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A Public Health Approach to Child Protection:
Why Data Matter

Karen Broadley and Chris Goddard
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In Australia, many researchers and policy makers believe that statutory child protection systems are over-
burdened and ineffective. The way forward, they suggest, is a public health model of child protection.
A public health approach comprises four steps: (1) collecting surveillance data; (2) establishing causes
and correlations; (3) developing and evaluating interventions; and (4) disseminating information about the
effectiveness of intervention activities to the public health community. However, in Australia there are no
reliable surveillance data. There is no information about ‘person’. Information is not collected about the
characteristics of children (e.g., ethnicity) and parents (e.g., mental illness) reported to child protection
services. Data are not comparable across place. This is because the states and territories have their own
child protection legislation, definitions and data recording methods. Data are not comparable over time.
This is because many jurisdictions have introduced new data recording systems over recent years. This
paper concludes that it is essential to develop an effective child protection surveillance data system. This
will ensure that services are located in areas and targeted towards populations in greatest need. It will

enable large-scale evaluation of the effectiveness of prevention and intervention activities.
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Introduction

In Australia, many researchers and policy makers are con-
cerned that statutory child protection systems have become
‘overloaded’ (O’Donnell, Scott, & Stanley, 2008, p. 325;
Scott, 2006, p. 11), ‘unsustainable’ (Allen Consulting Group,
2008, p. vi; O’Donnell et al., 2008, p. 325; Scott, 2006, p. 9)
and, most importantly, are failing to protect children (Allen
Consulting Group, 2008; Scott, 2006). The way forward,
they suggest, is to adopt a public health approach to child
protection (Allen Consulting Group, 2008; Council of Aus-
tralian Governments, 2009; O’Donnell et al., 2008; Scott,
2006). For example, Scott (2006) argues:

So what can be done to reform [child protection] systems
which are unsustainable and which can inflict such harm?
While a legal model of child protection is necessary to protect
a small number of abused and neglected children, a public
health model has much greater potential to reduce the level
of child abuse in the community. (p. 11)

Similarly, a report released by the Australian Research
Alliance for Children and Youth (ARACY) claims ‘current
systems for protecting children in Australia are failing in
their primary objective: to protect children’ (Allen Con-
sulting Group, 2008, p. vi). The report calls for a ‘system

which uses a public health model of primary, secondary
and tertiary prevention to ultimately assist in reducing the
prevalence of child abuse and neglect in Australia’ (Allen
Consulting Group, 2008, p. ix). Obviously, this call has been
heard, as there is clear evidence that it is shaping the policy
paradigm of child protection in Victoria and other jurisdic-
tions (Hunter, 2011).

The Report of the Protecting Victoria’s Vulnerable Chil-
dren Inquiry used a public health perspective to inform
recommendations (Cummins, Scott, & Scales, 2012). The
Queensland Child Protection Commission of Inquiry noted
that ‘submissions to the commission . . . reflect strong sup-
port for the public health model for child protection’ (State
of Queensland, 2013, p. 10). The Council of Australian Gov-
ernments in their National Framework for Protecting Aus-
tralia’s Children 2009-2020 used a public health model to
develop what has become a key reform driver in the integra-
tion of statutory child protection systems within a broader
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framework underpinned by child and family support ser-
vices (Babbington, 2011; Council of Australian Govern-
ments, 2009).

This is not only an Australian phenomenon. Many in-
ternational researchers and organizations also recommend
a public health approach to child protection. For example,
the 2002 World report on violence and health, and the 2003
World Health Assembly resolution on implementing the re-
port’s recommendations, both emphasise the role of public
health in preventing and responding to child maltreatment
(World Health Organization, 2006). The World Health Or-
ganization (WHO) in Preventing child maltreatment: A guide
to taking action and generating evidence (2006) advocates a
public health model of child protection, one that focuses
on prevention and early intervention, and reduces the ne-
cessity for tertiary services. The Center for Disease Control
and Prevention (CDC) in Georgia, USA, also recommends a
public health model of child safety, to prevent maltreatment
before it occurs (Leeb, Paulozzi, Melanson, Simon, & Arias,
2008).

