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Second general meeting with the Convenor
of the Child Death Review Team

Answers to questions on notice

1. In your evidence to the Committee in June 2012 you explained that the software used to
maintain the Child Deaths register was outdated and that you were developing a business
case for supplementary funding to replace it. Can you provide an update on the progress of
this project?

We completed a business case, and have sought funding from Treasury to implement a new system. It
should be noted that the problems are not only software related, but concern the entire data system;
including the platform, data capture, and reporting capacity. Our work to inform the business case
included a business and system analysis, development of data specifications and a review of options
for a new system.

We took a three tiered approach to funding:

e In July 2012 we submitted a request for supplementary funding of $160,000 in 2012-2013 and a
further $90,000 the following year to NSW Treasury. It is usually not the practice of NSW
Treasury to provide supplementary funding however we thought that this project required
immediate action. Our request was not successful

e In October 2012 we submitted a request for funding from the ICT reinvestment pool. Our request
included a short form business case. In December 2012 we were advised by the NSW Treasury
that our application was unsuccessful.

e InNovember 2012 we submitted a ‘Parameter and Technical Adjustment Proposal’ to NSW
Treasury as part of our forward estimates submission. This proposal is still be considered by NSW
Treasury as part of its overall 2013-2014 budget strategy. NSW Treasury has sought additional
information from us, including some more detailed costing of various options. This information is
to be submitted by early February 2013.

We have been disappointed by the response to our request for funding to date.

The need for a new data system is critical for the CDRT. We have been advised by our database
consultant that further design amendments to the existing database should not be made unless
absolutely necessary, and that the system is reaching its ‘end of life’ in terms of stability and
maintainability. A copy of the consultant’s project briefing is attached at annexure A for the
Committee’s information.

2. Inyour 2010 Annual Report you conducted a survey seeking feedback on the Report. In
your evidence to the Committee in June 2012 you indicated that at the time you were in
receipt of 15 responses. Can you brief the Committee about the findings of the survey?

We received 18 responses to the survey. Generally, most thought that the 2010 report was useful and
an improvement on previous reports, and that it contained about the right amount of detail. Positive
comments largely related to depth and focus of analysis in the report; and improvements were
indicated in trends analysis, more detailed focus to the analysis, and presentation of data. A copy of
the survey questions is attached at Annexure B.
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In more detail, the survey results identified:

Fourteen respondents (78%) answered ‘Government’ for their work organisation. Seven of the sixteen
respondents (39%) who answered stated that their work sector was health-related. The others were
Community Services, an inter-state Ombudsman’s office, ADHC, Transport NSW (2) and one non-
government organisation. All but one were NSW based, and one respondent did not answer.

Fifteen respondents (83%) stated that their interest was work related, one person stated personal
interest and one did not answer.

Twelve respondents (67%) said that they were interested in the entire report, four stated only external
cause deaths (assault, suicide, transport-2) and one perinatal deaths.

Fourteen respondents (87%) had received a copy, two stated ‘personal contact’, one had read a media
report and one did not answer.

No respondents endorsed ‘Safety’ as an area in which they could use the report, four replied that they
could use it in ‘Research’, four that they could use it in ‘Policy Development’ and five that it could be
used to ‘Improve service Delivery’. Three replied that their interest was for personal knowledge.

Sixteen out of eighteen respondents (89%) thought the report *‘Quite useful® or “Very useful’. Sixteen
out of seventeen (88%) thought the report ‘Very clearly written’ or ‘Quite clearly written’. Only one
respondent found the report ‘Not useful at all’ and ‘Not at all clearly written’ and one did not answer.
Of the eleven respondents who answered the ‘Improved’ question, two found it ‘Much Improved’,
eight found it ‘Quite improved’ and one found it ‘Not much improved’.

Thirteen out of eighteen thought the level of detail ‘About right” with two ‘Too little detail’, one “Too
much detail’ and one ‘Far too much detail’,

Ten respondents gave positive comments about ‘What the report does well’.

Objective Assessment

Identify patterns and trends in cause of death. Provide breakdown for Aboriginal children.

Clearly outlines the causes of death and enough detail to see how they occurred. Great summary of
take home messages to prevent future deaths. '
Clear examination of the issues and recommendations.

Detailed analysis of causes of deaths.

Sets forth clearly some of the risk factors for children andyoung people.

Well presented.

Differentiates causes of death in childhood.

Relates the statistics in a comprehensive manner.

Description of causes of death Over representation of Aboriginal and Torrres Strait Islander
population.

