
Extract from Hansard 
[COUNCIL - Wednesday, 16 September 2009] 

 p7073b-7078a 
Hon Jon Ford; Hon Robyn McSweeney 

 [1] 

CHILD DEATH REVIEW COMMITTEE � IMPLEMENTATION OF RECOMMENDATIONS 
Motion 

Resumed from 10 September on the following motion moved by Hon Sue Ellery (Leader of the Opposition) � 

That this house notes the recommendations of the �Group Analysis of Aboriginal Child Death Review 
Cases in which Chronic Neglect is Present� report of the Child Death Review Committee and calls on 
the Minister for Child Protection to provide quarterly reports to the house on the implementation of 
those recommendations. 

HON JON FORD (Mining and Pastoral) [4.10 pm]: Last week when I started my speech on this motion, 
which I support, my arguments were based around the requirement for a fundamental need for a change in our 
community�s and our government�s attitude towards Indigenous people, particularly Indigenous youth and 
children. I went through a number of examples. I will continue along that line for a little while yet. The recent 
debate that surrounded the tragedy of the young child who was electrocuted in a house in Roebourne is another 
example of endemic discrimination. According to a newspaper report, a contractor signed off on fitting a residual 
current device to that house. RCDs are designed to protect people like the child who was tragically killed. We 
later heard that another inspection was carried out and it was reported that the device was fitted. As I said in my 
previous remarks, it was suggested that the Premier said that because of the condition of the house the family 
was living in, the parents somehow contributed to the death of that child. I am not sure of the context in which 
the Premier made those remarks. Many Western Australians would have read that article and seen the 
photograph of the house and said, �Yes, indeed, that family contributed to the death of the child. Look at that 
place. How could you possibly live in a house like that?� The fact is that that family has no choice. These people 
are discriminated against from the day they are born.  

People have walked into my electorate office and said, �Why are these young black kids getting special 
treatment? They are getting fed before they go to school. I pay my taxes; why aren�t my children being fed?� I 
ask them whether they want their children to get the same sort of special treatment. I ask whether they are trying 
to tell me that they would be better off being an Indigenous Australian. That changes their mind. They say, �No, 
I am not saying that; I am talking about equality.� If we want to talk about equality, I say to them that we should 
look at their status in life compared with the status of Indigenous Australians. There would not be any argument 
from any member in this chamber that in the broader context, in every aspect of their lives, Indigenous people in 
Australia are worse off than non-Indigenous people. They die earlier, they are overrepresented in our prisons, 
they are subject to disease and they are subject to chronic poverty and all the symptoms that go with chronic 
poverty, which is basically down to the bare bones of survival, which is survival of the fittest. We watch people 
fight over each other and we see that reflected in communities. We see people within those communities 
attacking each other physically and verbally. They get some attention every now and then or an article in the 
newspaper. There was an article in The West Australian yesterday headed �Despair as residents forced to cart 
water� as though it was some fantastic revelation. Anybody who has been in that neck of the woods will know 
that it should not be any sort of revelation because that is what it is like to live up there. With that exception, 
these communities are largely ignored.  

What do we do as a society? We throw money at it, just like a big resource company when it has a problem. 
There is a saying in the resources industry: �Just throw money at it and you�ll fix it.� We have found time and 
time again, no matter what party is in government and no matter what level of government, that throwing money 
at this problem does not resolve the issues. There has to be something fundamentally wrong. It is fundamentally 
our society�s response, our view, that somehow Indigenous people have got themselves into this situation or we 
do not bear any responsibility or it is their fault, which adds to a complete and utter entrenched discrimination in 
attitude and governments and the way that we treat these problems. One of the examples I can give of this is with 
the Shire of East Pilbara. It has a few houses on the outskirts of town in an area called Parnpajinya. It was built 
to deal with a bunch of people who are dispossessed out of their desert communities. It quickly fills up with 
rubbish. Occasionally volunteer groups in town, sometimes the police, sometimes emergency services people or 
sometimes the company, will clean the place up and pull the car wrecks out. When we put it to the shire that it 
has a responsibility to keep that area clean, it puts its hands up in the air and says, �It�s not our land. These 
people don�t pay rates. We don�t have a responsibility.�  

