prevention 
programs  

 
 Ongoing 
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5. Implement and evaluate the Connecting with People program. Consider implementation in 
education and non-government organisation settings.  

6. Implement a support plan process in clinical settings that actively engages young people following a 
suicide attempt.  

7. Implement evidence-based, assertive outreach guidelines into ACT Government policy that include 
face-to-face contact with young people who have attempted suicide.  
 

ACT progress on recommendations 

The ACT Government response to the Intentional Self Harm Report will be made available on the Committee’s 
website once tabled in the Legislative Assembly. 

Our comments 

The Committee has now received the formal response by the ACT Government to the Intentional Self-Harm 
Report and will report on progress in its 2022 report. 

 

The Committee’s recommendations 

The need for improvements to the systems and culture for sharing information 
in the interests of protecting vulnerable children was the primary finding in the 
Committee’s 2017 Retrospective Report.  

In the Committee’s Changing the Narrative Report, it also made the following 
recommendations for additional changes that strengthen leadership and 
governance to improve the systems for recording and sharing information: 

1. For information-sharing arrangements to operate effectively, they 
must be supported by organisational and professional cultures with 
strong governance and practice leadership that observe and 
understand the guiding legislation. The ACT jurisdiction should 
consider providing training to relevant organisations concerning 
appropriate information sharing. 

2. CSD should review quality assurance systems to ensure client documents are complete, information is 
recorded fully and accurately and assessments are documented in a manner that records the 
justification of decisions made by professionals in regard to the safety of the child. 

3. The ACT continues to encourage the Commonwealth and other state jurisdictions to make nationally 
consistent legislation and administrative arrangements, including the development of a national 
database, to enable the sharing of information related to the safety and wellbeing of children. 
 

The Committee recommended in the Intentional Self Harm Report that staff from relevant organisations be 
trained in responsible information sharing. 
 

Progress on recommendations 

The ACT Government previously responded to the recommendations made in the Changing the Narrative 
Report and agreed in principle to Recommendation 1 listed above, regarding training to relevant 
organisations concerning appropriate information sharing and agreed with Recommendations 2 and 3.  

ACT Education cited in their recent response several projects addressing recording and sharing information 
including the passing of the Education Amendment Bill 2020 which changes information sharing provisions 
between the ACT Government and relevant interjurisdictional bodies. The Directorate also outlined a plan to 
commence an information sharing and record keeping project in 2021 with the aim of removing policy and 
legislative barriers to information sharing.   

Improve 
recording 
and sharing 
of information 

 

 Achieved  
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CSD recently provided a detailed response to the Committee citing numerous projects aimed at addressing 
issues with recording and information sharing:   

• My Health Passports for children in Out of Home Care,  
• the implementation of a new information management system in CYPS,  
• co-location of key partner agencies within CYPS,  
• work being undertaken by the Family Safety Hub,  
• CYPS location within the Family Law Court.  

 
CSD also noted work being done by Children, Youth and Families (CYF) for the ACT to be included in a 
national project to share information about children known to the child protection system in each Australian 
jurisdiction. The project, Connect for Safety, will allow for case managers to match basic demographic data 
which will improve assessments of children who have moved to the ACT and have no known local child 
protection history.  

CHS provided a limited response to the Committee noting its support to CSD implementing the Our Booris, Our 
Way recommendations and the School Youth Health Nurse program which enables information sharing 
between Health staff, families and other agencies.  

The Justice and Community Services Directorate (JACS) informed the Committee of the work currently being 
undertaken in response to the Royal Commission into Institutional Responses to Child Sexual Abuse which 
includes a focus on improved reporting and information sharing.  

Our comments 

The Committee acknowledges the significant work conducted across directorates to improve the recording, 
analysis and sharing of information. The Committee noted separate strategies in the 2018 review of 
recommendations which have now been addressed. This included the establishment of the single digital 
health record and legislative changes for information sharing between schools and CHS.  

The Committee considers that the intent of the Changing the Narrative report recommendations has been 
achieved. The Committee notes the work across directorates and will continue to monitor the participation of 
the ACT jurisdiction in the Connect for Safety national project which when completed will address the intent of 
recommendation 3. The Committee continues to consider recording and sharing information as critical to 
effective service delivery. While directorate responses identified many policies and strategies that have been 
put in place this review is unable to comment on how practice changed. The training of staff concerning 
appropriate information sharing is seen as an ongoing gap in the current ACT system as cited again in the 
Committee’s recent Intentional Self Harm Report.  

 

The Committee’s recommendations  

In the Changing the Narrative Report, the Committee raised concerns 
that services focused on the needs of parents over their children and 
made the following recommendations: 

1. Building organisational and workplace cultures within the ACT 
that embrace a range of practices and attitudes that aim to 
keep the 'child in mind'. Further work is required to develop and 
support all professionals and adult services, such as Corrective 
Services and ACT Housing, to be aware of and to act with the 
best interests of the child as a primary consideration. 

2. Supporting organisations and professionals working with young 
children to recognise that all children, including very young 
children, have rights as set out in the United Nations Convention on the Rights of the Child (United 
Nations, 1989). Professionals need to be supported to build capacity, skills and knowledge to work, 
think and act in a way that supports the implementation of children's rights. 
 

Educate staff 
on child-
focused 
practice 
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Progress on recommendations 

In 2019 the ACT Government agreed with the Committee’s recommendations related to improving child-
focused practice, advising that they are committed to the ongoing support of efforts to embed best practice 
and the promotion of a human rights culture in policy implementation. 

Relevant directorates cited a range of policies, procedures and initiatives implemented with the aim to ensure 
staff keep the ‘child in mind’. CSD noted in their response specific teams established in CYPS which can 
provide independent advice and assist case managers to focus on the child’s experience. The CHS response  
highlighted family violence policies and procedures that require staff to be child focused and child protection 
training that provides information on the rights of the child.  

Housing ACT has also recognised the importance of frontline staff being aware of the issues impacting children    
and young persons that may be impacted by trauma. Modules on ‘Keeping Children and Young People Safe’ 
and ‘Reportable Conduct’ have been included amongst the core competency training that Client Service 
Branch staff are required to complete.  

Our comments 

Directorate responses show a range of strategies which have been established to educate staff on the rights 
of children and to keep the child’s needs at the forefront of service provision. The Committee welcomes the 
work across the directorates and considers the intent of the recommendations from the Changing the 
Narrative Report has been met. However, the recent Intentional Harm Report also identified issues related to 
child focused practice. The Committee intends to monitor the involvement of young people with lived 
experiences of suicide in suicide prevention service design and delivery as a strategy to keep children and 
young people at the forefront of service provision.  

 

The Committee’s recommendations 

Cumulative risk refers to the co-occurrence of multiple risk factors in a 
child’s life that may indicate an increased probability of poor outcomes.  

A particular finding of the Committee’s Changing the Narrative Report 
was the identification of cumulative risk for those children who had died. 
The Committee made the following recommendations to enhance the 
capacity for risk factors to be addressed: 

1. Review current practice models for prenatal reports to: 
a. Ensure that early intervention strategies across ACT 

Health and CSD are maximised before the birth of the 
child, including access to GPs and prenatal health 
checks – non-attendance should be followed up.  

b. Enhance engagement of culturally appropriate services 
for Aboriginal and Torres Strait Islander and culturally and 
linguistically diverse families. 

2. Review current practice to identify and respond to cases of 
cumulative harm, including: 

a. A review of current legislation to test whether it is sufficient in protecting children where risks 
do not meet current thresholds for support but where cumulative harm is identified. 

b. The provision of enhanced training and mandatory refresher courses for workers to ensure that 
they are aware of the full extent of their powers under legislation. Training programs should be 
evaluated to assess their effectiveness. 

3. Establish a mechanism to identify and review children who have been reported to CYPS where four 
reports or more have been made and where the following co-existing risk factors have been identified 
– domestic and family violence, substance misuse, unstable housing and limited parental service 
engagement. 
 

Review the 
practice of 
addressing 
the risk 
factors in 
children’s 
lives 
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Progress on recommendations 

In its response to the Changing the Narrative Report, the ACT Government agreed in principle to 
Recommendations 1 and 2 and agreed to Recommendation 3 made by the Committee. 

Directorates have provided the Committee with a range of strategies to address the recommendations made. 
Primarily the recommendations from the Changing the Narrative Report relate to CSD and more specifically 
CYPS. In its response the Directorate drew the Committee’s attention to the work done in the prenatal space, 
through the A Step Up for Our Kids Out of Home Care Strategy 2015-2020 including the investment in intensive 
parenting and family preservation supports, the implementation of a new client management system, the 
development of a new training program and the launch of a guide for staff working with families affected by 
cumulative harm or neglect.  

The CSD response also notes the final report of the Our Booris, Our Way Steering Committee review of all 
Aboriginal and Torres Strait Islander children and young people currently engaging with the child protection 
system, which provided 28 recommendations. The ACT Government agreed to all 28 recommendations. CSD 
notes in response to these recommendations several designated Aboriginal and Torres Strait Islander positions 
have been established by CYPS and that increased engagement with Aboriginal and Torres Strait Islander 
sector professionals has occurred through formal mechanisms. 

CHS noted in its response to the Committee that Child Concern Reports are now made by CHS staff in a way 
that allows oversight by CYPS and that Child Protection Training is mandatory for all staff.  

Our comments  

The Committee acknowledges the significant work undertaken by CSD and other directorates to identify and 
respond to the cumulative risk experienced by children and young people. Many strategies appear to have 
been established to address recommendations 1 and 2 which were agreed in principle by the ACT 
Government. There is no evidence in the directorate response that a mechanism to review children after a 
threshold of reports in specific risk areas is identified (recommendation 3, which was agreed by government), 
has been addressed. The Committee will seek to raise this recommendation directly with CSD to understand 
the feasibility and suitability of the recommendation.  