Six comments were made in ‘What could be improved’, but two of these were ‘No comment” and
‘Nothing identified’:

e Improvements in presenting data that is dense are noted. Continuing that into the next report
would be good.

e More analysis of background information in relation to trends in deaths may be helpful when
considering how the information can inform practice.

e Sources of data and research methodology. It should be included in the table of contents.
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e Prenatal and 1 month postnatal deaths should be analysed separately.
e Recommendations and how and where it is possible to prevent child death.

In the ‘Other comments’:
Transport extends to cars, trains, trams, buses, ferries, cycling-and pedestrians and the Report could be
extended to cover all modes. (Note: the report does include all modes of transport)

Will be better when integrated with deaths due to neglect etc.

Broad geographic areas for assault / neglect deaths.

I could not locate anything to explain the sources of data and the methodology used. Maybe it is
there, but I couldn't find it.

Health should be involved with CS in doing reports on reviewable deaths

Education and awareness information.

3. Your 2011 Annual Report notes that 32 children from NSW died outside the state during
2010 (p34). You also note that the Child Death Review Team is a member of the Australia
and New Zealand Child Death Review and Prevention Group, which aims to identify trends
and issues and achieve consistency in definition and approach between jurisdictions. Can
you provide an update about the work of this Group?

The Group meets annually, and has its next scheduled annual meeting on Monday, 25 February.
Responsibility for convening the group recently moved from Queensland (Ms Elizabeth Fraser,
Commissioner for Young People and Child Guardian) to Victoria (Professor Jeremy Oats, Chairman,
Consultative Council on Obstetric and Paediatric Mortality and Morbidity).

The group is not a funded or resourced entity; it is a voluntary coalition of similar entities that have
responsibility for child death review. Each state and territory — while having some form of child death
review — differs in focus, jurisdiction and capacity. These factors limit the scope of work the group is
able to undertake, in the absence of explicit support from both levels of government. Despite these
limitations, the group is committed to working collaboratively to maximise the knowledge held in
each jurisdiction, and to achieve national consistency in reporting.

The work of the Group has been recognised under the National Framework for Protecting
Australia’s Children 2009-2020;, Outcome 4, Strategy 4.4 of the Framework identifies the need for
enhanced national consistency and continuous improvement in child protection services. Actions listed
under Strategy 4.4 include supporting the Group to ‘develop more consistent data to help better
understand the circumstances of child deaths and how these could be prevented,

Throughout 2011, and in the context of the Framework, the Group focused considerable effort on
preparing a submission for Commonwealth funding for a ‘preventable infant mortality’ project. The
aim of the project was to initiate a national data analysis and agenda in relation to infant mortality.
Part of this work was to develop a working definition of ‘potentially preventable’ infant mortality, and
to establish and analyse a national infant mortality data set.

The proposal for funding was unfortunately not supported by the Department of Families, Housing,
Community Services and Indigenous Affairs.

The most recent work involving the Group was the preparation of national data on child deaths in
2011. This was prepared by the Queensland Commission for Children and Young People and Child
Guardian, and published in that organisation’s annual report of child deaths. A copy is attached at
annexure C,
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It is clearly desirable that there be national focus and response to risks and prevention strategies that
are similar in all states and territories. While there is a strong commitment between states and
territories, focused national work is likely to progress very slowly without national impetus.

4. The overrepresentation of children with a history of child protection notifications among
child deaths is an issue of continuing concern. At the hearing in June 2012, you indicated
that this would be a major focus of your work in 2013. Can you tell us what work you are
planning to do in this area.

The Team has commenced work on a project to analyse causes of death for children from families
with a child protection history over a 10 year period. The analysis will identify any differences in
causes of death for this group of children, compared with children whose families had no child
protection history.

The purpose of the project is to identify any causes of death which are more common amongst these
children, and if so, why this may be the case, and whether targeted prevention strategies are warranted,
The project will consider all manner of deaths (natural, unintentional injury, intentional injury,
suicide). Previous work undertaken by both the Ombudsman’s office (2007) and the CDRT (2008) has
indicated the need for further research in this area. For example, the Ombudsman’s work identified
children whose deaths were reviewable (over 90 per cent of which were children with a child
protection history) were over 7 times more likely to die as a result of intentional causes of death than
non-reviewable children, and over twice as likely to die as a result of unintentional causes of death.

The Team has contracted the Australian Institute of Health and Welfare to conduct the initial data
analysis using ICD-10 classification of underlying causes of death and contributory causes of death of
children. This work will include analysis of underlying and contributory cause by age, gender,
indigenous status, remoteness and socioeconomic status. The analysis will also consider the rates and
causes of death for children identified as Sudden and Unexpected Death in Infancy (SUDI) in the two
groups.

CDRT staff in the Ombudsman’s office are conducting complementary work on group reviews of
children who have died, with a particular focus on looking at the frequency of reports about child
protection concerns.

The project will be completed by October.