The other day, in reference to Jigalong and that same shire, I heard that they never answer their phone. If it was 
my office and I was complaining about the rubbish in front of my office, it would not matter if they could not 
ring me; they would go and clean it up because they would not want the embarrassment. It is not worth their 
while to clean up the mess out at Jigalong or the mess that is Parnpajinya because in the end there will not be that 
much fuss about it. That is another example of the discrimination that we have. This is the world that the great 
majority of young Indigenous people are brought up in. They are brought up in a world where people look the 
other way and where they are emotionally tortured at school by their peers, which forces them back into their 
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group. There is no question of integration because they are completely shamed. They are brought up in a world 
where they are deprived of proper food. That in itself causes learning difficulties. They are brought up in a world 
where they are not afforded proper protection. They are brought up in a world where they live in fear and have 
no reasonable future ahead of them. Why is that the case? It is the case because, as people, we are not willing to 
extend a hand as equals and live up to that great Australian adage that we help a mate up. We apply that to 
everyone else, but we do not apply it to Aboriginal people. In the recent great tragedy in Victoria where 
bushfires ravaged communities, one of the very small communities lost something like 170 residents. That sort 
of disaster is a living reality for Indigenous people in Western Australia, but we do not show them that same sort 
of outpouring of grief. Interestingly enough, we do when we do not have to do much. When the Prime Minister 
made the apology to the stolen generation, everyone patted themselves on the back and felt good about 
themselves. That was good because we could sit in our lounge rooms and not go out and help those people. How 
many people who thought an apology was a great idea would be willing to open up their homes and foster an 
Indigenous kid, or adopt and help sponsor an Indigenous family�get down and work with them? There are great 
organisations that talk about charity overseas and how a little money can help provide fresh water, food and 
capacity building, especially in South America, Africa and other places around the world, but we do not apply 
the same logic or the same outgiving of help here. A lot of my friends have pictures from World Vision of a little 
Chinese kid or an African kid with the name on the picture and a nice little letter. The only place I see pictures of 
Indigenous kids on their wall is in my house and in the homes of my Aboriginal colleagues and my Aboriginal 
friends. I used to say to people that I find it amazing when I go out into my electorate and talk to Aboriginal 
families and communities that they do not stick a piece of timber through me, because I am just another 
whitefella talking to them and not delivering change. We see small incremental change and we tie things 
together, but we do not address the main issue, which is endemic discrimination.  

Why am I arguing that this motion should be supported? Part of the motion calls on the Minister for Child 
Protection to provide quarterly reports to the house on the implementation of those recommendations. At the 
very least, it will keep raising in our minds the plight of Indigenous children and the issues they face on a 
minute-by-minute basis without respite. That is the most important thing about it. Whilst it is good to note the 
recommendations of the Child Death Review Committee report �Group Analysis of Aboriginal Child Death 
Review Cases in which Chronic Neglect is Present��I am trying to make the case that it is present just about 
everywhere�and to call on the Minister for Child Protection to provide quarterly reports to the house, if 
members read the report itself with a discerning eye, they will see discriminatory statements in it. The fact that 
we even have a report that does not actually deal with the issue of entrenched institutionalised discrimination 
shows what a problem it is.  
I would like the house to support this motion. I am in no way having a dig at the Minister for Child Protection. 
She has a huge job and I have a great deal of respect for anyone who does that job. It must be heartbreaking to 
wake up to the sorts of things she has to cope with on a day-by-day basis. But, members, this issue should be put 
in our face on a regular basis. It is too easy to forget the issues that these people face daily: the discrimination 
that is an incredible mountain to climb, and it will be until the community of Australia actually embraces these 
people as Western Australians�as Australians�and looks at these children as our children, because that is what 
they are. As a community, they are our children. Their mums and dads are our family. They are Australians. If 
we can get that attitude in our heads, we will go a long way towards taking a fundamentally different approach to 
how we deal with these issues. They probably reflect the greatest tragedy this country has faced.  

