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Infant factors

Gender

Of the 32 cases of unexplained SUDI, 22 were male (13 
SIDS, 3 undetermined, 6 pending) and 10 were female 
(3 SIDS, 2 undetermined, 5 pending).

Males accounted for a significantly higher proportion 
of unexplained SUDI (68.8%) and died at a higher 
rate than female infants (77.9 deaths per 100,000 
male infants, compared with 37.6 deaths per 100,000 
female infants).

The male sex has consistently been associated with a 
statistically increased risk of SIDS.

Pre-term birth and low birthweight

Infant birth data were not available or incomplete for 
16 of the 32 cases of unexplained SUDI. Therefore the 
figures presented here are likely to under-represent 
pre-term and low birthweight infants.

Three of the 32 infants classified as unexplained SUDI 
were pre-term (less than 37 weeks gestation) (9.4%) 
and 3 were of low birthweight (weight of less than 
2500 grams). (Two of the 3 low birthweight infants 
were also born pre-term.)

Pre-term birth and low birthweight are critical risk 
factors for infant mortality. Pre-term birth is the most 
frequent cause of perinatal morbidity and mortality, 
accounting for a large percentage of perinatal deaths 
in normal foetuses.

Parental factors

Young maternal age

Figure 9.3 shows the age range of mothers whose 
infants were classified as unexplained SUDI.

 

Figure 9.3: Unexplained SUDI by maternal age category

Data source: Queensland Child Death Register (2006–07)

Five of the 32 infants whose deaths were classified as 
unexplained SUDI were born to mothers less than 20 
years of age (15.6%), 2 of whom were aged between 
15 and 17 years. In an additional 12 cases, although 
the mother was over the age of 20 at the time of the 
infant’s birth, the infant had a sibling or siblings born 
before the mother’s 20th birthday.

Compared with infants born to older mothers, infants 
born to teenage mothers are at an increased risk of 
prematurity, low birthweight and death in the first 
year of life, with the highest risk occurring in the case 
of young (15–17 years) and very young (‹15 years) 
adolescent mothers. These poor outcomes may 
be a result of biological immaturity or of the social 
circumstances generally associated with adolescent 
pregnancy (such as being poor, unpartnered and with 
minimal education).

Smoking

There was evidence of habitual smoking (as stated in 
the Form 1) in the homes of 17 of the 32 infants whose 
deaths were classified as unexplained SUDI (53.1%). 
In 6 cases, household smoking was unknown.
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A strong, independent association between maternal 
smoking during pregnancy and SIDS has been 
established. Although it is not clear how SIDS occurs, 
the predominant effect of maternal smoking is 
generally attributed to in-utero exposure of the foetus 
– smoking may be responsible for reduction in the size 
of the infant’s body and the placenta. Impaired arousal 
is also found in infants exposed to tobacco smoke.

Exposure to cigarette smoke after birth further 
increases the risk of SIDS. Although there are 
methodological difficulties in identifying independent 
effects of postnatal exposure to tobacco smoke, 
studies suggest that infants who are exposed to 
environmental cigarette smoke are almost one and a 
half times more likely to die of SIDS than other infants. 
This risk is increased for infants sharing a bed with a 
mother who smokes.

Parental drug and/or alcohol use

There was evidence of drug and/or alcohol use in the 
homes of 13 of the 32 infants (as identified in the Form 
1) whose deaths were classified as unexplained SUDI 
(40.6%). In 3 cases, household drug and alcohol use 
was unknown.

Research has consistently identified increased risks of 
infant death with parental substance abuse.

Prenatal care

Inadequate prenatal care has been identified 
as a ‘high-risk’ factor strongly associated with 
adverse outcomes, particularly low birthweight and 
prematurity.

The information currently contained in the 
Commission’s data sources does not identify the 
amount of prenatal care, if any, received by mothers 
during the course of their pregnancy.

Environmental factors

Sleeping practices

There is considerable evidence that some infant 
sleeping practices significantly increase the risk of 
SIDS, and that some sleep environments are unsafe 
and may cause fatal sleeping accidents.

Sleep surface

In 10 of the 32 cases of unexplained SUDI the infants 
were sleeping in cots, cradles or bassinettes (31.3%), 
including 2 infants sleeping in porta-cots. Seventeen 
died on adult beds, including 1 infant who was 
sleeping on a waterbed (53.1%).130 Two infants died 
while sleeping in baby cocoons/snuggle beds.131 One 
infant died while sleeping in a car seat and 1 died 
while sleeping in a pram. In 1 case the infant sleep 
surface was unknown. Sixteen of the 17 infants who 
died while sleeping on an adult bed were sharing the 
surface at the time of death (94.1%).

Infant sleep position

Table 9.3 shows the position of infants whose deaths 
were classified as unexplained SUDI when placed for 
sleep and when found.

Table 9.3: Unexplained SUDI by sleep position

Sleep 
position

SIDS Undetermined Cause 
of death 
pending

Total 
n

Position when placed to sleep

Back 9 3 7 19

Side 3 0 1 4

Stomach 1 1 1 3

Unknown 3 1 2 6

Total 16 5 11 32

Position when found

Back 6 3 5 14

Side 4 0 1 5

Stomach/
face down

4 1 4 9

Unknown 2 1 1 4

Total 16 5 11 32

Data source: Queensland Child Death Register (2006–07)

Of the 32 cases of unexplained SUDI, 19 infants were 
placed for sleep on their backs (59.4%), including 1 
infant placed to sleep propped up against two pillows. 
Seven infants were placed to sleep on their sides or 
stomachs (21.9%) (4 on their sides and 3 on their 
stomachs). Information on sleep position was not 
available in 6 cases.

130	 Deaths that occur on beds that are folded out from a couch (sofa beds) or on a mattress on the floor are categorised as occurring on adult beds.

131 	 This infant bedding includes soft padded raised sides and flat soft bottom.
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Fourteen of the infants were found on their backs 
(43.8%). Five of the infants were found on their sides, 
and 9 were found on their stomachs (43.8% found on 
side or stomach), including 3 infants found with their 
faces directly into a pillow or other soft surface. The 
position of the infant when found was not available in 
4 cases.

It is now widely accepted that there is a causal 
association between stomach-down (prone) sleeping 
position and SIDS. Prevention campaigns such as the 
‘Reducing the Risks’ campaign in Australia have seen 
a large decrease in the proportion of infants slept on 
their stomachs. Evidence has also emerged about 
the risk of side sleeping due to the instability of the 
position – infants are more likely to roll onto their 
stomach from a side sleep position than if sleeping on 
their back.

Shared sleeping

Seventeen of the 32 infants whose deaths were 
classified as unexplained SUDI were sharing a sleep 
surface with one or more people at the time of death 
(10 SIDS, 3 undetermined, 4 pending) (53.1%). One 
infant was sleeping with the mother only, 1 with the 
father only and 7 with both parents. Five infants were 
sleeping with one or both parents and a sibling or 
siblings, 2 were sleeping with a sibling or siblings only, 
and in 1 case the child was sleeping with a parent and 
the family dog.

Evidence of habitual smoking was found in 10 of the 
17 homes in which shared sleeping was reported 
(58.8%). Drug or alcohol use was also noted in 10 of 
the homes where shared sleeping was reported. Eight 
of the 17 households had evidence of smoking and 
drug/alcohol use (47.0%).

Eight of the 17 infants who were sharing a sleep 
surface were currently being breastfed (47.0%). 
Evidence of habitual smoking was found in 5 of these 
infants’ homes.

Queensland studies have found that around 45% 
of infants share a bed with a parent or siblings, 
with shared sleeping reported to be significantly 
more common among Indigenous families. Shared 
sleeping has been reported to have several benefits, 
including less crying, more maternal and infant sleep 
and increased milk supply (because of the increased 
frequency of night-time breastfeeding).

Although some studies indicate that infants who sleep 
near their parents have a reduced risk of SIDS because 
of increased arousals, controversy continues over 
whether shared sleeping increases the risk of SIDS. 
However, most studies have found that there is an 
increased risk of SIDS only when mothers who smoke 
share a bed with their infant, although such findings 
are insufficient to enable complete reassurance that 
bed sharing is safe for non-smokers.

Chaotic social circumstances and multiple risk 
factors

The Commission considers an infant to have been 
living in chaotic social circumstances if they or their 
siblings were known to the DChS and/or Form 1 
information indicates that the family had a history of 
criminal activities (including drug abuse issues) and/
or domestic violence and/or mental health issues.

In 15 of the 32 cases of unexplained SUDI, the infants 
were living in chaotic social circumstances (46.9%), 
with 12 of these infants meeting two or more of 
the above criteria. One-third of the infants living in 
chaotic social circumstances were also living in socio-
economically disadvantaged areas.

Twenty-six of the 32 cases of unexplained SUDI 
had at least two known risk factors for infant death 
(81.3%). In 21 cases, three or more risk factors were 
present (65.6%), 14 cases had four or more risk factors 
(43.8%) and in a further 5 cases between five and six 
risk factors were evident (15.6%).

A significant percentage of families in which sudden 
infant deaths occur have chaotic, itinerant lifestyles 
characterised by poor living circumstances, multiple 
partners, frequent changes of address, intravenous 
drug use and a history of domestic violence.

Consistent with contemporary research, the 
Commission has found that a significant number 
of deaths since 1 January 2004 appear to have 
occurred in chaotic, poor households, characterised 
by significant social problems, where multiple 
independent SIDS risk factors converge.

Aboriginal and Torres Strait Islander status

Eight of the 32 infants whose deaths were classified 
as unexplained SUDI were Aboriginal or Torres Strait 
Islander (25.0%).
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Indigenous infants were over-represented in cases of 
unexplained SUDI, dying at a rate nearly five times 
that of non-Indigenous infants (229.2 deaths per 
100,000 Indigenous infants, compared with 46.7 
deaths per 100,000 non-Indigenous infants).

As identified in the Child Death Annual Report for 
2004–05, SIDS risk factors are reportedly more 
prevalent in the Indigenous population than in 
the non-Indigenous population. Compared with 
non-Indigenous mothers, research indicates that 
Indigenous mothers:

•	 are at least two times more likely to smoke during 
pregnancy and after birth

•	 are 16 times more likely to consume high or risky 
levels of alcohol

•	 have a higher incidence of reported drug abuse

•	 are more likely to be under 20 years of age

•	 have more babies

•	 have lower levels of nutrition, leading to infant 
growth retardation in the early stages of gestation

•	 have poor antenatal care, and

•	 have low birthweight babies.

Gender

Of the 8 Indigenous cases of unexplained SUDI, 6 were 
male and 2 were female.

Pre-term birth and low birthweight

Infant birth data were only available for 1 of the 8 
Indigenous infants whose deaths were classified as 
unexplained SUDI. This infant was recorded as being 
both pre-term and low birthweight.

This figure is likely to under-represent pre-term and 
low birthweight infants.

Young maternal age

One of the 8 Indigenous cases of unexplained SUDI 
was born to a mother less than 20 years of age. In 6 
additional cases, although the mother was over the 
age of 20 at the time of the infant’s birth, the infant 
had a sibling or siblings born before the mother’s 20th 
birthday.