 

The Committee’s recommendations 

In the Changing the Narrative Report, the Committee made the 
following recommendations related to supporting families under 
pressure:  

1. CYPS caseworkers making referrals for vulnerable families 
should provide follow-up support to families while they wait for 
services to commence. 

2. Services across the ACT increase the awareness of professionals 
to recognise and respond to stress in families and to better 
understand the impact that stress has on children when other 
risk factors are evident. 

 
 
 

Progress on recommendations 

In response to the Changing the Narrative Report the ACT Government agreed in principle to the 
recommendations concerning the provision of enhanced supports for families under pressure 

Increase 
understanding 
and support 
for families 
under pressure 
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Relevant directorates provided the Committee with detailed summaries responding to recommendations to 
support families under pressure. CSD identified several programs run by community partners which support 
families under pressure.  

ACT Education advised the Committee of a range of programs including the Network Student Engagement 
Team (NSET) and complex case management team’s role in connecting families with services. CHS highlighted 
the implementation of the Our Booris, Our Way recommendations, child protection training to staff and the 
IMPACT coordination service as specific strategies the Directorate has in place to support families under 
pressure. Similarly, JACS noted Aboriginal and Torres Strait Islander specific programs to prevent contact with 
the criminal justice system and collaboration between the directorate and the Domestic Violence Crisis 
Service (DVCS) to support survivors of domestic violence offences whose partners are engaged in domestic 
violence programs within the Alexander Maconochie Centre.  

Our comments 

The Committee welcomes the range of services and programs implemented by directorates to enhance 
support for families under pressure in the ACT. The Committee’s 2018 review of recommendations noted the 
reliance by ACT non-government services on CYPS to provide support to vulnerable families, although many of 
these families do not meet the threshold for CYPS engagement and advocated for mandatory reporting 
training that equips potential reporters with the skills and information about what else to do when they have 
concerns about children.  

The Committee notes that there is no evidence in responses by directorates that mandatory reporting training 
has been provided. Despite this the Committee believes that the intent of the original recommendations from 
the Changing the Narrative Report has been met. While not seeking future status updates on these specific 
recommendations the Committee may in the future make additional recommendations to government. 

 

The Committee’s recommendations 

In the Changing the Narrative Report, the Committee highlighted the need 
for an evidence-based, consistent approach to be undertaken across 
Health and CSD in the assessment of families, in order to enhance 
professional judgment and decision making about a parent’s capacity to 
meet the needs of their child, rather than simply to keep them safe from 
harm. This type of assessment would also provide clear information for 
parents and workers to understand what their children need to thrive. The 
Committee recommended that the ACT jurisdiction consider: 

1. The introduction of standardised empirically validated assessment 
tools for use in the prenatal and postnatal periods, in order to 
identify vulnerable families requiring further support. This should 
include necessary training for practitioners. 

2. The establishment of a high-quality parenting capacity assessment 
service and support for parents with children where four reports have been received which identify risk 
factors, including domestic and family violence, substance misuse, unstable housing and limited 
parental service engagement. These should include any prenatal reports about a child by CYPS. 

3. The need for information and reports from parents to be tested through accessing information from 
other services, particularly in regard to reports of parental drug and alcohol use or instances of 
domestic violence.  
 

Progress on recommendations 

In 2019 the ACT Government agreed in principle to the Committee’s recommendations related to enhancing 
parenting capacity and the use of culturally appropriate, standardised, empirically validated assessment 
tools. 
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Within the 2018 review of recommendations the Committee noted that CYPS reported that risk assessments 
are undertaken based on the presenting risks and harms, regardless of the frequency of reports. It was also 
explained that the Child at Risk Health Unit (CARHU) is available to provide expert assessment and advice in 
complex child protection matters. CHS also provides programs to support vulnerable families from pre-birth 
until the child is 12 months old. 

For this current review the responses from relevant directorates highlighted several programs that are currently 
in place to support families through intensive support, this includes functional family therapy and the Child and 
Family Centres (CFC) and Child Development Service (CDS). Training for staff was also noted which in the 
Health space included Family partnership training, Strengthening Hospital Responses to Family Violence 
training and Circle of Security training.  

CSD note that the implementation of the CYPS client information management system which was established 
in October 2020 assists in the visibility of risk issues as it easily presents summary information of risk issues and 
case management information for staff.  

When considering the specific recommendations made in the Changing the Narrative Report there was 
limited information in the responses to establish how directorates had addressed the three recommendations 
which was not identified in the Committee’s 2018 review of recommendations.  

Our comments 

Recommendation 1 and 2 from the Changing the Narrative Report have not been addressed. There is no 
evidence in responses by directorates that standardised empirically validated assessment tools for use in the 
prenatal and postnatal periods have been introduced. Although directorate responses provide evidence of a 
range of services, training and programs in place to support families, the Committee believes that the use of 
consistent assessment tools across Health and CSD is a key contribution to an appropriate assessment process. 
There is also no evidence in responses that there has been consideration of a high-quality parenting capacity 
assessment service and support for parents with children where four reports with specific harm types have 
been received by CYPS. The Committee will seek to raise these recommendations directly with relevant 
directorates to better understand their feasibility and suitability.  

 

The Committee’s recommendations 

In the Changing the Narrative Report, the Committee noted the absence 
of assessments relating to fathers in child protection matters and the 
focus on mothers as the ‘protective parent’. The Committee 
recommended the following changes to address this: 

1. The presumption of the mother as the 'protective parent' as 
observed in records and applied by workers needs to be critically 
reviewed. The participation of both parents/caregivers in 
assessments and interventions should be required where it is 
evident that both parents/caregivers are involved in the care of 
the child. 

2. Professional development opportunities such as supervision and 
in-service staff training should be provided in organisations 
working with vulnerable families, to ensure that workers utilise 
current knowledge of the impact of gender in assessment and 
interventions and incorporate gender-sensitive strategies into 
routine practice, particularly in relation to client experiences of 
trauma, domestic violence and service utilisation. 
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Progress on recommendations 

The ACT Government agreed to both recommendations relating to presumptions of the mother as the 
‘protective parent’ and gendered service responses in the Changing the Narrative Report.  

In the updated response for this review, CSD identified training within CYPS which attempts to address the issue 
of a gendered service response. The advice provided to the Committee notes intensive family violence 
training is delivered to staff which focuses on supporting the protective parent where family safety is identified 
as a significant risk. Noting also that a key component of this training includes engaging fathers. It is also 
planned for the Safe and Together Institute to undertake an organisational assessment and to deliver training 
to all CYPS staff in 2021.   

In considering the need for professional development training it was highlighted that The CYPS Training and 
Workforce Development team provides specialist support to CYPS staff by delivering face-to-face and 
eLearning training. CSD note that this team has developed, implemented and maintained a significant 
number of training programs since its establishment. In addition to training programs, staff are supported by 
Senior and Principal Practitioners who are responsible for providing expert case practice advice and 
leadership to staff.   

CHS provided the Committee with a list of training opportunities for staff and advised that clinical reflective 
practice remains a key support for nurses and midwives.  

Our comments 

The Committee welcomes the work across the directorates which aims to raise the importance of unconscious 
bias when engaging with families and more broadly gender-related matters in family support and health 
services. The Committee considers that the intent of the recommendations has been addressed through 
evidenced training opportunities that have been provided to staff.  

 

The Committee’s recommendations 

In the Changing the Narrative Report, the Committee identified 
the impact on vulnerable families of intergenerational trauma 
related to child maltreatment and the need for service systems 
to recognise the impact this can have on parenting capacity 
and the willingness of parents to engage in services. The 
Committee recommended that the ACT jurisdiction does the 
following:  

1. Offers vulnerable families with an intergenerational 
history of abuse, trauma-informed targeted parenting 
support prior to and following birth of their child in a 
non-stigmatising maternal health service. 

2. Identifies innovative and evidence informed 
approaches to working with individuals who have 
experienced intergenerational trauma due to child maltreatment particularly in relation to children 
who are identified as experiencing cumulative harm, young parents who were engaged in statutory 
child protection services and/or corrective services, and male and female perpetrators of family 
violence. 
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Progress on recommendations 

The ACT Government previously advised the Committee that they agree in principle to the recommendations 
in the Changing the Narrative Report which related to supporting parents who have experienced 
intergenerational trauma. 

For this  review CSD informed the Committee of a range of parenting support programs that are offered to 
vulnerable families prior to and following birth. This included:  

• The IMPACT program which is a multiagency coordination service for pregnant women, their partners 
and their young children (less than two years of age) who are clients of Mental Health ACT and/or are 
receiving opioid replacement therapy.  

• The Newpin program which is primarily a group-focused centre-based program which provides parent 
therapeutic sessions, parenting education groups and therapeutic family play sessions.  

 
CHS highlighted CARHU which provides specialist therapeutic interventions, counselling and support to 
children and young people who experience abuse or neglect. 

When considering evidence based innovative approaches to working with individuals who have experienced 
intergenerational trauma, several examples of programs where highlighted in directorate submissions. The 
Functional Family Therapy – Child Welfare program, Australian Childhood Foundation Intensive Support and 
Family Group Conferencing were highlighted as new approaches incorporated within CYPS.  

ACT Education informed the Committee that all ACT public schools are resourced to meet the needs of 
children with a history of developmental trauma. This support includes access to a range of supports and 
flexible education arrangements.  

Our comments 

The Committee notes the programs currently available to children, young people and families who have 
experienced intergenerational trauma. The Committee believes that the intent of the recommendations of 
the Changing the Narrative Report have been addressed through the programs and services identified within 
directorate responses.  

Conclusion 

The Committee acknowledges the range of initiatives by the ACT Government and across directorates that 
seek to enhance the supports for families and improve the outcomes for children. The Committee welcomes 
the changes that have been made at the policy and practice level and to organisational and cross-
directorate processes to improve systems supporting families.  