5. Aboriginal children are also significantly over-represented among child deaths? Do you
have any specific projects planned in regard to Aboriginal issues?

The over-representation of Aboriginal children in child deaths in NSW — and nationally — has been a
consistent trend over the 16 years of the CDRT.

The Team has two Aboriginal representatives, and its work in general has given close regard to the
deaths of Aboriginal children; for example, in the above mentioned project, Indigenous status is a
specific point of analysis.

The Team does not have any specific projects planned that focus on Aboriginal issues. The Team has a
scheduled planning day in March 2013, and this will consider the Team’s future priorities and key
areas of focus.

Work on child deaths within the Ombudsman’s office is also informed by this office’s broader work
on Aboriginal issues. For example, this office recently completed a three-year audit of the Interagency
Plan relating to child sexual assault in Aboriginal communities. This work has spanned a range of
areas related to Aboriginal disadvantage, child protection, education and health. Since 2005, we have
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tabled seven reports in the NSW Parliament specifically relating to Aboriginal issues, with the two
most recent reports focused on Aboriginal children.

6. You have previously recommended that the Ministry of Health develop a social
marketing campaign and new media resources for suicide prevention (p.1 17). Can you
give us an update on the progress of this recommendation.

As noted in the section on monitoring recommendations of theé Annual Report 2011, the Team
recommended in its 2009 Annual Report that the NSW Government ‘consider the range of
communication mediums used by children to inform peers of their intention to suicide.” In the context
of that recommendation, NSW Health advised that it was developing multimedia resources to target
young people as part of the NSW Suicide Prevention Strategy.

In 2011, the Team requested a progress report. NSW Health subsequently advised that it was tendering
a suicide prevention market research project that would identify and review new media and social
media initiatives promoting suicide prevention for young people. The Team was advised that the
market research project would inform the development of a communication strategy.

Tn 2012, the Team requested a further progress report. The Ministry of Health advised the team that
“The market research project is currently on hold while another of the commitments in the Suicide
Prevention Strategy (community guidelines for discussing suicide) is being finalised.

The Team has now made a further recommendation in its Annual Report 2011 that:

The Ministry of Health should progress the proposed development of a social marketing

campaign and new media resources for suicide prevention in 2013 with specific inclusion

of aims to:

e Develop multimedia and new media resources that target young people and provide
support and information to those affected by suicide or suicide attempt

o  Develop effective strategies to raise awareness among young people of suicide
prevention, to promote help-seeking behaviour, and to challenge the stigma associated
with suicide.

We do not have an update on the Ministry’s progress on this recommendation at this stage. Standard
process for the Team is to seek a progress report from agencies closer to the time the next annual
report is being prepared. We will seek specific information from the Ministry in April.

7. Inyour 2011 Annual Report (p. 85) you have recommended that the Centre for Road .
Safety should bring together key agencies to consider the need for targeted research and
public awareness strategies to prevent low-speed vehicle run-over incidents. Is it your
view that such research and awareness strategies are needed?

The Team’s view is that low speed run-over incidents are preventable, and that would indicate a need
for a better understanding of why they occur, and for prevention messages that deliver the right
information in the right way.

As the report notes, there are a number of strategies that may have a preventative impact on low speed -
vehicle run-overs; changes to vehicle design, modifications to housing and driveway design, and
raising public awareness.

It is the Team’s view that the best approach to identifying exactly what is needed is to coordinate the
expertise of agencies and groups in NSW that are actively concerned with, or active in, the prevention
of childhood injury — both broadly and in a transport context. These groups are best placed to look
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closely at what is being done now or is planned, both in NSW and nationally, and to identify where the
gaps are in research and public awareness campaigns.

The Team also plans to release its second occasional paper on low speed vehicle run-overs soon. The
paper will aim to provide prevention messages that link with existing prevention efforts.

8. In your Annual Report (p. 122) you note that the Child Death Review team has
repeatedly recommended that the Motor Accidents Authority develop targeted strategies
to reduce the number of driver deaths of children under 16 that occur in the context of
recreational activities. In 2010 the Motor Accidents Authority advised that it had
provided $50,000 to the Commission for Children and Young People to appoint a project
officer to commence this work. However, in your Annual Report you note that you have
since been advised that this money was not paid and the recommendation had not been
implemented. Can you explain what happened?

Firstly, it should be noted that the recommendation was made in 2008 (‘Trends and issues in child
deaths 1996 — 2005’) and progress toward implementing it was monitored by the Commission for
Children and Young People prior to the transfer of the CDRT to this office.