Even if we get away from the whole human side of what we stand by and witness day in, day out, we cannot 
ignore how the issue can affect our standing in the international community; it affects our arguments when we 
talk about human rights in places such as China. Why would China listen to us when we talk about human 
rights? China need only point the finger at Western Australia and the Northern Territory and say, �Look at what 
you have done to your people, how can you point the finger at us?� Our situation is becoming more and more 
apparent to them as they invest in this country and offer assistance to Indigenous people. We ask corporate 
citizens in this country to provide a certain percentage of employment and training to Indigenous people, yet we 
are not willing to deal with basic issues such as the discriminatory nature of the laws we have passed in this 
house regarding the licensing regime for children. There is no driving school in the township of Newman. There 
is not a hope in hell of an Indigenous kid in the Western Desert being able to get a driver�s licence under the 
current regime. I remember when we debated it. The same applies to the Spinifex mob and a lot of people who 
live in the remote areas. We passed the laws and said, �We�ll deal with it.� But we do not deal with it; we forget 
about it. I am as guilty as everyone else. Until we come up with a full solution, why would we be taken seriously 
by the international community? Why should Indigenous people engage with us genuinely when they see that 
sort of action? Does any member in this place think that the tragedy that happened to Mr Ward in that prison van 
would have happened had he not been an Aboriginal man? There is no way that that would have happened had 
he not been Aboriginal. He probably would not have even been arrested for drunk and disorderly behaviour and 
placed in a van to be carted all the way from his home town to Kalgoorlie. We can talk about the regulations we 
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put in place. I can tell members that it did not matter what we put in place, there would have been a Mr Ward 
and there will be Mr Wards until people change their attitude and respect these Australians as Australians. 
Therefore, I ask the house to support the motion of the Leader of the Opposition, Hon Sue Ellery, because it 
serves to bring to the attention of the house on a regular basis the plight that Aboriginal children and Aboriginal 
men and women are facing in this country on a day-to-day basis. 

HON ROBYN McSWEENEY (South West � Minister for Child Protection) [4.30 pm]: The research that 
was done by the Curtin University of Technology on Aboriginal child deaths that resulted in the �Group 
Analysis of Aboriginal Child Death Review Cases in which Chronic Neglect is Present� is certainly a very good 
independent and very sad in-depth analysis of Aboriginal child deaths from 2003 to 2007. Since this report was 
published in 2008, some 15 months ago, many changes have taken place in the department and with the Child 
Death Review Committee, and those changes have been for the better. 

As of 1 July 2009, the Child Death Review Committee was transferred to the office of the parliamentary 
commissioner, or Ombudsman. Previously, this committee was under the chairmanship of Dr Denzil McCotter 
and sat within the Department for Child Protection. The new acting chairperson is Miss Julie Roberts, who is the 
Acting Assistant Ombudsman, and there are six panel members: Professor Colleen Hayward, who is very well 
respected and is the head of Kurongkurl Katitjin at Edith Cowan University; Professor Steve Allsop, who is the 
director of the National Drug Research Institute at Curtin University of Technology; Professor Helen Milroy, 
who is from the Centre for Aboriginal Medical and Dental Health; Miss Jocelyn Jones, who is from the Institute 
for Child Health Research; and Miss Glenda Kickett, who is the executive manager of Djooraminda. There is 
one more panel member whose name escapes me at present. The panel will also have government observers on 
it. I understand that the panel will meet quarterly, and I believe that it will give quarterly reports. I am not 
100 per cent sure on that, but I know that it will meet quarterly. 