While international researchers have a very similar vision
to researchers and policy makers in Australia, and agree
that a public health model of child protection consists of
three service platforms — primary, secondary and tertiary —
many of them also argue that a high-quality data surveil-
lance system is the first step toward such an approach (Jack,
2010; Leeb et al., 2008; World Health Organization, 2006;
Waulczyn, 2009). Similarly, interdisciplinary public health
experts suggest that surveillance is ‘the eyes and ears of pub-
lic health’ (Webb & Bain, 2011, p. 308), the ‘cornerstone’
and the ‘foundation’ of public health practice (Lee, Teutsch,
Thacker, & St. Louis, 2010, p. 17). Sound epidemiological
principles must then be used to design a data system, and ac-
curately interpret the data. According to Lee and colleagues
(2010, p. 17), the role of a high-quality surveillance system is
to guide ‘epidemiologic research and influence other aspects
of the overall mission of public health’.

This paper argues specifically that high-quality surveil-
lance data would improve the effectiveness of early inter-
vention, prevention and statutory intervention services for
children who have been, or who are, at risk of child abuse
and neglect. The paper is in four sections. First, we de-
fine surveillance and explain why it is an essential compo-
nent of public health practice. In the second section, we
describe what a high-quality child protection data surveil-
lance system should collect. In the third section, we con-
sider Australia’s ‘child protection data surveillance system’
and demonstrate that in Australia there is a ‘complete lack
of reliable national data’ (Goddard & Tucci, 2008a, p. 9).
In the final section, we consider the impact of these data
deficiencies on members of the public health community as
they attempt to respond to the problem of child abuse and
neglect; and on children themselves. Ultimately, we contend
that unreliable data are no better than no data at all; and
that the lack of data is yet another of the forces that silence
children and minimise their abuse (Broadley, Goddard, &

Tucci, 2014; Goddard & Hunt, 2011; Mudaly & Goddard,
2006).

What is ‘Surveillance’ and Why is it
Important?

What is surveillance? According to Webb and Bain (2011):

The word surveillance, meaning ‘the constant watching of
subversives, came into use during the time of the Napoleonic
wars. The modern epidemiological meaning is consistent
with the idea of constant watching, but usually of diseases
rather than suspects. (p. 308)

The word surveillance, as it is used within the public health
context, is quite different from the way it is most com-
monly used within the child protection literature, in which
vulnerable children and families are seen to be the victims
of a surveillance approach that is seen as preventing the
giving of help and care (Lonne, Parton, Thomson, & Har-
ries, 2008; Scott, 2006). Within this literature it is clear that
the surveillance, which means ‘constant watching’ (Webb
& Bain, 2011, p. 307), is over individual children and fam-
ilies who are considered to be particularly ‘vulnerable’ or
‘at risk’. For example, Fluke, Shusterman, Hollinshead and
Yuan (2008, p. 78) examined whether ‘families are subject
to greater surveillance in the community when they receive
services. Scott (2006, p. 11) also uses the word surveillance
in this context when she suggests that the ‘scale on which
child protection surveillance is now occurring in Australia’
could be causing parents to become anxious and withdrawn,
and contributing to the child abuse and neglect problem.

In the context of public health, however, surveillance
means something quite different. While it still refers to ‘con-
stant watching’ (Webb & Bain, 2011, p. 308), it is watching
over populations rather than individuals. It refers to the
collection of data (de-identified data) so that a problem,
for example child abuse and neglect, can be understood,
monitored and responded to effectively.

Surveillance, the first step toward a public health
model of child protection
Many experts explain that a public health approach to child
protection is made up of four vital steps, all of which call for
good evidence, and which ultimately inform one another.

The first step is surveillance — to know the magnitude of
the child abuse and neglect problem. While we know that
many incidents of child abuse and neglect are not notified to
child protection authorities, and that child protection data
significantly underestimate the real magnitude of the prob-
lem, it is still important to have accurate information about
child protection activity, to inform the setting of priorities
and allocation of resources (Leeb et al., 2008; Peden et al.,
2008; Whitaker, Lutzker, & Shelley, 2005; World Health Or-
ganization, 2006, 2007).