The implementation of any policy or initiative is only truly understood once a rigorous evaluation process has 
occurred. It is the view of the Committee that evaluation of programs, policies and services is a gap across the 
ACT service system. Within the responses from directorates there was limited evidence that the programs 
implemented to address identified issues had been evaluated to determine effectiveness. An ongoing focus 
for the Committee will be to advocate the need for evaluation of services. 
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Chapter 7  Children and Young People Death 
Review Committee activities 

This chapter provides an overview of the activities of the Children and Young People Death Review 
Committee throughout 2020.  

Committee Matters 2020 

The Committee reports to the Minister for Families and Community Services who has responsibility for the 
administration of the Children and Young People Act 2008. 

The Committee’s administrative, financial and human resource management is overseen by the Community 
Services Directorate. The Committee is supported by one Senior Research and Review Officer. 

The Committee met four times in 2020 with a number of sub-committees supporting specific aspects of its work.  

The focus of the Committee’s work in 2020 was the Review of Children and Young People who have died as a 
result of intentional self-harm 2017 - 2019. This review sought to explore significant systemic factors that may 
surround the suicide deaths of young people and to offer key insights to support services, schools, family and 
peers to reduce the future likelihood of young people dying by suicide. The findings of this report were  made 
available to Government in January 2021 and can be found at www.childdeathcommittee.act.gov.au 

The Committee continued to work across the following areas: 

• The timely and accurate collection of information about the circumstances and causes of death for 
children and young people in the ACT. 

• Contributing through its Annual Report, to Government and community, knowledge, understanding of 
the causes and circumstances of children and young people’s deaths. 

• Actively promoting the Committee’s work with relevant ACT agencies and individuals to offer informed 
views aimed at preventing or reducing deaths. 

• Maintaining links with interstate and national bodies undertaking similar work. 

Committee Membership 

This year was the final year of membership for Dr Sue Packer AM and the Committee acknowledges her 
significant contribution since inception.  

The Committee congratulates Deputy Chair Mr Eric Chalmers who received an Order of Australia (AM) for 
significant service to the community through child accident prevention and road safety organisations. 

Most Committee member appointments were due to end in January 2021. Subsequently, in the latter part of 
2020, expressions of interest were sought for membership to the Committee. Due to the ACT having only a small 
pool of experts with the required legislated qualifications and experience, current members were encouraged 
to submit an expression of interest through this process.  

All expiring members who applied were re-appointed to the Committee. These appointments provide expertise 
as required under the Act on a range of range of specialties including paediatrics, epidemiology, child forensic 
medicine, engineering and child safety products, social work and police officer with experience or expertise 
working with children, young people and families. Returning Committee members include Mr Eric Chalmers, Dr 
Catherine Sansum, Ms Louise Freebairn and the Ms Sue Smith, Officer in Charge of Judicial Operations, ACT 

http://www.childdeathcommittee.act.gov.au/
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Policing, Professor Morag McArthur and Dr Judith Bragg. Ms Barbara Causon was a continuing member with her 
term due expire in April 2021. 

Continuing work 

Given the small size of the ACT; our specific population parameters; and the distribution of health and 
community services, the Committee is in a unique position to review and monitor the impact of the systems on 
small groups of families, as well as individual cases. This and the involvement of the Committee members in the 
various parts of the system allow us to identify and advocate for areas for improvement in the Territory’s support 
for children and young people. 

The Committee continues to develop its capacity in monitoring the safety and wellbeing of children and young 
people through the following activities: 

Improving data quality 

Monitoring of data quality issues in relation to cause of death and death certificates, with particular regard to 
suicide and domestic violence. 

Identifying and investigating opportunities for data sharing to enhance the quality of data held on the Register. 

Monitoring the implementation of recommendations 

The Committee continues to monitor the implementation of recommendations including those about 
strengthening supports systems for children under the care of the child protection system; information sharing to 
enhance supports for children and young people at risk; and safety around the home. The Committee plans to 
engage with relevant directorates in 2021 to address outstanding recommendations.  

Promote understanding of the cause and impact of child deaths in the ACT 

The Committee will continue to increase public awareness and advocate for the issues that affect the health 
and safety of children and young people in the ACT by disseminating information through its Annual Report, 
the Committee’s website and through the Committee’s involvement at a national level with the Australian 
and New Zealand Child Death Review and Prevention Group.  

Disclosure of information 

Under s. 727P of the Act, the Committee may exchange information with an entity that exercises a function 
under a law of state that corresponds or substantially corresponds to a function of the Committee. In 2020 the 
Committee provided information to entities in Queensland and NSW: 

• Queensland provides high-level data from all state and territory child death review committees to 
provide a basic national data set. In August 2020, we provided information to the Queensland Family 
and Child Commission on the number of deaths of children in ACT by age, sex, Aboriginal status and 
broad cause of death. This was reported in the Annual Report: Deaths of Children and Young People, 
Queensland, 2019–2020.  

• The NSW child death register includes children who normally live in NSW, but whose death occurred 
the ACT. In August 2020 we provided the NSW Child Death Review team with information about the 
deaths of NSW resident children who died in the ACT. In June 2018 the ACT signed an information 
exchange agreement with the NSW Child Death Review Team under s. 34D(3) of the Community 
Services (Complaints, Reviews and Monitoring) Act 1993 (NSW).
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Appendix A Population tables 

ACT Quarterly population estimates (ERP)a 

Time Jun-16 Jun-17 Jun-18 Jun-19 Jun-20 

  Total Males Females Total Males Females Total Males Females Total Males Females Total Males Females 

Age                               
0 - 4 28054 14556 13498 28411 14702 13709 28178 14585 13593 28008 14383 13625 27861 14297 13564 
  0 5696 2954 2742 5600 2904 2696 5335 2738 2597 5332 2719 2613 5559 2862 2697 
  1 5694 2945 2749 5733 2967 2766 5612 2918 2694 5325 2727 2598 5353 2736 2617 
  2 5556 2913 2643 5790 2993 2797 5775 2974 2801 5626 2914 2712 5392 2748 2644 
  3 5603 2857 2746 5613 2930 2683 5842 3025 2817 5834 2977 2857 5686 2953 2733 
  4 5505 2887 2618 5675 2908 2767 5614 2930 2684 5891 3046 2845 5871 2998 2873 
5 - 9 25767 13404 12363 26810 13948 12862 27766 14418 13348 28312 14688 13624 28871 14956 13915 
  5 5391 2819 2572 5606 2931 2675 5781 2972 2809 5695 2949 2746 5951 3068 2883 
  6 5432 2823 2609 5461 2850 2611 5680 2973 2707 5837 3005 2832 5761 2975 2786 
  7 5139 2677 2462 5492 2830 2662 5507 2861 2646 5661 2960 2701 5862 3027 2835 
  8 4981 2585 2396 5206 2702 2504 5548 2878 2670 5548 2885 2663 5710 2981 2729 
  9 4824 2500 2324 5045 2635 2410 5250 2734 2516 5571 2889 2682 5587 2905 2682 
10 - 14 22170 11384 10786 23012 11891 11121 23942 12374 11568 24875 12920 11955 26015 13548 12467 
  10 4842 2503 2339 4883 2531 2352 5083 2650 2433 5281 2757 2524 5611 2913 2698 
  11 4472 2276 2196 4872 2511 2361 4951 2565 2386 5131 2688 2443 5307 2761 2546 
  12 4355 2250 2105 4530 2315 2215 4887 2524 2363 4979 2603 2376 5163 2697 2466 
  13 4295 2238 2057 4389 2275 2114 4580 2327 2253 4909 2540 2369 4997 2622 2375 
  14 4206 2117 2089 4338 2259 2079 4441 2308 2133 4575 2332 2243 4937 2555 2382 
15 - 17 13399 6814 6585 13336 6757 6579 13466 6926 6540 13535 6983 6552 13733 7100 6633 
  15 4306 2208 2098 4291 2156 2135 4410 2295 2115 4487 2337 2150 4596 2337 2259 
  16 4384 2220 2164 4421 2260 2161 4400 2225 2175 4496 2348 2148 4522 2351 2171 
  17 4709 2386 2323 4624 2341 2283 4656 2406 2250 4537 2292 2245 4615 2412 2203 
Total 89390 46158 43232 91569 47298 44271 93681 48501 45108 94914 49102 45812 96480 49901 46579 

a (ABS. Stat, 2021) By state/territory, sex and age: ACT 
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Australia Quarterly Population Estimates (ERP)a 

Time Jun-16 Jun-17 Jun-18 Jun-19 Jun-20 

  Total Males Females Total Males Female Total Males Females Total Males Females Total Males Females 