From our review of the information we have received from both agencies, and the relevant CDRT
annual reports, it appears that the Motor Accidents Authority (MAA) determined it would progress the
recommendation by providing $50,000 funding to the Commission for Children and Young People
(CCYP) in 2008. The CCYP in turn appears to have commenced a process to facilitate a ‘multi lateral
agreement from relevant agencies to develop and implement a plan for reducing childhood injury’
from falls, off-road use of motor cycles and other vehicles, and safe socialising and transport options
for young people. The CCYP appears to have undertaken a number of activities from 2008 to progress
this work, including establishment of a reference group in April 2009 that met three times in 2009/10,
research into models of injury prevention, and consultation with other states. However, this approach
seems to have been overtaken by a different injury prevention initiative; the production of a
surveillance report on childhood injury more generally. The Commission released this report in
December 2012.

The Team expressed disappointment in its 2011 Annual Report because — notwithstanding the
production of a surveillance report on childhood injury — there has been no substantive action on the
recommendation to develop targeted strategies to reduce driver deaths of children occurring during
recreational activities.

In regard to the funding, in February 2012, we sought advice from the CCYP about the current status
of the Commission’s work in relation to prevention of childhood injury. We referred to the MAA’s
funding of $50,000. In response, the CCYP advised that:

The Commission has investigated this matter in liaison with the MAA and wishes to advise
that the Commission’s financial records indicate that this grant was not received. An
agreement existed between the Commission and the MAA to pay this amount, however the
financial records of both organisations indicate that the grant was not paid.

The MAA subsequently advised us that it was intended that the 2008 recommendation be progressed
by the MAA contributing to the payment of a project officer at the CCYP, and ‘...during 2010 and
2011 the MAA were advised by the CCYP that the work was progressing and that funds had been
received. It was later discovered in 2012 that despite previous advice, CCYP had not invoiced the
MAA.’
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9. The Team’s 2010 study on Sudden Unexpected Death in Infancy made a number of
recommendations in relation to the Ministry of Health (p. 118) Can you provide an
update about the progress in implementing these recommendations, from your
perspective?

At this stage, we have no additional information than that reported in the Annual Report 2011. The
CDRT has formed a SUDI sub Committee that plans to oversee the Ministry’s progress with all
recommendations, including the recent recommendation that the Ministry review the purpose, terms of
reference and membership of the NSW Sudden Infant Death Advisory Committee.

In our view, the Advisory Committee has the potential to provide the expertise, coordination and
direction necessary for progressing positive work in this area. -
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Annexure B

Exit this survey

1. Name (optional)

[ |

2. Organisation (optional, if applicable)

| |

3. Where are you based? (optional)
C  NSW
C  Other Australian state/territory

¢ Other country

4. What is your interest in reading this report?

C Parent or carer of a child who died
C Relative or friend of a child who died
C Interested person
€ Work-related
C  School/university related
Other (please specify)
L |
5. If your interest is work-related, what is the type of organisation?
¢ Government
C  Peak body
C  Other NGO
' University
Private business
Other (please specify)

I |

6. If your interest is work-related, what is the main sector in which you are
active?

. Community welfare
C  Child protection
¢ Health

https://www.surveymonkey.com/s/JFC9Q9D 17/12/2012
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Law/justice
Early childhood
Education
Housing

Media

D D D 2 O

Other (please specify)

l |

7. Is your interest in the report as a whole or in specific sections of the report?
C Al
If only a part, which part?

| 1

8. How will you use the information in this report?
Personal knowledge

Research

Media reporting

Policy development

O D D D D

Improve service delivery

Other (please specify)

| Il

9. How did you find out about this report?
C Received a copy
C  Media report
C Personal contact

Other (please specify)

10. How useful is the report for you?
€ Very useful
C  Quite useful
€ Not very useful
' Not useful at all

https://www.surveymonkey.com/s/JECIQID 17/12/2012
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11. If you have previously read the CDRT Annual Report, is the difference this

year in the style and content:
" Much improved
C  Quite improved
€ Not much improved
&

Not at all improved

12. Do you think this report is clearly written?

Very clearly written
Quite clearly written

Not so clearly written

DD QD

Not at all clearly written

13. How do you rate the level of detail?
Far too much detail

Too much detail

About right

Too little detail

DD D D0

Far too little detail

14. What do you think the report does well?

~

v

15. What do you think could be improved?

~

v

16. Are there any issues or topics you would like to see covered in the report?

a

v

Done

Powered by SurveyMonkey

https://www.surveymonkey.com/s/JFCO9Q9D

17/12/2012
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Check out our sample surveys and create your own now!

https://www.surveymonkey.com/s/JFCIQ9D 17/12/2012



Annexure C

Chapter 10

Australian and New Zealand child death statistics:
An interjurisdiction comparison, 2010 calendar year

National child death statistics

In recognition of the need to develop nationally comparable data and multi-jurisdiction prevention
messages, agencies with child death review functions have convened the Australian and New
Zealand Child Death Review and Prevention Group (ANZCDR&PG).