The recommendations in this report and the reform process that is taking place in the department as a result of 
the Ford report are near completion. The Ford report contains 70 recommendations. If they are not completed, 
they are just about completed, but they are certainly a work in progress. Those reforms are so intertwined with 
the eight recommendations that were put forward in this report that they are certainly being incorporated into 
policy and practice�things such as early intervention; risk assessment; case planning; collaborative 
arrangements with other agencies; practice guidelines; training and development; family support; and project 32, 
which is for newborns at risk in rural and remote regions. Some of the other changes that have occurred since 
this report was prepared include mandatory reporting, which is picking up neglect, even though it was set up 
only for reporting sexual abuse, and income management, which is the best program that we have to stop 
neglect. Under the income management program, the Department for Child Protection refers people who it 
thinks are neglecting their children to Centrelink. Centrelink does an assessment, and if the people meet 
Centrelink�s criteria, they are put on income management. All their bills are paid and they are given a smart card, 
which allows them to buy food and petrol. They cannot buy alcohol and they cannot misspend their money. It is 
a very effective tool. It started as a trial in Cannington, and it had been extended to the Kimberley by the end of 
February. It was then put into Joondalup, Midland, Rockingham and one other. The Cannington trial is still 
ongoing. I have written to Jenny Macklin to see whether income management can be put in place all over 
Western Australia. It is certainly different from what happens in the Northern Territory. It is not a patronising 
system. In the Northern Territory it is Aboriginal specific; in Western Australia it applies across the board to 
anyone who is neglecting his or her kids, or who is deemed to be not looking after himself or herself and has 
children. People such as that will be put on income management. 

I will detail the alcohol bans in the north west at a later stage. Since this report came out, the national protection 
framework has been given some status in the past few months. Signs of Safety, the whole-of-family approach 
that the department is now using, would have started in the department just as Hon Sue Ellery completed her 
time as a minister. 

The motion that we have in front of us will be amended to reflect the changes and the incorporation of this 
report�s recommendations into departmental policy and practice. Following on from what Hon Jon Ford said, we 
certainly understand what this report means. We are very well aware of the plight of Aboriginal children. I think 
everyone in this chamber is aware of the plight of Aboriginal children. 

I always believe that history is very important, not only for new members, but also to highlight how terribly the 
department functioned, with poor management under a Labor government that did not seem to care. For many 
years I have been following the annual reports of the Child Death Review Committee, and I have been absolutely 
horrified at what I have read. The reports all said the same year after year after year. Nothing changed. The then 
minister, Sheila McHale, with her director general, Jane Brazier, did very little to change the situation. They 
allowed it to continue without any improvements. It is important to note that Hon Sheila McHale was the 
minister responsible for the Department for Communities for five years, until it was very obvious that this was a 
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department in crisis because of blatant mismanagement by the Labor Party, with a culture of fear and 
intimidation that was instilled in people who worked for the department, particularly the child protection workers 
who were on the front line. As opposition shadow minister, I highlighted this time and again. I am sure that 
people in this place got sick of listening to me. However, I needed to highlight it because it was appalling. I did 
not only criticise; I put forward solutions to the problems. I gave constructive criticism and suggested effective 
changes. Even in the former minister Hon Sue Ellery�s time, I pointed out that there was no policy for neglect. 
There were eight lines on a piece of paper, and that was it. 

I believe that it is always beneficial to give some history, not only for the benefit of new members, but also to 
reinforce to the Labor government that it made many mistakes in this area because of a culture of not caring at 
that time. Having said that, I had been calling for the department to be split into two for at least two years prior 
to it being done, following something like 12 damning reports into many different sections of the then 
Department for Communities. A new minister was then put in place, and steps were taken to give child 
protection a stand-alone focus, which is what it needed. For those members in this place who are not aware, 
more than 400 children died from when the Child Death Review Committee was established until the end of 
2008 when the Child Death Review Committee report was produced. Those 400 children throughout the state 
had been known to the department in some way. As I said, that has been recorded. Not all those deaths were 
from negligence. They were from car accidents, drowning, co-sleeping, sudden infant death syndrome and 
homicides. Co-sleeping is something that worries me. A great majority of young Aboriginal mothers sleep with 
their babies. I also slept with my babies, but I did not have drug, alcohol or substance abuse problems, and there 
was no violence in my home. A lot of co-sleeping is coming through in these deaths. A complete overhaul was 
necessary, and Prudence Ford undertook the inquiry and produced the Ford report, which contained the 70 
recommendations that the department is now implementing. 