Age                               
0 - 4 1573626 807893 765733 1578994 811093 767901 1572293 807995 764298 1568205 806625 761580 1556711 801169 755542 
  0 318860 164034 154826 306802 157886 148916 303407 156125 147282 303693 156573 147120 302836 155929 146907 
  1 312044 160005 152039 321129 165223 155906 308459 158682 149777 305005 156924 148081 304444 156912 147532 
  2 311507 159736 151771 315373 161762 153611 323809 166552 157257 311132 160022 151110 306771 157848 148923 
  3 316679 162613 154066 315183 161549 153634 318292 163366 154926 326803 168037 158766 313199 161091 152108 
  4 314536 161505 153031 320507 164673 155834 318326 163270 155056 321572 165069 156503 329461 169389 160072 
5 - 9 1567281 804219 763062 1586851 814019 772832 1604540 823433 781107 1618582 830275 788307 1628593 835815 792778 
  5 314636 161432 153204 318322 163475 154847 324001 166389 157612 321625 164961 156664 324602 166669 157933 
  6 316919 162362 154557 317926 163075 154851 321028 164791 156237 326725 167759 158966 324369 166400 157969 
  7 312612 160540 152072 319654 163743 155911 320255 164301 155954 323567 166023 157544 328989 168951 160038 
  8 313041 160537 152504 315298 161885 153413 321787 164888 156899 322596 165501 157095 325873 167174 158699 
  9 310073 159348 150725 315651 161841 153810 317469 163064 154405 324069 166031 158038 324760 166621 158139 
10 - 14 1431690 735448 696242 1473263 757231 716032 1515917 779271 736646 1555840 799164 756676 1595815 819062 776753 
  10 299311 153699 145612 312546 160619 151927 317746 162883 154863 319695 164240 155455 326250 167139 159111 
  11 287662 148006 139656 301572 154859 146713 314444 161611 152833 319973 163997 155976 321795 165376 156419 
  12 283993 146382 137611 290029 149268 140761 303530 155889 147641 316579 162687 153892 321937 164999 156938 
  13 280529 143766 136763 286183 147532 138651 292012 150341 141671 305454 156881 148573 318372 163642 154730 
  14 280195 143595 136600 282933 144953 137980 288185 148547 139638 294139 151359 142780 307461 157906 149555 
15 - 17 866346 444110 422236 868020 444755 423265 866825 444498 422327 869383 446196 423187 880134 452168 427966 
  15 286211 147017 139194 283296 145231 138065 285577 146286 139291 290690 149774 140916 296220 152370 143850 
  16 289244 147904 141340 290389 149167 141222 286559 146922 139637 288637 147794 140843 293076 150925 142151 
  17 290891 149189 141702 294335 150357 143978 294689 151290 143399 290056 148628 141428 290838 148873 141965 
Total 5438943 2791670 2647273 5507128 2827098 2680030 5559575 2855197 2704378 5611075 2881469 2729606 5661253 2908214 2753039 

a (ABS. Stat, 2021) By state/territory, sex and age: Australia 
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Estimated and projected Aboriginal and Torres Strait Islander populationa 

Age ACT Australia 

 2016 2017 2018 2019 2020 2016 2017 2018 2019 2020 

0 166 172 178 185 195 17,654 18,161 18,671 19,172 19,662 

1 160 169 175 181 189 17,149 17,635 18,142 18,652 19,153 

2 154 159 169 175 180 16,676 17,143 17,629 18,136 18,646 

3 159 152 158 168 174 16,176 16,670 17,137 17,623 18,130 

4 145 155 148 154 164 16,714 16,172 16,666 17,133 17,619 

5 135 141 150 144 149 16,773 16,710 16,168 16,662 17,129 

6 116 131 136 145 139 16,543 16,769 16,706 16,164 16,658 

7 115 114 128 132 141 16,556 16,540 16,766 16,702 16,162 

8 127 114 114 127 131 16,735 16,554 16,538 16,764 16,700 

9 118 128 115 116 127 16,131 16,733 16,552 16,536 16,762 

10 141 120 129 117 117 15,505 16,129 16,731 16,550 16,534 

11 127 141 120 130 119 15,516 15,503 16,127 16,729 16,548 

12 121 126 141 120 131 15,620 15,514 15,501 16,125 16,727 

13 115 118 123 136 118 15,874 15,617 15,510 15,497 16,121 

14 134 112 115 120 132 15,599 15,870 15,613 15,506 15,493 

15 115 132 111 114 118 15,525 15,593 15,864 15,607 15,500 

16 138 117 134 114 117 15,584 15,517 15,586 15,857 15,601 

17 138 146 126 142 123 15,576 15,576 15,509 15,578 15,849 

a (ABS, 2016) Single year of age, Australian Capital Territory and Australia 
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Appendix B Methodology 

Date-of-death reporting for the register 

For the purpose of this report, the Committee has determined it will recognise the actual date of death of 
each child or young person in the ACT, rather than the registered date of death. This will provide an actual 
number of child and young person deaths for the reported five-year period and allow for a more accurate 
reflection of what was occurring at the time of the child or young person’s death; namely, the circumstances, 
risk factors, relevant agencies’ policies and practices, and the political environment at that time. The time 
between the actual date of death and the registered date of death may be significant and, in that time, 
there may have been changes in the aforementioned circumstances. However, there may need to be 
adjustments if additional deaths of children and young people are registered at a later time.  

As the Committee is using the actual date of death rather than the registered date of death, there may be 
discrepancies between the information in this report and the information reported by the ACT Births, Deaths 
and Marriages and other Australian jurisdictions. 

Fewer than five total deaths 

When a particular cohort of children and young people has fewer than five total deaths, the exact number of 
deaths will not be reported. This will ensure that the Committee complies with s. 727S(3) of the Act and does 
not disclose the identity of a child or young person who has died or allow a child or young person who has 
died to be identified. The number of deaths will be reported as , which means the number of children and 
young people who died is fewer than five but greater than zero.  

When a cause of death has fewer than five deaths, this report will not provide more detailed information 
about this cohort. This is not only to ensure the Committee’s compliance with s. 727S(3) of the Act but also to 
ensure the child’s, young person’s and family’s right to privacy is maintained.  

In some instances, further data have been suppressed to prevent calculation of figures. The suppression of 
further data will not occur when it will significantly impact on the Committee’s ability to report population 
trends. In these instances, calculation of figures may be possible but the identity of a child or young person 
who has died will not be disclosed or be able to be worked out.  

Population estimates and rates 

ACT and Aboriginal and Torres Strait Islander children and young people populations are taken from the latest 
Australian Bureau of Statistics’ estimated resident populations as at 30 June.  

Rates are calculated using child death data contained in the register and both ABS estimated and projected 
statistics of the ACT population. These rates are calculated per 10 000 children and young people by dividing 
the total number of deaths by the total population in each age group.  
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Appendix C    Glossary 

Aboriginal and Torres Strait Islander 

In the Children and Young People Act 2008 (ACT): 

Aboriginal or Torres Strait Islander person means a person who –  

a) is a descendant of an Aboriginal person or Torres Strait Islander person; and 
b) identifies as an Aboriginal person or Torres Strait Islander person; and 
c) is accepted as an Aboriginal person or Torres Strait Islander person by an Aboriginal community or 

Torres Strait islander community. 

Certain conditions originating in the perinatal period 

Refers to deaths whose cause originates in that period, even though death may occur later. The perinatal 
period commences at 22 completed weeks (154 days) of gestation (the time when birth weight is normally 
500g) and ends seven completed days after birth (WHO, 2011). The ACT definition differs in that the perinatal 
period begins from 20 weeks gestation and 400 grams in birthweight. 

Child 

In the Children and Young People Act 2008 (ACT): 

child means a person who is under 12 years old. 

The Children and Young People Act 2008 (ACT) does not provide guidance on when an individual becomes a 
‘child’. In accordance with common law, a child is a person who has been born alive, which means the child 
must be living outside its mother’s body by virtue of the functioning of its own organs and indicated by 
breathing, beating of the heart, pulsation of the umbilical cord or definite movement of voluntary muscles. The 
term ‘a child born alive’ does not include stillbirths or other foetal deaths. 

Child Concern Report  

Refers to a report made to Care and Protection Services in accordance with s. 359 of the Children and Young 
People Act 2008 (ACT) and can be made by either a voluntary or a mandated reporter. A Child Concern 
Report is a record of information regarding the needs of a child or young person or is about a child or young 
person’s safety or wellbeing.  

Child Protection Report/ Report under s. 360(5) of the Act 

If the Director-General suspects, on reasonable grounds, that a child or young person subject to a Child 
Concern Report may be in need of care and protection, the Director-General must decide that the Child 
Concern Report is a Child Protection Report. Section 345 of the Children and Young People Act 2008 (ACT) 
defines that a child or young person is in need of care and protection if the child or young person has been 
abused or neglected, is being abused or neglected or is at risk of abuse and neglect AND no-one with 
parental responsibility for the child or young person is willing and able to protect the child or young person 
from the abuse or neglect or risk of abuse or neglect.   
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Congenital anomalies  

Includes deformities and chromosomal abnormalities and refers to physical and mental conditions present at 
birth that are either hereditary or caused by environmental factors and where there is no indication that they 
were acquired after birth. 

Coroner 

Refers to a coroner for the ACT appointed under the Coroners Act 1997. 

Infant  

In this report, refers to the period from 28 days to one year of age.  

National Coronial Information System  

Refers to the initiative of the Australasian Coroners Society that is managed by the Victorian Department of 
Justice on behalf of the Australian Government and the states and territories. Information about every death 
subject to a coronial inquiry in Australia is stored in the system, providing a valuable hazard identification and 
death prevention tool for researchers, including state and territory death review committees (definition from 
the National Cancer Institute).  

Neonatal period 

Refers to the period from birth to 28 days of age. 

Neoplasm 

An abnormal mass of tissue that results when cells divide more than they should or do not die when they 
should. Neoplasms may be benign (not cancer) or malignant (cancer). Also called tumours (definition from 
the National Cancer Institute). 

Parent  

Refers to a birth, step, de facto or adoptive parent of a child or young person as identified by the committee 
from information obtained as part of its functions. 

Perinatal 

Refers to the period from 20 weeks gestation to 28 days of age. 

Register  

Refers to the register of all deaths of children and young people in the ACT that is used by the Committee. 

Review by the ACT  

Refers to reviews undertaken in the ACT which may include: a coronial inquest into the manner and cause of 
death of a person who dies in circumstances set out in the Coroners Act 1997; a Clinical Health Review 
Committee; an internal review by the Office for Children, Youth and Family Support; or a joint ACT Health and 
Office for Children, Youth and Family Support review.  
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Sibling  

Refers to all biological, half, step and adoptive siblings as identified by the Committee from information 
obtained as part of its functions. 

SIDS 

Refers to Sudden Infant Death Syndrome. Category of SUDI (see below) that has four categories: 1a, 1b, 2 and 
unclassified.  

