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CHILD DEATH REVIEW COMMITTEE — ANNUAL REPORT 2006-07 
Statement 

HON ROBYN McSWEENEY (South West) [9.43 pm]: The “Child Death Review Committee Western 
Australia Annual Report 2006-2007”, which was tabled on 26 February, shows that the Department for Child 
Protection has not improved from when the last report was tabled. More than 250 children who were known to 
the department have died during this government’s term. Western Australia has a population of 1 959 000 
people, of which 508 867 are children between the ages of zero and 18 years. A total of 12 147 people died in 
2006-07, out of which 375 were deaths of children under 18 years of age. The number of deaths of children 
between the ages of zero and 18 years, excluding stillbirths, was 187. The number of reportable child death 
coroner notifications received by DCP was 87. The number of child death notifications in cases in which any 
form of contact had previously occurred within the department was 37; therefore, 37 out of those 87 children 
were previously known to the department. The number of child deaths warranting review by the Child Death 
Review Committee was 17; therefore, 20 per cent of those children who died had a history with this department. 
That number is still far too high. The report indicates that social disadvantage may be one of the key 
determinates in a family having contact with the department, and of course it is.  
In the same period, 2006-07, some 14 420 people had contact with the department for financial reasons. I have 
said many times in this house that my policy is that when a family presents to the department twice in a six-
month period or a lesser time for financial help, a social worker needs to step in and look at the children. I say 
“look at the children” because sometimes the parent is the person who presents for financial assistance and 
therefore a social worker does not see the child. If the child was to present to the social worker, it would be a 
preventive measure to stop neglect. It should be obvious that that should happen, but it is not.  
Only 17 cases were sent to the Child Death Review Committee for review in 2006-07 and 10 cases have been 
completed. It is a huge problem, because since that committee was established in 2002, only 54 children have 
been reviewed. What about the other 200 children? The flaw in this system is that all children who die and 
whose family has had contact with the department should be reviewed, but that is not the case. It is well known 
from research that one or two siblings in a family might come to the department’s attention, but it is the younger 
child in that family who dies. The older siblings are the children who are being looked at by the social workers, 
but it is the younger children who slip under the radar because they cannot talk. Many of the children who die 
are under the age of five.  
The most common reason for contact with the department in this period was financial, and I have already 
referred to that. Child concerns totalled 7 642; family problems, 2 330; family violence, 1 229; adoption issues, 
423; crises such as suicidal and psychiatric problems, 371; custody access issues, 357; home visiting service, 
310; and, once again, homelessness, 262.  
Only 10 cases were reviewed in 2006-07. Four of the children who died were younger than six months old, three 
were 12 months to three years old and three were aged 13 to 18 years. Of the 54 cases reviewed, 21 children 
were younger than six months old when they died; seven were aged from six to 12 months; 10 were aged from 
one to two years; five were aged from three to five years; three were aged from six to 12 years; and eight were 
aged from 13 to 18 years. Twenty-six of these children were Aboriginal and 28 were non-Aboriginal.  
Of these 54 children, 50 per cent were from single-parent families that were headed by women; 35 per cent, or 
19, of the children had both biological parents; and eight were from blended families. Nineteen of these children 
had been the subject of prior maltreatment allegations at the time of their death. I am talking about not the old 
Department for Community Development, but the new Department for Child Protection. The figures disturb me 
greatly.  
On reading this report it seems that not much has improved, even though I know that a lot of money has gone 
into the department. There were 16 child concern reports; therefore, there were concerns about 16 of the dead 
children. Twenty-nine of the siblings of the dead children had been the subject of child maltreatment allegations. 
They are lucky because they are still alive. In 27 of the cases the deceased child had a child concern report issued 
on them. From this table it is clear that the allegations and reports of concern are more likely to have been 
recorded for a deceased child’s older sibling than the deceased child. Is the department still overlooking siblings 
and family histories? It seems that it is.  
As at 30 June, two of the deceased children were in the care of the chief executive officer and placed in foster 
care. In other words, they were state wards. The committee has reviewed three cases in which children were state 
wards. Of the 10 cases last reviewed, some four children and their families were subject to open cases. They 
should have been monitored more carefully. Out of the 54 cases referred to in this report, 24 were the subject of 
open cases. What is happening at the department after all the overhaul that has taken place? Children are still 
dying when the department still has open cases. Of these 10 cases, three children who were less than three 
months old died due to co-sleeping. I have said many times in this place that the sudden infant death syndrome 
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figures are skewed because of co-sleeping. Where is the education that teaches Aboriginal mothers and all 
mothers about the dangers of sleeping with babies when alcohol and substance abuse are involved? This 
government is negligent on that.  

Of the 54 deaths, some 89 per cent had violence in the family, 78 per cent had alcohol or drug use in the family, 
74 per cent had significant finance provided to them, 52 per cent had mental health issues and some 69 per cent 
had homelessness involved. Children under five years of age are dying from homelessness. I have twice 
mentioned homelessness to this Child Death Review Committee. This is all part of why I want a select 
committee on homelessness. Too many babies are dying and too many people are still suffering in this 
prosperous state.  
I will end tonight on key issues of concern. Of all the cases reviewed, 94 per cent had gaps in application of case 
practice field work guidelines, 92 per cent had a lack of quality case planning and decision making, 91 per cent 
had a lack of current safety risk assessment, 91 per cent had inadequate assessment and critical analysis of case 
events and the family’s circumstance, 87 per cent had inadequate documentation, 83 per cent had gaps in 
knowledge of the case, and 78 per cent had an absence of developed child safety plans. These deficiencies were 
seen in all 10 cases up to 2007. The Child Death Review Committee is concerned about chronic neglect and so 
am I. Premature case closure was also seen in five of those 10 cases that have just been reviewed. Cases are still 
being held by team leaders and not being looked at for some time.  

The Child Death Review Committee annual report should have shown some sort of improvement but it did not. 
The report saddens me greatly; more than that, when looking at over 250 children, could those deaths have been 
prevented? From what I am reading, many of them should have been. It had been said that the Department for 
Community Development would improve when split into the Department for Child Protection and the 
Department for Communities. Some things have improved, but when one reads the report, of the 10 cases that 
have just been reviewed, 91 per cent having inadequate case management is absolutely shocking. It is said that 
when the responsibility of the Child Death Review Committee moves to the responsibility of the Ombudsman, 
things will improve. I hope they will, but will they? The Child Death Review Committee annual report 2006-07 
is a shocking indictment of what is going on out there.  
 