The stated aim of the ANZCDR&PG is to identify, address and potentially decrease the numbers of
infant, child and youth deaths by sharing information on issues in the review and reporting of child
deaths and to work collaboratively towards national and international reporting.

At present, child death review functions within agencies throughout Australia and New Zealand

are at varying stages of implementation and have individual legislative bases, functions, roles and
reporting requirements. The data prepared by these agencies currently differs in some respects, but
meaningful comparison is still achievable.

The ANZCDR&PG is currently progressing a body of work to establish national benchmarks for risk
factors associated with child deaths.

Previously, the Commission has used national mortality statistics compiled by the Australian Bureau
of Statistics (ABS) and summarised by the Australian Institute of Health and Welfare (AIHW) to
provide an overview of rates of child deaths from various causes across Australian jurisdictions.
While this data, as published in previous reports, has been useful in establishing basic variances in
child death rates between Australian states and territories, the detailed information held by agencies
with child death review functions presents a significant opportunity, and will ultimately lead to an
ability to compare and contrast risk factors and prevention efforts for different causes of death.

A number of the agencies within Australia, and for the first time, New Zealand are at a stage where
it is possible to provide the Commission with a comparable level of child death data. The following
overview represents the fourth occasion to bring together the data held by member jurisdictions of
the ANZCDR&PG and draw meaningful comparisons. Currently, the jurisdictions with the capacity
to share detailed child death data are Queensland, New South Wales, Victoria, South Australia,
Tasmania and New Zealand. As other jurisdictions further develop their data collection and reporting
capacity, it is hoped that this dataset will evolve to include child death data from all Australian states
and territories.

The ANZCDR&PG is working collaboratively to collect and report consistently on common risk factors
for certain categories of child death. As this dataset is under development, the comparative overview
provided in the Commission’s Child Death Annual Reports should include progressively more
discussion of the prevalence of risk factors for death in each jurisdiction. The methodology used in
compiling the data in this chapter is outlined in Appendix 10.1.

Commission for Children and Young People and Child Guardian
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All causes of child deaths: 2010

Table 10.1: Number and rate of child deaths by age and jurisdiction, 2010

Age

category

Under 1 year [322| 5311 |367| 3915 |73 | 3748 |35 5654 |307| 4429 |334| 5241

1-4 years 39| 160 |68 | 183 14| 18.0 5 19.2 | 51 183 |64 | 258
5-9 years 28 9.8 35 8.0 7 75 4 130 |43 | 133 |19 6.6
10-14years |30 | 103 |43 9.7 8 8.1 7 211 28 8.5 45 | 152

15-17 years

483 454 364 119 338 545 50.3

Data source: Australian and New Zealand Child Death Review and Prevention Group (2010)
* Rates have not been calculated for numbers less than 4.
Notes: 1. Rates are calculated per 100,000 children and young people in each age category in each jurisdiction.

2. Total rates are calculated per 100,000 children and young people aged 0-1 7 years in each jurisdiction.

3. Victorian data in this table are provisional and subject to change. Full data will be available from the upcoming Annual Report for

the Year 2010. This will be available from www.health.vic.gov.au/ccopmmiindex.htm.

4. Note that caution must be exercised when comparing rates between Jjurisdictions. Although the rates are based on a population
rather than a sample, common practice is to consider death a random event, and hence have an associated sampling error. This
is particularly important when comparing rates from low numbers. Current methodology calculates the crude rates for 2010, and
should not be used to infer the general probability of death for specific cohorts.

Children in the under 1 year age category had the highest number of child deaths in all jurisdictions.
In general, the rate of death in childhood usually decreases with age until the teen years, when it
increases again. In all jurisdictions, numbers and rates of death are second highest in the 15-17 year
age category.

Table 10.2 below shows the number and rate of child deaths in each jurisdiction by gender. Males
experienced higher rates of death in all jurisdictions, at between 1.4 and 1.8 times the rate of
females.

Table 10.2: Number and rate of child deaths by gender and jurisdiction, 2010

Gender

Rate per
100,000
n

w

Female 195| 37.7 |225| 285 |42 | 244 |24 | 42
Male 287| 526 |366| 439 |77 | 427 |37 | 61

Data source: Australian and New Zealand Child Death Review and Prevention Group (2010)
Notes: 1. Rates are calculated per 100,000 females and per 100,000 males aged 0-17 years in each jurisdiction.
2. One child death in Queensland and one child death in Victoria whose sex was unable o be determined.
3. Victorian data in this table are provisional and subject to change. Full data will be available from the upcoming Annual Report for
the Year 2010. This will be available from www.health.vic.gov.au/ccopmm/index.htm.