SIDS 1a 
• An infant aged over 21 days but under 9 months of age. 
• Gestational age of equal to or over 37 weeks. 
• Normal clinical history, including during pregnancy. 
• Normal growth and development. 
• No similar deaths among siblings, close relatives or other infants in the 

custody of the carer. 
• The scene where incident leading to the death occurred does not 

provide an explanation of the death. 
• Absence of potentially fatal pathological findings. 
• No evidence of unexplained trauma, abuse, neglect or unintentional 

injury. 
• No evidence of substantial thymic stress effect and 
• Negative result in other tests (e.g. toxicology). 

SIDS 1b 
As with SIDS 1a but: 

• an investigation of the scene where the incident leading to the death 
occurred was not performed, or 

• one of the following tests/screens was not performed: 
o toxicology 
o radiologic 
o microbiologic 
o vitreous chemistry, or 
o metabolic screening studies. 

SIDS 2 As with SIDS 1 except for at least one of the following: 
• age outside of range 
• similar deaths among siblings, close relatives or other children cared for 

by the carer not considered infanticide or recognised genetic disorder 
• neonatal or peri-natal conditions that have resolved at the time of 

death 
• mechanical asphyxia or suffocation caused by overlaying not 

determined with certainty 
• abnormal growth and development not thought to have contributed to 

the death, and/or 
• marked inflammatory changes/abnormalities not sufficient to be 

unequivocal (certain) cause of death. 
SIDS Unclassified • Did not meet the criteria for SIDS 1 or 2, and 

• Alternative diagnosis or natural or unnatural conditions are equivocal 
(uncertain), including cases for which an autopsy was not performed. 

SUDI 

Refers to Sudden Unexpected Death in Infancy, which is the death of an infant aged less than 12 months that 
is sudden and unexpected and where the cause was not immediately apparent at the time of death.  

Young people  

In the Children and Young People Act 2008 (ACT): young people means young persons over the age of 12 
years who are not yet 18 years. 
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Appendix E Schedule of Recommendations  

Date  Source of 
Recommendation 

Relevant Inquiry 
or Context 

Committee Recommendation Inquiry Finding  Outcome Rational  

2014 Letter to the Chief 
Minister 

ACT Swimming 
Pool Fencing 
Discussion Paper 
2011 

Support for pool compliance, 
registration, inspections at 
change of ownership or 
tenancy, CPR training for pool 
owners, fencing for all pools. 

No recommendation or 
finding was made by the 
inquiry, although feedback 
was received from a range 
of stakeholders. 

NOT 
ACHIEVED 

EPSDD informed the Committee that the 
directorate has previously undertaken 
consultation on certain technical and industry 
capacity issues and has prepared for further 
consultation with the public and pool owners. 
The directorate advised that the timing of 
public consultation is a matter for government.  

2014 Letter to Director-
General of CSD 

Deaths of two 
children in NSW 
from blind cord 
injuries. 

ACT Housing to perform 
inspection of blind and curtain 
cords for safety and 
compliance with standards as 
part of housing inspection 
process. Introducing methods 
to increase the safety of 
corded internal window 
coverings in public housing, 
such as the installation of 
safety devices.  

N/A ACHIEVED  The ACCC introduced a mandatory standard 
for the installation of internal blinds, curtains 
and corded internal window coverings supplied 
after 30 December 2010. Housing ACT now 
allocate properties with blinds and / or window 
furnishings and follow the necessary safety 
requirements that all cords are attached 
securely to the wall to comply with the 
Australian Consumer Product Safety Standard. 
When a property becomes vacant the 
blinds/cords would be checked as part of the 
overall final inspection of the property.  

2014 Submission to 
National 
Children's 
Commissioner 

National 
Children’s 
Commissioner 
inquiry into 
intentional self-
harm and 
suicidal 
behaviour in 
children 

Need for accuracy in the 
reporting of suicide and 
intentional self-harm. 
Suggestions are: better training 
for medical students to ensure 
understanding about the 
importance of accurate death 
certificates; more detailed 
information in completing 
death certificates; removing 
stigma for doctors.  

Strengthen data collection 
through development of 
national database under the 
Australian and New Zealand 
Child Death Review and 
Prevention Group. Use of 
standardised National Police 
Form in all jurisdictions by 
2015. Standing Council on 
Law, Crime and Community 
Safety should put the 
standardisation of coronial 
legislation and systems on its 
agenda. 

ACHIEVED  Inquiry finalised. The Committee continues to 
be concerned with the quality of death 
certificates. The Committee has completed a 
literature review into national and international 
strategies to address the issue. Work is planned 
for 2021 to advise government on potential 
solutions.  
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2014 Submission to 
National 
Children's 
Commissioner 

National 
Children’s 
Commissioner 
inquiry into 
intentional self-
harm and 
suicidal 
behaviour in 
children 

Highlights barriers to support: 
stigma attached to suicide 
and self-harm; changes to the 
level of therapeutic support 
when a young person turns 18 
possibly leading to 
disengagement from services; 
need for input from young 
people to better understand 
barriers. 

Continued implementation 
of universal suicide 
prevention strategies aimed 
at raising public awareness, 
encouraging help-seeking 
behaviour and challenging 
stigma. Encouraging young 
people to access supports, 
building awareness of early 
warning signs.  

ACHIEVED Inquiry finalised.  This recommendation has 
been superseded by recommendations from 
the Committee's Deaths by Intentional Self-
Harm Review.  

2014 Submission to 
National 
Children's 
Commissioner 

National 
Children’s 
Commissioner 
inquiry into 
intentional self-
harm and 
suicidal 
behaviour in 
children 

Need for more work in relation 
to data collection in the area 
of intentional self-harm and 
suicidal behaviour in children. 
Need for more data sources to 
fully understand intentional 
self-harm and suicide in 
children with the aim of 
identifying potential points of 
intervention and postvention.  

Establish national research 
agenda through the 
National Strategic 
Framework for Child and 
Youth Health.  

ACHIEVED  Inquiry finalised. The National Suicide and Self-
harm monitoring project has been established 
which includes the implementation of a 
national suicide and self-harm monitoring 
system. Australian Institute of Health and 
Welfare (AIHW) is working with ACT 
Government and key stakeholders to develop 
local suicide register.  

2014 Submission to 
Australian 
College of 
Midwives 

Australian 
College of 
Midwives’ 
Position 
Statement on 
Bed-sharing and 
Co-sleeping 

Need for unbiased position 
statement that clearly applies 
a risk elimination approach. 
Suggested that the key 
principles include more 
information from the SIDS and 
KIDS Sleep Safe, My Baby 
public health 
recommendations and its 
promotion of room-sharing. 
More information should be 
given about the specific risks 
associated with co-sleeping. 
Prominence should be given to 
the statement about babies at 
risk of SUDI with a focus on the 
vulnerability of the child.  

N/A ACHIEVED This recommendation has been superseded by 
recommendations from the Committee's 
Deaths by Intentional Self-Harm Review. 

2015 Letter to ACT 
Health and ACT 
Hospital Network 

Queensland 
coronial inquest 

That a protocol is developed 
for the management of button 
battery ingestion. 

N/A NOT 
ACHIEVED  

CHS advised the Committee that the drafting of 
the protocol commenced in 2017. It was 
placed on hold due to staffing and resource 
issues. CHS currently uses a draft guideline 
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developed in Victoria. It is anticipated work on 
an ACT specific guideline will re-commence in 
2021.  

2016 Submission System Review 
into Family 
Violence 
Response in the 
ACT 

Need for case planner to 
provide continuity of 
relationships and direction for 
family, as well as to facilitate 
communication between 
service providers. This applies in 
the health setting too. 

CYPS should use case 
conferencing more 
frequently to ensure decision 
making is more fully informed 
and is done on a 
transparent and 
collaborative basis with 
government, non-
government agencies and 
families.  

ACHIEVED Inquiry finalised - CSD provided advice on the 
use of family group conferencing for Aboriginal 
and Torres Strait Islander families and single 
case management to ensure continuity of 
service provision to children, young people, 
and families.  

2016 Submission System Review 
into Family 
Violence 
Response in the 
ACT 

Information sharing between 
jurisdictions to enable 
assessment of risks when 
families move between 
jurisdictions. 

When a child is unenrolled 
from school and the school 
has had significant concerns 
about the particular child, 
the Education Directorate 
should advise CYPS. 
Subsequently the Education 
Directorate should confirm 
the move with the family 
and confirm enrolment in 
the new jurisdiction. CYPS 
should inform their 
counterparts in the new 
jurisdictions that a family of 
concern has moved to their 
state or territory.                                                            

ACHIEVED  Inquiry finalised - ACT Education and CSD 
provided advice on significant reforms in this 
area including the Education Amendment Bill 
and CSD working on the national Connect for 
Safety project.  
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2016 Submission System Review 
into Family 
Violence 
Response in the 
ACT 

Information sharing between 
service providers including 
health referrals, decisions and 
recommendations. Access by 
doctors to health notes during 
pre-court assessment period.  

Legislative provision should 
be made in the ACT similar 
to Chapter 16A of the NSW 
children and Young Persons 
(Care and Protection) Act 
1998 in relation to family 
violence more broadly (not 
just in relation to children) to 
authorise information sharing 
and to foster a culture of 
appropriate information 
sharing and collaboration. 
Any legislative amendments 
should also be 
accompanied by an 
awareness campaign and 
guideline material about 
how information can be 
shared. 

ACHIEVED Inquiry finalised - Reportable Conduct and 
Information Sharing Legislation Amendment Bill 
2017 introduced changes to the Children and 
Young People Act 2008 to enable improved 
information sharing among organisations in the 
ACT in relation to reportable conduct. Changes 
are now operational. 