When Hon Sue Ellery speaks, she is very careful to say that she thinks that I care very deeply about what I do. 
However, that is always after she has been very critical of something that I have done, which is in my view not 
correct at all. Hon Sue Ellery knows that I do care deeply about the children I have in my care. For many years I 
have pointed out how little the Labor Party cared about these very special children. One of the nicest things I 
heard about Hon Sue Ellery came from a department worker who belonged to the union. She said to me that she 
knew that it was Hon Sue Ellery�s turn to be a minister, and that she hoped that she cared. She came back to me 
after Hon Sue Ellery�s term and said that a lot of staff initially thought that she did not care, but they were all 
really pleased that she was a very caring minister. It was not only perception; that was the truth. Let us not have 
any more notions about me caring or not caring. There is no doubt in the minds of any members in this chamber 
that we both care, and there is no doubt in the minds of the department�s staff that I am very passionate about 
what I do. The people who work in the department know that, as a former child protection worker, I understand 
completely the environment they work in and the pressures that they face. This morning I was at the Joondalup 
office. I always say to the staff that the old culture of fear and intimidation has gone; this is a new government 
and a new era. If they need to tell me anything, I am available. I have made many changes since becoming 
minister, and next week it will be one year since I became the Minister for Child Protection. There is a 
difference�I wanted this ministry; I was not just given it. 

It is a very challenging portfolio, and one of the more challenging areas is the report I have in front of me about 
21 little Aboriginal babies who have died from being severely neglected. The Department for Child Protection�s 
policy on neglect states that neglect occurs when a child is not provided with adequate food or shelter; effective 
medical, therapeutic or remedial treatment or care; nurturance; or supervision to a severe or persistent extent. 
There is a difference between neglect and absolute chronic neglect such as that shown in this report. For a child 
to be considered in need of protection, the level of harm must be detrimental in effect and significant in nature to 
the child�s wellbeing. It can be due to the refusal or inability of the child�s parents or carers to respond 
appropriately, resulting in significant immediate or potential risk of harm. In practice, the department�s primary 
aim is to determine what supports are needed to sustain the child�s safety within the family and kinship group, 
with or without the need for intervention action. However, when it reaches the stage of chronic neglect, 
intervention action is required. I say again that intervention is by far the best course of action. This is guided by 
principles in the Children and Community Services Act 2004, one of which is that the preferred way of 
safeguarding and promoting a child�s wellbeing is to support the child�s parents, family and community in the 
care of that child; in other words, to take a holistic look. 