4. Note that caution must be exercised when comparing rates between jurisdictions. Although the rates are based on a population
A rather than a sample, common practice is to consider death a random event, and hence have an associated sampling error. This
is particularly important when compatring rates from low numbers. Current methodology calculates the crude rates for 2010, and

| should not be used to infer the general probability of death for specific cohorts.

w @

190| 322 |21
286| 46.1 |334

S| o
- | ©

[«2]

}
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Diseases and morbid conditions

Deaths from diseases and morbid conditions are those deaths whose underlying cause is an
infection, disease, congenital anomaly or other naturally-occurring condition.

As outlined in Table 10.3 below, deaths from diseases and morbid conditions were highest for infants
under 1 year of age in all jurisdictions.

Table 10.3: Number and rate of child deaths from diseases and morbid conditions by age
and jurisdiction, 2010

Age

category

Under 1 year |269| 443.7 |319| 3403 |58 | 297.8 |28 | 4523 |272| 3924 |226| 354.6
14 years 21 8.6 44 1.8 7 9.0 4 154 | 28 10.1 41 16.5
5-9 years 22 7.7 23 52 5 5.4 4 13.0 | 30 9.3 15 5.2

10-14 years 19 6.5 34 7.6 5 5.0 3 * 13 3.9 20 6.8

15-17years |24 | 133 |29 105 5 8.0 2 * 21 100 |16 84

Total 355 334 449 276 80 227 41 351 364 301 318 293

Data source: Australian and New Zealand Child Death Review and Prevention Group (2010)
* Rates have not been calculated for numbers less than 4.
Notes: 1. Rates are calculated per 100,000 children and young people in each age category in each jurisdiction.

2. Total rates are calculated per 100,000 children and young people aged 0-17 years in each jurisdiction.

3. Victorian data in this table are provisional and subject to change. Full data will be available from the upcoming Annual Report for
the Year 2010. This will be available from www.health.vic.gov.au/ccopmm/index.htm.

4. The cause of 50 deaths in New Zealand, 15 deaths in New South Wales and one death in Tasmania are yet to be finalised and
are not counted in Tables 10.3, 10.4 or 10.5. Hence the overall numbers and rates are subject to change.

5. Note that caution must be exercised when comparing rates between jurisdictions. Although the rates are based on a population
rather than a sample, common practice is to consider death a random event, and hence have an associated sampling error. This
is particularly important when comparing rates from low numbers. Current methodology calculates the crude rates for 2010, and
should not be used to infer the general probability of death for specific cohorts.

External causes

External cause deaths are those resulting from environmental events and circumstances causing
injury, poisoning and other adverse effects. Table 10.4 illustrates the number and rate of child deaths
from external causes across the six jurisdictions.

Deaths from external causes occurred at a higher rate in New Zealand than in any other jurisdiction
(12.4 per 100,000). Tasmania had the next highest rate of death from external causes, at 10.3 per
100,000.

New Zealand had the greatest rate of transport deaths (4.9 per 100,000) followed by Tasmania
(4.3 per 100,000).

Queensland recorded the highest rate of drowning deaths, followed by Victoria, whilst youth suicide
was most prevalent in Queensland and Tasmania.



Table 10.4: Number and rate of child deaths from external causes by jurisdiction

=
z
N

Cause of g_ '?g ‘g gg g E’_

goth e o P 28 2 o
© (3] (1] oo 4] 3
(14 o o - 14 [v4

Transport 30 28 34 2.1 13 37 5 4.3 22 1.8 53 49

Drowning 12 1.1 13 0.8 <42 * 1 * 12 1.0 10 0.9

Other non-

intentional a N .

injury-related 8 0.8 26 1.6 <4 2 14 1.2 48 44

death

Suicide 25 2.4 13 0.8 4 1.1 4 3.4 15 1.2 151 14

Fatal assault * b *

and neglect 6 0.6 13 0.8 <42 0 0.0 <10 8 0.7

7.1 12 103 71

Data source: Australian and New Zealand Child Death Review and Prevention Group (2010)

* Rates have not been calculated for numbers less than 4 or less than 10 for Victoria data.

a Figure not specified where number of deaths is less than 4.

b Figure not specified where number of deaths is less than 10.

Notes: 1. Classification of external cause deaths may differ from state to state. The methodology section in Appendix 10.1 provides further
details.

. Rates are calculated per 100,000 children and young people aged 0-17 years in each jurisdiction.

. Victorian data in this table are provisional and subject to change. Full data will be available from the upcoming Annual Report for
the Year 2010. This will be available from www.health.vic.gov.au/ccopmm/index.htm.