2016 Submission System Review 
into Family 
Violence 
Response in the 
ACT 

Supervision of staff to assist in 
critical reflection of casework 
decisions/practice and 
professional development.  

A review should be 
undertaken of what 
decisions made by CYPS 
should be subject to either 
internal or external merits 
review. CSD should continue 
to review its recruitment 
practices and cultural 
awareness training programs 
and ensure appropriate 
quality control in decision 
making to reduce 
unintended bias. 

ACHIEVED Inquiry finalised - ACT Government is currently 
developing a unified model of internal and 
external merits review for Child Protection 
decision-making. The Human Rights Commission 
(HRC) and CSD facilitated round table to 
develop external merit review process.  
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2016 Submission System Review 
into Family 
Violence 
Response in the 
ACT 

Improve interpretation of drug 
screen results through training 
for staff and practice 
directions to assess the impact 
of the drug use on the 
capacity to provide safety and 
care.  

Not specifically addressed 
by the recommendations. 

ACHIEVED Inquiry finalised - Original submission from 
Committee was not specifically addressed in 
the inquiry’s final recommendations.  

2016 Submission System Review 
into Family 
Violence 
Response in the 
ACT 

Weighting decisions when 
considering the capacity of 
the parents as opposed to the 
vulnerabilities of the child. 
Need for good data to support 
judgements made. 

Not specifically addressed 
by the recommendations. 

ACHIEVED  Inquiry finalised - Original submission from 
Committee was not specifically addressed in 
the inquiry’s final recommendations.  

2016 Submission System Review 
into Family 
Violence 
Response in the 
ACT 

Need for access to and 
connection with services that 
can assist families to avert 
crisis. Voluntary family support 
services should be provided by 
someone other than CYPS to 
avoid duality of roles as 
responsible for statutory 
intervention and voluntary 
work with families, noting 
inherent relationship tensions 
and power imbalances. Clear 
and trusted access point for 
families at points of crisis. 

CYPS should refer matters 
involving family violence to 
appropriate service 
providers and when 
undertaking appraisals 
should collaborate with 
those providers to ensure 
support for the family as a 
whole. Sufficient services 
should be made available to 
which individual members of 
a family can be referred. This 
includes specific services for 
children who have witnesses 
or experience family 
violence and services for 
perpetrators. 

ACHIEVED Inquiry finalised - A Coordinator-General for 
Family Safety has been appointed and the 
Family Safety Hub has been established. Uniting 
has been commissioned to deliver services to 
families focused on managing risks and 
providing supports within families to prevent 
children from coming into care or returning 
them home as soon as it is safe to do so. 

2016 Submission System Review 
into Family 
Violence 
Response in the 
ACT 

Service systems should be 
proactive in engaging parents 
to benefit from services and 
ensuring that the child or 
young person is at the centre 
of decision making. Role of 
NDIS in this engagement.  

Not specifically addressed 
by the recommendations. 

ACHIEVED Inquiry finalised - Original submission from 
Committee was not specifically addressed in 
the inquiry’s final recommendations.  
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2016 Submission System Review 
into Family 
Violence 
Response in the 
ACT 

Decision making in relation to 
the restoration of children to 
their parents must be 
supported with evidence 
based decision making. Need 
for clarification around when 
restoration is no longer 
considered in the best interests 
of the child.  

Not specifically addressed 
by the recommendations. 

ACHIEVED Inquiry finalised - Original submission from 
Committee was not specifically addressed in 
the inquiry’s final recommendations.  

2016 Submission System Review 
into Family 
Violence 
Response in the 
ACT 

Need for improvements to the 
way CYPS make judgements 
about the veracity of reports 
and comprehensiveness of 
reports, including need for 
comprehensive assessment of 
cumulative harm, particularly 
for older children where 
imminent risk may not be 
present.  

CYPS must adopt a culture 
of transparency and 
engagement with clients, 
agencies and service 
providers to inform improved 
decision making and to 
engage more effectively 
with those who provide 
services to families who 
come to the notice of CYPS. 

ACHIEVED Inquiry finalised - The ACT Government invested 
in enhancing quality assurance practices and  
improved decision making in CYPS. This has 
included the establishment of the CYPQAI 
committee (now Strengthening Practice 
Committee) to provide arms-length quality 
assurance and ensure compliance by statutory 
services, and a case analysis team to 
undertake case analysis work on identified 
cases of children and young people with 
extensive involvement with statutory services.  

2016 Submission System Review 
into Family 
Violence 
Response in the 
ACT 

Need for comprehensive 
medico-psychosocial 
assessment for families with 
multiple and complex needs, 
with services prioritised to 
child's assessed needs. Need 
to assess whether the child's 
needs are being adequately 
met. 

Not specifically addressed 
by the recommendations, 
but the report noted the 
importance of addressing 
complex needs within a 
family and CYPS considering 
the views of the child or 
young person. 

NA  Inquiry finalised - Original recommendation in 
submission from Committee was not specifically 
addressed in the inquiry’s final 
recommendations.  

2016 Submission to 
Standing 
Committee on 
Health, Ageing, 
Community and 
Social Services 

Inquiry into youth 
suicide and self-
harm in the ACT 
by the Standing 
Committee on 
Health, Ageing, 
Community and 
Social Services 

Build community knowledge of 
warning signs and skills to 
communicate with and 
support young people at risk. 
Inform, educate and empower 
family and friends to recognise 
when help is needed and how 
to help. Committee 
recommends the Care after a 
suicide attempt report 
commissioned by the NHMRC 
Centre of Research Excellence 

The inquiry made three 
recommendations to the 
ACT Government on 
reporting progress with the 
development of a national 
database, funding 
agreement between the 
ACT and Commonwealth 
and that the government 
review approaches to early 
intervention, education and 
access to services following 

ACHIEVED  Inquiry finalised.  This recommendation has 
been superseded by recommendations 
stemming from the Committee's Deaths by 
Intentional Self-Harm Review.  
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in Suicide Prevention, Black 
Dog Institute, UNSW, University 
of Melbourne, Lifeline and 
ANU. 

the funding arrangements 
being finalised.  

2016 Submission to 
JACs Discussion 
Paper   

Information 
Sharing to 
Improve the 
Response to 
Family Violence 
in the ACT 

Improved information sharing 
to enable better decision-
making, produce better 
outcomes for individuals and 
reduce avoidable deaths of 
children and young people. 
Improved integration of 
information sharing practice 
into community to enhance 
service delivery practice, 
rather than reliance on 
legislative requirements. More 
use of informal systems for 
sharing of information, 
suggested move away from 
negative or penalty framework 
as first port of call. Greater 
funding to agencies to 
improve education around 
rights and responsibilities to 
improve information sharing. 

The inquiry had no final 
report. 

ACHIEVED Inquiry finalised - The inquiry had no final report.  

2016 Submission to 
JACs Discussion 
Paper   

Information 
Sharing to 
Improve the 
Response to 
Family Violence 
in the ACT 

Moving the focus for support 
by designated agencies to the 
best interests of the child and, 
in particular, on decision 
making to ensure the child's 
safety. 

The inquiry had no final 
report. 

ACHIEVED Inquiry finalised - The inquiry had no final report.  

2016 Submission to 
JACs Discussion 
Paper   

Information 
Sharing to 
Improve the 
Response to 
Family Violence 
in the ACT 

Cumulative risk should be a 
main focus, rather than 
episodic risk, so that the family 
or child's needs can be 
addressed holistically rather 
than in an ad-hoc piecemeal 
way, where the scale of the 
problem only becomes 
apparent after an 'event'. 

The inquiry had no final 
report. 

ACHIEVED Inquiry finalised - The inquiry had no final report.  
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2016 Submission to 
JACs Discussion 
Paper   

Information 
Sharing to 
Improve the 
Response to 
Family Violence 
in the ACT 

The Family Safety Hub should 
also look to discern patterns, 
trends and risk that can inform 
system improvements, identify 
systematic issues and assist with 
better service provision.  

The inquiry had no final 
report. 

ACHIEVED Inquiry finalised - The inquiry had no final report.  

2017 Retrospective: 
Progress in the 
ACT between 
2004 and 2013 

Other report 
under section 
727T of Children 
and Young 
People Act 2008 

Government and related 
services to improve the systems 
and culture for sharing 
information in the interests of 
protecting vulnerable children. 

N/A ACHIEVED Reportable Conduct and Information Sharing 
Legislation Amendment Bill 2017 introduced 
changes to the Children and Young People Act 
2008 to enable improved information sharing 
among organisations in the ACT in relation to 
reportable conduct. This is now operational.  

2018 Submission to 
ACCC Regulation 
Impact 
Statement 

ACCC inquiry 
into quad bike 
safety 

Supports the 
recommendations by the QLD 
Family and Child Commission 
(QLD Deputy State Coroner) - 
Children under 16 should be 
prohibited from using adult 
sized or side-by-side vehicles 
not specified for use by young 
people, prohibit children under 
16 as passengers on adult sized 
sit astride and under 7 years as 
passengers on adult sized 
bikes, design features to 
address specific issues of child 
use/rollover or asphyxia, 
warnings at purchase point 
and labelling on bikes  and the 
Consultative Council on 
Obstetric and Paediatric 
Mortality and Morbidity (Vic) - 
Children under 14 should not 
be allowed to ride a quad 
bike, those aged 14-16 only 
allowed to ride a quad bike 
with an engine of 90CC or less. 

The ACCC has proposed the 
introduction of a safety 
rating system, crush 
protection devices and 
mandatory minimum 
performance standards. It 
has been consulting on 
these proposals through a 
Consultation Regulation 
Impact Statement and will 
make a final 
recommendation to the 
Assistant Minister to the 
Treasurer in the second half 
of 2018.  