Smoking

There was evidence of habitual smoking in the homes 
of 4 of the Aboriginal infants who died from SIDS 
and undetermined causes and where cause of death 
was pending. In 3 cases, household smoking was 
unknown.

Parental drug and/or alcohol use

There was evidence of drug and/or alcohol use in the 
homes of 4 of the Indigenous infants whose deaths 
were classified as unexplained SUDI. In 2 cases, 
household drug and alcohol use was unknown.

Sleep surface

In 7 of the 8 Indigenous cases of unexplained 
SUDI, the infants were sleeping on adult beds. One 
Indigenous infant was sleeping in a pram.

Infant sleep position

Of the 8 Indigenous cases of unexplained SUDI, 3 
infants were placed for sleep on their backs. Two 
Indigenous infants were placed to sleep on their 
sides or stomachs. The sleep position of 3 Indigenous 
infants was unknown.

Shared sleeping

Seven of the 8 Indigenous infants whose deaths were 
classified as unexplained SUDI were sharing a sleep 
surface with one or more people. Two infants were 
sleeping with the mother and one or more siblings, 
2 with both parents, 2 with both parents and two or 
more siblings, and 1 with an older sibling.

Evidence of habitual smoking was found in 3 of the 
Indigenous homes in which shared sleeping was 
reported. Household smoking was unknown in 3 
cases.

Drug or alcohol use was noted in 4 homes in which 
an Indigenous infant was sharing a sleep surface. 
Household drug or alcohol use was unknown in 2 
cases.

Two of the 7 Indigenous infants who were sharing 
a sleep surface were currently being breastfed. 
Breastfeeding was unknown in 3 cases.
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Chaotic social circumstances and multiple risk 
factors

Seven of the 8 Indigenous infants whose deaths were 
classified as unexplained SUDI were living in chaotic 
social circumstances.

All of the 8 Indigenous infants had two or more known 
SUDI risk factors. Seven had three or more risk factors 
and 2 were identified as having between five and six 
risk factors for SUDI.

Explained sudden unexpected deaths in infancy

Unless otherwise stated, this analysis uses the data 
from the 13 explained SUDIs (2 sleep accidents and 11 
deaths from an illness or condition the significance of 
which was unrecognised before death).

Sleep accidents

Two infant deaths were caused by accidental asphyxia. 
One of the infants was sharing a sleep surface at the 
time of death. In the other case the infant was asleep 
in its mother’s arms.

Unrecognised infant illness

Eleven of the 45 cases of SUDI were found at autopsy 
to be caused by an illness or disease the significance 
of which was not recognised before the infant’s 
death (24.4%). Table 9.4 shows the breakdown of 
unrecognised infant illness by cause of death.

Table 9.4: Unrecognised infant illness by cause of death

Cause of death Total 
n

Cardiac arrest 2

Acute myocarditis 1

Acute upper respiratory infections of 
multiple and unspecified sites

1

Bacterial sepsis of newborn 1

Chronic laryngitis and laryngotracheitis 1

Cytomegaloviral disease 1

Other disorders of carbohydrate 
metabolism

1

Other respiratory disorders 1

Peritonitis 1

Pneumonia, organism unspecified 1

Total 11

Data source: Queensland Child Death Register (2006–07)

In 9 of the 11 cases, parents reported that the infant 
had been unwell within the fortnight before death 
(81.8%). Symptoms reported included cough, cold, 
fever, wheezing, vomiting and fitting. In 7 of the 11 
cases the infant had been seen by a doctor in the 
fortnight before death and in 4 of these cases the 
infant had been assessed by a health professional 
within the 48 hours preceding death. In no case was 
the infant considered to be unwell or seriously unwell 
at the time of assessment.

Two of the infants who died from an illness or 
condition that was not recognised before death were 
Indigenous.

It appears that both parents and health professionals 
underestimated the severity of illness in the infants 
who died, a finding that has been demonstrated in 
other research. The Commission is concerned about 
cases in which an illness or a condition, or the severity 
of that illness or condition, appears not to have been 
recognised before death, and has identified this as a 
focus area for further research.

Previous recommendations in relation  
to SUDI

In 2004–05, the Commission recommended the 
development and implementation of a state-wide 
policy by Queensland Health to inform all new and 
expectant parents about safe sleeping practices, with 
a particular focus for those families identified as being 
at high risk. The progression of this recommendation 
is discussed in Chapter 10, Monitoring the 
Commission’s previous recommendations.

Future directions

In its inaugural report, Deaths of children and young 
people, Queensland, 2004–05, the Commission 
expressed concern about the rate of SUDI in the child 
protection population and asserted that SIDS risk 
factors should be addressed by Child Safety Officers 
when an infant is at home or is placed in care, and 
before any reunification.
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This is supported by the findings of a group analysis 
commissioned by the Victorian Child Death Review 
Committee (VCDRC) to explore the risk factors present 
in a group of SIDS deaths among the child protection 
population and to propose better ways of promoting 
safe sleeping practices with high-risk families.

The report Tackling SIDS: A community responsibility 
confirms that factors such as transience, family 
violence, parental mental illness and substance abuse 
can pose serious barriers to routine hospital-based 
discussion with parents about the risk of SIDS and 
other SUDI, and argues that a more targeted, proactive 
approach is required. The report also emphasises 
that SUDI risk reduction is a whole-of-community 
responsibility.

Research has demonstrated that, for health promotion 
to be effective in eliciting behavioural change, 
frequent and consistent exposure to the messages 
from a variety of sources is required.

Recently, the assessment of the safety of infant 
sleeping environments has become an important 
innovation of Victorian Child Protection services 
working with high-risk families. 

In Victoria, Child Protection Practice instructions 
require child protection workers to:

•	 discuss SIDS risk factors and the ways to reduce 
these risks with all families caring for an infant 
where protective issues are also present

•	 (when SIDS risk factors are present in combination 
with protective issues) consider a range of 
responses, including referral to maternal and 
child health professionals, provision of written 
information, direct discussion with the family 
concerning SIDS risk factors, or provision of 
material goods to assist the reduction of SIDS risk 
factors

•	 discuss SIDS risk factors with the family before the 
reunification of an infant with its family, and

•	 consider including information about SIDS risk 
factors in reports to the Children’s Court.

In the Queensland Child Death Case Review Committee 
Annual Report 2004–05 a review concerning an infant 
aged 7 weeks who died from SIDS while in the care 
of his parents, identified that the child’s parents may 
not have received any education or information from 
hospital staff or other professionals in relation to SIDS 

reduction strategies. This infant had been removed 
from his parents’ care immediately upon his birth; 
however, was returned into their care a month later.

The internal review recommended that the DChS 
develop a policy/practice paper that requires staff to 
provide culturally and educationally appropriate SIDS 
risk reduction information to families with children 
under 2 years of age, before the child is reunited with 
their family.

The DChS did not endorse this internal 
recommendation on the basis that “the development 
of educational material in relation to SIDS is a 
Queensland Health responsibility and not the role of 
the Department”.

However, the CDCRC formed the view that the basis for 
making this internal recommendation was sound. The 
CDCRC was also of the opinion that the reason given 
by the DChS for not actioning the recommendation 
was insufficient. The CDCRC therefore made the 
following recommendation (to adopt and improve on 
the internal recommendation):

The CDCRC recommends that the Department 
develops a policy/practice paper that requires staff to 
ensure that families who have a child/children under 
two years of age, and may not be aware of SIDS risks, 
are connected with the QH Child Health Service to 
receive culturally and educationally appropriate SIDS 
risk reduction information (for example, through 
a visit by a Child Heath Nurse to the family home). 
Additionally, where the child/children have been 
removed from the family, staff ensure that SIDS 
information be communicated before reunification of 
the child/children with the family.

More recently, the department’s review of the death 
of a 5 month old infant with a history of protective 
concerns, who died in an unsafe sleeping environment 
while in the care of his mother, recommended that the 
DChS request Queensland Health’s permission to log 
a copy of the November 2005 Sudden Infant Death 
Syndrome – Fact Sheet onto the staff intranet site and/
or as a link in the proposed practice paper on ‘high-
risk infants’. This recommendation has been actioned 
by the DChS.

It is the view of the Commission that the promotion 
of SUDI risk reduction within high-risk families is 
not the sole responsibility of Queensland Health. 
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Rather, the Commission shares the view of the VCDRC 
that SUDI risk reduction is a ‘whole-of-community’ 
responsibility and, in particular, is the responsibility of 
the professionals who work or come into contact with 
these families. This includes the DChS, whose primary 
role is to protect children who are at risk of significant 
harm in their home environments.

Infants spend an average of over 14 hours in any 
24-hour period in their sleep environment. When 
considered in this context, the significant contribution 
of risk factors for SUDI, including dangerous sleeping 
arrangements, is clear.

In 2007–08 the Commission intends to progress 
discussions with the DChS to emphasise the important 
role that Child Safety Officers have to play in 
communicating SUDI risk reduction and safe sleeping 
messages to families with infants who are the subject 
of departmental involvement.

As a result of previous recommendations made by the 
Commission in relation to SUDI, Queensland Health 
has developed a comprehensive educational resource 
package on SIDS and SUDI for health professionals. 
This resource has been developed in several modes 
(hard copy for self-administration or interactive face 
to face in-service education, CD-ROM and interactive 
modular web design). The Commission commends this 
initiative.135 The Commission considers this training to 
be of equal relevance to Child Safety Officers who are 
engaging with ‘high-risk’ infants in families that are 
the subject of protective concerns.

 

135	 The educational package and its implementation are discussed in further detail in Chapter 10, Monitoring previous Child Death Review Team 
recommendations.
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Part VI: Monitoring recommendations 

Chapter 10

Updates the progress of recommendations made by the Commission in the 
Annual Report: Deaths of children and young people, Queensland in 2005–06 

and 2004–05.
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Chapter 10 
Monitoring the Commission’s previous recommendations

Under section 89ZE of the Commission for Children 
and Young People and Child Guardian Act 2000, the 
Commission must maintain a register of all child 
deaths in Queensland, analyse the information 
contained in the register and conduct research to 
identify trends and patterns to help reduce the 
likelihood of child deaths. The Commission can make 
recommendations arising from the keeping of the 
register and conduct research in relation to laws, 
policies and practices.

Section 89ZF of the Commission for Children and 
Young People and Child Guardian Act requires that the 
Commission monitor and report on the extent to which 
previous recommendations have been implemented. 
The Commission is also required to include any 
statements that an entity asks to be included in the 
report.

In the Annual Report: Deaths of children and young 
people, Queensland, 2005–06 the Commission made 
six recommendations directed at three agencies, with 
a view to improving data and consistency between 
agencies and expanding the scope of certain functions 
of child protective services.

In 2006–07 the Commission contacted relevant 
agencies and government departments to undertake 
an analysis of progress made in relation to these 
recommendations. Relevant agencies were asked to 
provide a progress report, noting the extent to which 
each recommendation has been implemented, any 
plans for continuing implementation and/or reasons 
for non-implementation, and any alternative action 
that has been taken.