The summary of the report on the 21 children who died states that the majority of those children were aged less 
than one year, pointing to a higher vulnerability in this age group. There were slightly fewer female children�
45 per cent�than male children in this group. At the time of death, half the children were living with both 
biological parents, almost a third with their mothers and the remainder with either one biological parent and a 
step-parent or with extended family members. Almost two-thirds of the group�63 per cent�had more than 
three siblings, and three of the children had siblings who had died. Half of the children were from remote 
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communities, more than a third�36 per cent�from rural regions, and the remainder from metropolitan regions. 
Other characteristics of the children included disability in three cases, premature birth in three cases and chronic 
illness and complex health needs in another two cases, with previous hospital admissions recorded for five 
children. When I say that each year the same facts and the same statistics keep coming up time and again, the 
problem probably existed even before the time of the previous government, but it was certainly a terrible period 
during the time of the Labor Party. The cause of death was not available for all cases, but the circumstances 
surrounding the children�s deaths included co-sleeping, 45 per cent�which I have already spoken about�
drowning, 14 per cent; car accidents, 14 per cent; homicide, nine per cent; and other causes, 18 per cent. All the 
families had long histories with the department, with the average length of contract being 10 and a half years. 
Parents of the deceased had their own histories of child abuse and neglect in four of the families and 17 had 
histories of out-of-home care, including the placement of the parents themselves as children. In 12 of the cases, 
the deceased had one or more siblings who had been previously placed in out-of-home or relative care, and all 21 
families had previous notifications of child abuse and neglect, of which 11 were substantiated child maltreatment 
allegations, seven were recorded as child concern reports and three were logged contacts resulting in an open 
period of contact with the department. Of the 22 children who died, 16 had previous notifications recorded on 
file. Health professionals and police officers made the majority of those notifications, and family members made 
other notifications, with the remainder being made by medical social workers, youth services and child 
protection officers. At the time of the children�s deaths five cases were closed before the deaths, nine cases were 
still open and it was not possible to determine the status of the other seven. Each of the children who died was 
living in families in which there were a number of interrelated risks factors. There is only one case in which 
either alcohol or other drug dependence or family violence was not a significant factor in family circumstances 
leading to the chronic neglect. Other factors include homelessness, mental health problems and financial 
hardship. Supported extended family were evidenced in 12 cases. However, intrafamilial conflict was also 
recorded in seven cases, and intracommunity conflict in two further cases. When I started speaking, I said that 
this was a very good report, but a sad one, and that summary sums that up. 

Of the 14 cases reviewed by the last Child Death Review Committee, it was found that family violence was 
noted in eight of those cases, financial difficulty in eight cases, homelessness and transience in five cases, 
medical problems for parents in six cases, mental health problems for parents in three cases, alcohol use by at 
least one parent in seven cases, prescription drug use by at least one parent in two cases, and combined alcohol 
or other drug use by at least one parent in nine cases. In six cases where there was history of family violence, 
there was also a history of alcohol use by at least one parent. In six cases where there was a history of family 
violence there was also a history of illegal drug use by at least one parent. In five cases, family violence, alcohol 
and illegal drug use coexisted. A lot of the children affected are Aboriginal children.  

Of the 68 cases that the Child Death Review Committee reviewed, the percentage of cases involving parents 
with a history of violent behaviour was 82 per cent; parental hazardous alcohol or other drug use or histories of 
misuse was 75 per cent; significant financial assistance provided over the length of the department�s involvement 
was 62 per cent; and parental and mental health issues was 46 per cent.  

Before income management was available, a parent or parents used to go into the Department for Child 
Protection to get financial assistance. The social workers would not see the children. The parents would leave 
their children outside in the car. Parents would come in for financial assistance, get a food voucher and leave, 
with the children unsighted. When income management came in, I said that if a person presented to the 
department more than twice in a short time, I wanted that person looked at by a social worker to see if that 
person fit the criteria to be placed on income management. Obviously if a person is repeatedly coming back to 
the department for funding and using it as a revolving door, there is a problem.  

I will go back to what the child death review criteria was � 
a. The deceased child, young person or other children in the deceased child�s family have been 

the subject of a child maltreatment allegation or a child concern report recorded by the 
Department within the past 24 months. These are now known as a concern for a child�s 
wellbeing.  

They were sent to be reviewed � 
b. The deceased child�s family has had a number of contacts with the Department within the past 

24 months and an emerging pattern is indicated. 
c. The deceased child was in the care of the Department or a request for Departmental 

involvement in an out of home care placement for the child or young person had been made 
within the past 24 months. 

The committee examined the summary reports of all deaths that were known to the department.  
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On 10 June, Denzil McCotter wrote a letter to me. The letter is worth noting because it paints the department in a 
positive light rather than a negative one. Most of the reports from 2003 to this last one were certainly negative; 
although I did see, in the 2008 report, that things are starting to turn around. The letter states � 

Dear Minister 

As you are aware, after a long delay the handover of the Child Death Review responsibilities from the 
Child Death Review Committee � to the Ombudsman is imminent. On behalf of the CDRC I would 
like to comment on the significant improvement in the responsivity of the Department to the CDRC�s 
activities.  