ACHIEVED Review finalised - All quad bikes sold in Australia 
must meet first standard of Australian 
Government mandatory safety standard. 
Additional standards to be implemented in 
2021.  
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2018 Letter to the 
National 
Children's 
Commissioner, 
Australian Human 
Rights 
Commission  

Report to UN 
committee on 
rights of the child 

Highlighting issues associated 
with inaccuracy of death 
certificates, limitations of ICD-
10 classifications, need for 
national framework to ensure 
consistency in reporting of 
data.  

The NCC is preparing a 
report to the UN Committee. 
The Australian Child Rights 
Taskforce is also preparing a 
'shadow report', including 
information from NGOs and 
community groups about 
Australia's performance on 
children's rights. The UN 
Committee will then 
consider these and make 
recommendations to 
government (Concluding 
Observations) to improve 
the implementation of the 
Convention of the Rights of 
the Child. 

ACHIEVED  This is subsumed into the report made to the UN 
Committee which is not publicly available. 
There is no evidence that the recommendation 
was addressed in the UN Committee 
Concluding Observations.  

2018 Changing the 
narrative for 
vulnerable 
children: 
Strengthening 
ACT systems 0-3 
Group Review 

Other report 
under section 
727T of Children 
and Young 
People Act 2008 

Ensure that early intervention 
strategies across ACT Health 
and CSD are maximised before 
the birth of the child, including 
access to GPs and prenatal 
health checks - non-
attendance should be 
followed up. Enhance 
engagement of culturally 
appropriate services for 
Aboriginal and Torres Strait 
Islander and Culturally and 
Linguistically Diverse families.  

N/A ACHIEVED ACT government agreed in principal. Under the 
ACT Government's 'A Step Up for Our Kids: Out 
of Home Care Strategy 2015-2020', new services 
have been established. Uniting provides 
services and supports to assist families to 
address vulnerabilities that may place children 
at risk and is considering extension of the 
service to provide antenatal supports. CYPS has 
implemented  a Family Group Conferencing 
model for Aboriginal and Torres Strait Islander 
families at risk on ongoing involvement with 
CYPS. 

2018 Changing the 
narrative for 
vulnerable 
children: 
Strengthening 
ACT systems 0-3 
Group Review 

Other report 
under section 
727T of Children 
and Young 
People Act 2008 

A review of current legislation 
to test whether it is sufficient in 
protecting children where risks 
do not meet current thresholds 
for intervention but where 
cumulative harm is identified.  

N/A NOT 
ACHIEVED 

ACT Government agreed in principle. No 
evidence from directorate responses that a 
review of legislation has occurred.  
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2018 Changing the 
narrative for 
vulnerable 
children: 
Strengthening 
ACT systems 0-3 
Group Review 

Other report 
under section 
727T of Children 
and Young 
People Act 2008 

Providing enhanced training 
and mandatory refresher 
courses for workers to ensure 
that they are aware of the full 
extent of their powers under 
legislation. Training programs 
should be evaluated to assess 
their effectiveness. 

N/A ONGOING ACT Government agreed to recommendation. 
CSD advised the Committee that the CYPS 
Training and Workforce Development team 
delivers training to CYPS staff. It is unclear form 
the directorate response if training programs 
have been evaluated to assess their 
effectiveness.  

2018 Changing the 
narrative for 
vulnerable 
children: 
Strengthening 
ACT systems 0-3 
Group Review 

Other report 
under section 
727T of Children 
and Young 
People Act 2008 

CSD establish a mechanism to 
identify and review children 
who have been reported to 
CYPS where four reports or 
more have been made and 
where the following co-existing 
risk factors have been 
identified - domestic and 
family violence, substance 
misuse, unstable housing and 
limited parental service 
engagement. 

N/A NOT 
ACHIEVED 

ACT Government agreed to recommendation. 
There is no evidence in the directorates 
response that a mechanism has been 
implemented to review children who have 
received four reports with identified risk factors.  

2018 Changing the 
narrative for 
vulnerable 
children: 
Strengthening 
ACT systems 0-3 
Group Review 

Other report 
under section 
727T of Children 
and Young 
People Act 2008 

Safe sleeping guidelines are 
consistent across Directorates 
and delivered consistently 
across the continuum of 
services by ensuring cross 
directorate agreement is 
established about safe 
sleeping guidelines and 
professionals and service 
providers have access to 
evidence-based training and 
resources concerning safe 
sleeping guidelines.  

N/A ONGOING ACT Government agreed in principal. There is 
no evidence in responses from CHS or CSD that 
safe sleeping guidelines are consistent across 
directorates.   

2018 Changing the 
narrative for 
vulnerable 
children: 
Strengthening 
ACT systems 0-3 
Group Review 

Other report 
under section 
727T of Children 
and Young 
People Act 2008 

Safe infant sleeping promotion, 
co-sleeping and bed-sharing 
messages need to be provided 
to all caregivers prior to and 
after the birth of the child by 
health and social welfare 
professionals. Vulnerable 
families should be provided 

N/A ACHIEVED ACT Government agreed to recommendation. 
CSD informed the Committee that CYPS had 
developed co-sleeping and safe sleeping 
practice guidelines. CHS advised that MACH 
nurses provide safe sleeping to all clients and 
vulnerable families have access to pepi pods.  
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with the necessary support to 
obtain appropriate bedding 
for the child prior to leaving 
hospital. 

2018 Changing the 
narrative for 
vulnerable 
children: 
Strengthening 
ACT systems 0-3 
Group Review 

Other report 
under section 
727T of Children 
and Young 
People Act 2008 

The ACT jurisdiction should 
consider the introduction of 
standardised empirically 
validated assessment tools to 
use in the pre and post-natal 
periods in order to identify 
vulnerable families requiring 
further support. This should 
include necessary training for 
practitioners.  

N/A NOT 
ACHIEVED 

ACT Government agreed in principle to this 
recommendation. There was no evidence in 
directorate responses that this 
recommendation had been addressed.  
Recommendation closed due to government 
initially agreeing in principal and no evidenced 
development of strategies to address identified 
issues.  

2018 Changing the 
narrative for 
vulnerable 
children: 
Strengthening 
ACT systems 0-3 
Group Review 

Other report 
under section 
727T of Children 
and Young 
People Act 2008 

The ACT jurisdiction should 
consider establishing a high-
quality parenting capacity 
assessment service and 
support for parents with 
children where four reports 
have been received about a 
child by CYPS, including any 
prenatal reports. 

N/A NOT 
ACHIEVED 

ACT Government agreed in principle to this 
recommendation. There was no evidence in 
directorate responses that this 
recommendation had been addressed. 
Recommendation closed due to government 
initially agreeing in principal and no evidenced 
strategies to address identified issues.  

2018 Changing the 
narrative for 
vulnerable 
children: 
Strengthening 
ACT systems 0-3 
Group Review 

Other report 
under section 
727T of Children 
and Young 
People Act 2008 

All information and reports 
from parents provided to 
services need to be tested 
through accessing information 
from other services, particularly 
in regard to reports of parental 
drug and alcohol use or 
instances of domestic 
violence. 

N/A NOT 
ACHIEVED  

ACT Government agreed in principle to this 
recommendation. There was no evidence in 
directorate responses that this 
recommendation had been addressed.  
Recommendation closed due to government 
initially agreeing in principal and limited 
evidenced strategies to address identified issue.  
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2018 Changing the 
narrative for 
vulnerable 
children: 
Strengthening 
ACT systems 0-3 
Group Review 

Other report 
under section 
727T of Children 
and Young 
People Act 2008 

The presumption of the mother 
as the 'protective parent' as 
observed in records and 
applied by workers needs to 
be critically reviewed. The 
participation of both 
parents/caregivers in 
assessments and interventions 
should be required where it is 
evident that both 
parents/caregivers are 
involved in the care of the 
child. 

N/A ACHIEVED  The ACT Government agreed to this 
recommendation. CSD advised the Committee 
that staff are supported by Senior and Principal 
Practitioners who are responsible for providing 
expert case practice advice and leadership to 
staff and specific family violence training to 
staff.  

2018 Changing the 
narrative for 
vulnerable 
children: 
Strengthening 
ACT systems 0-3 
Group Review 

Other report 
under section 
727T of Children 
and Young 
People Act 2008 

Professional development 
opportunities such as 
supervision and in-service staff 
training should be provided in 
organisations working with 
vulnerable families to ensure 
that workers utilise current 
knowledge of the impact of 
gender in assessment and 
interventions and incorporate 
gender sensitive strategies into 
routine practice, particularly in 
relation to client experiences 
of trauma, domestic violence 
and service utilisation. 

N/A ACHIEVED  ACT Government agreed in principle to this 
recommendation. CSD advised the Committee 
CYPS has a supervision framework in place and 
provide training to all staff on this framework. 
CYPS Training and Workforce Development 
team provides specialist support to CYPS staff 
by delivering face-to-face and eLearning 
training  the Safe and Together Institute to 
undertake an organisational assessment and to 
deliver training to all CYPS staff in 2021.   

2018 Changing the 
narrative for 
vulnerable 
children: 
Strengthening 
ACT systems 0-3 
Group Review 

Other report 
under section 
727T of Children 
and Young 
People Act 2008 

Vulnerable families with an 
intergenerational history of 
abuse should be offered 
trauma-informed targeted 
parenting support prior to and 
following birth of their child in a 
non-stigmatising maternal 
health service. 

N/A ACHIEVED ACT Government agreed in principle to this 
recommendation. CSD provided immolation on 
United Newpin, Karinya House, Child and Family 
Centre warm referrals from MACH nurses, 
IMPACT program. ACT Health review of 
sustained home visiting model. ACT Education 
informed the Committee that all ACT public 
schools are resourced to meet the needs of 
children with a history of developmental 
trauma.  
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2018 Changing the 
narrative for 
vulnerable 
children: 
Strengthening 
ACT systems 0-3 
Group Review 

Other report 
under section 
727T of Children 
and Young 
People Act 2008 

There is a need to build 
organisational and workplace 
cultures within the ACT that 
embrace a range of practices 
and attitudes that aim to keep 
the 'child in mind'. Further work 
is required to develop and 
support all professionals and 
adult services, such as 
Corrective Services and ACT 
Housing, to be aware of and to 
act with the best interests of 
the child as a primary 
consideration. 