_ The cause of 50 deaths in New Zealand, 15 deaths in New South Wales and one death in Tasmania are yet to be finalised and
are not counted in Tables 10.3, 10.4 or 10.5. Hence the overall numbers and rates are subject to change.

. Note that caution must be exercised when comparing rates between jurisdictions. Although the rates are based on a population
rather than a sample, common practice is to consider death a random event, and hence have an associated sampling error. This
is particularly important when comparing rates from low numbers. Current methodology calculates the crude rates for 2010, and
should not be used to infer the general probability of death for specific cohorts.

a A N

Deaths from ill-defined and unknown causes of mortality

The deaths of children as a result of unknown or ill-defined causes of mortality, including Sudden
Infant Death Syndrome (SIDS) are outlined in Table 10.5 below.

Unexplained deaths of infants

Of specific interest in the study of infant deaths are those certified as due to SIDS or where the cause
of death cannot be determined. SIDS is defined as the sudden, unexpected death of an infant under

1 year of age, the cause of which remains unexplained after a thorough investigation (including review
of the death scene, clinical history and complete autopsy). While SIDS is, essentially, an undetermined
cause of death itself, infant deaths should be specifically certified as ‘undetermined’ when:

« natural disease processes were detected (insufficient to cause death but precluding a SIDS
diagnosis)

« there are signs of significant stress

« non-accidental but non-lethal injuries were present, or

+ toxicology screening detects non-prescribed but non-lethal drugs.

Tasmania recorded the highest rate of unexplained infant deaths (113.1 per 100,000 infants) followed
by South Australia (71.9 per 100,000).

Annual Report: Deaths of children and young people, Queensland, 2011-12 1 08
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Undetermined deaths of children over the age of 1 year

Each year, the deaths of a number of children over the age of 1 are registered for whom a cause of
death is unable to be determined. These deaths may occur in any age category, but are most often
of children in the 14 year age category. The circumstances of these deaths often resemble those of
infants, but are precluded from a diagnosis of SIDS as they are over the age of 1.

Table 10.5: Child deaths from SIDS and undetermined causes by age and jurisdiction, 2010

Age
category

Under 1year | 43 709 |24 | 256 14 | 719 7 1131 | 30| 433 37 | 581
1-4 years 3 e 3 * 0 0.0 0 0.0 [<10° * <3® &
5-9 years 0 0.0 0 0.0 0 0.0 0 0.0 |[<10° * 0 0.0
10-14 years 0| 00 0 0.0 0 0.0 0 0.0 |<10° * <3b =
15-17 years 1 = 1 * 0 0.0 0 0.0 |<10° * 4 2.1
T A PR B 0 0

Data source: Australian and New Zealand Child Death Review and Prevention Group (2010)

* Rates have not been calculated for numbers less than 4, or less than 10 for Victoria data.

a Figure not specified where number of deaths is less than 10.

b Figure not specified where the number of deaths is less than 3.

Notes: 1. Classification of external cause deaths may differ from state to state. The methodology section in Appendix 10.1 provides further
details.

2 Rates are calculated per 100,000 children and young people aged 0-17 years in each jurisdiction.

3. Victorian data in this table are provisional and subject to change. Full data will be available from the upcoming Annual Report for
the Year 2010. This will be available from www.health.vic.gov. au/ccopmm/index.htm.

4. The cause of 50 deaths in New Zealand, 15 deaths in New South Wales and one death in Tasmania are yet to be finalised and
are not counted in Tables 10.3, 10.4 or 10.5. Hence the overall numbers and rates are subject to change.

5. Note that caution must be exercised when comparing rates between jurisdictions. Although the rates are based on a population
rather than a sample, common practice is to consider death a random event, and hence have an associated sampling error. This
is particularty important when comparing rates from low numbers. Current methodology calculates the crude rates for 2010, and
should not be used to infer the general probability of death for specific cohorts.

Deaths of Indigenous children and young people
Table 10.6: Number and rate of Indigenous child deaths by jurisdiction, 2010

LU f A
2007 o I 52 77.8 56 81.4 12 98.1 N/A - <10°| 544 |225| 86.8
2008 67 98.8 53 76.6 11 89.2 0 0.0 12 80.8 |204| 77.7 |
2009 64 93.1 32 459 " 88.4 0 0.0 |[<10° * 239| 901 |
2010 62 88.9 60 85.3 8 63.7 0 00 |<10° * 219| 816

Data source: Australian and New Zealand Child Death Review and Prevention Group (2010)

* Rates have not been calculated for numbers less than 10 for Victoria data, with the exception of 2007.

* Figure not specified where number of deaths is less than 10.

— Number of deaths not provided.