The second step is to identify risk and protective factors,
and ‘at-risk’ populations. This involves making associations
between measures of child abuse and neglect and a range of
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other factors. These ‘other factors’ may relate to the family
(for example, the family structure, income or ethnicity), the
parent (parental substance misuse, mental illness, domes-
tic violence or disability), the child (the age or sex of the
child) and/or the community (whether it is rural or disad-
vantaged). While many risk factors that are associated with
child abuse and neglect are already known (such as parental
substance misuse), a high-quality surveillance system may
uncover others, and may reveal the degree to which risk
factors are inter-related (Leeb et al., 2008; Whitaker et al.,
2005; World Health Organization, 2006, 2007).

The third step is to develop and evaluate prevention and
intervention strategies. It is important to identify which
communities are most affected and the associated risk fac-
tors, in order to target interventions accordingly. The ef-
ficacy of these interventions must also be evaluated. The
WHO (2006) suggests that one way of evaluating preven-
tion and intervention strategies is to compare incidence
rates pre- and post-intervention. They describe an effective
intervention strategy as being one that:

. . reduces the incidence of child maltreatment in the in-
tervention population, or at least lowers the rate at which
incidence is increasing. (World Health Organization, 2006,
p-32)

The WHO suggests that another way of evaluating the
effectiveness of an intervention, policy or law is to compare
populations cross-sectionally. Comparison populations can
be constructed ‘at the beginning of the program, through
some type of matching process . . . (or) . .. after the fact’
(World Health Organization, 2006, p. 48). Then, if there is
a reduction in the incidence of child abuse and neglect, it
may be attributed to the intervention, policy or law.

The fourth and final step is to disseminate information
about the effectiveness of intervention activities to the pub-
lic health community, to enable widespread adoption of
evidence-based programmes and policies (Leeb et al., 2008;
Peden et al., 2008; Whitaker et al., 2005; World Health Or-
ganization, 2006, 2007).

The ideas contained in these four activities are not new.
Over a decade ago, Professor David Finkelhor (1999) said:

First we need good epidemiological data to see the location
and source of the child abuse problem, and also to be able to
track and monitor its response to our efforts. This is some-
thing we currently do not have, at least at the level that would
satisfy any even generous public health epidemiologist. (p.
969)

More recently, Leeb et al. (2008) said:

... [the] lack of consistent information about the number of
children affected by maltreatment . . . limits ability to gauge
the magnitude of child maltreatment . . . limits ability to
identify those groups at highest risk . . . [and] . . . limits
ability to monitor changes in the incidence and prevalence of
child maltreatment over time. In turn, this limits the ability to
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monitor the effectiveness of child maltreatment prevention
and intervention activities. (p. 3)

A High-quality Child Protection
Surveillance Data System — What
Information do We Need to Know?

If surveillance is the first step, and enables and informs the
following three steps, what exactly must this surveillance
data look like (Lee et al., 2010; Webb & Bain, 2011)?

To start with, it is important to have accurate data on
basic child protection activity, such as reports about alleged
child abuse and neglect that are made nationally each year.
It is also important to know the number and details of
notifications that are substantiated.

Before proceeding, it is important to make some brief
comments about definitions. Very generally, any person
within Australia who has concerns about the safety of a
child can make a ‘notification’ to the statutory child protec-
tion authority in their State or Territory. However, in some
jurisdictions this is referred to as a ‘report’ In this paper,
we have chosen to use the term ‘notification’ so as not to
confuse the term with a written ‘report’.

In relation to the term ‘substantiation’, Bromfield and
Higgins (2005) say that it:

. refers to notifications (or ‘reports’ or ‘allegations’) of
maltreatment or harm that are found on investigation by a
statutory child protection service to have ‘substance’ (that is
are true). (p. 3)

Again, this is a very loose definition. In reality, each of the
Australian States and Territories define and understand the
terms ‘notification’ and ‘substantiation’ very differently. We
will explore this in further detail in the following section.

The important point to be made at this stage is that
information about the number of notifications and sub-
stantiations is important so that, as a first step, we can know
the scale and the magnitude of the child abuse problem.
Other detailed information must also be gathered to inform
the subsequent three steps.