The main reasons for the CDRC recommending that its function be given to the Ombudsman were 
feelings of irrelevance and impotence. 

I will stop reading the letter there for a time. When the Child Death Review Committee was set up, it was set up 
without it being given much money and without it being given a proper home within the department. That caused 
many problems. It was under pressure to get the work done. The work was not being done because of other 
outside factors that were impinging on its work. Contract officers were brought in to get some of the reviews 
done. The letter continues � 

Previously our recommendations were met with reference to existing policies, and little in the way of 
action. This was reflected in the failure, over years, of the Department to provide the 6 monthly 
progress reports as required.  

Since Terry Murphy has been the Director General and proceeded with the reform agenda, the CDRC 
has been impressed with the comprehensiveness of the Department�s responses to both our queries on 
cases and our draft provisional reports. In addition, the CDRC has been impressed with the cross 
referencing of our recommendations to the various reform projects.  

It is too soon to be able to assess the impact of the reform agenda on child death the bulk of which is 
due to neglect, and therefore preventable, but it, in combination with the extra child protection 
resources provided for 2009-10 bodes well for the future. 

I will say here that Hon Sue Ellery fought as hard as I did to get extra resources from her government, as I did 
from mine � 

On behalf of the CDRC I would like to thank you and the Director General for the marked improvement 
in the working relationship between the CDRC and the Department and implicit in that the 
acknowledgement of the importance of what can be learned from child death reviews.  

The letter is signed by Denzil McCotter. We can certainly learn from what is in that report. We must learn and 
we must go forward. I do not believe that it can continue as it is.  

As with Hon Jon Ford, it saddens me to think that we have a community that is in such poverty. However, I will 
say that some of the responsibility must lie with the Aboriginal people. When I was a child welfare officer and 
somebody came to me for help, I used to meet them halfway. I think there needs to be some responsibility from 
the Aboriginal community. I am pleased to see that it is coming from the women of the Aboriginal communities. 
They are the ones who are strong. They are speaking out now about it. They are not putting up with what they 
have put up with in the past. As I said, from 30 June a specialist child death review and investigation branch was 
established in the Ombudsman�s office, replacing the Department for Child Protection�s Child Death Review 
Committee that was established in 2003. I neglected to say that it was established following the Gordon inquiry. 
The shift of function was recommended in the Ford report�that is where that came from. The Ombudsman has 
the power to examine the role of all agencies that may have had some contact with a child who has subsequently 
died. Those powers were not previously available to the department�s Child Death Review Committee. They 
were not available because all the Child Death Review Committee could do was look at the files. It was initially 
not allowed to interview the child protection workers; although that later changed. I believe that the committee 
was allowed to do some extra work that way. In the main, it just looked at files.  

The Ombudsman has the power to go into any agency to look very closely at child deaths. I am pleased about the 
powers that the Ombudsman has in that regard because it is not just the child protection agency; it is not just one 
agency. It is whole of government. Given the transference of this function, the Ombudsman�s office and the 
soon-to-be child death advisory panel will need to consider mechanisms for reporting to Parliament. That is for 
the Ombudsman�s office and not for the Department for Child Protection, although, as I said, the two are very 
much intertwined. The death of any child is really such a tragedy. We have to reflect on the lessons we can learn 
from those tragedies. It is absolutely crucial that we learn and that we put programs in place to try to effect 
change. There is no doubt that the Child Death Review Committee undertook an important function in this 
regard, and that the Ombudsman will continue to do a very good job in this new role. The report was 
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commissioned by the former Child Death Review Committee, and it provided absolutely crucial information 
about the context within which neglect occurs. 

Debate interrupted, pursuant to standing orders. 

[Continued on page 7087.] 
 