The Commission would like to acknowledge and thank 
the organisations that have committed their skills and 
resources to the ongoing implementation of both the 
2004–05 and the 2005–06 recommendations.

 

Summary of the 2005–06 
recommendations and responses by 
relevant lead agencies

Data collection: provision of updated death 
data

1.	 The Commission recommends that by 31 
December 2006 the Registry of Births, 
Deaths and Marriages complete a review 
of its current practice and identify options 
to provide updated cause of death data to 
the Commission resulting from its receipt of 
Autopsy Certificates under section 24A of the 
Coroners Act.

2.	 The Commission recommends that by 31 
December 2006 the Registry of Births, Deaths 
and Marriages complete a review of its current 
practice with a view to maximising the timely 
capture of deaths reported by the State 
Coroner. Further, the Commission recommends 
that the Registry develop an organisational 
policy/procedure on the adopted practice.

3.	 The Commission recommends that by 31 
December 2006 the Registry of Births, Deaths 
and Marriages review section 41(5)(b) of the 
Births, Deaths and Marriages Registration 
Act and provide advice to the Minister, Justice 
and Attorney-General, about amending the 
restrictions on entering the word ‘suicide’ or 
words to ‘that effect’ in the register so as to 
more accurately reflect coronial findings.
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Reasons

In the Child Death Annual Report for 2005–06, the 
Commission reported that the Registry of Births, 
Deaths and Marriages could enhance its mortality 
datasets for public health records and research. 
A number of agencies, including the Commission, 
the Australian Bureau of Statistics (ABS) and the 
Australian Institute of Health and Welfare (AIHW), rely 
on the datasets provided by the Registry to inform 
public policy research and funding allocations.

Unregistered child deaths

The Commission has identified an anomaly between 
the number of deaths reported by the Registry and 
the reportable deaths identified by the State Coroner. 
The Commission noted that a number of deaths of 
children and young people were not being registered, 
particularly the deaths of Indigenous children and 
young people. As at 30 June 2006, the Commission 
was aware of 9 deaths that remained unregistered. Of 
these, 7 were Aboriginal and/or Torres Strait Islander 
deaths.

Sections 42 and 43 of the Births, Deaths and 
Marriages Registration Act allow the Registrar to 
correct the register on the order of a Queensland 
court or to reflect a finding made on an inquiry by 
the Registrar to find out whether a registrable event 
has happened. The Act details that the Registrar may 
correct the register by adding, cancelling, amending or 
deleting an entry in the register. It is the Commission’s 
view that the Registrar should investigate using these 
sections of the Act to register these deaths.

Updated cause of death data as per the Autopsy 
Certificate and coronial findings

Section 48A of the Births, Deaths and Marriages 
Registration Act states that the Registrar must give 
notice of the registration of a child death to the 
Commission. This notice must include the cause of 
death of the child, to the extent that it is known to the 
Registrar.

In accordance with section 24A of the Coroners Act, 
the Registrar is provided with an Autopsy Certificate 
‘as soon as is practicable’ after the completion of an 
autopsy.

It is the Commission’s view that Autopsy Certificates 
are provided to the Registry in its capacity to maintain 
an updated register and to provide reliable mortality 
datasets for public health records and research, and 
that the Registrar should maintain and provide this 
data accordingly.

Section 41(5)(b) of the Births, Deaths and 
Marriages Registration Act 2003

The Coroners Act 1958 (repealed) expressly prohibited 
the finding of ‘felo de se’ or ‘one who feloniously 
commits suicide’ and stipulated that in their findings 
coroners must limit themselves to the medical 
cause of death only. Although a commentary on the 
circumstances accompanying a finding was allowed, 
until recently the use of the word ‘suicide’ was 
prohibited. Amendments to the Act in 2003 removed 
prohibitions on the use of the term ‘suicide’ or 
references to self-harming.

When the Registry of Births, Deaths and Marriages 
Act was amended in 2003 it did not include a similar 
revision in relation to the use of the word ‘suicide’.

Section 37 of the Registration of Births, Deaths 
and Marriages Act 1962 (repealed) stipulated that 
“where an entry of the cause of death is made in any 
registry of death pursuant to this Act, and the death in 
question was self-inflicted, there shall not be added 
to the entry the word ‘suicide’ or any other word 
expressly indicating that the death was self-inflicted”. 
Similarly, section 41(5)(b) of the current Births, Deaths 
and Marriages Registration Act stipulates that, when 
registering an event, the Registrar must not enter the 
word ‘suicide’ or ‘words to that effect’ into the register.

It is the Commission’s view that the prohibition of the 
word ‘suicide’ or ‘words to that effect’ contributes to 
the underappreciation and under-reporting of suicide, 
particularly childhood suicide, and also contributes 
to the reluctance of coroners and mortality coders to 
attribute a death to suicide – particularly for young 
children.
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Registry of Births, Deaths and Marriages 
response

The Commission is pleased to note that, in response 
to Recommendation 1, the Registry of Births, Deaths 
and Marriages now provides the Commission with 
updated cause of death information. In relation 
to the implementation of Recommendation 2, the 
Department of Justice and Attorney General provided 
the following information:133 

It is now the policy of the Registrar-General that a 
death can be registered without a death registration 
application if the Coroner has made a finding, as set 
out in section 26 of the Births Deaths and Marriages 
Act 2003:

1.	 that the death happened in Queensland

2.	 the name of the person,

3.	 the date or approximate date of death.

The policy has been formalised and included in the 
death registration manuals that are used by the 
Registry of Births, Deaths and Marriages.

In relation to Recommendation 3, the Commission 
has been advised that the Attorney-General has been 
briefed on the Commission’s recommendation to 
remove the legislative restriction on entering the word 
‘suicide’ or words to that effect on the death register; 
and the Commission will be advised of the outcome 
of the briefing when the Attorney-General has fully 
considered the issue and considered all stakeholders’ 
views.

Suicide: mortality coding

133	 Correspondence dated 4 January 2007 from Mr Jim McGowan, Department of Justice and Attorney-General.

Reasons

Over the past decade a number of deficiencies in 
official data systems have contributed to the under-
reporting of suicide statistics, resulting in:

•	 underestimates of suicide rates

•	 unknown numbers of suicides being classified as 
undetermined and accidental deaths

•	 under-reporting of child suicides, and

•	 serious contemporary problems in relation to 
classifying drug overdose deaths.

4.	 The Commission recommends that the 
Australian Bureau of Statistics work with 
training bodies such as the National 
Centre for Classification of Health (a body 
responsible for the training of mortality 
coders in Australia), mortality coders, child 
death review teams in Australia and relevant 
national representatives of the coronial 
system to develop a method of coding 
intentional self-harm, for research and policy 
development purposes in Australia, that 
more accurately reflects causes of death 
where coroners have not clearly stipulated 
intent or cause because of coronial practices 
and constraints.

5.	 The Commission recommends that the 
Australian Bureau of Statistics publicly report 
on suicides of children and young people 
under 15 years of age.
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Mortality coding

It is well documented that coroners may be reluctant 
to classify self-inflicted deaths in children as suicides. 
In particular, Queensland coroners mostly confine 
their findings to a medical cause of death and 
rarely provide behavioural descriptions of fatality. 
Australian states and territories in general are 
inherently conservative in suggesting that deaths were 
intentionally self-inflicted, particularly in the case of 
child and youth suicides. This is consistent with the 
Commission’s findings from the Child Death Annual 
Report for 2004–05, with updated findings for this 
period indicating that only 7 out of 17 coronial findings 
received in the reporting period clearly indicated 
the intent of the child or young person (41.2%). For 
8 deaths a coronial finding named ‘hanging’ as the 
cause of death, with no clear statement made about 
whether the injury was self-inflicted, accidental or 
otherwise.

Of the deaths registered between 1 July 2005 and 30 
June 2006, the Commission identified 15 children who 
died because of suspected suicide. Of the available 
coronial findings (7), intent was clearly stated in 3 
cases.

In discussions with the Queensland State Coroner 
in 2005, it was indicated that, if a coroner considers 
a death to be accidental or undetermined, this will 
be expressly stated in the coroner’s findings (for 
example, ‘accidental hanging’). In cases where the 
finding simply states the cause of death as ‘hanging’ 
(and the Police Report of Death to a Coroner indicates 
a suspected suicide), the absence of the term 
‘accidental’ or ‘undetermined’ should be taken to 
imply that the death was intentional.

Without this understanding of coronial nuances, intent 
and restrictions at a state and national level, the ABS 
will continue to under-record suicide statistics in 
Australia.

Suicide reporting

The ABS does not report on suicides for children aged 
under 15 years in the official statistics. For example, 
the most recent suicide publication released by the 
ABS, Suicides: 1994 to 2004, does not include any 
data specific to children under 15 years. This non-

reporting of childhood suicide has been identified 
by the Commission as a key factor contributing to 
the underappreciation of suicide in children. If these 
deaths are not reported on, it does not appear that 
they are occurring.

Australian Bureau of Statistics response

The Australian Bureau of Statistics provided the 
following advice in relation to the implementation of 
the above recommendations:134 

In relation to the recommendation the ABS publish 
information on child suicide, the following was 
included on page 17 of the ABS publication Suicides 
Australia (ABS cat. no. 3309.0) released in March this 
year.

“Suicide deaths in children are an extremely 
sensitive issue for families and coroners. The 
number of child suicides registered each year is low 
in relative terms and is likely to be underestimated. 
For that reason this publication does not include 
detailed information about suicides for children 
under 15 years. There was an average of 10.5 suicide 
deaths per year of children under 15 years over 
the period 1995 to 2005; the highest number was 
registered in 1999 (17), the lowest in 1995 (5). For 
boys the average number of suicides per year was 
6.6, while for girls the average number was 3.8. 
These correspond to rates of approximately 0.3 per 
100,000 boys and 0.2 per 100,000 girls in this age 
group over this period.”

As this information indicates, there are small numbers 
of deaths each year in children under 15 years that 
are coded to suicide, and these vary from year to 
year. This may represent real world change but may 
also be the result of other factors which will change 
the patterns displayed in the data. To assist users 
to understand the quality of statistics on external 
causes of death, including suicide, the ABS releases a 
publication in April this year titled Information Paper: 
External Cause of Death, data quality 2005 (ABS cat. 
no. 3317.0.55.001). This publication outlines the 
processes used to compile mortality statistics, and the 
factors which may affect the quality of external causes 
statistics, particularly suicides. It also describes some 
issues to be aware of when comparing ABS mortality 
statistics with data from other sources.

134	 Correspondence dated 22 June 2007 from Sally Goodspeed, Assistant Statistician, Indigenous and Health Statistics Branch, Australian Bureau of 
Statistics.
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6.	 The Commission recommends that the 
Department of Child Safety review the Child 
Safety Practice Manual with a view to clarifying 
the application of the child death review 
requirements in relation to the deaths of 
siblings of children who were known to the 
department within the previous three years.