In order to gather information that is relevant and that
will inform each of these steps, it is useful to turn to the field
of epidemiology. According to Valanis (1999), the epidemi-
ologist is like a ‘medical detective concerned with the who,
what, where, when and how of disease causation’ (p. 3), the
ultimate goal being to prevent or control the occurrence of
the disease. According to Grimes and Schulz (2002):

Good descriptive research, like good newspaper reporting,
should answer five basic ‘W’ questions — who, what, why,
when and where . . . (p. 145)

We will now use the five ‘W’ questions to guide us as we
suggest the types of surveillance data that are required as a
first step toward a public health model of child protection.
For illustration purposes we will focus on notifications.
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The ‘who’ question refers to the children who are the
subject of the notification — for example, their sex, age and
ethnicity. ‘Who’ refers also to the parents — whether they are
single parents, same sex parents, or blended family/parents,
whether there are parental drug or alcohol problems or
parental mental illness. ‘Who’ also refers to type of notifier —
for example the police, school employee or parent/guardian.
These details are important because they can help answer
the final ‘why’ question. That is, if the final analysis does
reveal an increase in notifications over time, then it can
be very useful to know the characteristics of the children
being notified (are some ethnic groups over-represented?),
the characteristics of the parents (is there a growing problem
of parental drug and alcohol use?), and the characteristics
of the notifiers (is there a rise or change in the number of
notifications from one or more professional or community
groups?).

The ‘what’ question refers to what the notification is
about — physical abuse, sexual abuse, family violence, emo-
tional abuse or neglect. ‘What’ also refers to the number of
re-notifications. Again, these details are important because
they can help answer the final ‘why’ question.

The ‘when’ question refers to time. Information that is
gathered regularly, over a period of years, can reveal trends
(whether numbers of notifications are stable, increasing or
decreasing). Clearly, this information can only be gener-
ated by a surveillance system that continuously uses the
same operational definitions of child abuse and neglect,
and the same data-reporting methods, year in and year
out.

The ‘where’ question refers to place. This information
tells us whether there are more notifications made to child
protection about alleged abuse or neglect in some geograph-
ical areas than in others. Again, this information can only be
generated by a surveillance system where every part of the
system uses the same operational definitions of child abuse
and neglect, and the same data-reporting methods. The
WHO agrees that ‘for good surveillance, operational case
definitions should be clearly set out and agreed upon by
the different sectors involved in the data collection’ (World
Health Organization, 2006, p. 28).

Finally, the ability to answer the ‘why’ question is largely
dependent upon the quality of what has gone before. Indeed,
a high-quality surveillance system that gathers a wealth of
‘who’ and ‘what’ data and uses common operational def-
initions over time (when) and place (where), can provide
valuable information about the problem of child abuse and
neglect, to assist governments and community organiza-
tions as they plan and prioritize prevention and response
programmes.

Child Protection Surveillance Data in
Australia

Unfortunately, in Australia we do not have a high-quality
surveillance data system (Broadley et al., 2014). This means

that we do not, as a first step, know the magnitude of the
child abuse and neglect problem. We cannot, as the sec-
ond step, accurately and promptly identify the groups who
are at the highest risk. We cannot as the third step, rigor-
ously evaluate our intervention activities. And we cannot, as
the final step, disseminate information to the public health
community about ‘what works’.

For almost 20 years Goddard and his colleagues have
laboured this point (Broadley et al., 2014; Goddard, 1995;
Goddard & Hunt, 2011; Goddard & Mudaly, 2006; Goddard
& Tucci, 2008a, 2008b; Liddell, Donegan, Goddard, & Tucci,
2006). For example, in 2008 Goddard and Tucci complained
that ‘official figures are unreliable . . . even basic measures
are not available . . . and to spend so much and to know so
little defies belief’ (Goddard & Tucci, 2008a, p. 12).

Cummins, Scott and Scales (2012), in the Report of
the Protecting Victoria’s Vulnerable Children Inquiry, concur
that:

... comprehensive and robust data over time to provide the
basis for . . . overarching assessments for the statutory child
protection system in reducing the incidence and impact of
child abuse and neglect are not available for Victoria or indeed
most other jurisdictions. (p. 77)

There is a Lack of Reliable ‘'Where’ Data

There is a complete lack of reliable ‘where’ data. For more
than 10 years, the Australian Institute of Health and Welfare
(ATHW) has released an annual Child Protection Australia
report. This report is the main source of publicly available
data relating to state and territory child protection systems.
For more than 10 years the report has warned that the
data from the different jurisdictions are not comparable.
As the reports explain every year, this is because there are
major differences between jurisdictions in definitions and
data-recording practices, these differences affect the data
provided, and data from different jurisdictions should not
be used to measure the performance of one jurisdiction
relative to another (ATHW, 2001, 2002, 2003, 2004, 2005,
2006, 2007, 2008, 2009, 2010, 2011, 2012, 2013).