Notes: 1. Rates are calculated per 100,000 Indigenous children and young people aged 0-17 years in each jurisdiction

2. Victorian data in this table are provisional and subject to change. Full data will be available from the upcoming Annual Report for
the Year 2010. This will be available from www. health.vic.gov.au/ccopmm/index.htm.

3. Note that caution must be exercised when comparing rates between jurisdictions. Although the rates are based on a population
rather than a sample, common practice is to consider death a random event, and hence have an associated sampling error. This
is particularly important when comparing rates from low numbers. Current methodology calculates the crude rates for 2010, and
should not be used to infer the general probability of death for specific cohorts.

T Note that for Australian jurisdictions, /ndigenous children refers to the Aboriginal and Torres Strait Islander population, whilst for New Zealand it
refers to the Maori population.

Commission for Children and Young People and Child Guardian
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It should be noted that some states experience difficulty with the collection of data regarding
Aboriginal and Torres Strait Islander status. Challenges are also faced in obtaining accurate
population data for Indigenous children and young people in Australia to enable the calculation of
rates. Therefore, the rates presented in Table 10.6 should be interpreted with caution.

Rates of Aboriginal and Torres Strait Islander child deaths (Australia) and Maori child deaths

(New Zealand) from 2007 to 2009 have also been included in Table 10.6. The Commission

hopes to monitor long-term trends in Indigenous child mortality across Australia, in line with the
Commonwealth Closing the Gap initiative, which aims to reduce disparity in mortality rates between
Indigenous and non-Indigenous children. This initiative commenced in 2010, and it is hoped that
improvements in the rate of Indigenous child mortality will be observed in future reports. Based on
the available data, in 2010 Queensland had the highest rate of death for Aboriginal and Torres Strait
Islander children and young people, followed by New South Wales. The New Zealand rate of deaths
for Maori children was lower than the New South Wales and Queensland Aboriginal and Torres Strait
Islander rates.

National child death statistics: findings and conclusions

The information presented above is a snapshot of child mortality in contributing Australian states and

New Zealand in 2010. Analysis of statistics for 2010 has shown:

« Tasmania had the highest rate of child death overall, as well as the highest rate of death from
suicide.

« New Zealand had the highest rate of death from transport and other non-intentional injury, and

« Queensland had the highest rate of death from drowning.

Selected findings are highlighted in Figure 10.1 below.

Figure 10.1: Interjurisdiction comparisons — selected findings, 2010

120 - 131

100
80

60

40

Rate per 100,000

20

QLD NSW SA TAS VIC NZ

B Total deaths (0-17 years) M Diseases and morbid donditions & External causes
W SIDS and undetermined causes (infants) Indigenous deaths

Data source: Australian and New Zealand Child Death Review and Prevention Group (2010)
Notes: 1. Victorian data in this figure are provisional and subject to change. Full data will be available from the upcoming Annual Report
for the Year 2010. This will be available from www.health. vic.gov.au/ccopmm/index. htm
2 Note that caution must be exercised when comparing rates between jurisdictions. Although the rates are based on a population
rather than a sample, common practice is to consider death a random event, and hence have an associated sampling error. This
is particularly important when comparing rates from low numbers. Current methodology calculates the crude rates for 2010, and
should not be used to infer the general probability of death for specific cohorts.

Annual Report: Deaths of children and young people, Queensland, 2011-12 110



The comparison of child death data across jurisdictions as undertaken for the first time in the Child
Death Annual Report 2008-09 represented a significant first step in the journey towards developing
nationally comparable data. The Commission was pleased to be able to continue this initiative in
2011-12. This is the first year that data from New Zealand has been provided and it is hoped that
future years will see the inclusion of data from other states and territories as the development of their
child death review mechanisms progress.

Findings from this year have highlighted that, at a national level, further efforts need to be invested in
addressing risk factors for sudden unexpected deaths in infancy, external cause deaths and factors
and circumstances affecting life expectancy for Aboriginal and Torres Strait Islander children and
young people.

While the findings of these early analyses have provided some direction for prevention activities,
more meaningful conclusions and specific targeting of prevention initiatives will become more
apparent through future analysis of data over multiple years. Long-term data analysis is imperative
for the accurate identification of trends and patterns in child mortality. In addition, as the reporting
capabilities of review mechanisms throughout Australia continue to develop, the analysis of social,
situational and risk factor information is likely to become available to further inform prevention efforts.

The Commission greatly appreciates the efforts of the New South Wales Child Death Review Team,
the South Australian Child Death and Serious Injury Review Committee, the Victorian Consultative
Council on Obstetric and Paediatric Mortality and Morbidity, the Tasmanian Council of Obstetric and
Paediatric Mortality and Morbidity and the New Zealand Child and Youth Mortality Review Committee
in contributing to this report, and looks forward to continued collaboration in an effort to reduce child
mortality from preventable causes.
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