The ABS is currently reviewing the manner in 
which Cause of Death statistics are released in its 
publications and through the ABS website. The ABS 
will continue to consider the recommendation made 
by the Commission for Children and Young People 
and Child Guardian regarding publication of child 
suicides in the context of this review. It is hoped that 
improvements in the quality of suicide data, more 
generally, will allow for increased availability of data 
on suicide over time.

To ensure our coding procedures result in the most 
accurate results, the ABS convened a Suicide Coding 
Working Group in August 2006 to assist in improving 
the quality of national cause of death data, with regard 
to deaths by suicide/intentional harm. The intention is 
that the group assist the ABS to ensure that:

•	 quality suicide data are delivered which meet the 
needs of users and ensure quality outputs and 
outcomes

•	 suicide coding is undertaken in accordance with 
the coding rules of the International Statistical 
Classification of Diseases and Related Health 
Problems Tenth Revision (ICD-10)

•	 there is consistent application of suicide coding 
rules and practices in Australia

•	 the ABS uses the best practice suicide coding 
practices which are understood by providers and 
users of suicide data.

The Review Group has met for the first time in 2006. 
The meeting was a very productive one and the ABS 
received very valuable feedback in relation to the 
issue of user needs and views regarding the quality 
of ABS suicide data. As a direct result of this meeting 
the ABS is currently developing new suicide coding 
practices. The Review Group will be reconvened in the 
next 6 months to provide an opportunity for feedback 
on the proposed new practices and provide advice for 
additional work that could be undertaken by the ABS 
in order to improve suicide data qualtiy.

The Commission acknowledges the steps the ABS has 
taken to implement the recommendations in the Child 
Deaths Annual Report for 2005–06, in particular the 

publication of Suicides Australia (ABS cat. no. 3309.0) 
and the Information Paper: External Cause of Death, 
data quality 2005 (ABS cat. no. 3317.0.55.001). The 
Commission notes the ABS advice that it will continue 
to consider the recommendation in relation to the 
publication of child suicides and that the Suicide 
Coding Working Group will be reconvened in the next 
six months. The Commission will continue to follow up 
and report on any further advice provided by the ABS.

Child protection: child death reviews

Reasons

In the 2005–06 reporting period the Commission 
identified 4 child deaths where information obtained 
from the Police Report of Death to a Coroner (Form 1) 
and/or the Commission’s own data sources indicated 
that, although contact with the deceased child had 
not been noted by the Department of Child Safety 
(DChS), the child’s sibling/s had been the subject of 
departmental involvement.

In these 4 cases, as there was no DChS contact 
recorded with the deceased child, the department’s 
involvement with the child’s family was not required to 
be the subject of review in accordance with Part 7A of 
the Child Protection Act 1999.

It is unlikely that the 4 cases represent an exhaustive 
list, as the Commission is only able to identify such 
cases when the DChS involvement with the deceased 
child’s family is detailed on the Form 1, or when the 
Commission’s datasets reveal that a child’s siblings 
were ‘in care’ or the subject of a complaint.
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The Commission identified three possible scenarios 
where the sibling/s of a deceased child may have been 
the subject of DChS involvement without the deceased 
child actually being recorded on departmental 
systems:

•	 Scenario 1: failure to identify and/or record the 
deceased child as a subject child. The deceased 
child was alive at the time a notification concerning 
the child’s sibling/s was received; however, 
because of a lack of effective information gathering 
and/or record-keeping, the deceased child was not 
identified and/or recorded as a subject child.

•	 Scenario 2: failure to identify risk to an unborn 
child. The deceased child was an unborn child 
during a period of active DChS involvement with 
the child’s mother or siblings; however, because of 
a practice error, the child was not recorded as being 
at risk of harm after s/he was born.

•	 Scenario 3: the deceased child’s siblings were 
known to the department before the deceased 
child’s birth or conception. The deceased child 
was the sibling of a child who (before the deceased 
child’s birth or conception) was the subject of DChS 
involvement.

In scenarios 1 and 2 there appears to be an existing 
requirement for a review of DChS involvement with 
the deceased child’s family under Part 7A of the 
Child Protection Act. The reason for this is that the 
child was not recorded as a subject child because 
of administrative/practice issues, not because the 
department was ‘unaware’ of the child protection 
concerns existing in the deceased child’s family. As 
the focus of the review is on the appropriateness 
of departmental involvement with a child and their 
family (as opposed to the cause of the child’s death), 
a failure to identify or record the deceased child as a 
subject constitutes a case practice issue that warrants 

examination. Therefore, in accordance with Part 14.1 
(Child death case reviews) of the Child Safety Practice 
Manual, an external review may need to be conducted 
in these cases.135 However, scope would appear to 
exist for this issue to be clarified in the Child Safety 
Practice Manual.

For cases that fall within the scope of scenario 3, 
as there was no departmental involvement with 
the deceased child, such cases are not currently 
required to be the subject of review. However, the 
DChS may wish to consider extending its current 
practice to require reviews of its involvement in such 
circumstances, with a view to:

•	 identifying risk factors to inform future practice

•	 identifying potential points of intervention to 
inform future practice, and/or

•	 determining criteria for reassessment of family 
circumstances and support needs, particularly 
where further siblings are born.

From the information available to the Commission it 
is possible that some of the cases identified in the 
2005–06 reporting period involved ongoing child 
protection concerns (rather than an isolated incident), 
and that the very young age of the children may offer 
a partial explanation of why they have not yet come to 
the attention of the DChS.136 Moreover, in the 2004–05 
financial year, notifications on infants (aged less than 
1 year) accounted for only 8% of the total notifications, 
although this age group is identified as at the greatest 
risk of death or serious injury from abuse.137 In 
Australia the rate is 2.7 deaths per 100,000 population 
in this age group. For females, this is the highest 
rate across the entire life-course spectrum. (The risk 
to infants comes predominantly from their physical 
vulnerability – so violent acts are more likely to have 
fatal outcomes.)

135	 External reviews should be undertaken when “it is apparent that there are specific issues regarding the management of the case that require 
particular scrutiny with a view to informing departmental policy and practice”. In addition to reading of all case documentation, preparing a 
chronology of departmental involvement with the child, detailing and analysing departmental responses to the issues of the case and identifying 
any policy, procedural or practice gaps, external reviews involve interviewing current departmental staff and ex-departmental officers and staff 
from other entities as appropriate.

136	 In the 4 cases identified in the 2005–06 reporting period, the deceased child was aged 1 year or less, and in 3 of the 4 cases the deceased was a 
very young infant. It is impossible to determine whether there were ongoing child protection concerns without the benefit of a detailed child death 
review.

137	 Notifications on children in the 1–4 year age group accounted for 25% of the total notifications, the 5–9 year age group for 31% and the 10–14 year 
age group for 28% (Department of Child Safety, Child Protection Queensland: 2004–05 Performance Report).
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138	 Correspondence dated 27 August 2007 from Mr Brad Swan, Acting Director-General, Department of Child Safety.

139	 That is, the Annual Report: Deaths of children and young people, Queensland, 2004–05.

Therefore there may be the potential for organisational 
learning to be generated through an examination 
of cases where a deceased child’s sibling/s were 
known to the DChS (either through extending the 
current Part 7A or through an administrative process, 
such as amending the scope of child death reviews 
in the Practice Manual). However, regardless of the 
approach, there would probably be difficulties with the 
department learning that the deaths have occurred, 
and the Commission would be able to help in this 
regard.

Department of Child Safety response

The DChS provided the following advice in relation to 
the implementation of the above recommendation:138 

The Commission’s concluding comment in this 
area that there may be potential for organisational 
learning to be generated through an examination 
of cases where a deceased child’s sibling/s were 
known to the department is noted.

A broadening of the mandatory child death case 
review would involve the commitment of further 
financial and human resources to the child death 
case review process. Given the current commitment 
of financial and human resources to the process, 
the department would need to identify significant 
outcomes to justify further resource allocations to 
the process and to the detriment of funding other 
important areas of department service delivery.

However, the department is open to conducting 
a child death case review on a case-by-case 
basis, particularly where the department or the 
Commission is of the view that significant learnings 
may be generated.

The Commission considers that the DChS position 
in respect of this recommendation is reasonable. In 
2007–08 the Commission will work with the DChS to 
establish a process for the Commission to refer cases 
to the DChS where:

•	 the Commission identifies that the sibling/s of a 
deceased child may have been the subject of the 
DChS involvement without the deceased child 
actually being recorded on departmental systems 
(as in scenarios 1–3 above), and

•	 the Commission considers that a child death case 
review may be warranted.

Previous recommendations, 2004–05

Table 10.1 lists the Commission’s previous 
recommendations arising from the Child Death 
Annual Report for 2004–05 and their current status. 
A full discussion of each recommendation and its 
implementation can be obtained from the relevant 
Annual Report.139 
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Table 10.1: Previous Commission recommendations and their implementation

Agency Recommendation Status

Parliamentary Travelsafe Committee Investigate and report on ways to reduce 
fatalities and injuries to children from low-
speed driveway run-overs in Queensland.

Reason: Queensland has a significantly 
higher rate of low-speed run-overs than the 
rest of Australia. A lead agency needs to take 
responsibility for initiatives to prevent these 
fatalities on private properties. A detailed 
investigation and analysis of the most 
appropriate strategies for preventing fatalities 
in Queensland is also required.

The Parliamentary Travelsafe 
Committee commenced its 
investigation on 13 March 
2007 and conducted a public 
hearing on 23 April 2007. As 
at 30 June 2007, the report 
had not been released.

Queensland Government Explore and report on options and strategies to 
assist the rural sector to identify and address 
risks to children and young people posed by 
rural hazards.

Reason: The Commission is concerned about 
the deaths and injuries to children and young 
people from all-terrain vehicles (ATVs), dams 
and other rural hazards and believes that risk 
factors can be reduced or eliminated.

The Commission is 
continuing to progress a 
research project in relation 
to rural and remote deaths, 
which will be released in 
2008.

Queensland Health Develop and implement a state-wide policy, 
to be followed by all relevant staff including 
midwives and health workers, in relation to 
information provided to new and expectant 
parents about safe sleeping practices (such as 
the UNICEF UK Baby Friendly Initiative).

Reason: Health professionals are in a position 
to educate, promote and influence safe 
sleeping practices to parents.

Following the development of the above policy, 
it is recommended that Queensland Health:

•	 develop a training package in relation to the 
policy, and

•	 develop culturally appropriate 
communication strategies that convey 
consistent and appropriate messages about 
safe sleeping to all new and expectant 
parents, particularly those at high risk.

Reason: To ensure consistent messages are 
being communicated to Queensland Health 
staff, particularly parents of high-risk infants.

