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DEPARTMENT FOR COMMUNITY DEVELOPMENT - REVIEW 
Statement 

HON ROBYN McSWEENEY (South West) [9.45 pm]:  It does not give me much pleasure tonight to speak on 
another damning report into the Department for Community Development called “Ensuring concerns about 
children and young people’s safety are heard”.  This report was asked for after the state coroner released his 
damning findings into the Wade Scale case.  He recommended that the Department for Community 
Development conduct a review of its practices with a view to ensuring that in future draft ministerials and 
correspondence provided in response to family concerns are reliable and accurate and provide a sound basis 
upon which extended families can make decisions of their own bearing on the safety of the children concerned. 
Today I have heard of three more cases.  The report found that eight children out of 40 were in an extremely high 
risk category.  The report states that eight of those children could have been taken into the care of the CEO, 
which is a modern terminology for making a child a state ward.  The report does not say whether the eight 
children were taken into care.  I read the report of the Child Death Review Committee.  Members must 
remember that 214 children who were known to the department have died over the past five years.  The 
characteristics of these children and their families are very similar.  We have potentially 40 more deaths.  I say 
that because 31 of those children have a history of one or more substantiated child maltreatment allegations 
involving them.  It is even more astounding that 15 of those children live with their mother; three with their 
father; six with their mother and natural father; five with the mother and partner who is not the natural father; 
two live with their grandparents; and four live in out-of-home placements.  Those 41 children would have been 
known to the department under Sheila McHale’s watch.  She was the minister for five years.  The current 
minister cannot take the blame and the director general cannot take all the blame.  Sheila McHale must take 
some of that blame.  Thirty-one children were left in the care of those people.  Twenty-six families had one 
concern raised with the minister; 10 had between two and six concerns raised with the minister; and one had 16 
concerns raised with the minister.  The extended family of one of those children raised concerns 16 times with 
that minister - I presume it was Minister McHale.  Therefore, one of the children in the very high risk category 
was in a very dangerous situation.  From what I can gather, nothing had been done for that child.  Thirteen 
families were involved with the Family Court; 26 of the mothers had alcohol or drug abuse issues; 21 of the 
mothers had mental health issues; 27 of the mothers had violence related issues; 21 of the mothers had both drug 
and violence issues; 24 of the fathers or partners had alcohol or drug abuse issues; four of the fathers or partners 
had mental health issues; 17 of the fathers or partners had violence issues; 15 of the fathers or partners had 
alcohol or drug abuse and violence issues; and 14 children had both a mother, a father or partner with alcohol or 
drug abuse issues.  They were left in their care. 
Recommendation 5 of the report is very basic.  It states - 

The Department develops a check list or guide of questions that ensure senior officers adopt a child 
focused approach when approving or endorsing case related Ministerials. 

Why the hell has the department not done that before?  Why has this department not adopted a child-focused 
approach?  It is November 2006.  One would have thought the child would be the main focus.  However, this 
report points out that the case officers often look at the parents and fail to put the focus back on the child. 
Some of the other recommendations are very basic.  In the past 17 months, seven or eight reports have been 
handed down on this department.  In May 2005 the Cant and Downie report, titled “A Way Forward”, was 
handed down.  That report set out what was wrong with the foster care system, and what could be done to 
improve it.  In 2005 the Auditor General’s report into child care was handed down.  That report found that there 
had been 1 880 breaches of the childcare regulations.  That was 12 months ago.  That report found that one child 
had run onto a road, and that another child had been left locked in a day care centre after hours.  It found also 
that it had taken 231 days to process one child abuse allegation, and that for other children it had taken over 111 
days.  It found that in 79 per cent of new centres, the staff assessment had not been checked within the past six 
months, and that in 31 per cent of new centres, there had been no checking within six months.  It found that in 
79 per cent of childcare centres, something was wrong with the checking process; that is, there was none.  In 
2005 I chaired a select committee that examined why 59 children had been sexually abused in foster care.  In 
2005 the Gwenn Murray report was handed down.  The Child Death Review Committee released reports in 
2003, 2005 and 2006.  The ombudsman also released a report that found that children in hostels were being 
restrained and so on.   
In recent days we have heard about the childcare centre that had restrained several children.  Charges were laid 
by the police late this afternoon against the two women who had restrained those children.  We had the coroner’s 
report on baby Wade Scale, which is what this report was founded on.  We had a six-week internal review, 
which found that 40 children were in a high risk category.  I believe that this morning in Albany, a three-year-old 
boy was found near death.  Unfortunately the child died before he could be airlifted to Perth.  I believe that death 
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was due to abuse.  That is extremely sad.  These deaths can be prevented.  Children are being left in these homes.  
Something needs to be done.  Today three other cases have come to my attention.  Other cases have come to my 
attention while I have been a member of Parliament.  These cases are very sad.  One little boy is being pulled 
between both sets of grandparents.  These are not easy decisions for the department to make.  However, we 
cannot leave children in these homes.  As I have said, 31 of these children have had prior child maltreatment 
allegations made against their carers or parents.  We cannot leave them in these situations.   
Today the director general of the Department for Community Development, Jane Brazier, resigned.  I believe 
that is a step forward for this department.  I hope that the director general who steps into her shoes will take a 
good handle on this department and that, along with minister Templeman, the department can make a difference 
to the lives of these children.  I will be watching very closely, because eight or nine damning reports in 17 
months are far too many.  Those damning reports have made recommendation after recommendation.  Probably 
hundreds of recommendations have been made in those reports.  No-one seems to be taking any notice of them.  
They are just recommendations on a piece of paper.  They are very basic recommendations that should have been 
put in place a long time ago.  That demonstrates how incompetent some of the staff at head office must be.  
There is no other word for it but incompetence.  That incompetence means that children are being left in 
situations that they should never be left in. 
 