In practice, this means that there is no way of know-
ing whether there are more incidents of child abuse and
neglect in some geographical areas than there are in oth-
ers. A brief look at the number of child protection sub-
stantiations that occurred across Australia in 2011-2012
illustrates this point: substantiations in relation to physi-
cal abuse ranged from 13% in the Australian Capital Ter-
ritory to 29% in Victoria; substantiations in relation to
emotional abuse ranged from 27% in South Australia to
54% in Victoria; and substantiations in relation to neglect
ranged from 7% in Victoria to 53% in the Northern Territory
(AIHW, 2013, p. 59). Possibly the most startling variation
in substantiations is in relation to sexual abuse, where it
ranged from 3% in the Northern Territory to 22% in West-
ern Australia (ATHW, 2013, p. 59). Indeed, if these figures
had any meaning, it would be very concerning that, three
years after the commencement of the Federal Government’s
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Northern Territory ‘Intervention, targeted at the ‘signifi-
cant problem in Northern Territory Communities in rela-
tion to sexual abuse of children’ (Northern Territory Board
of Inquiry, 2007, p. 6), there still appear to be significantly
fewer substantiated cases of childhood sexual abuse in the
Northern Territory than other parts of the country. How-
ever, because each of the States and Territories define and
understand the term ‘substantiation’ very differently, there is
no way of knowing unequivocally whether there is a greater
problem of child sexual abuse in the Northern Territory re-
mote Aboriginal communities than other parts of the coun-
try. Itis possible that John Pilger (2013) is correct in asserting
that the claims that have been made in relation to the partic-
ular problem of child sexual abuse in the Northern Territory,
are false and defamatory. As Liddell et al. (2006) have noted,
‘it is not obvious that such differences can be explained
simply on the basis of procedural differences between the
jurisdictions’ (p. 15). The fact that we cannot know whether
these differences are a result of differing definitions or
differing realities of child sexual abuse is a very serious
problem.

There is a Lack of Reliable ‘When' Data

There is a complete lack of reliable ‘when’ data. For many
years the ATHW Child Protection Australiareport has warned
that comparisons even within many of the states and terri-
tories should be treated with caution (AIHW, 2010, 2011,
2012). This is because many of the states and territories
have introduced new data-recording systems over recent
years and this means that much of the data in later years
cannot be compared to data in earlier years (AIHW, 2012).
For example, changes were introduced to the Australian
Capital Territory child protection systems in 2003, to the
Victorian system in 2007, to the South Australian system
in 2009, to the Queensland system in 2005 and again in
2007, to the Western Australian system in 2006 and again
in 2010, and to the New South Wales system in 2003 and
again in 2010 (AIHW, 2005, 2010, 2012). This makes it im-
possible to identify trends over time, and it also makes it
impossible to know if the child abuse problem is growing or
abating.

A brief study of substantiations illustrates the point. For
example, the ATHW Child Protection Australiareports reveal
that in New South Wales there were 16,765 substantiations
in 2002-2003, then as a result of the 2003 system change
there was a significant upward trend, which peaked at 37,094
substantiations in 20062007 (AIHW, 2008). Then there was
another system change in New South Wales, which caused
the number of substantiations to drop to a low of 18,596 in
2010-2011 (ATHW, 2012). In relation to the upward trend,
the ATHW 2002-2003 report explains:

The number of child protection notifications, investigations
and substantiations in New South Wales in 2002-03 differs
significantly from the numbers in previous years. This dif-
ference is a direct result of changes to the Department of
Community Services client information system . . . For this
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reason, New South Wales Child Protection data for this year
is not comparable with the data for previous years published
in this report (ATHW, 2004, p. 12).

In relation to the downward trend, the ATHW 2009-2010
reports states ‘the data reported for part 0o 2009—-2010 reflect
legislative changes . . . data are not comparable to previous
years’ (AIHW, 2011, p. 120).