See Appendix 10.1 for 
Queensland Health's 
written update on the 
implementation of this 
recommendation.
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Monitoring of the implementation of 
recommendations

In 2007–08, the Commission will monitor the 
implementation of the recommendations in this 
report, including follow-up from the recommendations 
of previous reports, in accordance with the 
Commission for Children and Young People and Child 
Guardian Act. The Commission will ask all relevant 
agencies to provide progress reports on the extent 
to which recommendations have been implemented, 
as well as strategies and time frames for continued 
implementation and reasons for any alternative action 
or non-implementation.
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Part VII: National child death statistics:  
An interstate comparison 2004–05 

Chapter 11

This chapter has been compiled based on statistics provided by the  
Australian Institute of Health and Welfare for the period 2004–05.
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Chapter 11  
National child death statistics: 
An interstate comparison, 2004–05 

National child death statistics

In recognition of the need to develop nationally 
comparable data, representatives from agencies 
with child death review functions have convened 
the Australian and New Zealand Child Death Review 
Team (ANZCDRT) in order to progress national 
collaboration on this issue. This forum is working 
towards establishing a national minimum dataset with 
agencies agreeing to analyse and report on a range of 
core groups of death in detail. 

At present, child death review functions within 
agencies throughout Australia and New Zealand are 
at varying stages of implementation and have varying 
legislative bases, functions, roles and reporting 
requirements. The data prepared by these agencies 
currently varies in relation to the types of deaths 
reported; the level of detail given; and the variables 
considered in analysis. As such, data of a comparable 
level of detail across consistent variables are currently 
unavailable at a national level. 

Despite this, it remains important that national 
benchmarking for child deaths be undertaken. The 
Australian Institute of Health and Welfare (AIHW) 
collect and analyse national mortality data from 
the Australian Bureau of Statistics (ABS). Statistics 
provided by the AIHW have been used to compile the 
following overview of child death rates from various 
causes across Australian jurisdictions. 

Limitations

Caution should be exercised in the interpretation 
of the following figures, as this type of comparison 
contains many inherent limitations.

Date of registration and place of residence

Data are based on deaths registered with the Registry 
of Births, Deaths and Marriages in each state in the 
financial year 2004–05. The following data therefore 
does not represent the number of children who 

actually died during this timeframe (children who die 
in one financial year may not be registered until the 
following year). 

Data are also based on place of death. For example, 
a child from Queensland who dies in New South 
Wales will have their death registered in New South 
Wales and will therefore be included in the count for 
that state. While it may be more useful to know the 
state in which a child died for some causes of death 
(for example, transport incidents), this may be less 
important for other causes.

Small numbers

The following analysis is based on the rate of child 
death in each state, rather than on raw numbers. 
Analysis of rates is used as it takes into consideration 
differences in population size between states. For 
example, 5 deaths in a state with a small population 
such as the Australian Capital Territory (ACT) is 
more significant than in a state with a much larger 
population, such as New South Wales. However, 
the calculation of rates becomes unreliable when 
using very small numbers. In general, rates are 
not calculated for numbers less than 4 due to this 
unreliability. In the following analysis, many fields, 
particularly for states with smaller populations, 
contained numbers less than 4. Rates for these fields 
have therefore been suppressed from publication, 
inevitably limiting the comparisons which can be 
drawn between states. 

This also resulted in limitations in cause of death 
breakdowns. For example, deaths from diseases and 
morbid conditions have been analysed as a whole, 
rather than by individual causes, and the analysis of 
various external causes contains many blank fields. 
Gender breakdowns have only been given for child 
deaths as a whole.
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Data sources and mortality coding

As previously stated, interstate mortality statistics 
have been provided by the AIHW, sourced from 
the ABS. While both the ABS and the Commission 
use the World Health Organisation’s International 
Classification of Diseases, version 10 (ICD-10) to code 
underlying cause of death, certain distinctions are 
apparent in the application of this classification tool. 
As discussed in Chapter 1, Methodology, the mortality 
coding process may overlook certain specificities 
in cause or circumstances of death. To assist with 
research regarding the prevention of child deaths, 
the Commission has developed a number of research 
categories based on the circumstances of death. These 
research categories capture the major external causes 
of death: transport, drowning, suicide, fire, other non-
intentional injury and fatal assault.

All data in the following analysis is based on data 
provided by the AIHW. Rates of child death for 
Queensland may therefore be different to those 
presented in previous Commission publications. 
Caution should be exercised when comparing 
Queensland rates to those previously published by 
the Commission for the 2004–05 reporting period. A 
difference of 1 or 2 deaths between datasets can result 
in large differences in rates when working with small 
numbers (see Small numbers limitation above).

Aboriginal and Torres Strait Islander data

As discussed in Chapter 1, the identification of 
Aboriginal and Torres Strait Islander people in official 
statistics is unreliable and likely to be an undercount 
of actual figures. As such, rates of Indigenous 

child death are only provided at a national level. 
These national statistics are based on figures from 
Queensland, Northern Territory, Western Australia and 
South Australia as these are the jurisdictions with the 
best identification of Indigenous Australians. These 
figures are therefore still likely to be an undercount of 
the actual number of deaths of Indigenous children.

Indigenous death statistics are compiled based on 
usual residence. This means that, for example, an 
Indigenous child from Queensland who dies in New 
South Wales (and whose death is therefore registered 
in New South Wales) is not captured in this data. While 
this happens relatively infrequently, it is a limitation to 
be considered.

All causes of child death

In 2004–05, the national rate of child death for 
children aged from birth to 17 years was 42.5 deaths 
per 100,000 children and young people aged 0–17 
years in Australia. The rate of child death in New South 
Wales and Western Australia remained closest to 
the national rate (42.6 and 42.7 deaths per 100,000 
respectively), while Queensland had a slightly higher 
rate of 47.0 per 100,000. 

The ACT also had an elevated child death rate at 57.5 
deaths per 100,000 140, as did the Northern Territory, 
whose child death rate was 2.6 times higher than the 
national rate (108.4 per 100,000).

Victoria, South Australia and Tasmania all fell below 
the national rate of child deaths. These figures are 
shown in Table 11.1 below.

140	 These elevated rates may be partially explained by the fact that a number of deaths of New South Wales residents occurred in the Australian 
Capital Territory. This issue is discussed in the limitations section above.
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Table 11.1: Rate of child death by age category and state

Age category NSW VIC QLD WA SA TAS ACT NT National

Under 1 year 472.6 437.9 547.3 409.5 405.3 272.1 711.1 1058.5 475.0

1–4 years 27.6 17.6 28.4 27.3 27.9 * 37.1 56.6 25.3

5–9 years 10.2 10.0 11.6 16.2 8.3 * * 35.4 11.1

10–14 years 9.2 9.8 11.8 12.6 11.8 * * * 10.4

15–17 years 27.7 22.4 31.9 40.1 25.7 53.3 43.3 116.7 30.3

Total 42.6 37.3 47.0 42.7 36.6 28.1 57.5 108.4 42.5

Data source: Australian Institute of Health and Welfare (2004–05)
* Rates are unable to be calculated for numbers less than 4.
Notes:	 1. 	Rates are calculated per 100,000 children and young people in each age group in each state and territory.
	 2. Total rates are calculated per 100,000 children and young people aged 0–17 years in each state and territory.

Children in the under 1 year age group were the 
most susceptible to mortality in all states, as well 
as nationally. The impact of social circumstances on 
the rate of infant death is well documented; as the 
standard of living rises, infant mortality falls, with 
populations with better social circumstances, higher 
education and income levels having considerably 
lower infant mortality than those suffering more 
adverse conditions.

Infant mortality is particularly high among Aboriginal 
and Torres Strait Islander people and other 
marginalised groups, reflecting the greater levels of 
life stressors faced by these groups, not only in the 
first year of life, but throughout their entire life course. 
The high proportion of Indigenous people in the 
Northern Territory population may in part explain their 
higher infant mortality, which was 2.2 times that of the 
national infant death rate (1058.5 deaths per 100,000 
infants under 1 year in the Northern Territory).

Queensland and the ACT also had infant mortality 
rates exceeding the national rate, while infant 
mortality in Tasmania was well below (272.1 deaths 
per 100,000 infants under 1 year in Tasmania 
compared with 475.0 deaths per 100,000 nationally).

The rate of death in childhood decreases with 
increasing age, until the late teen years, when it 
increases sharply. This pattern was evident in all states 
and territories. The Northern Territory had the highest 
rate of death for 15–17 year olds (116.7 deaths per 
100,000 young people aged 15–17 years in Northern 
Territory, 3.9 times the national rate). Tasmania, ACT, 
Western Australia and Queensland all had teen death 
rates above the national average.

Male children have higher mortality rates than 
females. This was true for all states and territories, 
with the exception of ACT, where females died at a 
rate of 58.6 per 100,000 females aged 0–17 years, 
compared with 56.5 per 100,000. Rates of child death 
by gender are shown in Table 11.2.

Table 11.2: Rate of child death by gender and state

Gender NSW VIC QLD WA SA TAS ACT NT National

Male 47.6 38.0 53.3 49.7 38.6 36.4 56.5 117.6 46.8

Female 37.3 36.6 40.4 35.1 34.6 19.3 58.6 98.6 38.0

Data source: Australian Institute of Health and Welfare (2004–05)
Note:	 1. Rates are calculated per 100,000 males and per 100,000 females aged 0–17 years in each state and territory.
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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 abnormality or other naturally occurring condition. These deaths fall within chapters 1 to 17 of the 
ICD-10. The rate of death from diseases and morbid conditions in each state and territory is shown in Table 11.3.

Table 11.3: Rate of child death from diseases and morbid conditions by age category and state (ICD-10 chapters 1–17)

Age category NSW VIC QLD WA SA TAS ACT NT National

Under 1 year 415.1 394.9 475.3 303.3 349.0 240.1 637.6 807.8 411.2

1–4 years 14.5 9.6 12.8 12.7 18.1 * * * 12.9

5–9 years 6.6 8.4 8.7 8.1 6.3 * * 23.6 7.7

10–14 years 5.7 5.6 6.2 7.7 * 0.0 * * 5.7

15–17 years 8.0 7.8 8.3 10.3 9.6 24.2 36.1 63.7 9.9

Total 31.2 29.1 33.5 25.1 25.8 18.7 47.1 72.3 30.6

Data source: Australian Institute of Health and Welfare (2004–05)
* Rates are unable to be calculated for numbers less than 4.
Notes:	 1. 	Rates are calculated per 100,000 children and young people in each age group in each state and territory.
	 2. Total rates are calculated per 100,000 children and young people aged 0–17 years in each state and territory.

The national rate of child death from diseases and 
morbid conditions was 30.6 deaths per 100,000 
children and young people aged 0–17 years in 
Australia. The rate of death for most states was similar 
to, or below the national rate. Northern Territory and 
ACT again had much higher figures, with rates 2.4 and 
1.5 times higher than the national rate, respectively. 
Queensland was also above the national rate with 33.5 
deaths per 100,000.

Deaths from diseases and morbid conditions were 
highest for infants under 1 year of age. This occurred 
throughout each state and territory, and nationally.

Leading causes of death nationally included perinatal 
conditions (12.3 deaths per 100,000 children aged 
0–17 years; 225.3 per 100,000 children under 1 
year); congenital malformations, deformations and 
chromosomal abnormalities (7.3 deaths per 100,000 
children aged 0–17 years); and neoplasms (3.0 deaths 
per 100,000 children aged 0–17 years).