N/A ACHIEVED ACT Government agreed to this 
recommendation. Establishment of case 
analysis team and Melaleuca place to provide 
expert advice to case managers. CHS 
implementation of family violence policies and 
procedures. Housing ACT providing keeping 
children safe and reportable conduct training 
in place.  

2018 Changing the 
narrative for 
vulnerable 
children: 
Strengthening 
ACT systems 0-3 
Group Review 

Other report 
under section 
727T of Children 
and Young 
People Act 2008 

Organisations and 
professionals working with 
young children need to be 
supported to recognise that all 
children, including very young 
children, have rights as set out 
in the United Nations 
Convention on the Rights of 
the Child (1989). Professionals 
need to be supported to build 
capacity, skills and knowledge 
to work, think and act in a way 
that supports the 
implementation of children's 
rights. 

N/A ACHIEVED ACT Government agreed to this 
recommendation. CHS Child Protection Training 
provides information on the United Nations 
Convention on the Rights of the Child. CSD 
advised that CYPS ensure staff are 
appropriately trained in policy and legislation, 
including the Children and Young People Act 
2008 and the Human Rights Act 2004 to fulfil 
obligations in supporting children and young 
people and their families who are involved in 
the child protection system. 

2018 Changing the 
narrative for 
vulnerable 
children: 
Strengthening 
ACT systems 0-3 
Group Review 

Other report 
under section 
727T of Children 
and Young 
People Act 2008 

Caseworkers making referrals 
for vulnerable families should 
provide follow up support to 
families while they wait for 
services to commence. 

N/A ACHIEVED  ACT Government agreed in principle to this 
recommendation. CSD advised that 
information sharing arrangements are 
established with Onelink, DVCS and Functional 
Family Therapy – Child Welfare. These agencies 
also have staff who are co-located within CYPS 
to provided assistance to staff, to support 
referrals to services. 

2018 Changing the 
narrative for 
vulnerable 
children: 

Other report 
under section 
727T of Children 

That the ACT jurisdiction 
identifies innovative and 
evidence informed 
approaches to working with 

N/A ACHIEVED ACT Government agreed in principal to this 
recommendation. Several examples of 
programs where highlighted in directorate 
submissions. The Functional Family Therapy – 
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Strengthening 
ACT systems 0-3 
Group Review 

and Young 
People Act 2008 

individuals who have 
experienced intergenerational 
trauma particularly in relation 
to children who are identified 
as experiencing cumulative 
harm, young parents who were 
engaged in statutory child 
protection services and/or 
corrective services, male and 
female perpetrators of family 
violence.  

Child Welfare program, Australian Childhood 
Foundation Intensive Support and Family Group 
Conferencing were highlighted as new 
approaches incorporated within CYPS.  

2018 Changing the 
narrative for 
vulnerable 
children: 
Strengthening 
ACT systems 0-3 
Group Review 

Other report 
under section 
727T of Children 
and Young 
People Act 2008 

That services across the ACT 
increase the awareness of 
professionals to recognise and 
respond to stress in families and 
to better understand the 
impact that this has on 
children when other risk factors 
are evident. 

N/A ACHIEVED ACT Government agreed in principle to this 
recommendation. ACT Education advised the 
Committee of a range of programs including 
the NSET and complex case management 
team’s role in connecting families with services. 
CHS identified the implementation of the Our 
Booris, Our Way recommendations, child 
protection training and the work of IMPACT 
coordinators as strategies to support families 
under pressure. JACS noted Aboriginal and 
Torres Strait Islander specific programs to 
prevent contact with the criminal justice system 
and collaboration between the directorate 
and the Domestic Violence Crisis Service 
(DVCS) to support survivors of domestic 
violence offences whose partners are engaged 
in domestic violence programs within the 
Alexander Maconochie Centre.    

2018 Changing the 
narrative for 
vulnerable 
children: 
Strengthening 
ACT systems 0-3 
Group Review 

Other report 
under section 
727T of Children 
and Young 
People Act 2008 

For information sharing 
arrangements to operate 
effectively, they must be 
supported by organisational 
and professional cultures with 
strong governance and 
practice leadership, which 
observe and understand the 
guiding legislation. The ACT 
jurisdiction should consider 
providing training to relevant 
organisations concerning 

N/A NOT 
ACHIEVED 

ACT Government agreed in principle to this 
recommendation. It is unclear from the 
directorate responses that training has been 
provided to relevant organisations.  
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appropriate information 
sharing.  

2018 Changing the 
narrative for 
vulnerable 
children: 
Strengthening 
ACT systems 0-3 
Group Review 

Other report 
under section 
727T of Children 
and Young 
People Act 2008 

That the Community Services 
Directorate review quality 
assurance systems to ensure 
clients documents are 
complete, information is 
recorded fully and accurately 
and that assessments are 
documented in a manner that 
records the justification of 
decisions made by 
professionals in regard to the 
safety of the child. 

N/A ACHIEVED ACT Government agreed to this 
recommendation. CYPS has implemented a 
new client management system which enables 
staff to make more informed decisions, share 
information more easily, improve chronologies 
of information and activities undertaken by staff 
and the availability of client history, while also 
decreasing administrative burden on staff.  

2018 Changing the 
narrative for 
vulnerable 
children: 
Strengthening 
ACT systems 0-3 
Group Review 

Other report 
under section 
727T of Children 
and Young 
People Act 2008 

That the ACT continue to 
encourage the 
Commonwealth and other 
states jurisdictions to make 
nationally consistent legislation 
and administrative 
arrangements, including the 
development of a national 
database, to enable the 
sharing of information related 
to the safety and wellbeing of 
children.  

N/A ONGOING ACT Government agreed to this 
recommendation. CSD has engaged in a 
national project to share child protection 
information with other jurisdictions. ACT 
Education Amendment Bill 2020 which changes 
information sharing provisions between the ACT 
Government and relevant interjurisdictional 
bodies.   

2019 Submission to 
JACs Discussion 
Paper   

Submission into 
ACT CYPS 
Decision Making  

That current complaint 
processes in CYPS and ACT 
Together are reviewed to 
ensure that information is 
provided in ways that allow 
non-English speaking clients 
and those with literacy 
difficulties access to 
information. 

N/A ONGOING CSD advised the Committee that CYPS is 
developing an internal and external merit 
review process.   
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2019 Submission to 
JACs Discussion 
Paper   

Submission into 
ACT CYPS 
Decision Making  

That any internal merits review 
process implemented by CYPS: 
Is underpinned by the key 
values of the best interest’s 
principal, timeliness of decision 
making, participation and 
transparency; 
Is codified by amending the 
Children and Young People 
Act 2008. 

  ONGOING CSD advised the Committee that CYPS is 
developing an internal and external merit 
review process.   

2019 Submission to 
JACs Discussion 
Paper   

Submission into 
ACT CYPS 
Decision Making  

The ACT jurisdiction should 
consider establishing an 
external merits review 
mechanism that would hear 
matters not adjudicated by a 
court and that were not 
resolved through internal 
review. 

  ONGOING CSD advised the Committee that CYPS is 
developing an internal and external merit 
review process.   

2021 Review of 
Children and 
Young People 
who have died as 
a result of 
intentional self-
harm 

Other report 
under section 
727T of Children 
and Young 
People Act 2008 

Involve young people with 
lived experiences of suicide in 
suicide prevention service 
design and delivery.  

N/A ONGOING ACT Government response has not been made 
public.  

2021 Review of 
Children and 
Young People 
who have died as 
a result of 
intentional self-
harm 

Other report 
under section 
727T of Children 
and Young 
People Act 2008 

Evaluate current youth mental 
health and suicide prevention 
programs to determine 
effectiveness including in 
meeting demand.  

N/A ONGOING ACT Government response has not been made 
public.  

2021 Review of 
Children and 
Young People 
who have died as 
a result of 
intentional self-
harm 

Other report 
under section 
727T of Children 
and Young 
People Act 2008 

Implement information 
campaigns that target young 
people at risk and include 
practical intervention skills for 
peers and family.  

N/A ONGOING ACT Government response has not been made 
public.  
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2021 Review of 
Children and 
Young People 
who have died as 
a result of 
intentional self-
harm 

Other report 
under section 
727T of Children 
and Young 
People Act 2008 

The Committee supports the 
proposed implementation of 
the Youth Navigation Portal 
and considers this a critical 
piece of work to assist young 
people navigate the complex 
ACT support system.  

N/A ONGOING ACT Government response has not been made 
public.  

2021 Review of 
Children and 
Young People 
who have died as 
a result of 
intentional self-
harm 

Other report 
under section 
727T of Children 
and Young 
People Act 2008 

Implement and evaluate the 
Connecting with People 
program. Consider 
implementation in education 
and non-government 
organisation settings.  

N/A ONGOING ACT Government response has not been made 
public.  

2021 Review of 
Children and 
Young People 
who have died as 
a result of 
intentional self-
harm 

Other report 
under section 
727T of Children 
and Young 
People Act 2008 

Implement a support plan 
process in clinical settings that 
actively engages young 
people following a suicide 
attempt.  

N/A ONGOING ACT Government response has not been made 
public.  

2021 Review of 
Children and 
Young People 
who have died as 
a result of 
intentional self-
harm 

Other report 
under section 
727T of Children 
and Young 
People Act 2008 

Implement evidence-based, 
assertive outreach guidelines 
into ACT Government policy 
that include face-to-face 
contact with young people 
who have attempted suicide.  

N/A ONGOING ACT Government response has not been made 
public.  
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