There is a Lack of ‘Who' and ‘'What' Data

There is a complete lack of detailed and reliable ‘who’ and
‘what’ data. For example, in Australia there is no informa-
tion about the number of children and young people from
culturally and linguistically diverse families notified to, or
involved with, child protection (Kaur, 2009). There is no
information about the percentage of notifications where
there is parental drug and alcohol use, mental illness, family
violence or disability:

... there are no systematic monitoring processes in the public
domain that allow for an analysis of parental characteristics
of children entering the child protection system. (Dawe et al.,
2007, p. 7)

There is also no information about the number of noti-
fications that are re-notifications (for the first time, second
time, third time, or even 20 or more times). Even the data
in relation to Indigenous children is unreliable. This is con-
firmed by the ATHW 2011-12 report. which states that:

Over the last few years, several jurisdictions have introduced
measures to improve the identification of Indigenous clients.
However, in some jurisdictions, the high proportion of chil-
dren whose Indigenous status is unknown still affects the
quality of data on Aboriginal and Torres Strait Islander chil-
dren. (ATHW, 2013, p.7)

Finally, the complete lack of reliable ‘where’, ‘when’, ‘who’
and ‘what’ data makes it impossible to answer the important
‘why’ question — about the nature and causes of child abuse
and neglect.

The Lack of Surveillance Data Limits the
Ability of Government and the Public
Health Community to Respond to the
Problem of Child Abuse and Neglect

The lack of reliable surveillance data makes it impossible
move through the four steps that are integral to a public
health approach to child protection.

In Australia we are unable to identify risk factors and
risk populations, and this limits our ability to target in-
terventions to those who are most in need. For example,
research suggests that families who make up the primary
client group of child protection services have high levels
of parental substance abuse, parental mental health prob-
lems and domestic violence (Bromfield, Lamont, Parker,
& Horsfall, 2010). It is further suggested that these types
of problems are ‘often inter-related, chronic in nature and
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rarely occur in isolation’ (Bromfield et al., 2010, p. 1). The
lack of child protection surveillance data, however, means
that there is not sufficient detail or certainty within any of
these statements to inform action — for if you don’t know
you can’t act’ (Krieger, 1992, cited in Goddard & Hunt,
2011, p. 414). Indeed, if the government and public health
community knew the degree to which these families make
up the primary client group of child protection, the degree
to which their problems are inter-related, and whether these
families are concentrated within particular geographical ar-
eas or demographic groups, then they would be in a stronger
position to know how to act. In fact, such knowledge could
provide the impetus needed to end a service system ‘com-
prised of single input services, based on categorical funding,
each service typically defining one family member, or one
aspect of their needs, as their specific domain’ (Scott, 2005,
p- 133); and the beginning of a new type of service delivery
that meets people’s needs holistically, that is family-focused
and child-centred. Not only would this knowledge ensure
that prevention interventions are targeted towards specific
risk factors, it would also ensure that services are located in
‘communities where maltreatment is most common, rela-
tively speaking’ (Wulczyn, 2009, p. 42).

In Victoria, the Report of the Protecting Victoria’s Vul-
nerable Children Inquiry found that families involved with
statutory child protection services are concentrated in spe-
cific geographical areas. The report stated that notification
rates in the Gippsland and Loddon Mallee regions were ap-
proximately two times higher than the average across the
state. The lack of timely dissemination of this data, how-
ever, has resulted in long-term under-resourcing of regional,
rural and remote areas (Hodgkin, 2002; Ombudsman Vic-
toria, 2011). Moreover, the public health community has
not been able to use this information to inform their early
intervention and prevention activities, to ensure that they
target their services to those who are most in need.

Evaluation

The lack of reliable and comparable data over time hin-
ders the ability to rigorously evaluate prevention and in-
tervention strategies. In 2009, for example, the state and
territory governments endorsed the National Framework
for Protecting Australia’s Children 2009-2020, which aims to
achieve ‘a substantial and sustained reduction in child abuse
and neglect in Australia over time’ (Council of Australian
Governments, 2009, p. 11). But how can this be measured
when ‘the base data are clearly deficient’? (Goddard & Hunt,
2011, p. 414). Even the first Annual Report to the Council of
Australian Governments 2009-2010 on implementing the
National Framework acknowledges that specifying ‘relevant
and feasible indicators of change . .. [isan] . .. ongoing and
significant challenge’ (Council of Australian Governments,
2010, p. 2). The second Annual Report to the Council of Aus-
tralian Governments 2010-2011 does not make this same
acknowledgement. Ironically, it points to the Child Protec-

tion Australia report as being one of the ‘measures to track
progress’ (Council of Australian Governments, 2012, p. 6)!