External causes

External cause deaths are those resulting from 
environmental events and circumstances causing 
injury, poisoning and other adverse effects. Death from 
external causes occurred with greatest frequency in 
Northern Territory, Western Australia and Queensland. 
Rates of deaths from external causes in each state are 
shown in Table 11.4.
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Table 11.4: Rate of child death from external causes by age category and state

 Age category NSW Vic Qld WA SA Tas ACT NT National

Transport (V01–V99)

Under 1 year * * * 0.0 0.0 0.0 0.0 * 1.9

1–4 years 1.2 2.0 5.2 * * 0.0 0.0 * 2.6

5–9 years * * * 4.4 * * 0.0 0.0 1.2

10–14 years 1.1 2.1 1.7 * 6.9 * * * 2.0

15–17 years 6.9 6.8 13.0 13.7 9.6 19.4 * * 9.4

Transport total 2.0 2.5 4.2 4.4 4.6 5.1 * 8.2 3.2

Other non-intentional injury (W00–W64; W75–W99; X10–X59; Y40–Y84)

Under 1 year 6.6 * * 0.0 * 0.0 0.0 * 6.0

1–4 years 2.9 * 2.8 3.9 0.0 0.0 * * 2.4

5–9 years * 0.0 * * * * 0.0 * 0.7

10–14 years 1.3 * 1.7 * 0.0 0.0 0.0 0.0 1.1

15–17 years 6.2 1.9 2.4 4.6 * 0.0 0.0 0.0 3.8

Non-intentional injury 
total

2.6 1.0 2.0 2.2 1.7 * * 8.2 2.0

Drowning (W65–W74)

Under 1 year * 0.0 0.0 0.0 * 0.0 0.0 0.0 *

1–4 years 2.3 1.6 3.8 * * 0.0 * 0.0 2.4

5–9 years * * * * 0.0 0.0 0.0 0.0 0.5

10–14 years 0.0 * * 0.0 * 0.0 0.0 0.0 0.4

15–17 years 0.0 * * 0.0 0.0 * 0.0 0.0 *

Drowning total 0.7 0.8 1.1 0.8 1.1 * * 0.0 0.9

Suicide (X60–X84)

10–14 years * * * * 0.0 0.0 0.0 0.0 0.5

15–17 years 4.0 4.9 4.1 5.7 0.0 * 0.0 42.4 4.5

Suicide total 0.7 0.9 1.0 1.4 0.0 * 0.0 6.6 0.9

Fire (X00–X09)

Under 1 year * 0.0 0.0 0.0 0.0 0.0 0.0 0.0 *

1–4 years 2.3 * 1.9 0.0 * 0.0 0.0 * 1.8

5–9 years 1.4 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.4

10–14 years * 0.0 0.0 0.0 0.0 0.0 0.0 0.0 *

15–17 years * 0.0 0.0 0.0 0.0 0.0 0.0 0.0 *

Fire total 1.1 * 0.4 0.0 * 0.0 0.0 * 0.6
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 Age category NSW Vic Qld WA SA Tas ACT NT National

Fatal assault (X85–Y09)

Under 1 year * 0.0 * 0.0 0.0 0.0 0.0 0.0 *

1–4 years 2.0 * * * 0.0 0.0 0.0 0.0 1.1

5–9 years * 0.0 0.0 0.0 0.0 0.0 0.0 0.0 *

10–14 years 0.0 0.0 * 0.0 0.0 0.0 0.0 0.0 *

15–17 years 0.0 0.0 * * * 0.0 0.0 0.0 0.5

Fatal assault total 0.6 * 0.5 * * 0.0 0.0 0.0 0.4

Total 7.8 5.7 9.2 9.9 8.3 7.7 5.2 27.9 8.0

Data source: Australian Institute of Health and Welfare (2004–05)
* Rates are unable to be calculated for numbers less than 4.
Notes:	 1. 	Rates are calculated per 100,000 children and young people in each age group in each state and territory.
	 2. Total rates are calculated per 100,000 children and young people aged 0–17 years in each state and territory.

Transport

Australia-wide, transport incidents were the leading 
cause of death, occurring at a rate of 3.2 deaths per 
100,000 children and young people aged 0–17 years. 
Only New South Wales, Victoria and ACT had rates of 
transport death which fell below the national rate. 
Northern Territory and Tasmania had particularly high 
rates of transport death, being 2.6 and 1.4 times the 
national rate.

Transport-related deaths occur with greatest 
frequency in the 15–17 year age group. Queensland 
has also recorded a particularly high rate of death 
for children aged 1–4 years (5.2 deaths per 100,000 
children aged 1–4 years in Queensland compared with 
2.6 deaths per 100,000 nationally).

Other non-intentional injury-related death

Other non-intentional injury-related deaths are those 
deaths from external causes which fall outside of non-
intentional injury discussed elsewhere (transport, 
drowning and fire). Nationally, other non-intentional 
injury was the second-leading external cause, 
occurring at a rate of 2.0 deaths per 100,000 children 
and young people aged 0–17 years. Among the states 
and territories, the Northern Territory had the highest 
rate of death at 8.2 per 100,000 children 0–17 years.

Drowning

Australian children drowned at a rate of 0.9 per 
100,000 children and young people aged 0–17 years. 
Of the states and territories, Queensland and South 
Australia had the highest rate of death from drowning 
(1.1 per 100,000). Children who drowned were most 
frequently in the 1–4 year age group. Queensland had 
the highest rate of drowning in this age group, with 
1–4 year olds drowning in Queensland at a rate of 3.8 
per 100,000 compared with the national rate of 2.4 per 
100,000.

Suicide

Suicides occurred at a rate of 0.9 deaths per 100,000 
children aged 0-17 years in Australia, with all deaths in 
this category being of children aged 10–14 and 15–17 
years. The Northern Territory had the highest rate of 
suicide at 6.6 deaths per 100,000 (42.4 deaths per 
100,000 young people aged 15–17 years), followed by 
Western Australia with 1.4 per 100,000 (5.7 deaths per 
100,000 young people aged 15–17 years).

The Commission has commenced an in-depth research 
project into the circumstances surrounding the 
suicides of Queensland children and young people, 
to be publicly released in two parts in 2008. The 
purpose of this research project is to analyse all 
cases of suicide and suspected suicide of children 
under 18 years over a 3-year period. This project 
also aims to identify and examine suicide prevention 

Table 11.4 (cont.): Rate of child death from external causes by age category and state
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and intervention strategies which target children in 
Queensland and will identify gaps which may exist in 
the current delivery of these services. 

Fire

The deaths of children in fires occurred nationally at 
a rate of 0.6 deaths per 100,000. Fires accounted for 
a very small number of deaths, with the exception of 
New South Wales, where the rate of death exceeded 
the national rate (1.1 deaths per 100,000 children and 
young people in New South Wales).

Fatal assault

The national rate of child death as a result of fatal 
assault was 0.4 deaths per 100,000 children. New 
South Wales and Queensland recorded the greatest 
incidence of fatal assault deaths, at 0.6 and 0.5 deaths 
per 100,000 children, respectively. 

The Commission is undertaking an in-depth study 
examining the fatal assault and neglect of children and 
young people in Queensland. The aim of the project 
is to identify the circumstances that place children at 
increased risk of assault or neglect, to support the 
development of targeted interventions

Deaths from Sudden Infant Death Syndrome 
and other undetermined causes

The deaths of children from Sudden Infant Death 
Syndrome (SIDS) and other undetermined causes are 
outlined in Table 11.5 below.

Table 11.5: Rate of child death from SIDS and undetermined causes by age category

Age category NSW VIC Qld WA SA Tas ACT NT National

Under 1 year 45.4 35.3 56.8 106.2 33.8 * * 139.3 52.2

1–4 years 2.0 * * * * 0.0 * 0.0 1.8

5–9 years 0.0 * 0 * 0.0 0.0 0.0 0.0 0.4

10–14 years * * 0 * 0.0 0.0 0.0 0.0 0.5

15–17 years 1.5 * * * 0.0 0.0 0.0 0.0 1.2

Total 3.4 2.5 3.2 7.7 2.3 * * 8.2 3.7

Data source: Australian Institute of Health and Welfare (2004–05)
* Rates are unable to be calculated for numbers less than 4.
Notes:	 1. 	Rates are calculated per 100,000 children and young people in each age group in each state and territory.
	 2. Total rates are calculated per 100,000 children and young people aged 0–17 years in each state and territory.

Unexplained deaths of infants

SIDS is defined as the sudden, unexpected death of 
an infant under 1 year of age occurring after having 
been placed to sleep, the cause of which remains 
unexplained after a thorough investigation (including 
review of the death scene, clinical history and 
complete autopsy). Criteria based on age ranges, 
extent of investigation and autopsy results have 
been developed to enable the unexplained deaths 
of infants to be further classified into a number of 
SIDS subcategories. Deaths which do not fall into 
one of these subcategories are considered to have an 
undetermined cause of death.

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

•	 toxicologic screening detects non-prescribed but 
non-lethal drugs.

Of the infants who died of SIDS and undetermined 
causes in each state, the proportion assigned a 
SIDS, versus undetermined, cause of death varies. 
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Nationally, the rate of SIDS diagnoses was 2.2 
times that of undetermined causes of death. In the 
majority of states infant deaths certified as SIDS far 
outweighed those given an undetermined cause. 
However, the opposite was true in Western Australia. 
This was also the case in South Australia (but with 
a far fewer total number of deaths). This raises 
questions regarding consistency in the certification of 
SIDS as a cause of death by pathologists and coroner’s 
from state to state.

Undetermined deaths of children over the age of 
1 year

A number of children over the age of 1 year die each 
year for which a cause of death is not able to be 
determined. These deaths may occur in any age 
group, but are most often of children in the 1–4 year 
age group. 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.

Undetermined deaths of children over the age of 1 year 
occur fairly infrequently, as illustrated in Table 11.5.

Deaths of Aboriginal and Torres Strait Islander 
children 

Indigenous children are overrepresented in mortality 
statistics, dying at 2.8 times the rate of the general 
population. Indigenous children died at a rate of 117.0 
per 100,000 Indigenous children aged 0–17 years in 
Australia. This compares with 42.5 deaths per 100,000 
for all Australian children. Indigenous children in 
Queensland died at a rate of 99.7 deaths per 100,000, 
which is below the national Indigenous child death 
rate.

Infant mortality is particularly high in Indigenous 
populations, occurring at 2.5 times the national 
rate (1185.6 deaths per 100,000 Indigenous infants 
compared with 475.0 per 100,000 for all infants). 
Indigenous infant mortality in Queensland is above 
the national average, at 1204.6 deaths per 100,000 
Indigenous infants in Queensland. As discussed 
previously, the high rate of infant mortality in 
Indigenous populations reflects the greater level of 
adversity faced by Indigenous people.

Indigenous children were also over-represented in 
deaths from diseases and morbid conditions. While 
the overall rate of child death from diseases and 
morbid conditions was 30.6 deaths per 100,000 
children and young people aged 0–17 years, 
Indigenous children died at 2.3 times this rate (69.4 
deaths per 100,000 Indigenous children aged 0–17 
years). In Queensland, Indigenous children died at a 
rate of 63.7 deaths per 100,000 Indigenous children.

