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CHILD DEATH REVIEW COMMITTEE — IMPLEMENTATION OF RECOMMENDATIONS 

Motion 
Resumed from an earlier stage of the sitting. 

The PRESIDENT: I advise members that there are 10 minutes remaining for this debate before we move to 
orders of the day. 

HON ROBYN McSWEENEY (South West — Minister for Child Protection) [5.37 pm]: Obviously, 
10 minutes is a long time for Hon Ljiljanna Ravlich. 

A government member: It certainly is when she is talking. It is 10 minutes of our life that we can never get back. 

Hon ROBYN McSWEENEY: Exactly. 

Before question time I was talking about the practice framework that has been integrated across most areas of the 
Department for Child Protection, including learning and development workshops. I have been to the 
department’s learning centre. It is a new building and I am very impressed with the setup.  

A comprehensive review of the field work guidelines has resulted in a new casework practice manual, which has 
been made publicly available on the internet. This file was huge and I do not believe that child protection 
workers would have been able to plough through it. It has been modified somewhat, and that version is available 
on the internet as well as in hard copy. An internal version gives departmental field workers immediate access to 
link documents, including legislation, policies, frameworks and practice notes. The other states have examples of 
real cases of good case practice on their relevant websites, and to a certain extent we have adopted that practice. 
It provides for the new child protection workers to see what are the outcomes of good case practice.  

The department has developed and implemented a policy on neglect. As I said, in 2007 the policy consisted of 
eight lines on a page. I found a really good policy in New South Wales. The Department of Community Services 
in that state often comes in for bad publicity, but it certainly has a good policy on neglect. Sometimes I wonder 
whether these policies are actually read, especially when I hear of child neglect. However, this policy document 
became effective on 1 May 2008.  

It recognises the prevalence, cumulative effects and seriousness of neglect. Last week I spoke about what serious 
neglect does. Obviously, in the report that we are talking about now, it is absolute chronic neglect that leads to 
death. 

The casework practice manual addresses practice considerations for staff, including the need for holistic and 
comprehensive safety assessments based on the Signs of Safety approach. Assessing the vulnerability of infants 
and toddlers is part of the approach, as in the assessment of substance misuse and family violence. The 
department seeks evidence of sustained care of a neglected child over time before the case is closed. Certainly, 
from 2003 to 2007, cases were closed prematurely. I would say that perhaps now a few have been closed 
prematurely, but since being the minister I have come down very hard on early case closure. I do not think it is 
necessary. Cases should remain open if there is any doubt. The assessments are formally documented and 
recorded in a departmental records management system. 

I now refer to interagency early intervention. The at-risk new babies program is a very good one. It is an 
initiative that has been implemented focusing on the pre and post-birth stages of vulnerable at-risk babies. 
Interagency meetings held with expecting adults aim to develop clear, safe plans for the care of babies post-
discharge. I think about 30 babies—I will have to check that number—have gone through the program. The 
referrals relate to mothers who have had other children removed from their care, when there has often been a 
history of previous neglectful parenting. The goal is to break the intergenerational cycle of abuse and neglect. 

Referrals of older infants and toddlers as a result of neglect are responded to by departmental district officers 
within the Signs of Safety framework. If a mother has been in contact with the department, and we know that her 
children are in care and she is pregnant again, this interagency early intervention takes place with King Edward 
Memorial Hospital. 

The department released a consultation paper in February 2009 to inform the development of a strategic 
framework and state plan for services to support individuals and families at risk or in crisis. Workshops 
supplemented the information received in submissions, and a set of principles and priority areas were established 
from the feedback. Statewide mapping of secondary services is near completion. A secondary services forum 
was held on 24 July 2009 with key partners in government and community sectors to examine integration of 
secondary services. The community sector round table is providing continuous oversight, giving particular 
attention to improving the culturally appropriate engagement of Aboriginal families and communities. 
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The department’s Aboriginal reference group has had particular input into the development of the draft state 
strategic framework plan. Consultation will also occur with community leaders and elders, and the plan will be 
supported by a framework of negotiated agreements and partnerships with other government agencies and the 
community services sector. These recommendations are all ongoing. They stem from what the department is 
doing to stop neglect of Aboriginal babies. Across-government service delivery partnerships are being further 
developed with the Drug and Alcohol Office, the WA Mental Health division and the Department of Housing. 
Of course, it is all integrated. It cannot be separate. It must be an integrated service delivery. There must be 
housing, there must be health services and there must be schooling. There must be a coordination of those early 
integrated services. 

Implementation of a Safer Communities Safer Children model in rural and remote regions is continuing, 
involving agencies working together with communities to accomplish the shifts required to ensure the safety and 
security of those children. Regional interagency groups ensure coordinated responses to problems experienced 
and the development of strong interagency working relationships. I notice when I go to smaller communities that 
the interagency relationships work only if there are good directors—if there is a good director of health, if there 
is a good school principal, if there is a good team leader at the department and if there is a good team leader in 
housing. If all the services, including juvenile justice, meet at least once a fortnight and have discussions on what 
is happening in a community, it works really well. 

Debate adjourned, pursuant to standing orders. 
 