The Public Health Community do not have
Information to Inform the Development of their
Early Intervention Efforts
Within the four-step model of public health practice, the
focus of the fourth and final step is to disseminate informa-
tion about the effectiveness of intervention activities to the
public health community, to enable widespread adoption of
programmes and policies that work (Leeb et al., 2008; Peden
et al., 2008; Whitaker et al., 2005; World Health Organiza-
tion 2006, 2007). In Australia, however, this is impossible.
Despite this reality, the Council of Australian Governments
in their National Framework for Protecting Australia’s Chil-
dren 2009-2020 has given the public health community the
impossible task of responding to the problem of child abuse
and neglect, and many of the Australian States and Territo-
ries have done likewise.

For example the National Framework for Protecting Aus-
tralia’s Children 2009-2020:

. seeks to involve other professionals, families and the
wider community — enhancing the variety of systems that can
be used to protect children and recognizing that protecting
children is everyone’s responsibility. (Council of Australian
Governments, 2009, p. 8)

Similarly, the Victorian Government paper — Victoria’s Vul-
nerable Children Our Shared Responsibility —says:

The Victorian Government has a key role to play in protecting
vulnerable children. However, protecting children is a com-
munity wide responsibility . . . [and] . . . in line with this
shared responsibility, organizations should strive to provide
connected services and get those services to those who most
need them. (Victorian Government, 2012, p. 3)

The Northern Territory’s Safe Children, Bright Futures
Strategic Framework 2011-2015 names child protection,
‘other government agencies, the non-government sector and
the community’ as being ‘partners in change’ (Department
of Children and Families, 2011, p. 5).

The Australian Capital Territory’s Sharing Responsibility:
A Framework for Service Collaboration for the Care, Protection
and Well-being of Children and Young People in the ACT
promotes:

... the care, protection and wellbeing of children and young
people as a shared responsibility . . . [and] . . . the develop-
ment of services will aim to be supported by evidence based
policy and practice, effective data collection and evaluation
processes. (Vardon and Murray Reports Steering Committee,
2005, p. 3)

The Western Australia’s Supporting Individuals and Fami-
lies at Risk or in Crisis Strategic Framework and State Plan
2009-2012 also states that ‘responding effectively to is-
sues requires a shared responsibility between government
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agencies’ (Department for Child Protection, 2009, p. 6). ‘All
agencies have a responsibility to be aware of the evidence
that exists in the areas of specialisation, and to ensure that
this informs the development of their services and interven-
tions’ (Department for Child Protection, 2009, p. 19).

To claim to have a public health approach to child protec-
tion, to announce that child protection is a ‘shared respon-
sibility’ between government and the public health com-
munity, to insist that agencies should use evidence, and ‘get
those services to those who most need them’ (Victorian
Government, 2012, p. 3) and yet consistently ignore the vi-
tal role of surveillance produces a contradiction, a nonsense
(Goddard & Hunt, 2011).

Conclusion

In Australia, the current rhetoric is that a public health ap-
proach to child protection is the answer to claims that child
protection systems are overburdened and ineffective. This
rhetoric, however, ignores the vital role of surveillance, and
ignores the fact that the public health community is hin-
dered from taking on a ‘shared’ responsibility for protecting
children when it is not equipped with detailed, relevant and
reliable surveillance data (Broadley et al., 2014).

If a public health model of child protection really is the
answer, then it cannot be simply imposed on a structure
which is already flawed (Stanley & Goddard, 2002). Clearly,
there must be a new structure, a new system that involves all
the states and territories having the same operational defi-
nitions of child abuse and neglect over time, and the same
data-recording methods. There must be a shared agreement
about the types of information that are needed (for ex-
ample, information about parental substance misuse, men-
tal illness, disability, family violence, family ethnicity) and
unified definitions of each type. It will be difficult to find
agreement about how to define these and many other terms.
However, for the sake of children’s safety it is essential that
this occur. Indeed, if government and the public health com-
munity are to respond effectively to the problem of child
abuse and neglect, they must work together to develop an
effective child protection surveillance data system — one that
yields high-quality, reliable and useful data that can inform
policy and practice. This is the essential first step toward the
safety of Australia’s children.
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