Likewise, at a national level, Indigenous children 
died of external causes at 3.4 times the rate of 
all Australian children (27.3 deaths per 100,000 
Indigenous children aged 0–17 years compared with 
8.0 deaths per 100,000 for all Australian children). 
Queensland recorded a similar pattern, with 19.6 
deaths from external causes per 100,000 Indigenous 
children. Of the external causes for which Indigenous 
child death data was available, Indigenous children 
died at much higher rates than the general population, 
with transport the most common cause of death for 
Indigenous children. 

Indigenous infants died of SIDS and undetermined 
causes at a rate of 272.6 per 100,000. This is more 
than 5 times the national rate of 52.2 per 100,000. 
Indigenous infants in Queensland died of SIDS 
and undetermined causes at a rate lower than the 
national rate (229.5 deaths per 100,000). Nationally, 
Indigenous infants appeared equally likely to be 
certified as SIDS as to undetermined (SIDS diagnoses 
occurred at a rate only 1.1 times higher than cause of 
death undetermined).
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Appendix 2.1: Interstate residents, 2006–07

As mentioned in Chapter 2 of this report, a number of child deaths registered in the 2006–07 12-month period 
were unable to be classified according to geographical distribution and socio-economic status, as their usual 
place of residence was outside Queensland. These cases are detailed in Table A below.

Table A: Deaths of children whose usual place of residence was outside Queensland

Case Gender Age category Cause of death Usual place of residence

1 Female 15–17 years Transport New South Wales

2 Female 10–14 years Transport South Australia

3 Male 10–14 years Suicide New South Wales

4 Male 10–14 years Drowning China

5 Male 10–14 years Drowning New South Wales

6 Male 1–4 years Other non-intentional injury New South Wales

7 Male 15–17 years Other non-intentional injury Netherlands

8 Female Under 1 year Other non-intentional injury Victoria

9 Female Under 1 year Natural New South Wales

10 Female Under 1 year Natural New South Wales

11 Male Under 1 year Natural Victoria

12 Male Under 1 year Natural Victoria

13 Male 10–14 years Natural New South Wales

14 Male Under 1 year Natural New South Wales

15 Female Under 1 year Natural New South Wales

16 Female Under 1 year Natural New South Wales

17 Male Under 1 year Natural New South Wales

18 Male 5–9 years Natural New South Wales

19 Female 15–17 years Natural New South Wales

20 Female Under 1 year Natural New South Wales

Data source: Queensland Child Death Register (2006–07)
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Appendix 3.1: Notifiable diseases
Complete Notifiable Diseases Schedule (Public Health Act 2005)

hepatitis B (acute)
hepatitis B (chronic)
hepatitis B (not otherwise specified)
hepatitis C
hepatitis D
hepatitis E
hepatitis (other)
human immunodeficiency virus infection (HIV)
influenza
invasive Group A Streptococcal infection
lead exposure
legionellosis
leptospirosis
listeriosis
lyssavirus (Australian bat)
lyssavirus (Australian bat), potential exposure
lyssavirus (rabies) 
lyssavirus (other)
malaria
measles
melioidosis
meningococcal infection (invasive)
mumps
ornithosis (psittacosis)
paratyphoid
pertussis
plague
pneumococcal disease (invasive)
poliomyelitis – wild type and vaccine associated
Q fever
rotavirus infection
rubella, including congenital rubella
salmonellosis
severe acute respiratory syndrome (SARS)
shiga toxin and vero toxin producing escherichia coli 
infection SLTEC/VTEC
shigellosis
smallpox
syphilis, including congenital syphilis
tetanus
tuberculosis
tularaemia
typhoid
varicella – zoster virus infection (chickenpox, shingles 
or unspecified)
viral haemorrhagic fevers (Crimean-Congo, Ebola, Lassa 
fever and Marburg viruses)
yellow fever
yersiniosis

acquired immune deficiency syndrome (AIDS)
acute flaccid paralysis 
acute rheumatic fever
acute viral hepatitis 
adverse event following vaccination
anthrax
arbovirus infections – 

•	 alphavirus infections, including Barmah Forest, 
getah, Ross River and sindbis viruses

•	 bunyaviruses infections, including gan gan, 
mapputta, termeil and trubanaman viruses

•	 flavivirus infections, including alfuy, Edge Hill, 
Japanese encephalitis, kokobera, kunjin, Murray 
Valley encephalitis,Stratford and other unspecified 
flaviviruses (excluding dengue fever and yellow 
fever)

•	 any other arbovirus infection (excluding dengue 
fever and yellow fever)

atypical mycobacterial infection
avian influenza
botulism (food-borne)
botulism (intestinal – adult)
botulism (intestinal – infantile)
botulism (wound)
brucellosis
campylobacteriosis
chancroid
chlamydia trachomatis infection (anogenital)
chlamydia trachomatis infection (lymphogranuloma 
venereum)
chlamydia trachomatis infection (non-anogenital)
cholera
ciguatera intoxication
Creutzfeldt-Jakob disease
cryptococcosis
cryptosporidiosis
diphtheria
dengue fever
diphtheria
donovanosis echinococcosis (hydatid disease)
equine morbilivirus (Hendra virus) infection
food-borne or waterborne illness in 2 or more cases
food-borne or waterborne illness in food handler
gonococcal infection (anogenital)
gonococcal infection (non-anogenital)
haemolytic uraemic syndrome (HUS)
haemophilus influenzae type b (invasive)
Hansen’s disease (leprosy)
hepatitis A
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Appendix 5.1: Queensland Health feedback on  
proposed recommendations

The Commission received the following response 
from Queensland Health in relation to the proposed 
recommendation concerning the drowning deaths of 
children under 5 years of age. 

The problem of child drownings and immersions is 
an ongoing concern for Queensland Health given the 
personal and family trauma as well as the costs to the 
health system and our community. 

I agree with the statement in your letter that there is 
a positive working relationship between your agency 
and Queensland Health staff involved in child injury 
prevention. This has been reflected by our agencies 
working together on the Child Injury Prevention 
Project (ChIPP) and by actively participating in 
the recent Parliamentary Travelsafe Committee 
investigation into slow speed vehicle run-overs. Your 
annual reports on the Deaths of Children and Young 
People in Queensland have consistently provided 
valuable research, evidence and priority issues for 
Queensland Health staff working in child safety, injury 
prevention and child protection. The opportunity to 
enhance the professional and strategic relationships 
between your staff and mine around the issues 
associated with child drownings is welcomed.

As you are aware, a great deal of work has already, 
and continues to be, undertaken over the years by a 
range of stakeholders in Queensland to try and reduce 
the number of childhood drownings in our state by 
considering both environmental and behavioural 
change strategies. I would hope that all this ongoing 
effort and interest around water safety can be built 
upon and opportunities explored on how to best work 
together.

Whilst I acknowledge the importance of supervision 
as a central issue, I believe that a multi-disciplinary 
and multi-strategic approach over time is going to be 
the only way we will be able to make a lasting impact 
on the current toll of children drowning or suffering 
immersion related injury. 

In terms of the appropriate mechanism to progress 
this important area of work, I believe that the soon to 
be established Queensland Injury Prevention Council 
(QIPC) would be an appropriate forum to progress the 
collaboration that will be required for a sustainable 
and effective campaign.

The QIPC will involve representation from injury 
prevention focussed community organisations, 
relevant government agencies, representatives from 
the private sector and significant input from the 
tertiary sector in terms of research and evaluation 
skills. All these groups have a role to play in terms 
of the prevention of child drownings so I can see a 
good fit of need and capacity. More details of the 
planned QIPC are currently being finalised through the 
designated lead agency, the Department of Emergency 
Services. 

I look forward to seeing the co-operation and 
collaboration between the staff of our two agencies 
continue and indeed, strengthen, for the benefit of the 
children of Queensland.
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Appendix 5.2: Department of Emergency Services  
feedback on proposed recommendations

The Commission received the following response 
from the Department of Emergency Services (DES) in 
relation to the proposed recommendation concerning 
the drowning deaths of children under 5 years of age.

The DES has an ongoing commitment to working in 
collaboration with public and private sector agencies, 
and with communities to address injury rates in 
Queensland, with a particular focus on reducing 
injury sustained by young children. As you are aware, 
drowning, falls, burns/scalds, poisoning and slow 
driveway run-overs are key injury issues affecting 
children under five years of age.

Since 2002 and through interventions such as the 
Child Injury Prevention Project (ChIPP) and the 
subsequent Child Safety at Home: Mission Possible 
communication campaign, the Department of 
Emergency Services (DES) and Queensland Health 
(QH) have been working with a wide range of agencies 
and stakeholders to promote practices that improve 
safety and reduce hazards in the home environment to 
reduce injury to children 0–4 years of age.

As you would be aware, the CCYPCG and the 
Department of Local Government, Sport and 
Recreation (DLGSR) have been actively involved in this 
process through membership of the ChIPP Reference 
Group.

As a further indicator of its strong commitment to 
injury prevention, DES is currently taking a lead 
agency role in the establishment of the Queensland 
Injury Prevention Council (QIPC).

The QIPC will have an initial focus on the reduction 
of non-intentional injury and is an outcome of the 
government endorsed Queensland Trauma Plan.

The QIPC will include representatives from private 
and public sector agencies, the tertiary and also the 
community sector. The role and function of the QIPC is 
to:

•	 encourage collaboration and coordination across 
agencies delivering injury prevention initiatives;

•	 collaboratively determine and proactively progress 
opportunities for furthering injury prevention;

•	 monitor and evaluate progress; and

•	 provide strategic advice to the Minister for 
Emergency Services on coordination and injury 
prevention initiatives.

Membership of the QIPC will be endorsed by 
government in November 2007.

With proposed membership incorporating a broad 
range of agencies, including DES, QH, Department of 
Main Roads, DLGSR and the CCYPCG, and with a focus 
on addressing injury prevention in a collaborative and 
coordinated way, I consider the QIPC would be well 
placed to action the recommendation in the CCYPCG 
2006–2007 Annual Report.

It is anticipated that the inaugural meeting of the QIPC 
will occur in late 2007.

I look forward to continued collaboration with 
the CCYPCG, DLGSR and QH through the QIPC, in 
identifying, coordinating and delivering long-term 
strategies to raise community awareness about the 
importance of supervision in preventing drowning 
(and near drowning) fatalities of children.
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Appendix 5.3: Department of Local Government, 
Planning, Sport and Recreation feedback on proposed 
recommendations 

The Commission's recommendation was made to the 
Department of Local Government, Planning, Sport and 
Recreation (DLGPSR) as the agency responsible for 
administering the Building Act 1975, which governs 
pool fencing. In September 2007 the DLGPSR was 
split into two departments – the Department of Local 
Government, Sport and Recreation (DLGSR) and the 
Department of Infrastructure and Planning (DIP). 
The DIP is now responsible for building legislation, 
including pool fencing compliance, as a result the DIP 
responded to this recommendation. 

At the time of publication, the DIP's formal response 
had not been received. However, DIP indicated verbally 
that it was supportive of the recommendation. 
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Appendix 6.1: Inclusions within the ‘other’ non-intentional 
injury-related death category

Causes of death included in other non-intentional injury related death category

•	 poisonings

•	 falls

•	 non-intentional threats to breathing, including accidental suffocation and strangulation in bed, other 
accidental hanging and strangulation, threats to breathing due to cave-in, falling earth and other substances, 
inhalation of gastric contents, food or other object causing obstruction of respiratory tract, and

•	 exposure to electrical current.

Other inclusions within this category

•	 misadventure to patients during medical or surgical care

•	 drugs, medicaments and biological substances causing adverse effects in therapeutic use

•	 surgical and other medical procedures as the cause of abnormal reaction of the patient, or of later 
complication, without mention of misadventure at the time of the procedure

•	 sequelae with surgical and medical care as external

•	 lightning

•	 cataclysmic storms and floods resulting from storms

•	 exposure to forces of nature (for example, excessive natural heat)

•	 contact with venomous marine animals and plants

•	 injury caused by animals

•	 struck by falling object or striking against or struck by other objects

•	 striking against or bumped into by another person

•	 caught, crushed, jammed between objects

•	 injury caused by machinery (for example, agricultural machinery)

•	 unintentional injury caused by cutting, piercing instruments or objects

•	 foreign body entering into or through eye, other orifice or skin

•	 unintentional injury caused by firearms

•	 contact with heat and hot substances

•	 late effects of accidental injury (excluding transport accidents), and

•	 unspecified accidents.
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Appendix 7.1: Suicide classification model

ANY GIVEN DEATH

Examination of Form 1 – Summary of incident

Has the Form 1 indicated that initial police 
investigations consider it likely to be a  

possible suicide?

Did the method of death have a high likelihood of 
being a suicide (e.g. hanging, self-inflicted gunshot 

wound, carbon monoxide) and there were no 
mitigating circumstances that may indicate that the 
death was possibly a death by illness, accident or 

homicide?

Any history of psychiatric illness?

Any significant stress (e.g. relationship breakdown, 
death of a loved one)?

Did the deceased make an obvious effort to die 
(complex plan, etc.)?

Any prior suicidal behaviour or attempts?

Any witness to the actual suicide event (e.g. saw 
deceased jump from building)?

Was the intent state (orally or written)?

The coronial findings indicate that the death was 
intentional (implied or stated).

CLASSIFICATION = HIGHEST PROBABILITY ACHIEVED

No, it is not 
possibly a suicide 
(e.g. heart attack)

DO NOT ENTER

YES = POSSIBLE

YES = PROBABLE

YES = PROBABLE

YES = PROBABLE

YES = PROBABLE

YES = PROBABLE

YES = BEYOND 
REASONABLE DOUBT

YES = BEYOND 
REASONABLE DOUBT

YES = BEYOND 
REASONABLE DOUBT

Modified from D. De Leo & R. Evans, Suicide in Queensland 1996 – 1998: Mortality rates and related data (Brisbane: Australian Institute for Suicide 
Research and Prevention, 2002).
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Appendix 7.2: Department of Education, Training and the 
Arts statement of commitment 

The Department of Education, Training and the Arts 
provided the following statement of commitment in 
regards to future and ongoing collaboration in relation 
to childhood suicides.

The Department of Education, Training and the Arts  
(DETA) is committed to providing learning 
environments which maximise the educational 
opportunities and outcomes for all students. 

I welcome the opportunity to make a joint commitment 
to continuing this department’s collaboration with the 
commission on the prevention of youth suicide in your 
organisation’s upcoming report on Deaths of children 
and young people, Queensland 2006–07. 

DETA is similarly committed to working collaboratively 
with other stakeholders, including the Queensland 
Catholic Education Commission and Independent 
Schools Queensland, on reducing the number of suicide 
deaths among children and young people. 

The provision of information by your officers … around 
postvention and critical incident management has been 
greatly appreciated and I would like to see this joint 
liaison work continue throughout the coming year. 

The commission’s up-to-date research knowledge in 
this area is highly valued by DETA and any information 
that your officers may contribute to increasing our joint 
understanding of this issue will be highly valued.
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Appendix 10.1: Queensland Health actions taken to 
implement recommendations in the 2004–05 report

Queensland Health provided the following 
information on the steps it has taken to implement 
the recommendations made by the Commission in 
2004–05 in relation to sudden unexpected deaths in 
infancy.136 

Education program

The implementation of a comprehensive educational 
resource package will be based on areas of need 
identified through previous research and population-
based studies conducted in Queensland.

For the program to be sustainable in the long-term 
it will need to be accessible and user friendly. The 
resource has been developed into several modes (hard 
copy for self administration or interactive face-to-face 
inservice education, CD-ROM, interactive modular web 
design) to facilitate accessibility to all Queensland 
Health staff members who provide a service for 
families with young infants.

A potentially feasible and cost-effective method for 
the initial implementation program state-wide is the 
delivery of ‘Train the Trainer’ workshops (5 workshops 
in the first instance) inclusive of the three Area Health 
Services, with representatives across the 20 Health 
Service Districts, including Indigenous health workers. 
The primary aim of the workshop is to familiarise 
participants with program content and operation 
and access issues while supervision and support is 
available from a program coordinator. Workplace 
champions who have a direct support role in education 
and training of health professionals (e.g. nurse and 
midwifery educators or clinical nurses/midwives with 
an education portfolio) will be targetted participants 
in the first instance.

Key areas of program content that will be addressed in 
the workshop include:

1.	 Introduction and background: research and policy 
development leading to the need to establish 
the Safe Sleeping Education Program for Health 
Professionals; safe infant care to reduce the risk 
for Sudden Infant Death Syndrome (SIDS), and 

Sudden Unexpected Deaths in Infancy (SUDI) 
and fatal sleeping accidents policy and minimum 
practice guidelines.

2.	 Known risk factors: associated with risk of SIDS, 
SUDI and sleeping accidents to assist staff in 
identifying families at increased risk.

3.	 Safe sleeping recommendations: endorsed by 
SIDS and Kids and Queensland Health and the 
evidence to support these recommendations, 
including addressing the perceived risk of 
aspiration.

4.	 Clinical practice and parent education issues: 
often raised in delivering Safe sleeping 
recommendations. The module includes 
appropriate sleeping positions for infants 
with oesophageal reflux and perceived risk of 
aspiration; premature infants and infants with 
special needs; strategies to assist settling and 
sleep for unsettled infants in the supine position, 
including safe, evidence-based infant wrapping 
techniques; breastfeeding; pacifier use; bed-
sharing, co-sleeping and room-sharing issues; toxic 
gas theory; mattress use; smoking; immunisation; 
sedation; sleeping environments; bedding and 
caffeine intake.

5.	 Frequently asked questions and clinical scenarios 
to include: antenatal, perinatal, postnatal, 
community, newborn special and intensive care, 
and paediatric scenarios.

6.	 SIDS and Kids endorsed information statements: 
e.g. relating to infant wrapping, pacifier/dummy 
use, bed-sharing, toxic gas theory, mattress use, 
positional plagiocephaly are provided where 
relevant to each module.

136	 Correspondence dated 6 September 2007 from Uschi Schreiber, Director-General, Queensland Health.
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Outcomes of the Education Pilot

‘Nursing knowledge, attitudes and practices relating 
to Sudden Unexpected Death in Infancy: A Safe Infant 
Sleeping Education Program for Health Professionals 
pilot.’

During 2006–2007 a study has been conducted137 in 
south-east Queensland to evaluate the effectiveness 
of a specific educational intervention designed to 
address knowledge, attitudes and practices relating 
to SIDS risk factors and messages, in a group of 
nurses and midwives who care for infants and their 
families. In addition, knowledge and practices relating 
to positional plagiocephaly and measures to prevent 
this phenomenon were included as an adjunct to this 
study in collaboration with a physiotherapist from 
West Moreton. Positional plagiocephaly is reported to 
have increased since more infants are sleeping supine, 
while parental concerns about this phenomenon are 
reported to contribute to noncompliance with supine 
sleep recommendations. Preliminary study results 
prior to the intervention indicated similar deficits 
in knowledge, attitudes and practices relating to 
reducing the risk of SIDS found in the larger state-wide 
study conducted in 2002.

Following the intervention, preliminary results from 
the post intervention study survey and practice 
audit indicate that the intervention was effective in 
raising awareness of risk factors and safe sleeping 
recommendations, particularly relating to the 
recommended sleep position for an infant with mild 
gastro-oesophageal reflux, changing clinical practice 
consistent with safe sleeping recommendations, 
raising awareness of safe infant wrapping practices 
and strategies to prevent positional plagiocephaly. 
Final study results will be available by January 2008. 

Plans to progress state-wide rollout of the 
education program

The Maternity, Child Health and Safety Branch will 
support the rollout of the education program in close 
collaboration with Dr Jeanine Young. Dr Young has 
applied for a NICS Fellowship which will support a half 
time role over a two year period to operationalise the 
implementation plan for the Safe Sleeping Education 
Program for Health Professionals project.

The Senior Director of the Queensland Health 
Maternity, Child Health and Safety Branch has 
indicated support for the proposed project to 
implement a ‘Train the Trainer’ Safe Infant Sleep 
Education Program for all health professionals and 
Indigenous health workers utilising current program 
content from the pilot, and will be initiating the review 
of all policy documentation and updating guidelines 
and practice protocols.

The development of safe sleeping resources for 
Aboriginal and Torres Strait Islander families

During 2006–07 the Maternity, Child Health and 
Safety Branch formed a partnership with SIDS and 
Kids Queensland to research, develop and produce 
appropriate Indigenous safe sleeping materials, in 
consultation with the Queensland Aboriginal and 
Torres Strait Islander Advisory Group (QATSIAG) 
members, SIDS and Kids and Queensland Health staff. 
A senior Indigenous health worker was employed as a 
project officer by the Branch to:

1.	 Examine the effectiveness of current local health 
promotional resources that have state-wide 
applicability

2.	 Consult with key stakeholders such as health care 
providers working in mainstream and Indigenous 
specific health services (antenatal care and 
maternity services and community child health 
services), the Aboriginal and Community Controlled 
Health Sector (ACCHS) and the Royal Flying Doctor 
Service (RFDS) to ascertain requirements for health 
promotional and educational resources for raising 
awareness of SIDS risk factors

3.	 Oversee the consultation processes with 
Aboriginal and Torres Strait Islander communities 
to determine the content and format of resources 
required, and

4.	 Develop the resources.

The Indigenous Infant Safe Sleeping education 
resources that have been developed include a 
brochure, flip chart and a poster. These resources 
will be launched at the Safe Sleeping Conference on 
5 September 2007, by Karen Struthers MP, on behalf 
of the Minister for Health. The resources will then be 
distributed throughout Queensland by Queensland 
Health and SIDS and Kids.

137	 The education program and study is being conducted by Dr Jeanine Young, Nursing Director – Research, Royal Children’s Hospital and Health 
Service District.
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